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FROM THE INTERMEDIARY MEDICAL DIRECTOR

A PHysiciaAN’s Focus

Do I Bill Inpatient, Outpatient, or Outpatient with Observation Hours?—

Planned, Elective Procedures with Overnight Stay

frequent Medicare issue for hospital compliance, billing and utilization management

(UM) staff is planned elective procedures for patients who end up spending the night.

In the traditional Medicare program, the attending physician is responsible for patient
care and determining the patient’s status (inpatient, outpatient, or outpatient with observa-
tion hours). A hospital can only bill the intent of the physician as demonstrated by the
orders (admit inpatient, outpatient procedure, place in outpatient observation) and the
documentation of the actual care/services provided (clinical data, type of services,
location, etc.).

a) Thelntermediary manual statesthat “a patient is an inpatient when so ordered by a
physician and there is the expectation the patient will stay at least overnight.”

However, if billed as an inpatient, the claim may not meet InterQual® criteria and the QIO (Quality Improvement
Organization- formerly the PRO) could deny the claim if reviewed.

b) The Hospital manual states, in cases of minor surgery or other treatment that the patient is considered an outpatient
regardless of the hour he came to hospital, whether he used a bed, or whether he stayed past midnight. However, if
billed as an outpatient, given the intent of physician for an inpatient level of care as demonstrated by the type of
procedure, frequent IV therapies, labs, etc., the FI (fiscal intermediary) could deny the claim.

¢) Routine stays following surgery may not be billed as observation hours in the traditional Medicare program unless
there is documentation of a significant patient complication and/or the patient’s condition is unstable. Normal
outpatient postoperative recovery time following surgery is included in the APC (ambulatory payment
classification) for the procedure. The FI could deny observation hours or deny the claim if the documentation
demonstrated that the intent of the physician was an inpatient level of care.

If the physician intends to keep the patient overnight, especially for 24 hours or more of care a an inpatient level of
care (prolonged monitoring given co-morbidity, frequent laboratory studies, frequent 1V therapy, etc.), then the physician
should schedule an inpatient admission. Also, it isimportant that physicians document the indications for the procedure and
the associated co-morbidities since the medical necessity of the procedure as well as the need for the overnight stay can be
reviewed by the QIO. Late starting same day surgeries or routine one day procedures that go past midnight and use a
hospital bed can be serviced and billed outpatient if the physician’s intent is not to use an inpatient level of care. The
physician’s orders and documentation should support the outpatient status. These patient stays are of short duration and
always less than 24 hours. If there is a complication intra-operatively or in the recovery room, the physician can document
the need for change in status to outpatient observation or inpatient depending on the clinical situation.

If the intent of the physician as demonstrated by admission orders, documentation, or procedure planned is ambiguous,
hospitals should clarify with the physician prior to the admission or within six hours of the hospitalization. For example, if
the Fl sees an outpatient claim with an admission order for 23-hour observation prior to a planned, elective procedure, a
claim denial could occur even if observation hours are not billed. Given that the normal outpatient postoperative recovery
time following surgery isincluded in the procedure, it appears to the Fl that the physician’s intent is to keep the patient
overnight at an inpatient level of care. The claim payment decision will depend on review of documentation. Inthis
example, an adverse payment outcome for the hospital can be avoided if the patient status is clarified before or in the early
hours of the admission for the planned procedure. Many hospitals have nurse UM teams that can assist physicians with
patient status issues. Hospital physician staff should work with the UM teams in establishing standards for their community
as to appropriate procedures and patient criteria for outpatient versus inpatient procedures and the use of observation hours
in the traditional Medicare program. Clerical errors may be corrected prior to discharge.

Of note, Medicare does designate certain procedures as “inpatient only” and these procedures should be ordered,
serviced, and billed as inpatient for Medicare patients.

Finally, Medicare beneficiaries should be informed of their status and financia liability prior to an elective procedure.
An outpatient procedure is a Part B service (hospital outpatient billed to the intermediary) as opposed to an inpatient
procedure that is a Part A service (hospital inpatient billed to the intermediary). Most beneficiaries are enrolled in both
Part A and B. Part B in 2003 has $100 deductible per year and 20 percent coinsurance for certain outpatient services.
(There can be multiple procedures on an outpatient claim for which the coinsurance applies.) Part A in 2003 has $840
deductible and no coinsurance for a hospital inpatient stay of 1-60 days. As you can see, beneficiaries need clear informa-
tion so they can make informed health care decisions.

James J. Corcoran, M.D., M.PH.
Medicare Medical Director

Third Quarter 2003 The Florida Medicare A Bulletin



ABOUT THIS BULLETIN

About The Medicare A Bulletin

he Medicare A Bulletin is a comprehensive magazine published quarterly for Medicare Part A providersin Florida. In
accordance with the Centersfor Medicare & Medicaid Services (CMS) natification parameters, the approximate delivery

dates are:
Publication Name Publication Date Effective Date of Changes
First Quarter 2003 Mid-November 2002 | January 1, 2003
Second Quarter 2003 | Mid-February 2003 April 1, 2003
Third Quarter 2003 Mid-May 2003 July 1, 2003
Fourth Quarter 2003 | Mid August 2003 October 1, 2003

Important notifications that require communicationin
between these dates will be posted to the First Coast Service
Options, Inc. (FCSO) Florida provider education Web site
www.floridamedicare.com. In some cases, additional
unscheduled special issueswill also be published.

Who Receives the Bulletin?

Distribution of the Medicare Part A Bulletin, islimited
to one copy per medical facility that is actively billing
Medicare claimsto the fiscal intermediary in Florida.
FCSO, the Medicare Part A fiscal intermediary, usesthe
same mailing address for all Medicare correspondence. No
issue of the Bulletin may be sent to a specific person/
department within an office. To ensure continued receipt of
all Medicare correspondence, providers must keep their
mailing addresses current. For additional copies, providers
may purchase a separate annual subscription for $65.00. A
subscription order form may be found in the Educational
Resources section in each issue. Issues published since
January 1997 may be downloaded from the provider
education Web site free of charge.

What Is in the Bulletin?

The Bulletinis divided into several sections addressing
general and facility-specific information and coverage
guidelines.

The publication aways starts with a column by the
Intermediary Medical Director. Following an administrative
section are usually general information and coverage
sections with informational and billing issues, processing
guidelines, and medical coverage applicableto all Medicare
Part A providers and facilities. Coverage guidelines and
billing issues targeting specific facilities or Part A providers
areusualy included inindividual sections named under the
applicablefacility type. Thesefacility-specific sections are
in the Bulletin only when an article in that category is
published (for example, if no CORF/ORF informationisin
the issue, that section is omitted.) Also, as needed, the
Bulletin contains Electronic Data | nterchange and Fraud and
Abuse sections.

The Local Medical Review Policy (LMRP) section
contains notification of revisionsto finalized medical
policies and additions, revisions, and corrections to previ-
ously published LMRPs. In addition, effective with the First
Quarter 2003, this section may contain information on wide
spread probe reviews conducted by the fiscal intermediary.
Whenever possible, the LMRP section will be placed in the
center of the Bulletin to allow readersto remove it sepa-
rately, without disturbing the rest of the publication.

The Educational Resources section includes educational
material, such as seminar schedules, Medicare provider
education Web site information, and reproducible forms. An
index and important addresses and phone numbers are in the
back of every issue.

The Medicare A Bulletin Represents Formal
Notice of Coverage Policies

Articlesincluded in each Medicare A Bulletin represent
formal notice that specific coverage policies have or will take
effect on the date given. Providers who receive each issue are
expected to read, understand, and abide by the policies outlined
in this document to ensure compliance with Medicare coverage
and payment guidelines. Medicare Part A (FCSO) maintains
the mailing lists for each issue; inclusion on these mailing lists
impliesthat the issue was received by the provider in the event
there is a dispute over whether a provider received advance
notice regarding coverage of a specific service and the
financial liability for it.

Do You Have Comments?

The publications staff welcomes your feedback on the
Bulletin and appreciates your continued support. Please
mail commentsto:

Editor, Medicare A Bulletin — 10T
Medicare Communication & Education
PO. Box 45270

Jacksonville, FL 32232-5270

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 FloridaMedicareintermediary. By
signing up, you will receive automatic email notification when new or updated informa-
tion is posted to the provider education Web site www.floridamedicare.com. It’'svery easy
todo. Simply go to the Web site, click on the “ Join our electronic mailing list” bar and

follow the prompts.

4 The Florida Medicare A Bulletin
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ABOUT THIS BULLETIN

Providers Must Qualify and Register to Receive the Medicare A Bulletin in

Hardcopy Format

Use of the Internet has become an accepted standard of communication throughout the world. Publications produced by First
Coast Service Options, Inc. (FCSO) for our Medicare Part A customers are available on our provider education Web site
(www.floridamedicare.com). Our Medicare publications are posted to the Web sitesin PDF (portable document format) and
may be viewed, printed, or downloaded free of charge. Hardcopy publications, by contrast, nationally cost Medicare a
substantial amount of money for printing and postage. Reducing the number of hardcopies produced is one way Medicare
contractors can reduce costs that may be better utilized elsewhere. 1n addition, enhancements to online publications can be
made that are not possiblein print.

Hardcopy distribution of the Medicare A Bulletin has previously been limited to individual providers and medical
facilitiesthat billed at |east one Part A claim to the Florida Medicare fiscal intermediary for processing during the twelve
months prior to the release of each issue. Beginning with publicationsissued after June 1, 2003, M edicar e providerswho
meet these criteria will haveto register with usto continueto receivethe Bulletin in hardcopy format. Qualifying
providerswill be eligible to receive one hardcopy of that issue, if you can show avalid reason why you cannot utilize the
electronic publication available on the Internet. “I just prefer hardcopy” isaninvalid reason —avalid reason might be lack of
apersonal computer with Internet access, or other technical barrier.

If you believe you meet these criteria and wish to continue receiving hardcopies, you must complete and return the
registration form that follows. If you include your email address or fax number, we will use one of those methods to notify
you that you will continue to receive hardcopy publications. You will be required to re-register annually.

If you arewilling and able to receive the Bulletin electronically, you do not need to reply to us. Providers and other
entities that do not meet the criteriaand desire a hardcopy may purchase an annual subscription to the Bulletin (please see the
“2003 Part A Materials’ order formin thisissue).

Note: If you have a paid subscription, you will continue receiving a hardcopy of the Medicare A Bulletin through your
subscription period.

Features and Distribution

There are aready advantages to accessing the Bulletin online: the electronic version is posted to the Web before print
copies are distributed, and you may view, print, or download only those articles important to your business.

In addition, we will be enhancing the format of electronic newsletters to provide helpful featuresthat do not appear in the
current hardcopy format, including hyperlinks. A hyperlink isan element in an electronic document that links the user to
another place in the same document, to an entirely different document, or to aWeb site. Thisfeaturewill provide usersinstant
accessto thefollowing items:

« Articlesof Interest — The newsletters' table of contents will include hyperlinks to each article, therefore a provider
can choose an article(s) of particular interest to his’/her medical practice.

e Third-Party Web sites—All third-party Web sites referenced within articleswill include hyperlinks to the applicable
information on that Web site.

» References within the Contractor Web sites—All additional resources or reference materials mentioned in the
newsl etter will include hyperlinks to that information within the FCSO Medicare Web sites (e.g., full-text versions of
local medical review policies, prior publications, forms, online registration, etc.). Additionally, links to unique Web
pages will allow access to information applicable to the user’s specialty classification.

The enhanced electronic publications will be available at no charge through the FCSO Medicare Web sites and on CD-
ROM at aminimal cost. In addition, you may sign up for the FCSO eNews, our free electronic mailing list. Subscribers
receive an email notice when new publications are posted to our Web sites, plus frequent notification of other items of interest.
Anyone with an email address may sign up for eNews; you don’t have to be at the office.

Third Quarter 2003 The Florida Medicare A Bulletin 5



ABOUT THIS BULLETIN

Medicare A Bulletin Hardcopy Registration Form

To continue receiving the Medicare A Bulletin in hardcopy format, you must complete this registration
form. Please complete and fax or mail it to the number or address listed at the bottom of thisform. To
receive a hardcopy of the Fourth Quarter 2003 Bulletin your form must be faxed or postmarked on or
before June 30, 2003.

Please note that you are not obligated to compl ete this form to obtain information published in the
Medicare A Bulletin — issues published beginning in 1997 are available free of charge on our provider
education Web site www.floridamedicare.com.

Provider/Facility Name:

Provider Number:

Address:

City, State, ZIP Code:

Contact Person/Title:

Telephone Number:

Rationale for needing a har dcopy:

Mail your completed form to:

M edicare Communication and Education — Publications 10T
P.O. Box 45270
Jacksonville, FL 32232-5270

or fax to 1 (904) 791-6292

Please let us know your concerns or questions regarding this initiative:

Please do not contact our customer service call center regarding thisinitiative. Additional questions or
concerns may be submitted via the Web sitein the “contact us’ section.

6 The Florida Medicare A Bulletin Third Quarter 2003



GENERAL INFORMATION

GENERAL INFORMATION

Additional Documentation Request Requirements for Ordering Providers of

Laboratory Services

n November 23, 2001, CM S published in the Federal

Register (66 FR 58788) afinal rule regarding coverage
and administrative policies for clinical diagnostic laboratory
services under Medicare Part B. A committee of interested
parties, including representatives from hospitals, physicians,
laboratories, coding experts and CM S staff devel oped this
rule under the Negotiated Rulemaking Act. A provision of
therule wasthat “if the documentation provided...does not
demonstrate that the service is reasonable and necessary,
CMS:

e providesthe ordering physician or nonphysician
practitioner information sufficient to identify the claim
being reviewed,

*  requestsfrom the ordering physician or nonphysician
practitioner those parts of a beneficiary’s medical
record that are relevant to the specific claim(s) being
reviewed, and

» informsthe entity submitting the claim(s) that the
documentation has not been supplied and deniesthe
claim if the ordering physician or nonphysician
practitioner does not supply the documentation
requested.”

Policy Implementation

Effective July 1, 2003, Medicare will request any
additional documentation needed for processing claims
submitted for clinical diagnostic laboratory servicesfrom the
billing provider, and under certain circumstances, from the
ordering provider.

Laboratories may still ask the ordering physician or
nonphysician practitioner for any appropriate documentation
they need to respond to the initial additional documentation
reguest. Thus, the ordering provider could, in somein-
stances, receive requests for documentation from both the
laboratory and Medicare.

Medicare will allow 45 days for the receipt of the
additional documentation requested from the ordering
physician or nonphysician practitioner prior to denying the
claim, after theinitial request for additional documentation
to the billing provider, if Medicare needs that additional
documentation to make a determination on the claim.

Laboratory hilling providers are required to supply
information sufficient to identify the ordering provider along
with the claim. If thisinformation is not present, contractors
will adjudicate the claim based only on the documentation
received and deny or down code the service as appropriate.

Source:. CMS Transmittal AB-03-021

Reporting Electrical Stimulation Claims with CPT Code 97014 and HCPCS

Code G0283
With theimplementation of the January 2003 HCPCS
update, CPT code 97014 — Application of a modality
to one or more areas; electrical stimulation (unattended) was
discontinued without a grace period effective January 1,
2003. The replacement HCPCS code G0283 — Electrical
stimulation (unattended), to one or more areas, for
indication(s) other than wound care as part of atherapy plan
of care, was also made effective January 1, 2003. However,
in accordance with CMS' coverage determination policy,
HCPCS code G0283 is effective for dates of service on or
after April 1, 2003.

Action Required by Providers
Thefollowing billing instructions apply when billing for
electrical stimulation service:

»  Providershilling for this service furnished on or after
January 1, 2003 through March 31, 2003, must report
CPT code 97014. Reimbursement for this service will
be made at the 2002 payment rate.

e Providershbilling for this service furnished on or after
April 1, 2003, must report HCPCS code G0283.

e Providersthat have aready submitted aclaim
containing CPT code 97014 and other services for dates
of serviceon or after January 1, 2003 through
March 31, 2003, where the service for CPT code 97014
was rejected, may submit an adjustment claim in order
to receive payment for CPT code 97014.

e Claimsthat have been returned to the provider
containing CPT code 97014 for date of serviceson or
after January 1, 2003 through March 31, 2003, may
be resubmitted for processing. «

Source: CMS Notification Dated April 4, 2003

Italicized and/or quoted material is excerpted from the American
Medical Association Current Procedural Terminology. CPT codes,
descriptions and other data only are copyrighted 2002 American
Medical Association (or other such date of publication of CPT). All
rightsreserved. Applicable FARS/DFARS apply.

Correction to Deported Medicare Beneficiary Article

I n the Second Quarter 2003 Medicare A Bulletin (page 6), we published an article addressing Medicare policy
implementation for deported beneficiaries. In that article, we indicated that Medicare contractorswill deny claimsfor items
and services furnished to deported beneficiaries using reason code 96 (noncovered charges) and remark code N126 —*“ Social
Security records indicate that thisindividual has been deported. The payer does not cover items and services furnished to
individuals who have been deported.” The correct implementation of this policy is effective for claims processed on or

after April 1, 2003. «

Third Quarter 2003
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GENERAL INFORMATION

2003 Medicare Physician Fee

Schedule Update

MS published afinal Medicare physician fee schedule

(MPFS) rule for calendar year 2003 on December 31,
2002. Thisrule, which was based on a statutory formula,
provided for an average reduction in payment rates for
services of 4.4 percent. When Medicare published therule,
CMSAdministrator Tom Scully, stated that CM S believed
the statutory formulawas flawed, and that the update should
be 1.6 percent. However, CMS lacked the authority to
depart from the statutory formula.

On February 13, Congress passed the Consolidated
Appropriations Resolution, 2003 (CAR). CAR makes clear
that Congress intends the Secretary to establish a 1.6 percent
update to physician fee schedule rates on March 1, 2003. As
aresult, the update to the physician fee schedule will be
based on an increase of 1.6 percent, rather than a negative
4.4 percent.

Theincreased payment for services paid under the 2003
MPFS s effective for dates of serviceson or after March
1, 2003.

Thefollowing new MPFS rates are available on our
provider education Web site at www.floridamedicare.com
under the fee schedul e section:

2003 skilled nursing facility services
2003 outpatient rehabilitation services
2003 surgical dressing items

2003 orthotic/prosthetic devices

2003 mammography services

The 2003 fee schedules for clinical laboratory services
and ambulance services were published in the January 2003
Medicare A Bulletin Special Issue. <

Source: CM S Transmittal AB-03-027, CR 2601

Appeal Time-Frame Extension

Criteria

U nder the BIPA provisions, CMS implemented the
uniform 120-day timeframe for regquesting an appeal (or
redetermination) of aninitial determination for Part A and
Part B. Therefore, providers and beneficiaries have
additional time to appeal a Part A claim (120 days versus 60
days), while physicians and other suppliers, aswell as
beneficiaries, have lesstime to request an appeal of aPart B
claim (120 days versus 180 days).

The physician and supplier communities have argued
that it isunfair for CM Sto implement the shorter timeframe
for Part B appeal requests. CM S recognizes that making the
transition to the shorter filing timeframe may prove difficult
in situations where appellants need to obtain documentation
from other sourcesin order to file an appeal .

In order to alleviate any hardship associated with the
possible need to gather documentation faster than in the
past, Medicare may grant an extension of up to 60 daysin
the 120-day filing deadline for appeals of Part B claims,
provided that the appeal request includes a credible explana-
tion from the beneficiary, physician, or supplier that thetime
was needed to gather the necessary supporting records.
Without a credible explanation the extension will not be
granted and these appeals will be considered untimely.

Extension may be granted for appeals of initial determi-
nations made on or after October 1, 2002. «

Source; CMS Transmittal AB-03-039, CR 2492

Holding Screening and Diagnostic Mammography Claims

MS has requested from Fls to hold mammography claims containing CPT code 76085 or HCPCS code G0236.

Instructionsissued in the Medicare Intermediary Manual, transmittal 1864 (change request 2332), dated October 25,
2002, which were effective April 1, 2003, allow billing of CAD (computer-aided detention) CPT code 76085 in conjunction
with film and digital screening mammography CPT code 76092 or HCPCS G0202 and CAD code G0236 to be hilled in
conjunction with film and digital diagnostic mammography codes 76090, 76091, G0204 or G0206.

The descriptors of CAD codes 76085 and G0236 have since been changed. These codes no longer identify screening
versus diagnostic mammographies in the descriptors. Asaresult, future changes are required in the billing of these devices.

CMSisdeveloping instructionsto reflect this change in billing and will be issued at afuture date.

Since CAD code combinationsincluded in the Correct Coding Initiative (CCl) edits which are contained in the outpatient
code editor (OCE) for April 2003 have not been updated to reflect the proper code combinations as indicated in transmittal
1864, claims containing CAD codes listed above will not process to payment. The CAD CCI edits will be removed from the

July 2003 OCE so these claims can process to payment.

Claims containing CPT code 76085 and HCPCS G0236 will suspend to status location M CM S8 under reason code

75043 until the July OCE release isimplemented. <
Source: CMS Notifications Dated April 4 and May 5, 2003

Overpayment Interest Rate

edicare assesses interest on overpaid amounts that are not refunded timely. Interest will be assessed if the overpaid
amount is not refunded within 30 days from the date of the overpayment demand letter. The interest rate on
overpaymentsis based on the higher of the private consumer rate (PCR) or the current value of fundsrate.
Effective April 28, 2003, the interest rate applied to Medicare overpaymentsis 11.625 per cent, based on the revised PCR.
This PCR will remain in effect until anew rate change is published. Interest ratesfor prior periods are available at http://

cms.hhs.gov/imanuals/pm_trans/AB03019.pdf.
Source: Transmittal AB-03-051; CR 2431
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Hospice Care Enhances Dignity and Peace as Life Nears Its End

Thisarticle published as a request from CMS addresses the issue of the Medicare hospice benefit and emphasi zes the benefits
of hospice care for beneficiaries. It advises physicians that they need not be concerned about CMS penalties when certifying
an individual for hospice care. The article notesthat CMSis aware that terminal illness does not always have a predictable
course and can be extended beyond the initial six-month certification.

uch of the pain and sense of hopel essness that may

accompany terminal illness can be eased by services
specifically designed to address these needs. Hospice care,
afully reimbursable Medicare Part A benefits option for
beneficiaries and providers since 1983, offers the services
designed to address the physical and emotional pain through
effective palliative treatment when cureis not possible. In
the event that a beneficiary has been advised by his/her
physician, that a cure for his/her illnessis no longer possible,
Medicare beneficiaries may discuss hospice care as an
option. Physicians and other health care practitioners can be
encouraged that the Medicare program includes a hospice
benefit that provides coverage for avariety of servicesand
products designed for those with terminal diagnoses. When
properly certified and appropriately managed, hospice care
isasupportive and valuable covered treatment option.

Physicians and health care providersin the community,
skilled nursing facilities, and hospitals are urged to raise
awareness among their patients about the hospice benefit
and itsavailability. Further, abeneficiary may indepen-
dently elect hospice care. The beneficiary may discuss this
option in the event that he or she has aterminal diagnosis;
however, in al such cases, a physician must certify that the
beneficiary hasaterminal diagnosiswith asix-month
prognosis, if theillnessrunsitsusual course.

Hospice care that is covered by Medicare is chosen for
specified amounts of time known as “€election periods.”
Essentially, aphysician may certify apatient for hospice
care coverage for two initial 90-day election periods,
followed by an unlimited number of 60-day el ection periods.
Each election period requires that the physician certify a
terminal illness. Payment is made for each day of the
election period based on one of four per diem rates set by
Medicare, commensurate with thelevel of care.

Generally speaking, the hospice benefit isintended
primarily for use by patients whose prognosisisterminal,
with six months or less of life expectancy. The Medicare
program recognizes that terminal illnesses do not have
entirely predictable courses; therefore, the benefit is
available for extended periods of time beyond six months
provided that proper certification is made at the start of each
coverage period.

Recognizing that prognoses can be uncertain and may
change, Medicare's benefit isnot limited in terms of time.
Hospice careis available as long as the patient’s prognosis
meetsthelaw’s six-month test.

Thistest isageneral one. Asthe governing statute says:
“The certification of terminal illness of an individual who
elects hospice shall be based on the physician’s or medical
director’sclinical judgment regarding the normal course of
theindividua’sillness.”

CM S recognizes that making medical prognostication of
life expectancy is not always an exact science. Thus,
physicians need not be concerned. Thereisnorisk to a
physician about certifying an individual for hospice care that
he or she believesto be terminally ill.

Many physicians appreciate the fact that hospice care
enables family and loved ones to participate in the experi-
ence and to get help from the hospice in managing their own
feelings and reactionsto theillness. The value of hospice
careisrecognized and advanced by many physicians and
other health professionals. One professional organization,
the American Academy of Hospice and Palliative Medicine
(formerly the Academy of Hospice Physicians) focusesits
efforts on the “ prevention and relief of suffering among
patients and families’ through palliative therapy, education
and counseling. Among the Academy’s objectivesareto
“bring the hospi ce approach into mainstream medicine and
eliminate the dichotomy whereby patients receive either
curative or palliative care.”

Thisdistinction isimportant because despite agrowing
appreciation for hospice care both as a philosophy and as a
fully covered Medicare benefit, there appears to be two
perceived barriers to its broader acceptance.

First is an understandabl e reticence to contemplate the
end of life. A 1999 survey conducted by the National
Hospice and Palliative Care Organization (NHPCO) found
that Americans generally are reticent to discuss hospice care
with their elderly parents. According to the survey, lessthan
onein four of us have put into writing how we wish to be
cared for at life'send. About onein five have not contem-
plated the subject at al, and adightly smaller number told
the surveyors they have thought about it but have not shared
their thoughts with others.

The second perceived barrier is alack of knowledge on
the part of both patients and practitioners that the covered
hospice benefits are both broad and readily available
virtually everywhere in the country. Aswith other covered
services, payments for hospice care generally are made to
providers based on prospectively-set rates that are updated
every year for inflation. Hospice careis primarily a special-
ized type of home hedlth care, and asis the case with the
home health care benefit, hospices are served by regional
intermediaries for Medicare billings, payments, cost reports
and audits.

Medicaid also covers hospice care in many states.
Medicare covers anumber of specific services as defined in
regulation and in the Medicare Hospice Program Manual.
Most of these services are familiar to health care profession-
asand other practitioners who have worked with skilled
nursing facilities (SNFs) and home health services. Covered
servicesinclude:

e Medical and nursing care

e Medical equipment (such aswheelchairs or walkers)
e Pharmaceutical therapy for pain relief and symptom
control

Home health aide and homemaker services

Social work services

Physical and occupational therapy

Speech therapy

Diet counseling

Bereavement and other counseling services

Case management
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Hospice Care Enhances Dignity and Peace As Life Nears Its End (continued)

Hospice care aso is covered by Medicaid in many
states.

In 1999, 474,270 individuals received hospice care at
2,281 certified hospice programsin the United States. In
2000, there were 2,266 certified hospices. 1n 2001, approxi-
mately 580,000 individuals received hospice care at 2, 277
(as of August 2001) certified hospice programs.

The hospice setting also is appropriate for patients who
suffer from terminal illnesses such as lung disease or end-
stage heart ailments, cancer, Alzheimer’s disease, and

terminally ill AIDS patients. Hospice is hot about death, but
rather about the quality of life asit nearsitsend, for al
concerned — the patient, family and friends, and the health
professional community.

For more information: go online to the Medicare
Learning Network at www.cms.gov/imedlearn/; or see a
related informational brochure on hospice care at:
www.medi care.gov/Publications/home.asp. <

Source; CMS Transmittal AB-03-040, CR 2570

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.

Colorectal Cancer Screening Awareness for Health Care Providers

Editor’s Note: Thisarticleis published as a request from the CMS. The Centers for Disease Control and Prevention
Partners with CMSto increase colorectal cancer screening within the Medicare population and the general population aged
50 and above. Together, CDC and CMS have implemented the Screen for Life National CRC Action Campaign, which
informs men and women aged 50 years and older about the importance of CRC screening for early detention and prevention

of the disease.

olorectal cancer (CRC) is the second leading cause of

ancer-related death in the United States. The American

Cancer Society (ACS) estimates that there will be 147,500
new cases and 57,100 deaths from CRC in 2003. However,
CRC is one of the most preventable cancers, aswell as one
of the most curable when detected at an early stage.
Screening can help prevent CRC by detecting polyps so they
can be removed before they turn into cancer. According to
the ACS, if the cancer is detected early and appropriately
treated, the 5-year survival rate is approximately 90 percent.
It has been estimated that widespread screening for CRC
could save more than 20,000 lives each year.

The Importance of Screening

Despite the proven effectiveness and availability of
various CRC screening tests, many Americans are not being
screened for the disease. Screening for CRC lags far behind
screening for other cancers. Only 21 percent of people aged
50 and older who responded to the Behavioral Risk Factor
Surveillance System in 1999 reported having had a fecal
occult blood test (FOBT) within the recommended
timeframe of one year. Only 34 percent of respondents had
undergone sigmoidoscopy or colonoscopy within the
recommended timeframe of five years. Thesefindings
underscore the need to increase awareness and promote the
use of colorectal cancer screening exams at regular intervals.

As aconseguence of the low level of CRC screening,
only 37 percent of cases are diagnosed when the diseaseis
still localized. Later diagnosisresultsin asignificantly
lower 5-year relative survival rate than would occur if
patients were diagnosed when the disease waslocalized. If
the cancer is detected early, the 5-year survival rateis
approximately 90 percent. When the cancer has spread
regionally, the survival rate drops to 65 percent; and when it
has metastasi zed, the rate lowers to only nine percent. These
considerable differencesin survival rates point to the
importance of screening in preventing thisdisease and in
detecting it at its earliest stage, when treatment is most
effective.

According to the 2000 U.S. census, there are approxi-
mately 76.5 million Americans who are aged 50 and older,
with an expected increase of 20 million Americansin this
age group through 2005. By 2030, the number of Americans
age 65 and older is expected to increase by over 200
percent. If prevention and early detection of CRC are not
significantly improved, the increase in morbidity and
mortality from CRC in the aging population will be even
more pronounced than it is today.

Incidence and Mortality

CRC usually strikes men and women over the age of 50
(90 percent of cases). Theincidence rateis similar among
men and women until age 50. At that age, it becomes higher
in men than in women. CRC incidence and mortality rates
vary substantially by race and ethnicity, with both incidence
and death rates being highest in African Americans and
lowest in American Indian/Alaska Natives and Hispanics.
Death rates for CRC began declining in women in 1950 and
in men beginning in 1985. Despite this encouraging trend,
the death rates for CRC are unacceptably high. It has been
suggested that the incidence and mortality of CRC could be
reduced by 60 and 80 percent, respectively, if compliance
were 60 percent with initial testing and 80 percent with
follow-up.

Screening Tests and Intervals

Several screening regimens have been proven to be
effective (in various degrees) in reducing mortality from
CRC: the FOBT, flexible sigmoidoscopy, double-contrast
barium enema (DCBE), and colonoscopy. These allow
detection of adenomatous polyps so they can be removed
before they become cancerous and the removal of early-
stage CRC when the diseaseis still highly curable. Each
procedure differsin accuracy, cost and risk.

Regular CRC screening is recommended for all adults
aged 50 or older who have no known risk factors. (Seventy-
five percent of all new cases of CRC occur inindividuals
with no risk factors for the disease, and as stated above,
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Colorectal Cancer Screening Awareness for Health Care Providers (continued)

more than 90 percent of cases of the disease occur in people
over the age of 50.) Screening guidelines have been
developed by several scientific agencies and organizations,
including the U.S. Preventive Services Task Force; the ACS;
and the Interdisciplinary Task Force, which is convened by
the Agency for Healthcare Research and Quality (AHRQ)
and supported by five major gastroenterology societies. All
recommend the following screening procedures:

¢ Annua FOBT, or
« Fexible sigmoidoscopy every 5 years, or

e Annua FOBT plusflexible sigmoidoscopy every 5
years, or

e Total colon examination by colonoscopy every 10 years
or by DCBE very 5-10 years.

These guidelines emphasi ze the key health benefit of
CRC screening—finding precancerous polyps so they can be
removed before they turn into cancer, and finding early stage
CRC, s0 it can betreated. Currently, data are insufficient to
determine the best single screening approach. Each option
has advantages and disadvantages that may vary for indi-
vidual patients and practice settings. AHRQ recommends
developing a screening strategy based on patient prefer-
ences, medical contraindications, patient adherence, and
available resources for testing and follow-up. AHRQ advises
cliniciansto speak with patients about the benefits and
potential harms associated with each option before selecting
ascreening strategy.

Note:  For the most up-to-date guidelines, refer to
www.guideline.gov, the National Guidelines
Clearinghouse.

The Role of the Health Care Professional in
Increasing Screening Rates

Health care professionals should offer screening
according to currently accepted guidelinesto all individuals
aged 50 and older who are at average risk for CRC. Those
at higher than average risk should be counseled according to
the accepted guidelines for those at increased risk. Aswith
other screening tests, arecommendation by a health care
professional isan important influence in determining
whether or not individual s decide to be screened for CRC.
Primary care providers play avery important direct rolein
facilitating compliance with screening. Ingeneral, when
primary care providers recommend a screening procedure to
patients, patients follow through.

The ACS reports that the low prevalence of CRC
screening isduein part to limited communication between
physicians and their patients. Patients may be unaware of
the benefits of screening unlesstheir health care profession-
alsdiscussthem. However, physicians may be unlikely to
suggest screening unless the patient asks about it. Clinicians
should take advantage of every opportunity to recommend
preventive care to patients (e.g., during visits for acute care).
Reminders should be given at every visit.

Reminder systems have been shown to increase preven-
tive services and screening ratesin practices that use them.
They are strongly recommended to ensure that cancer-
screening programs are ongoing rather than aone-time
event. Reminder systems are more efficient and effective
when they include the participation of office staff. Remind-
ers can be active (e.g., at point of service) or passive (e.g.,
receiving a postcard in the mail). Follow-up and surveil-
lance should be built into reminder systems. At aminimum,
health care professional's can use the Put Prevention Into
Practice system (obtainable from AHRQ at 800-358-9295 or
ahrgpubs@ahrg.gov).

Numerous educational materials are available on CRC
and screening. Seethe order form for materials that have
been developed as a part of the Screen for Life: National
CRC Action Campaign. A description of the campaign and
the order form follow. Most materials can be obtained from
the Centersfor Medicare & Medicaid Services (CMS) at no
charge.

Who Should Be Tested
Patients with symptoms require immediate diagnostic
testing. Symptomsinclude:

* Rectal bleeding
*  Frequent abdominal discomfort or pain for no reason
e Bloating

e A changein bowel habits, such as having stoolsthat are
narrower than usual

* lrondeficiency anemia
e Unexplained weight |l oss.

For asymptomatic patients, routine screening is recom-
mended for:

¢ Men and women aged 50 and older. As stated earlier, at
least 75 percent of colorectal cancers occur in people
with no personal or family history of CRC and no
known risk factors.

e Patientsat increased risk for developing CRC. These
patients may need to be screened earlier and more
frequently than other patients. Those considered at
increased risk have:

+ A closerelative (sibling, parent, or child) who has

had CRC or an adenomatous polyp;

+ A persona or family history of familial
adenomatous polyposis;

+ A personal or family history of hereditary
nonpolyposis CRC;

¢ A persona history of adenomatous polyps;
¢ A persond history of CRC; or

+ Inflammatory bowel disease, including Crohn’s
disease and ulcerative colitis.
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Colorectal Cancer Screening Awareness for Health Care Providers (continued)

Medicare covers the following tests/procedures:

Colorectal Cancer Screening | HCPCS M edicare Coverage

Test/Procedure Code

Colorecta cancer screening; G0107 Once every 12 months for patients age 50 and older.

fecal-occult blood t, 1-3

simultaneous determinations

Colorecta cancer screening; G0104 Once every 48 months for patients age 50 and older when

flexible sigmoidoscopy performed by a doctor of medicine or osteopathy, or a physician
assistant, nurse practitioner, or clinical nurse specialist.

Colorecta cancer screening; G0105 Once every 24 months for patients at any age who are at high risk

colonoscopy onindividual at high for colorectal cancer, when performed by a doctor of medicine or

risk osteopathy.

Colorecta cancer screening; G0121 Once every 10 years but not within 48 months of a screening

colonoscopy on individual not sigmoidoscopy for patients at any age who are not at high risk,

meeting criteria for high risk when performed by a doctor of medicine or osteopathy.

Colorecta cancer screening; G0106 Physicians may substitute a barium enema examination for

alternative to G0104, screening flexible sigmoidoscopy every four years for patients age 50 and

sigmoidoscopy, barium enema* older.

Colorecta cancer screening; G0120 Physicians may substitute a barium enema examination for

alternative to G0105 (screening colonoscopy every two years for high-risk patients.

colonoscopy), barium enema*

Colorecta cancer screening; G0122 This serviceis denied as noncover ed, because it failsto meet the

barium enema (not performed as reguirements of the benefit. The beneficiary isliable for payment.

an aternative to G0O105 or

G0104)

*The screening barium enema must be ordered in writing after determining that the test is the appropriate screening test. The attending
physician must determine that the estimated screening potential for the barium enema is equal to or greater than the screening potential
estimated for a screening flexible sigmoidoscopy, or for a screening colonoscopy, as appropriate, for the patient.

Note: If during the course of a screening colonoscopy (or screening flexible sigmoidoscopy), alesion or growth is detected that resultsin
abiopsy or removal of the growth, the appropriate diagnostic procedure classified as a colonoscopy (or flexible sigmoidoscopy)
with biopsy or removal should be billed and paid rather than G0121 (or G0104).

Note: For additional information on covered services, HCPCS Codes, and coverage criteriafor colorectal cancer screening services:

—View CMS' Carrier Manual, Part 3, Chapter 1V — Claims Review and Adjudication Procedures at: http://cms.hhs.gov/
manuals/14 car/3b4010.asp. See Section 4180 for CRC screening.

— Read Medicare Resident & New Physician Training, Screening for Colorectal Cancer, pp. 48-51. To obtain a
hardcopy of this publication or aCD, send an e-mail note to Medlearn@cms.hhs.gov. Also visit CMS Medlearn
site, which was established for health care professionals, at: http://www.cms.hhs.gov/medlearn/.

Screen for Life National CRC Action Campaign and National CRC Awareness Month Campaign

CMS partners with the Centers for Disease Control and Prevention (CDC) to increase CRC screening within the Medi-
care population and the general population aged 50 and above. Together CDC and CM S devel op and implement the Screen
for Life: National Colorectal Cancer Action Campaign (SFL), which informs men and women aged 50 years and older about
the importance of CRC screening for early detection and prevention of the disease. (For more information about SFL, visit:
www.cdc.gov/cancer/screenforlife.) Inaddition, in March, CM Sjoins 50 agencies and organizations to carry out the National
CRC Awareness Month Campaign, which generates widespread awareness about CRC and encourages people to learn more
about how to reduce their risk of the disease through regular screening and a healthy lifestyle. The Cancer Research and
Prevention Foundation (CRPF) leads this national campaign. (For more information onthe NCCAM campaign, visit CRPF's
Internet site at www.preventcancer.org or call 1-800-227-2732.) Medicare carriers, intermediaries, and quality improvement
organizations join CM S and its partnersin this effort by making people with Medicare aware of the importance of regular
CRC screening and by encouraging health care professionalsto: (1) educate themselves and their patients about the benefits of
screening for prevention and early detection of colorectal cancer; (2) recruit patientsfor initial colorectal cancer screening;
and (3) ensure patient compliance with current screening tests and appropriate follow-up. Both campaigns produce and
distribute CRC materials for patients and health care professionals.

12 The Florida Medicare A Bulletin Third Quarter 2003



GENERAL INFORMATION

Colorectal Cancer Screening Awareness for Health Care Providers (continued)

Materials, Education and Training

Screen for Life has devel oped numerous materials (e.g., brochures, fact sheets, posters), which health care professionals
can make available to patients and use to inform them about the importance of screening. The publications can be obtained
free of charge from CM S or CDC. See the table entitled: “Materials on Colorectal Cancer Screening for Health Care Profes-
sionals’ for information on available print materials and how they may be ordered or downloaded from the Internet.

In addition to the print materials, CDC has devel oped a slide presentation, “ A Call to Action: Prevention and Early
Detection of Colorectal Cancer.” Thiswas developed to generate awareness among primary care professionals of the impor-
tance of CRC screening in the prevention and early detection of CRC. CDC encourages health care professionals to download
and present the slidesto their colleagues. CDC also offers Web-based tools that health care professionals can use to help
patients select screening options (e.g., suggestions for communicating effectively with patients about CRC). The slide
presentation and online tools may be viewed, ordered, or downloaded at: www.cdc.gov/cancer/colorctl/calltoaction/.
Information for this article was taken from:

1. TheAmerican Cancer Society’s Cancer Facts & Figures 2002 (Specia Section: Colorectal Cancer and Early Detection) and
Cancer Facts & Figures 2003.

2. CDC's Cancer Prevention and Control, CRC Prevention and Control Initiatives Web site, including Colorectal Cancer: The
Importance of Prevention and Early Detection 2002 Fact Sheet.

3. CDC's Cancer Prevention and Control, Screen for Life: National CRC Action Campaign Web site, including materials from the
campaign.

4. CDC's MMWR Weekly, March 9, 2001/50(09); 162-6, “ Trends in Screening for Colorectal Cancer—United States, 1997 and
1999.

5. Cancer Research and Prevention Foundation’s (formerly the Cancer Research Foundation of America) Confronting Colorectal
Cancer: Action Seps for Change, October 2002.

6. CMS Medicare Resident & New Physician Training, Sixth Edition, 2002, Screening for Colorectal Cancer.

7. CMS Carrier Manual, Part 3, Chapter IV — Claims Review and Adjudication Procedures, Section 4180. «

Source: CM S Transmittal AB-03-033, CR 2580

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.

Colorectal Cancer Screening Publications

TO ORDER COPIES FROM CMS - FAX, E- TO ORDER OR DOWNLOAD PUBLICATIONS
MAIL, OR TELEPHONE: FROM CMS’ INTERNET SITE:
Ordersfrom CMSFor 1 copy: —Internet:  To download copies of “ Let's Break the
_ . _ann. _2NN.A22. Silence” brochures (English and Spanish)
Phone: 1-800-MEDICARE (1-800-633-4227) from the CMS Internet site, visit:
Ordersfrom CM S For 1-99 copies: www.medicare.gov. Click “Health
—Fax: 410-786-4786 Information.” Then click “ Colorectal
—E-Mail:  LBeasey@cms.hhs.gov Cancer.”
—Phone:  If you have questions, or cannot faxore- - TO ORDER OR DOWNLOAD PUBLICATIONS
mail requests, call Larry Beasley FROM CDC:

(410-786-7843).

Ordersfor 100 or more copies: —Internet:  http://mww.cdc.gov/cancer/screenforlife,

To download slide presentation, visit:

—Fax: 410-786-1905 ;
_E-Mal:  STaylor@ams, hh:s.gov ;/rv]\g/\év).(cr(ljt?ﬁgov/cancer/col orctl/calltoaction/
~Phonec 11 yOu tve questons o Sennot fax or & _Phone:  1-838-842-6355, or
(410-786-7849) —E-mail:  cancerinfo@cdc.gov.
) o . . TO VIEW MATERIALS BEFORE ORDERING:
Note:  Please order publications viafax or e-mail when
possible. Because of the large volume of requests, —Internet:  Visit the CDC site at: http://www.cdc.gov./
you may not receive an acknowledgment return call cancer/screenforlife

for orders placed on voice mail.

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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Materials on Colorectal Cancer Screening for
Health Care Professionals

Campaign Version CMS-CDC Additional Information
Material Pub No.

Health CRC Health CDC # 099- To order or download copies: 1) visit

Professionas Professionals' Facts on 6487 www.cdc.gov./cancer/screenforlife;

Fact Sheet Screening ORDER FROM | 2) e-mail to cancerinfo@cdc.gov; or phone 1-

BEING CDC 888-842-6355.

UPDATED Containstable with info on screening tests
including scientific evidence supporting the tests,
frequency, purpose, important considerations,
insurance/ Medicare coverage; etc. Currently,
may only be downloaded.

Slide “A Call to Action: ORDER FROM | Developed by CDC to generate a greater

Presentation for | Prevention and Early CDC. See awareness among primary care providers of the

Health Detection of CRC” “Additional importance of prevention and early detection of

Professionals Information.” CRC. Visit:
www.cdc.gov/cancer/col or ctl/cal ltoaction/index.
htm. Download and present slides to colleagues.

Poster “Medicare Good News’ CMS#10122 Posterboard backing.

(English/Span.) | — Caucasian Audience CMS#10124

— African-Amer. Audience | CMS #10125
— Asian-Amer. Audience CMS#10142
— Hispanic Audience (Sp.)
Poster “No Symptoms” CMS#10183 Order version with posterboard backing from
CDC #099-6478 | CMS. For version that folds, order from CDC
(max 50 copies from CDC).
Poster “True or False” CM S #02256 Colorful poster with 4 questions about CRC &
(large) other info. Folds. Large - 17"x22". Small -
CMS #02255 11"x17".
(small)

Basic Fact Sheet | “CRC Basic Factson CMS#11011 8% x 11", 2-sided sheet. Low literacy version

for Patients (low | Screening” of the detailed fact sheet (see below). Info

literacy version) provided is similar to brochure CRC Screening
Saves Lives.

Detailed Fact “CRC Factson Screening” | CMS#11012 8 x 117, 2-sided sheet. Includes a chart on the

Sheet for back, with information on frequency/cost

Patients estimate, purpose, important considerations, etc.

Brochure for “CRC Screening Saves CMS#11010 8% x 11" trifold. Information on types of tests,

Patients Lives’ (Eng.) how screening saves lives, who is at high risk,
symptoms, insurance coverage, etc.

Brochure for “Let’'s Break the Silence” CMS#95173 8 ¥ x 11" trifold. Discusses terms related to

Patients (Eng.) CRC screening, who is at risk, stepsto take,

(English/Span.) CMS#10158 talking with the doctor, insurance, symptoms,

(Sp.) preventing cancer, etc. Includes diagram of colon
and rectum.

Pamphlet on “Medicare Preventive CMS#10110 Includes a chart that explainsthat preventive

Preventive Services. .. ToHep (Eng.) services are covered by Medicare, for whom they

Services Keep You Heathy” are covered, and what the beneficiary pays.

Covered by Tear-off cards provide detailed information on

Medicare some of the preventive benefits.

(for Patients)

Toview these materials, visit: http://mww.cdc.gov/cancer/screenforlife/preview.htm.
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Medicare Payments for Part B Mental Health Services
Thisarticleis published as a request from CMSto assist the provider community about requirements for payment of Part B

mental health services.

he Office of Inspector Genera (OIG) recently studied

the appropriateness of Medicare Part B payments for
mental health services and recommended that we promote
provider awareness of the requirementsfor payment of these
services. OIG reports can be accessed at http://
www.oig.hhs.gov/oei/oeisearch.html. Thisarticle explains
Medicare's guidelines for payment of Part B mental health
servicesincluding qualification requirements for mental
health providers; incident to services; reasonable and
necessary services, reasonable expectation of improvement;
genera principles of medical record documentation;
documentation guidelines for eval uation and management
(E/M) servicesinvolving ageneral psychiatric examination
or the single system psychiatric examination; and
documentation guidelines for psychiatric diagnostic or
evaluative interview procedures, psychiatric therapeutic
procedures, central nervous system assessment, and health
and behavior assessment.

Qualification Requirements for Mental Health
Providers

Providers of mental health services must be qualified to
perform the specific mental health servicesthat are billed to
Medicare. In order for services to be covered, mental health
professionals must be working within their State Scope of
Practice Act and licensed or certified to perform mental
health services by the state in which the services are per-
formed. Qualification requirementsfor mental health
professionals are listed bel ow.

e A qualified physician must:
1. Belegally authorized to practice by the state in
which he/she performs the functions or actions, and
2. Beacting within the scope of his/her license.
e Aclinical psychologist must:
1. Hold adoctoral degreein psychology; and

2. Belicensed or certified, on the basis of the doctoral
degree in psychology, by the state in which he/she
practices, at the independent practice level of
psychology to furnish diagnostic, assessment,
preventive, and therapeutic services directly to
individuals.

Refer to regulations found at 42 CFR section 410.71

and the Medicare Carriers Manual Part 3, Chapter 11, section
2150 for the covered services of aclinical psychologist.

e Aclinical social worker must:

1. Possessamaster’sor doctor’s degreein social
work;

2. After obtaining the degree, have performed at least
two years of supervised clinical social work; and

3. Belicensed or certified asaclinical social worker
by the state in which the services are performed.

In states that do not provide for licensure or certification asa

clinical social worker, the individual must:

1. Belicensed or certified at the highest level of
practice provided by the laws of the state in which
the services are performed; and

2. Have completed at least two years or 3,000 hours
of post-master’s degree supervised clinical social
work practice under the supervision of amaster’s
degree level social worker in an appropriate setting
such as ahospital, skilled nursing facility, or clinic.

Refer to regulations found at 42 CFR section 410.73
and the Medicare Carriers Manual Part 3, Chapter |1, section
2152 for the covered services of aclinical social worker.

e A nursepractitioner must:

1. Bearegistered professiona nursewhois
authorized to practice as a hurse practitioner
delivering mental health services by the laws of the
state in which services are furnished; and

2. Becertified asanurse practitioner by arecognized
national certifying body that has established
standards for nurse practitioners, or be:

— Arregistered professional nursewhois
authorized to practice as a hurse practitioner
by the laws of the State in which the services
are furnished, and has been granted a Medicare
billing number as a nurse practitioner by
December 31, 2000;

— A nurse practitioner who meets the above
standards and applies for aMedicare billing
number for thefirst time on or after January 1,
2001; or

— A nurse practitioner who meets the above
standards and applies for aMedicare billing
number for thefirst time on or after January 1,
2003, and possesses a master’s degreein
nursing.

Refer to regulations found at 42 CFR section 410.75 and the
Medicare Carriers Manual Part 3, Chapter 1, section 2158
for the covered services of anurse practitioner.

e Aclinical nursespecialist must:

1. Bearegistered nurse who iscurrently licensed to
practice in the state where he/she practices and
authorized to perform the services of aclinical nurse
specialist in accordance with state law;

2. Have amaster'sdegreein adefined clinical area of
nursing from an accredited educational institution; and

3. Becertified asaclinical nurse speciaist by the
American Nurses Credentialing Center.

Refer to regulations found at 42 CFR section 410.76
and the Medicare Carriers Manual Part 3, Chapter 11, section
2160 for the covered services of a certified nurse specialist.

e A physician assistant must:
1. Beaphysician assistant who islicensed to practice
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Medicare Payments for Part B Mental Health Services (continued)

as aphysician assistant by the laws of the state in
which services are furnished; and

2. Have graduated from a physician assistant
educational program accredited by the Commission
on Accreditation of Allied Health Education
Programs, or passed the national certification
examination administered by the National
Commission on Certification of Physician
Assistants.

Refer to regulations found at 42 CFR section 410.74 and the
Medicare Carriers Manual Part 3, Chapter |1, section 2156
for the covered services of a physician assistant.

Incident to Services

Certain nonphysician practitioners such asclinical
psychologists, nurse practitioners, clinical nurse specialists,
and physician assistants may have services furnished
incident to their professional services. To the extent that
they arelicensed or authorized by the state to furnish mental
health services, these practitioners could have others provide
some services as an incident to overall mental health
services. Thereisno national policy that specifiesthe
qualificationsfor individuals who may furnish theseinciden-
tal services. Inthe absence of national policy, contractors
can implement local medical review policiesthat determine
who can furnish mental health servicesincident to the
professional services of these specific nonphysician practi-
tioners. Therefore, inconsistencies may be found in policy
interms of billing and payment to nonphysician practitioners
for incident to mental health services. The requirements
found in the Medicare Carriers Manual Part 3, Chapter |1,
section 2050.1 are also applicable to services furnished
incident to the professional services of certain nonphysician
practitioners.

Refer to the following requirements found on the
American Psychological Association’s (APA) Web site at
http: //mww.apa.org/practice/medincident.html :

* Quadificationsof Ancillary Personnel.

e Graduate Medical Education (GME). (Current
psychiatric residency programs require the teaching
physician to be present during the “key portion” of any
servicein which aresident isinvolved. Thiswould
require either direct observation of the service, or use
of a one-way mirror or video equipment (emphasis
added). Thus, if psychiatry interns provide services,
they must be observed.)

Reasonable and Necessary Services

Section 1862(a)(1)(A) of the Socia Security Act states
that all Medicare Part B services, including mental health
services, must be “ reasonable and necessary for the diagno-
sisor treatment of an illness or injury or to improve the
functioning of a malformed body member.” For every
service billed, providers must indicate the specific sign,
symptom, or patient complaint necessitating the service.

Partial hospitalization programs are structured to
provide intensive psychiatric care through active treatment
for patients who would otherwise require inpatient psychiat-
ric care. These programs are used to prevent psychiatric

hospitalization or shorten an inpatient stay and transition the
patient to alessintensive level of care.
Reasonable Expectation of Improvement
Services must be for the purpose of diagnostic study or
be reasonably expected to improve the patient’s condition.
The treatment must, at a minimum, be designed to reduce or
control the patient’s psychiatric symptoms so as to prevent
relapse or hospitalization and improve or maintain level of
functioning. The goal of acourse of therapy is not necessar-
ily restoration of the patient to the level of functioning
exhibited prior to the onset of illness, although this may be
appropriate for some patients. For many other psychiatric
patients, particularly those with long-term, chronic condi-
tions, control of symptoms and maintenance of afunctional
level to avoid further deterioration or hospitalizationisan
acceptabl e expectation of improvement. “Improvement” in
this context is measured by comparing the effect of continu-
ing treatment versus discontinuing it. Wherethereisa
reasonabl e expectation that a patient’s condition would
deteriorate, relapse further, or require hospitalization if
treatment services are withdrawn, this criterion would be
met.

General Principles of Medical Record
Documentation

Medical record documentation is required to record
pertinent facts, findings, and observations about apatient’s
health history including past and present illnesses, examina-
tions, tests, treatments, and outcomes. The medical record
chronologically documents the care of the patient, and isan
important element contributing to high quality care. It also
facilitates:

e Theahility of providersto evaluate and plan the
patient’simmediate treatment and monitor his/her health
care over time;

e Communication and continuity of care among providers
involved in the patient’s care;

e Accurate andtimely claimsreview and payment;

e Appropriate utilization review and quality of care
evaluations; and

e Caollection of datathat may be useful for research and
education.

The general principles of medical record documentation
for reporting of medical and surgical servicesfor Medicare
paymentsinclude the following, if applicable to the specific
setting/encounter:
¢ Medical records should be complete and legible;

«  Documentation of each patient encounter should
include:

+ Reason for encounter and relevant history;

¢ Physical examination findings and prior diagnostic
test results;

*  Assessment, clinical impression, and diagnosis;
¢ Planfor care; and
+ Dateand legibleidentity of observer;
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Medicare Payments for Part B Mental Health Services (continued)

» If not documented, the rationale for ordering diagnostic and other ancillary services should be easily inferred;
»  Past and present diagnoses should be accessible for treating and/or consulting physician;

e Appropriate health risk factors should be identified;

» Patient’s progress, response to changes in treatment, and revision of diagnosis should be documented; and

¢ CPTand ICD-9-CM codes reported on health insurance claim form should be supported by documentation in the medical
record.

Documentation Guidelines for E/M Services Involving a General Psychiatric Examination or the
Single System Psychiatric Examination

Providers should thoroughly familiarize themsel ves with documentation guidelines for E/M services. These guidelines
are available on the Centers for Medicare & Medicaid Services (CMS) Web site at http: //www.cms.hhs.gov/mediearn/
emdoc.asp.

The Medicare Resident & New Physician Training manual, Chapter 6, (March 2002 edition) also contains the latest
revisions to documentation guidelines for E/M services. Publication isavailable at http://mww.cms.hhs.gov/medlearn or upon
request from the Medicare Learning Network at medlearn@cms.hhs.gov.

Documentation Guidelines for Psychiatric Diagnostic or Evaluative Interview Procedures,
Psychiatric Therapeutic Procedures, Central Nervous System Assessment, and Health and
Behavior Assessment

Providers should follow the documentation guidance for psychiatric diagnostic or evaluative interview procedures and
psychiatric therapeutic procedures (CPT codes 90801 — 90802, 90804 — 90899 under the Psychiatry Section), overview and
definitions for central nervous system assessment (CPT codes 96100 — 96117), and health and behavior assessment (CPT
codes 96150 — 96155) as described in the Physicians Current Procedural Terminology, which isan annual publication
developed by the American Medical Association (AMA). Available from the AMA at http://www.ama-assn.org/ama/pub/
category/3113.html.

Refer to Program Memorandum A-02-129 dated January 3, 2003 for the 2003 update of the hospital outpatient prospec-
tive payment system (OPPS), which provides current revenue and HCPCS codes for the partial hospitalization program.

Providers should confer with the local carrier to determine if alocal medical review policy has been written regarding
documentation requirements. <«

Source: CM S Transmittal AB-03-037, CR 2520

Italicized and/or quoted material is excerpted from the American Medical Association Current Procedural Terminology. CPT codes, descriptions
and other data only are copyrighted 2002 American Medical Association (or other such date of publication of CPT). All rights reserved.
Applicable FARS/DFARS apply.

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 FCS0O 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.

Appeal Form for Part A Claims is Now Available

irst Coast Service Options, Inc. has developed aform titled “ Request for Reconsideration or Appeal of Part A Medicare

Claim” for providers and beneficiaries to request an appeal or reconsideration of a Part A claim. Theform is now
available for downloading from the provider education Web site at www.floridamedicare.com. If thisform is appropriately
and consistently used, it is expected to produce a number of benefits. They are asfollows:

* Increasefirst contact resolution rate, meaning that the fiscal intermediary will be better able to process the appeal
uponinitial receipt, rather than returning the request to the provider or beneficiary for additional documentation or
medical records.

»  Reduce the costs associated with the re-work, second handling, postage, and additional review and research of the
returned |etter, as generated by the fiscal intermediary for either for lack of documentation, signature, or medical
records.

»  Expedite the adjudication of the claim through the appeal s process.
»  Decrease therisk of misrouted appeals.
A copy of thisform may be found on page 73 of this publication. «
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OUTPATIENT REHABILITATION SERVICES

Implementation of Financial Limitation for Outpatient Rehabilitation

Services
tion 4541(a)(2) of the Balanced Budget Act (BBA) of
997 (PL. 105-33), which added section 1834(k)(5) to
the Social Security Act (the Act), required payment under a
prospective payment system (PPS) for outpatient
rehabilitation services. Outpatient rehabilitation services
include:

e Physical therapy (PT), which includes outpatient
speech-language pathology.

*  Occupational therapy (OT).

Section 4541(c) of the BBA required application of a
financial limitation to all outpatient rehabilitation services
(with the exception of outpatient departments of a hospital)
of an annual per beneficiary limit of $1500 for all outpatient
PT services (including speech-language pathology services)
and a separate $1500 limit for all OT services. The $1500
limit is based on incurred expenses and includes applicable
Part B deductible ($100) and coinsurance (20 percent). The
annual limitation does not apply to services furnished
directly or under arrangement by a hospital to an outpatient,
or to ahospital inpatient who is not in acovered Part A stay.
The BBA provided that the $1500 limits be indexed by the
Medicare Economic Index (MEI) each year beginning in
2002. Thisindexed amount is $1590 for 2003.

The limitation is based on the services the Medicare
beneficiary receives, not the type of practitioner who
providesthe service. Therefore, physical therapists, speech-
language pathol ogists, occupational therapists, aswell as
physicians and nonphysicians practitioners could render a
therapy service.

Moratorium on Application of Financial
Limitation

Section 211 of the Balanced Budget Refinement Act of
1999 placed a two-year moratorium on the application of the
financial limitation for claims for therapy serviceswith dates
of service January 1, 2000 through December 31, 2001.
Section 421 of the Medicare, Medicaid, and SCHIP Benefits
Improvement and Protection Act (BIPA) of 2000, extended
the moratorium on application of the financial limitation to
claimsfor outpatient rehabilitation services with dates of
service January 1, 2002, through December 31, 2002.
Therefore, the moratorium was for athree-year period and
applied to outpatient rehabilitation claims with dates of
service January 1, 2000, through December 31, 2002.

Application of Financial Limitation
Themoratorium on the application of the financial
limitation on outpatient rehabilitation servicesisno
longer in effect. Asaresult, these instructions regarding
financial limitation supersede current instructionsin sections
3653.Q and 3653.R of the Medicare Intermediary Manual .
Further, beginning with claims submitted for dates of service
on and after July 1, 2003, Medicare contractors will apply

the financial limitation for PT (including speech-language
pathology) and OT services in a prospective manner,
through December 31, 2003. For calendar year (CY) 2003,
the financial limitation could not be implemented prior to
July 1, 2003, because of system limitations. For each
subsequent CY, the financial limitationswill be effective for
the entire year.

There are two separate $1590 limitations: one for PT
(including speech-language pathol ogy) services and the
other for OT services. Effective July 1, 2003, for claims
with dates of service on or after July 1, 2003, the common
working file (CWF) system will track the $1590 PT (which
includes speech language pathology services) and the $1590
OT financial limitation for outpatient rehabilitation services.

Thisfinancial limitation isan annual per beneficiary
limitation. The $1590 limitation is on the allowed incurred
expenses, which are defined as the Medicare physician fee
schedule (MPFS) amount prior to any application of
deductible ($100) and coinsurance (20 percent). If the
beneficiary has already satisfied the Medicare Part B
deductible, the maximum amount payable by the Medicare
program is $1272; that is 80 percent of the $1590 for PT
(including speech language pathology) and 80 percent of the
$1590 for OT. The beneficiary isresponsible for paying the
remaining 20 percent coinsurance.

See the following examples:

Examplel —Part B Deductible Previously Met:
$1590 (MPFS dlowed amount) x 80 percent = $1272
(Medicare reimbursement).

The amount applied to the limitation in this exampleis
$1590. The Medicare program pays $1272 and the benefi-
ciary isresponsible for $318 coinsurance.

Examplell —Part B Deductible Not Met:
$1590 (MPFS alowed amount) — $100 (Part B
deductible) = $1490 x 80 percent = $1192 (Medicare
reimbursement).

The amount applied to the limitation in this exampleis
$1590. The Medicare program pays $1192 and the benefi-
ciary isresponsible for $398, ($100 Part B deductible and
$298 coinsurance).

Examplelll —Part B Deductible Previously Met:
$800 (MPFS allowed amount) x 80 percent = $640
(Medicare reimbursement).

The amount applied to the limitation in this exampleis
$800. The Medicare program pays $640 and the beneficiary
isresponsible for $160 coinsurance.

Example |V —Part B Deductible Not Met:
$800 (MPFS dlowed amount) — $100 (Part B
deductible) = $700 x 80 percent = $560 (Medicare
reimbursement).
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I mplementation of Financial Limitation for Outpatient Rehabilitation Services (continued)

The amount applied to the limitation in this exampleis
$800. The Medicare program pays $560 and the beneficiary
isresponsible for $240, ($100 Part B deductible and $140
coinsurance).

Note: In the above examples the MPFS allowed amount is
the lower of actual charges or the MPFS rate times
the unit.

The CWF will be tracking the financial limitation based
on presence of therapy modifiers GN, GO, and GP; there-
fore, providers/physicians/suppliers must continue to report
one of these modifiers for any therapy servicethat is
provided. The definitions of the therapy modifiers have
been changed effective January 1, 2003; they are asfollows:

GN  Servicesdelivered under an outpatient speech-

language pathol ogy plan of care

GO Servicesdelivered under an outpatient OT plan of
care

GP  Servicesdelivered under an outpatient PT plan of
care

Thefiscal intermediary will edit to ensure that the above
listed therapy modifiers are present on a claim based on the
presence of revenue codes 42x, 43x, or 44x. Claims
containing revenue codes 42x, 43x, or 44x without a therapy
modifier GN, GO, or GPwill be returned to the provider.

The CWF will apply the financial limitation to types of
bill 22x, 23x, 34x, 74x, and 75x, using the MPFS allowed
amount (before adjustment for beneficiary liability). The
reimbursement field portion of the CWF record will not be
used by the CWF to track the financial limitation. The CWF
will createanew “line-level” field entitled “ Financial
Limitation” to be used by standard systemsto transmit to
CWF the amount to be applied to the limitation. The CWF
will also create anew line level override code value to be
reported in situations where the M PFS allowed amount
exceeds the limitation available. This override code can aso
be used for appeals.

For skilled nursing facilities (SNFs), thislimitation will
apply to outpatient rehabilitation services furnished to SNF
residents not in a covered Part A stay and to SNF non-
resident (outpatients) receiving these services at the SNF
regardless of whether the services are furnished by the SNF
itself or by an outside therapist.

For SNF residentsin a covered Part A stay, rehabilita-
tion services are included within the global Part A per diem
payment that the SNF receives under the PPS for the
covered stay. For SNF residents who have exhausted their
Part A benefits, consolidated billing requires all outpatient
rehabilitation services be billed to Part B by the SNF. Once
aresident has reached the financial limitation, and remains
in the SNF, no further payment will be made to the SNF or
any other entity.

Oncethe financial limitation has been reached, SNF
non-residents and beneficiaries receiving services at an
outpatient rehabilitation facility (rehabilitation agency) or a
comprehensive outpatient rehabilitation facility or by a
home health agency to beneficiaries that are not homebound
may receive outpatient rehabilitation services furnished
directly by or under arrangement with a hospital.

Applicable Outpatient Rehabilitation CPT/
HCPCS Codes

Thefollowing codes apply to each financial limitation
except as noted below. These codes supersede the codes
listed in section 3653.D of the Medicare Intermediary
Manual:

(Note: Listing of the following codes does not imply
that services are covered.)

29065* 29075 29085 29086*  29105*
29125  29126*  29130* 29131* 29200
29220 29240 29260 29280 29345*
29355%  29365*  29405*  29425*  29445*
29505 29515 29520 29530 29540
29550 29580 29590 64550 90901
90911 92506 92507 92508 92526
92601** 92602** 92603** 92604** 92607
92608 92609 92610 92611 92612
92614 92616 95831 95832 95833
95834 95851 95852 96000 96001
96002 96003 96105 96110 96111
96115 97001 97002 97003 97004
97012 97016 97018 97020 97022
97024 97026 97028 97032 97033
97034 97035 97036 97039 97110
97112 97113 97116 97124 97139
97140 97150 97504 97520 97530
97532 97533 97535 97537 97542
97601* 97703 97750 97799 V5362
V5363 V5364 G0279 G0280 G0281
G0283 0020T 0029T

Code 97504 should not be reported with code 97116.
However, if code 97504 was performed on an upper
extremity and code 97116 (gait training) was also
performed, both codes may be billed with modifier 59 to
denote a separate anatomic site.

* These codes for casts and splintswill not apply to the
financial limitations when billed by physicians and non-
physician practitioners, as appropriate. When these
codes are billed by other providers (types of bill 22x,
23X, 34x, 74x, and 75x) or physical therapists or occupa-
tional therapistsin private practice, specialty codes“65”,
“67",“73", or “74" they must be billed with modifier
GO, or GP.

** |f an audiology procedure code is performed by an
audiologist, the above modifiers should not be reported
as these procedures are not subject to the financial
limitation. When these CPT codes are billed under a
speech language pathology plan of care, they must be
reported with modifier GN and applied to the financial
limitation.

Notification Requirements

Providers should notify beneficiaries of the therapy
financial limitations, and that these limits are applied in all
settings except hospital outpatient departments. Advance
beneficiary notices (ABNs) cannot be used because of the
statutory nature of the financial limitations. Therefore,
providers should inform beneficiaries that beneficiaries are
responsible for 100 percent of the costs of therapy services
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I mplementation of Financial Limitation for Outpatient Rehabilitation Services (continued)

above each respective therapy $1590 limit, unless this outpatient care is furnished directly or under arrangement by a hospital.
It isthe provider’sresponsibility to present each beneficiary with accurate information about the therapy limits and that, where
necessary, appropriate care above the $1590 limit can be obtained at a hospital outpatient therapy department. Providers are
to use the Notice of Exclusion from Medicare Benefits (NEMB) form to inform beneficiaries of the therapy financial limita-
tion at their first therapy encounter with the beneficiary. When using the NEMB form, the practitioner checks box #1 and
writes the reason for denial in the space provided at the top of the form. For CY 2003, provide the following: “Medicare will
not pay for: PT and speech-language pathology services over $1590 (including dates of service from July 1, 2003 through
December 31, 2003).” This same information is provided for OT services over the $1590 limit for the same time period, as
appropriate. The NEMB form can be found at: http://mwww.cms.hhs.gov/medlearn/refABN.asp. Providers are reminded that a
plan of care must be onfile. «

Source: CM S Transmittal AB-03-018, CR 2183

Italicized and/or quoted material is excerpted from the American Medical Association Current Procedural Terminology. CPT codes, descriptions
and other data only are copyrighted 2002 American Medical Association (or other such date of publication of CPT). All rights reserved.

Applicable FARS/DFARS apply.

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.

AMBULANCE SERVICES

Ambulance Claims with Modifier QL

edicare allows partial payment for an ambulance service where the ambulance beginsits trip to pick up the beneficiary,
but the beneficiary is pronounced dead before the pickup can be made. In such acircumstance, the allowed amount is
the appropriate base rate. No amount shall be allowed for mileage or for arural adjustment.
Until now, Medicare Part A providers were not required to report the charges for the noncovered milesin the noncovered
chargesfield of the claim. However, thisreporting is necessary to avoid overpayments.
Until clarifying instructions areissued, CMSisinstructing Medicare fiscal intermediariesto hold all ambulance claims
containing modifier QL — patient pronounced dead. CM S expects the instructions on billing noncovered milesto be issued as
part of the October 2003 shared system release; at that point the affected claims will be released for processing.

Action Taken by the Fiscal Intermediary

Ambulance claims with modifier QL processed on or after April 16, 2003, will suspend to status location SSIMCM S5
under reason code 75046 until the October 2003 shared system release is implemented.

If ambulance claims with modifier QL were processed prior to April 16, 2003, adjustments can be submitted and will
suspend pending the Medicare Part A shared system correction.

Cases of death before arrival occur infrequently, and CM S is expecting to be few in number at thistime. «

Source: CM S Notification Dated April 15, 2003

Noncovered Miles for Ambulance Services—Instruction Rescinded

M S has advised fiscal intermediaries (FIs) that Program Memorandum A-02-113, Change Request (CR) 2331, issued on
ctober 30, 2002, has been rescinded. Information from this CR was published in the Second Quarter 2003 Medicare A
Bulletin (page 11). Claims containing noncovered ambulance miles and other covered outpatient services would have been
denied effective April 1, 2003, had this CR taken effect as schedul ed; therefore, this change will not be implemented. We
apologize for any inconvenience this may have caused. «

Source: CMS Instruction to Fls dated March 17, 2003
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Multiple Patient Ambulance Transport—Value Code 32

M S has provided reimbursement policy and claim
rocessing instructions for ambulance services when
multiple patients are transported simultaneously in the same
ambulance to the same destination.

Thefinal regulation to establish an ambulance fee
schedule contains a provision that clarifies the reimburse-
ment policy for pricing asingle ambulance vehicle transport
of aMedicare beneficiary where more than one patient is
onboard the ambulance.

Reimbursement Policy

M edicare ambulance service regulations provide
payment policy and claim processing instructions for
ambulance services when multiple patients are transported
simultaneously in the same ambulance to the same destina-
tion, whether it isa ground transport or an air transport.

Effectivefor claimswith dates of service on or after
April 1, 2002, if two patients are transported to the same
destination simultaneously, for each Medicare beneficiary,
Medicare allows 75 percent of the payment allowance for
the base rate applicable to the level of care furnished to that
beneficiary plus 50 percent of the total mileage payment
allowance for the entire trip.

If three or more patients are transported to the same
destination simultaneously, the payment allowance for the
Medicare beneficiary (or each of them) is equal to 60
percent of the base rate applicable to the level of care
furnished to the beneficiary. However, asingle payment
allowance for mileageis prorated by the number of patients
onboard. The applicable percentage is based on the total
number of patients transported, including both Medicare
beneficiaries and non-Medicare patients.

CMS has determined that the payment reduction should
be applied to the final payment amount for the baserate,
which isacombination of both the reasonable cost portion
reduced by the transition percentage (80 percent for 2002,
60 percent for 2003) and the ambulance fee schedule portion
reduced by the transition percentage (20 percent for 2002,
40 percent for 2003). Thisfinal payment amount should be
reduced by 25 percent, to 75 percent, when there are two
beneficiariesinvolved in the multiple patient transport. For
three or more beneficiaries, thisfinal payment amount
should be reduced by 40 percent, to 60 percent.

In addition, the mileage payment under both the
reasonable cost and the ambul ance fee schedule should be
reduced by the transition percentages, and then by 50
percent for each beneficiary in amultiple patient transport

situation that involves two beneficiaries. For three or more
beneficiaries, the mileage payment under both the reason-
able cost and the ambulance fee schedul e should be reduced
by the transition percentages, then it should be prorated by
the number of beneficiariesinvolved in the transport.

This policy appliesto both ground and air transports.

Claim Billing Instructions

For claimswith dates of serviceon or after April 1,
2002, providers must report value code 32 (multiple patient
ambulance transport) when an ambulance transports more
than one patient at atime to the same destination. Providers
must report value code 32 and the number of patients
transported in the amount field as awhole number to the left
of the delimiter.

Providers may not report additional ambulance services
on aclaim that contains a multiple patient ambulance
transport, even if the point of pick-up ZIP codeisthe same.
A separate claim must be submitted for additional ambu-
lance services.

Interim Billing Instructions

During a conference call with Medicare system
maintainers, it was brought to the attention of CM S that
there were some inconsi stencies among the shared systems
when applying the payment reduction for multiple patient
transport.

Medicare Part A shared system maintainers must
implement a correction to ensure the amount reported in the
rate field and passed to the provider statistical and reim-
bursement report is correct. Until the systems are corrected,
CMSisinstructing fiscal intermediariesto hold all ambu-
lance claims containing value code 32 — multiple patient
transport. Once the shared systems are corrected, the
affected ambulance claims will be released for processing.

Ambulance claims with value code 32 processed on or
after April 16, 2003, will suspend to status location S/
MCM A under reason code 75047 until the Medicare Part A
shared systems are corrected.

If ambulance claims with valued code 32 were pro-
cessed prior to April 16, 2003, adjustments can be submit-
ted and will suspend pending the Medicare Part A shared
system correction.

Cases of multiple patient transport occur infrequently,
and CMSis expecting to be few in number at thistime. «

Source; CMS Transmittal A-02-108, CR 2186
CMS Notification Dated April 15, 2003
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MEDICARE SECONDARY PAYER

How to Submit Claims to Medicare When There Are Multiple Primary Payers

here are situations where there is more than one primary payer that pays on aMedicare Part A electronic claim and
Medicare may still make a secondary payment on the claim. When there are multiple primary payers, you must do the
following when sending the claim to Medicare for secondary payment.

»  Comply with Section 1.4.2, titled “ Coordination of Benefits,” found in the 837 version 4010 Institutional Implementation
Guide regarding the submission of Medicare beneficiary claimsto multiple payersfor payment. Follow model 1in
Section 1.4.2.1 that discusses “ provider to payer to provider” methodology of submitting electronic claims.

»  After you receive the electronic remittance advice from the primary payers, send the other payers’ claim information to
Medicare using the 837 version 4010 format. For Medicare secondary payer claims, place the primary payer paid
amounts, in loop 2300, qualifier HIXX-1 = BE. Place the value codesin HIXX-2 and the (value code) monetary amounts
in HIXX-5.

Note: Inregard to Value Code 44, Obligated to Accept as Payment in Full (OTAF) amount, indicate avalue of “Y” in
loop 2320, segment OI03. Thiswill inform Medicare that an OTAF amount is present on the claim and the amount
can be found in the 2300 loop HI segment.

» |f, for any reason, you must send hardcopy M SP claims, you must place the M SP Value Codes and VValue Code amounts
in FL 39-41 of the Form UB 92-CM S-1450. «

Source: CMS Transmittal AB-03-011, CR 2050

Medicare Secondary Payer and the Debt Collection Improvement Act of 1996

SP DCIA activitiesinclude all group health plan based debts, including those where a debtor is the provider, physician,
other supplier, or beneficiary. MSP DCIA activities also now include liability and no-fault based debts of all typesfor
all debtors, aswell asworkers' compensation based debts for all debtors.

The DCIA requires Federal agenciesto refer eligible delinquent debt to a Treasury designated Debt Collection Center
(DCC) for cross servicing and/or offset. The Centersfor Medicare & Medicaid Services (CMS) is mandated to refer all
eligible debt over 180 days delinquent, for cross-servicing, including the Treasury Offset Program (TOP).

For the purpose of DCIA debt selection/referred criteria, adebt becomes ‘delinquent’ if it has not been paid (in full) by
the payment date specified in the agency’sinitial written notification (i.e., overpayment demand letter), unless other payment
arrangements have been made, or if at any time thereafter the debtor defaults on arepayment agreement.

Further, specific to MSP, ‘delinquent’ is defined as a debt not being paid in full unless other arrangements have been
made, no response from the debtor regarding the debt, and/or no valid documented defense to the debt.

Source: CM S Transmittal AB-02-102, CR 2145

MSP Recoveries/Debt-Related Issues—Frequently Asked Questions and

Answers

Q1 How doesa M SP debt arise? the law requires Medicare to make a“conditional”

primary payment. Medicare recoversits

Al AnMSP debt ariseswhen Medicare learns that it D) .. . .
made primary payment for services provided to a conditional” primary pay_mentsfrc_)m Fhe Insurance
Medicare beneficiary that should have been the proceeds once the beneficiary’s claim isresolved.
primary payment responsibility of another third party Q3 What processdoes Medicare useto recover M SP
payer. Thelaw requires Medicare to recover the debts?
payment fr_g:n ?party th’\e/llef;(\j/_v or regulations identify A3 Therecovery process beginswith a “recovery
asresponsibie to repay care. demand letter” to an entity responsible for

Q2 Whydidn't Medicare pay right in thefirst place? resolving the debt. Theletter explains how the debt

A2 Medicare contractors make every effort to avoid aro_se;- provides d_etall about Medicare’srecovery
mistaken primary payments. There are other cases claim; and explainswhat must be doneto_r&olve
where Medicare may not learn that the group health thematter. Thematter may beresolved either
plan coverage existed until after some claims have thr_ough payment or presentation of a documented
been paid valid defense.
If aworkers compensation, no-fault or liability l.f the r&spor_\si ble entity does not“reeolve the matter
insurance does not pay abeneficiary’s claim promptly, timely, Medicare sends a second *recovery demand
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M SP Recoveries/Debt-Related | ssues—Frequently Asked Questions and Answers (continued)

letter.” A copy of the origina “recovery demand
letter” is provided. Thissecond letter explains that, if
the matter is not resolved within 60 days, Medicare
will refer the debt to the Department of Treasury for
further collection action. Thisletter is often referred
to asa“Notice of Intent to Refer” letter.

If the matter is still not resolved 60 days after the date
of the “Notice of Intent to Refer” letter, Medicare
refers the debt to the Department of Treasury for
further collection actions. Treasury may collect the

obligations to athird party through a contract. Thisis
explained in an enclosure to the initial recovery
demand letter entitled, “Important Information for
Employers.”

An employer may direct itsinsurer to resolve the debt
on the employer’s behalf. However, if theinsurer
does not do so, the employer remains responsible for
either paying the debt or documenting why it is not
responsible.

) . . ' Q8 What documentation does M edicare consider
giﬁ:gn?svg 't%tg %;V:gss.glgcgggg _or:gi?; Ewegyeralalso sufficient to demonstrate that a group health plan-
: i ?
ask the Department of Justice to take legal action to related M SP debt is not oweds
collect the debt. A8 Atthetimethedebt isbeing pursued, it has been
4 Whoi blef Vi health reviewed several timesto determinethat itisvalid. It

QI o tgés&gcérgt ,f or resolving group is possible that the debtor has other information not

plan-reia ok available to Medicare that demonstrates that the

A4 Thelaw makesall entities“responsible for payment debtor has no legal obligation to repay Medicare.
under agroup health pl an” jointly and severally_ _ Such information would include the following:
o e+ TheMacrobondiay wasrol covere by e
plan; other plarl? Sr))/on;prs (e.0. gunion or otherg groupl):)lh ealter:jplag orht he group health plﬁn Wﬁs
employee organization): theinsurer o third party Cenvices e provide (cee prr cuesion,“How
administrator (TPA) (TPAs administer plansfor do group health plan-related debts occur?');
empl(;i/elrstglat S?{' nsure); and the plan itself if itisa » Theservices provided to the Medicare benefi-
Separatelegal entity. ciary were not covered under any circumstances

Q5 How dogroup health plan-related M SP debts by the group health plan;
occur ? » Thegroup health plan had aready made full

; ; ; ; i t to the provider of servicesor

A5 A provider billsMedicare for primary payment for primary payment to tr ’
services provided to a Medicare beneficiary for whom .th.‘?[.g edicare begeﬂ c a(;)llegtr or to(;he date of the
agroup health plan sh(_)uld have been the primary . "\Tl) Imtri?yc?g)(l)nse'g;gr}or pailrr’ni;t under the plan
payer and Medicare mistakenly pays, had knowledge that the services had been
Group health plans are primary payers for aged provided to the Medicare beneficiary within the
beneficiaries covered as aresult of thew ownora longer of the group health plan’stimely filing
spouse’s current empl oyment status; disabled requirements or the period during which the law
beneficiaries covered as aresult of their own or a authorizes Medicare to seek recovery.
family member’s current employment status; Th lained bel
beneficiaries with end-stage renal disease for a 30- eeareexplan ow.
month coordination period) covered on any basis Q9 Whenisa“Medicare beneficiary not covered by
(including retirement). the group health plan or t_he group health plan was

Q6 How does Medicare pick whom to pursuefor this not obligated to be the primary payer when the
type of M SP debt? serviceswere provided” ? What would be proper

i . documentation of this defense?

A6 Medicarelaw alowsfor the pursuit of recoupment of i ] o ) )
aMedicare mistaken payment to al entitieswho are A9 Itisposs k_)le that a ben_ef|<:|_a_ry, er_ltltled to Medicare
individually or jointly liable for repayment. 1n 1997, on the basis of age or disability, did not have coverage
M edicare began sending the recovery demand letters under any employer plan bas’ed on their own or a
to the employer (if known) because some insurers/ spouse’s or afamily member’s (for disability) current
TPAs were routinely non-responsive and because a employment status at the time the services were
Circuit Court decision limited Medicare's ability to provided, because the individual or his/her spouse or
responsible for the actions of any group health plan employment. Proper documentation would consist of
that it sponsors or to which it contributes. all of thefollowing:

Q7 How can Medicare hold an employer that 1. A copy of theindividual claim paid by Medicare
purchased insurance responsible for resolving the and referenced in the original demand |l etter
debt? Why doesn’t Medicare go after theinsurer? 2. Datte Qf_Megw'Cfirle_S original demand letter

) , containing theclaim

A7 Anemployer isaways responsible for the conduct of 3. Associated reported identification numbers for
any group health plan that it sponsors or to which it that claim as provided in the demand letter
contributes. An employer cannot transfer legal
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4. Identification of theindividual through whom the
beneficiary had coverage

5. Certification of the date of retirement or termina-
tion of that individual.

Failureto provide all the above information could
result in Medicare not accepting the documentation or
not applying it properly.

In the case of abeneficiary entitled to Medicare on
the basis of end-stage renal disease, the debt is till
valid if the beneficiary had coverage under any group
health plan on any basis.

resolved by a capitation payment to the provider,
physician or other supplier that treated the Medicare
beneficiary, proper documentation would consist of
thefollowing:

e A copy of theindividual claim

» Dateof the original demand letter containing the
clam

» Associated report identification number for that
claim as provided in the original demand letter

e  Copy of therelevant portions of the HMO
contract with the provider, physician or other
supplier stipulating that the only payment

Q10 What exactly doesthe*” coverage limitation” obligation of the HMO was payment of a
defense encompass? What would be proper capitated amount; and proof that the capitated
documentation of this defense? amount for theindividual for the time period

A10 A beneficiary, who has employer plan coveragethat is when the services were furnished was paid.
obligated to be a primary payer, may have had In these instances, Medicare will recover from the
services not covered by the employer’s plan. This medical provider or supplier that received Medicare's
would mean that the services are not the responsibility payment.
of the employer’s plan. If properly documented, this . - .
would beavalid defense to the debt associated with @12 What isagroup health plan'stimely filing
those services. Proper documentation would consist defenser W,hen ISM Qd]care not bound by a group
of the following: health plan _stlmely filing requirements? What

o o documentation isneeded?

» A copy of theindividual clam with the nor- A12 Most group health plans (GHPs) have established

- Dateof the original demand letter containing the time limits during which claims must be submitted in
daim order to qualify for payment. If aGHP or any entity

»  Associated report identification number responsible for payment under the plan (employer,

e Copy of plan documents (e.g., Employee Services Insurer, ”J' rd party admi n!s.tratyor [TPA], or oth.er plan
Handbook, Member Services Booklet, etc.) that s;l)qnsor_[ responsible entities']) does not receive a
establishes that the services are not covered under cam within those time limits, the_ pl_an Isnot
the plan with the applicable coverage terms obligated to make payment (even if it would be
annotated. obhggied to make payment |f.the clam had b_eer_1

submitted prior to the expiration of the time limit).

QL1 What should aresponsible entity do if the group Thesetimelimitsare typically called “timely filing”
health plan paid primary for the servicesfor which requirements. Applicable Federal law limitsthe
M edicar e seeks to recover ? What should a ability of any responsible entity (including the
responsible entity do if the group health plan isan employer/insurer/TPA/GHP/other plan sponsor) that
HMO and the services were covered by the received ademand letter to assert atimely filing
HMO’s capitation payment? defense to an M SP-based debt.

All Itispossiblethat both Medicare and an employer plan As afirst point, the date of Medicare’s original
made primary payment for the servicesidentified on demand letter is the date applicable to any defense
any unique MSP claim. If properly documented, an that the recipient of the demand letter, or any entity
employer plan’sfull primary payment for the services acting on its behalf, may have to the debt or any
onan MSP claimisavalid defense to the debt that portion of the debt. Thisistrue regardless of which
had been associated with that claim. Proper of these entities the original demand letter isissued to,
documentation generally would consist of the and regardless of whether or not the demand is
following: immediately shared among these entities. For
« A copy of theindividual claim example, theinsurer may not establish atimely filing
« Dateof the original demand letter containing the defense on benalf of an employer based upon the date

clam the insurer received the demand letter from the

«  Associated report identification number for that employer. Theinsurer may only establish atimely
claim as provided in the demand letter defense for the employer based upon the date of the

+  Explanation of how the prior primary payment demand letter to the employer.
was determined Additionally, two different rules are applicable to the

* Proof of payment (e.g., copy of remittance MSP claims that comprise the Medicare debts. These
advice). rules are explained below.

If the employer plan isan HMO and the employer Thefirst rule appliesto all services, regardless of the

plan’sfull primary payment responsibility was date those services were provided. The recipient of
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M SP Recoveries/Debt-Related | ssues—Frequently Asked Questions and Answers (continued)

the demand letter (regardless of whether it isthe
employer/insurer/TPA or other responsible entity)
does not have avalid timely filing defenseif either the
employer, theinsurer, the TPA, or other responsible
entity had knowledge within the plan’stimely filing
period that the services were provided. This
knowledge could come from avariety of sources, but
is often due to the receipt of aclaim from a provider,
physician or other supplier (or the plan member),
which included the services at issue.

The second rule applies to services provided on or
after August 5, 1997, and further restricts the use of a
timely filing defense. The Balanced Budget Act of
1997 eliminated timely filing defensesfor at least 3
years from the date of the service. For serviceson or
after August 5, 1997, thereis no timely filing defense
if Medicare's original demand letter is dated within 3
years of the date of the service. Thisrule applies even
if the plan’stimely filing period islessthan 3 years.
(If the services were on or after August 5, 1997, and
Medicare's original demand letter is not dated within
3 years from the date of the service, then thefirst rule

other supplier that furnished servicesto the
beneficiary. Thus, theinformation is presumed to be
accurate as of the time it was provided. Many
employers offer employees the opportunity
periodically to choose among several available group
health plans. Because CM S was not advised of
changesin employees' group health plan choices, the
group health plan Medicareidentified as providing
the health insurance may not be correct as of the date
particular services were provided to an identified
beneficiary.

The MSP debt is still valid aslong as the Medicare
beneficiary, entitled to Medicare on the basis of age
or disability, had coverage under any employer plan
based on his’her own or aspouse’s or family
member’s (for disability) current employment status.
In the case of a beneficiary entitled to Medicare on
the basis of ESRD, the debt is still valid if the
beneficiary had coverage under any employer plan on
any basis. If you are unclear about your responsibility
relative to ESRD, please call the Medicare contractor.

; Q14 How doesaresponsible entity determinethe
applies) proper amount to pay Medicare? How isinterest
Under thefirst rule, proper documentation of atimely determined? What documentation should be
filing defense would consist of the following: provided to assure proper crediting of the
e A copy of theindividual Medicare claim supplied payment?

with the demand letter with the servicesfor which ~ A14 Theorigina demand letters explain that interest is due

the defenseis offered annotated by the entity on any debt that is not resolved timely (60 days from

asserting the defense the date of the original demand letter) and includes

» Thedate of the original Medicare demand letter the applicable interest rate. Interest applies from the
containing the claim (and the associated report date of the demand letter for each 30-day period that
identification number for Data Match recoveries) the debt isunresolved. (Periods of less than 30 days

e A copy of plan documentsthat establish the aretreated asafull 30-day period.) Accordingly, to
timely filing period with the applicable provi- resolve any M SP claim for which payment is due, the
sions annotated responsible entity (group health plan, employer,

« A written statement by or on behalf of the insurer, third party administrator [TPA], or other plan
recipient of the demand letter that claims records sponsor) must pay both the principal due and the

of all responsible entities exist for the time period applicableinterest. To assist the responsible entity in

when the services were provided, were searched, determining the amount due on any individual

and no record of the services being provided to unresolved M SP debt, the responsible entity should

the beneficiary were found. contact the Medicare contractor who issued the

Remember that if a demand letter is sent to an employer Elj_ehmand 'ett‘?gl tit | : third part
and another responsible entity such as an insurer or TPA ad € responsib’e entity (ernph()eyz/ilerr,]|r1lwrer, 'rr] palr Y
responds, the responding entity is assumed to be acting as ministrator [TPA], group th plan, or other plan
the agent of the employer. In this situation, the date of the sponsor) $hOU| d contact the Medicare contractor with
original demand letter to the employer isthe date applicable any question on the exact amount the responsible
to any asserted timely filing defense. entity owes.
13 1san emplover still resoonsible for resolving a Q15 Can aresponsible entity avoid theinterest portion
° group heg.lt?w/ plan-rel&gfed M SP debt if the k of th_e group hea_lth plan-related M SP debt _by
employee became enrolled in a group health plan mak.mg afull primary payment to.theprowder of
other than the oneidentified in theinitial recovery serwcesfqllowmg receipt of the original demand
demand letter ? letter, Notice of Intent to Refer to Department of
Treasury letter, or demand letter from the
A13 The health plan information that Medicare provided Department of Treasury or one of its collection
in the original demand letter was, in almost all cases, agents?
provided by the employer in response to Internal : :
Revenue Service (IRS)/Social Security Administration Al5 de he law requires Lhat the rﬁ,\elogds.' ble paylelzr pay
(SSA)/CMS Data Match questionnaires. In other icare, not some other party. Icare wi
cases, the health plan information was obtained from continue to look to the responsible entity for payment
the beneficiary, theinsurer, or the provider/physician/ of all interest accrued to the date of payment to the
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Q16

A16

Q17

Al17

Q18

A18

Q19

A19

Q20

provider. Medicare will recover the principal from
the party that the group health plan paid.

Isaresponsible entity required to repay Medicare
for a group health plan-related debt if it no longer
hastherecords necessary to proveit isnot
responsible?

Yes. A responsible entity’s failure to maintain the
records necessary to proveit is not responsible does
not relieve the entity of responsibility to resolve the
debt.

How long can Medicare pursuerecovery of an
M SP debt?

The United States may undertake legal action to
collect an MSP debt up to 6 years from the date of the
original demand letter. In addition, these debts may
be collected by offset of Federal government
payments to the debtor for 10 years from the date of
the original demand letter without undertaking legal
action.

With whom should aresponsible entity deal in
resolving a group health plan-related M SP debt?

Debtors should work with the entity that sent them the
most recently dated recovery demand letter with
respect to a particular debt. Prior to referral of adebt
to the Department of Treasury, thiswould be the
Medicare contractor. Once a debt has been referred
to the Department of Treasury for collection action
and a responsible entity has been contacted by either
the Department of Treasury itself or a Treasury
collection agent, the responsible entity should work
with the Department of Treasury or its collection

agent.

WhereisMedicare sending the original recovery
demand letter and the Notice of Intent to Refer
letter for group health plan-related debts?
Employer representativesresponsible for resolving
such issues often first learn of the debt when a
copy of the demand letter from the Department of
Treasury isforwarded to that official from
elsewherein the employer’s organization.

The original recovery demand letter and the Notice of
Intent to Refer letter are sent via certified mail/return
receipt to the address of the employer provided in the
employer’s response to the IRS/SSA/CM S Data
Match questionnaire or the entity that identified the
employer as responsible. Employers are encouraged
to advise al components of the company that demand
lettersinvolving Medicare should be forwarded to a
particular unit (e.g., Benefits Management) if the
employer wishes that unit to respond.

What can an employer or other responsible entity
do to minimizefurther collection activitiesrelated
to group health plan M SP debtsin the future?

A20

Q21

A21

Q22

A22

Q23
A23

Recovery actionswill be minimized if Medicareis
aware that another payer is primary to Medicare when
claims are presented to Medicare for payment. If
Medicareis aware that another payer isaprimary
payer to Medicare, Medicare advises the entity that
submitted the claim to Medicare that it should bill the
other payer. The best way for employers and/or
insurers to be sure that Medicare has such knowledge
isthrough quarterly Voluntary Data Sharing
Agreementswith Medicare. Interested parties may
contact the Coordination of Benefits Contractor at 1
(800) 999-1118 for moreinformation or visit their
Web site at www.cms.gov/medi care/cab.

Why are M edicare beneficiariesreceiving a Notice
of Medicare'sIntent to Refer a debt tothe
Department of Treasury, aswell asarecovery
demand letter from Treasury?

Generally, these letters are related to unresolved M SP
debts arising from the failure of abeneficiary to pay a
Medicare recovery claim arising from ajudgment,
settlement or award a beneficiary received from
workers' compensation, liability or no-fault insurance.
If the Medicare beneficiary does not resolve the debt,
the Department of Treasury may collect through offset
of Federal paymentsto the beneficiary. Thiscould
include offsets against the beneficiary’s Social
Security retirement checks.

What should a beneficiary dowhen in receipt of a
Notice of Medicare's Intent to Refer letter?

It isimportant that the beneficiary respond in order to
avoid collection from the beneficiary’s Social Security
retirement check. The original demand letter attached
to the Notice of Intent to Refer letter explains the
actions the beneficiary can take.

What isa Voluntary Data Sharing Agreement?

Asan alternative to completing the annual IRS/SSA/
CMS Data Match questionnaires, these agreements
allow employers/insurersto provide plan coverage
information to Medicare on aquarterly basis. CMSis
ableto update itsinternal records and immediately
avoid making mistaken primary payments. In
exchange, CM S provides the employer or insurer with
Medicare igibility information on employeeswho
are no longer working. These are situations where
Medicareisusualy the primary payer. Savingsto
employers and insurers can be significant. Interested
parties can contact the Coordination of Benefits
Contractor at 1 (800) 999-1118 or visit their Web site
at www.cms.gov/medicare/cob. <«

Source: CMS FAQs, January 29, 2003

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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Deep Brain Stimulation for Essential Tremor and Parkinson’s Disease

Deep brain stimulation (DBS) refersto high-frequency
electrical stimulation of anatomic regions deep within
the brain utilizing neurosurgically implanted electrodes.
These DBS electrodes are stereotactically placed within
targeted nuclei on one (unilateral) or both (bilateral) sides of
the brain. There are currently three targets for DBS —the
thalamic ventralisintermedius nucleus (VIM), subthalamic
nucleus (STN) and globus pallidusinterna (GPi).

Essential tremor (ET) isa progressive, disabling tremor
most often affecting the hands. ET may also affect the head,
voice and legs. The precise pathogenesis of ET is unknown.
Whileit may start at any age, ET usually peaks within the
second and sixth decades. Beta-adrenergic blockers and
anticonvulsant medications are usually thefirst line treat-
ments for reducing the severity of tremor. Many patients,
however, do not adequately respond or cannot tol erate these
medications. Inthese medically refractory ET patients,
thalamic VIM DBS may be helpful for symptomatic relief of
tremor.

Parkinson’s disease (PD) is an age-related progressive
neurodegenerative disorder involving the loss of dopaminer-
gic cellsin the substantia nigra of the midbrain. The disease
is characterized by tremor, rigidity, bradykinesia and
progressive postural instability. Dopaminergic medicationis
typically used as afirst line treatment for reducing the
primary symptoms of PD. However, after prolonged use,
medication can become less effective and can produce
significant adverse events such as dyskinesias and other
motor function complications. For patients who become
unresponsive to medical treatments and/or have intolerable
side effects from medications, DBS for symptom relief may
be considered.

Effective on or after April 1, 2003, Medicare will cover
unilateral or bilateral thalamic VIM DBSfor the treatment
of ET and/or Parkinsonian tremor and unilateral or bilateral
STN or GPi DBSfor the treatment of PD only under the
following conditions:

1. Medicarewill only consider DBS devices to be reason-
able and necessary if they are Food and Drug Administra-
tion (FDA) approved devices for DBS or devices used in
accordance with FDA approved protocols governing
Category B Investigational Device Exemption (IDE)
DBSclinical trials.

2. For thalamic VIM DBS to be considered reasonable and
necessary, patients must meet all of the following criteria:

a. Diagnosis of essential tremor (ET) based on postural
or kinetic tremors of hand(s) without other neurologic
signs, or diagnosis of idiopathic PD (presence of at
least 2 cardinal PD features [tremor, rigidity or
bradykinesia]) that is of atremor-dominant form.

b. Marked disabling tremor of at least level 3 or 4 on the
Fahn-Tolosa-Marin Clinical Tremor Rating Scale (or
equivalent scale) in the extremity intended for

3.

treatment, causing significant limitation in daily
activities despite optimal medical therapy.

¢. Willingness and ability to cooperate during conscious
operative procedure, aswell as during post-surgical
evaluations, adjustments of medications and stimula-
tor settings.

For STN or GPi DBS to be considered reasonable and
necessary, patients must meet al of the following criteria:

a. Diagnosis of PD based on the presence of at least 2
cardinal PD features (tremor, rigidity or bradykinesia).

b. Advanced idiopathic PD as determined by the use of
Hoehn and Yahr stage or unified Parkinson’s disease
rating scale (UPDRS) part |11 motor subscale.

c. L-doparesponsive with clearly defined “on” periods.

d. Persistent disabling Parkinson’s symptoms or drug
side effects (e.g., dyskinesias, motor fluctuations, or
disabling “ off” periods) despite optimal medical
therapy.

e. Willingness and ability to cooperate during conscious
operative procedure, aswell as during post-surgical
evaluations, adjustments of medications and stimula-
tor settings.

DBSis not reasonable and necessary and is not covered

for ET or PD patients with any of the following:

1

Non-idiopathic Parkinson's disease or “Parkinson’s Plus’
syndromes.

. Cognitive impairment, dementia or depression that would

be worsened by or would interfere with the patient’s
ability to benefit from DBS.

. Current psychosis, alcohol abuse or other drug abuse.
. Structural lesions such as basal ganglionic stroke, tumor

or vascular malformation as etiology of the movement
disorder.

. Previous movement disorder surgery within the affected

basal ganglion.

. Significant medical, surgical, neurologic or orthopedic

co-morbidities contraindicating DBS surgery or stimula-
tion.

Patients who undergo DBS implantation should not be

exposed to diathermy (deep heat treatment including
shortwave diathermy, microwave diathermy and ultrasound
diathermy) or any type of MRI that may adversely affect the
DBS system or adversely affect the brain around the
implanted electrodes.

DBS should be performed with extreme caution in

patients with cardiac pacemakers or other electronically
controlled implants that may adversely affect or be affected
by the DBS system.
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Deep Brain Simulation for Essential Tremor and Parkinson’s Disease (continued)

For DBS lead implantation to be considered reasonable
and necessary, providers and facilities must meet al of the
following criteria:

CPT/HCPCS Coding
Thefollowing CPT and HCPCS codes are available for
use when hilling for covered deep brain stimulation:

1. Neurosurgeons must: (a) be properly trained in the E0752  Implantable neurostimulator electrode, each
procedure; (b) have experience with the surgical manage- EO0756  Implantable neurostimulator pulse generator
ment of movement disorders, including DBS therapy; and 61862 Twist drill, burr hole, craniectomy for stereotac-
(c) have experience performing stereotactic neurosurgical tic implantation of one neurostimulator array in
procedures. subcortical site (e.g., thalamus, globus pallidus,

2. Operative teams must have training and experience with sub_thal amic nucleus, periventricular,

DBS systems, including knowledge of anatomical and penlaqueductal gray) . .

neurophysiological characteristicsfor localizing the 61880 Revision or removal of intracranial

targeted nucleus, surgical and/or implantation techniques neu_r(_)st|mulator electrodes .

for the DBS system, and operational and functional 61885 Incision and subcutaneous placement of_ cranial

characteristics of the device. neurostimulator pulse generator or receiver,
direct or inductive coupling; with connection to

3. Physicians specializing in movement disorders must be asingle electrode array
involved in both patient selection and post-procedurecare. 61886 Incision and subcutaneous placement of cranial

4. Hospital medical centers must have: (a) brain imaging neurostimulator pulse generator or receiver,
equipment (MRI and/or CT) for pre-operative stereotac- direct or inductive coupling; with connection to
tic localization and targeting of the surgical site(s); (b) two or more electrode arrays _
operating rooms with all necessary equipment for 61888  Revision or removal of cranial neurstimulator
stereotactic surgery; and (c) support services necessary pulse generator or receiver ,
for care of patients undergoing this procedure and any 95961  Functional cortical and subcortical mapping by
potential complications arising intraoperatively or stimulation and/or recording of electrodes on
postoperatively. br_a| n surfat_:e, or of erth el_ectrodes, to pr_0\_/<_)ke

o . . seizures or identify vital brain structures; initial

B'“'”Q Guidelines _ hour of physician attendance

This procedure can be two fold. Implantation of the 95962  Functional cortical and subcortical mapping by
electrodes is performed in ahospital inpatient setting. stimulation and/or recording of electrodes on
Implantation of the pulse generator can be performed in an brain surface, or of depth electrodes, to provoke
outpatient department. seizures or identify vital brain structures; each
Applicable Bill Types additional hour of physician attendance (List

11x 12x 13x 83x 85x separately in addition to code for primary

) procedure) (Use 95962 in conjunction with code

Applicable Revenue Codes 95961)

Revenue codes for implementation can be performed in 95970  Electronic analysis of implanted neurostimulator
anumber of revenue centers within ahospital such as pulse generator system (e.g., rate, pulse ampli-
operating room (360) or clinic (510). The revenue codesto tude and duration, configuration of wave form,
report the pulse generator and/or electrodes are 270, 278, battery status, electrode selectability, output
279. modulation, cycling, impedance and patient

For CAHs that choose method |1, use revenue code 98x compliance measurements); simple or complex
for the professional component only. brain, spinal cord, or peripheral (i.e., cranial
Allowable Covered Diagnosis Codes nerve, peripheral nerve, autonomic nerve,

Deep Brain Stimulation is covered for the following heuromuscular) neurostimulator pulse genera-
ICD-9-CM diagnosis codes: tor/transmnter, WI_'[hOU.t reprogramming
3320 Parkinson's disease, with paralysis agitans 95971 Electronic analysis of implanted neurostimul ator
333.1 Essential and other specified forms of tremor pulse generator system _(e.g., rate, pulse ampli-

tude and duration, configuration of wave form,

Allowable Covered Procedure Codes battery status, electrode selectability, output

The following procedure codes may be present: modulation, cycling, impedance and patient
02.93 Implantation of intracranial neurostimulator, compliance measurements); simple brain, spinal

encompasses the component parts of the surgery cord, or peripheral (i.e., peripheral nerve,

that include tunneling to protect the wiring and autonomic nerve, neuromuscular)

theinitial creation of apocket for the insertion of neurostimulator pulse generator/transmitter, with
the electrical unit into the chest wall intraoperative or subsequent programming

86.09 Other incision of skin and subcutaneoustissue, to 95972  Electronic analysis of implanted neurostimul ator

reflect the creation of a pocket for the battery pulse generator system (e.g., rate, pulse ampli-
device tude and duration, configuration of wave form,

86.99 Other operations on skin and subcutaneous battery status, el ectrode sel ectability, output

tissue, for the tunneling of the wire connectors modulation, cycling, impedance and patient
compliance measurements); complex brain,
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Deep Brain Stimulation for Essential Tremor and Parkinson’s Disease (continued)

spinal cord, or peripheral (except cranial nerve) neurostimulator pulse generator/transmitter, with intraoperative

or subsequent programming, first hour

95973 Electronic analysis of implanted neurostimulator pulse generator system (e.g., rate, pulse amplitude and dura-
tion, configuration of wave form, battery status, electrode selectability, output modulation, cycling, impedance
and patient compliance measurements); complex brain, spinal cord, or peripheral (except cranial nerve);
complex brain, spinal cord, or peripheral (except cranial nerve) neurostimulator pulse generator/transmitter, with
intraoperative or subsequent programming, additional 30 minutes after hour (List separately in addition to code
for primary procedure) (Use 95973 in conjunction with code 95972)

Payment Methodology

Payment for the inpatient procedure is under diagnostic related group (DRG). The outpatient procedure is outpatient
prospective payment system. For critical access hospitals (CAH), the inpatient stay is on reasonable cost and the outpatient

procedures are also based on reasonable cost.
Source: CM S Transmittal AB-03-023, CR 2553

Italicized and/or quoted material is excerpted from the American Medical Association Current Procedural Terminology. CPT codes, descriptions
and other data only are copyrighted 2002 American Medical Association (or other such date of publication of CPT). All rights reserved.

Applicable FARS/DFARS apply.

2003 April Update to the Laboratory National Coverage Determination

Software

M S implemented 23 national coverage determinations

(NCDs) for clinical diagnostic |aboratory services
developed by the [aboratory negotiated rulemaking
committee and published asafina rule on November 23,
2001. A national uniform software was developed by
Computer Sciences Corporation and incorporated into the
Medicare shared maintainer systems so laboratory claims
subject to one of the 23 NCDswould be processed
uniformly throughout the nation, effective January 1, 2003.
The laboratory edit module for the NCDs will be updated
quarterly as necessary to reflect ministerial coding updates

and substantive changes to the NCDs devel oped through the
NCD process. The purpose of thisarticleis to announce the

changes included in the April 2003 release of the edit
module.

1. On January 28, 2003 CM S posted on the Internet a
decision memorandum announcing the intent to add the
following ICD-9-CM codes to the serum iron studies
NCD: 282.60, 282.61, 282.62, 282.63, 282.69, and
285.21. These are codes for anemiain patients with end-

stage renal disease and sickle cell anemia. CMS believes

these codes flow from the existing narrative in the serum
iron studies relating to abnormal blood count values.
ThisNCD changeis effective for dates of serviceson or

after November 25, 2002. (See http://cms.hhs.gov/ncdr/

memo.asp?id="74 for additional information regarding
thischange.)

Theterm “national coverage determination” meansa
determination by the Secretary of the Department of
Health and Human Services with respect to whether or
not a particular item or service is covered nationally

under Medicare, but does not include a determination of

what code, if any, isassigned to a particular item or

service covered under Medicare or adetermination with

respect to the amount of payment made for a particular
item or service so covered. Thus, the assignment of

ICD-9-CM codes to given services will not be subject to

review under section 1869(f).

2. Updatesto the CPT coding system for 2003 included

deletion of seven codes currently in the blood count
NCD. CMSiseéiminating the following CPT codes from
the edit software: 85021, 85022, 85023, 85024, 85031,
85590, and 85595, effective for dates of service on or
after April 1, 2003. These codesremain inthisNCD for
dates of service November 25, 2002. The CPT aso
added new blood count codes for 2003. Therefore, CMS
has undertaken an NCD review to add new codesto this
policy. Readers may follow the progress of thisNCD
review on the Web site http://cms.hhs.gov/ncdr/
trackingsheet.asp?id=88.

. In PM AB-02-134, question and answer 4 noted that CPT

codes 87184 and 87186, the susceptibility studies for
antimicrobial agents, were not specific to urine. Editing
these codes for the diagnosesin the urine culture NCD
could result in inappropriate denials when the code was
being used for other identifications. CMS stated that the
edit module would not edit for these CPT codes, but that
contractors could develop local edits for them.

CMS has |earned that an error was made in devel oping
the edit module and these codes were not removed as
planned. Any inappropriate denialswill be adjusted
when brought to the contractor’s attention.

. Inthe serumiron studies NCD, there is a mismatch

between the ICD-9-CM codes and the description of the
codesin thelist of ICD-9-CM codes covered by Medi-
care. The coding manual isbeing corrected to display the
correct description of ICD-9-CM codes 562.02 and
562.03 to reflect that these codesindicate diverticulosis
and diverticulitis of the small intestine with hemorrhage.
No changesin the software are necessary for this change.

. Several changes were made to the NCDs as produced in

PM AB-02-110. These changeswere incorporated in the
January 1, 2003, edit module release, and in the Labora-
tory NCD Manual that may be found on the Web site
http://cms.hhs.gov/ncd/manual .pdf. These changes do
not reflect substantive changesto the policies, but rather
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reflect correction of typographical errors and/or ministe-
rial coding updates that have taken place prior to the
January 2003 release. The changesto the NCDs are
tracked in the NCD manual update section of the NCD
Manual.

Below isalisting of changes that were made in the
January release. CMS believes most of the
typographical errors and ministerial coding update
changes have been captured, and future changes of this
nature will be limited.

» Expanded truncated code 780.9 to 780.99 in the
urine culture and thyroid NCD

» Corrected code 99.8 to 099.8 in the HIV diagnostic
NCD

» Corrected code 99.9 t0 099.9 in the HIV diagnostic
NCD

» Expanded the range of codes for coronary athero-
sclerosisto include new code 414.06 in the
prothrombin time, blood glucose and lipid NCDs

» Added new code 414.12 to the range of codes for
aneurysm and dissection of coronary artery in the
blood glucose and lipid NCDs

» Expanded truncated code 459.1 to 459.10-459.13
and 459.19 in the prothrombin time NCD

» Expanded truncated code 633.9 to 633.90 and
633.91 in the human chorionic gonadotropin NCD

» Expanded truncated code 521.0 to 521.00 in the
blood counts NCD

» Expanded truncated code V59.0 to V59.01,
V59.02, and VV59.09 in the blood count NCD

» Corrected last code in range 813.30-813.38 to
813.33 in the prothrombin time NCD

» Expanded truncated code 863.9 to 863.90 in the
prothrombin time NCD

» Expanded truncated code 790.0 to 790.01 and
790.09 in the serum iron studies NCD

» Expanded truncated code 256.3 to 256.31 and

256.39 in the collagen crosslinks and thyroid NCDs

» Expanded truncated code 564.0 to 564.00-564.02,
and 564.09 in the thyroid and fecal occult blood
NCDs

GENERAL COVERAGE

2003 April Update to the Laboratory National Coverage Determination Software (continued)

Expanded truncated code 200.0 to 200.00 in the
serum iron studiesNCD

Deleted sentence 2 of Limitation #1 in the urine
culture NCD as the reference was to a code that had
been deleted from the CPT

Added new code 277.03 to the a pha-fetoprotein
NCD

Added new code 537.84 to the partial thromboplas-
tin time, serum iron studies, and fecal occult blood
NCDs

Added new code 569.86 to the serum iron studies
and fecal occult blood NCDs

Added new codes 771.81 - 771.83 to the urine
cultureNCD

Added codes 634.00-634.02, 642.30-642.34,
642.40-642.74, 642.90-642.94 to the human
chorionic gonadotropin NCD that were included in
the final rule but inadvertently omitted from the PM
AB-02-110

Added code 216.0-216.9 to the blood counts NCD
that were included in but were inadvertently
omitted from PM AB-02-110

Corrected typo in code 401.1 to make it 401.0in
thelipid NCD as originaly stated in thefinal rule
Corrected typo in code 780.2 to make it 780.02 in
the urine culture NCD

Expanded truncated code 780.9 to 780.99 in the
thyroid NCD

Expanded truncated code 733.1to 733.10 in the
prothombin time NCD

Modified the codes description for the following
codes: 85007, 85008, 85014, 85025, 85027,
85048, 780.99, 414.10, 214.0, 402.01, 402.11,
402.91, 428.0, 627.2, 627.4 in the NCD Manual.

The changes enumerated in the bullets above are
aready incorporated in the lab edit modul e software and the
coding manual on the Internet. «

Source; CMS Transmittal AB-03-030, CR 2578

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.

Italicized and/or quoted material is excerpted from the American Medical Association Current Procedural Terminology. CPT codes, descriptions
and other data only are copyrighted 2002 American Medical Association (or other such date of publication of CPT). All rights reserved.
Applicable FARS/DFARS apply.

New CLIA Waived Tests

isted on the following page are the | atest tests approved by the Food and Drug Administration as waived tests under the
Clinical Laboratory Improvement Amendments of 1988 (CLIA), effective December 17, 2002. The Current Procedural
Terminology (CPT) codes for these new tests must have the modifier QW to be recognized as awaived test.
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New CLIA Waived Tests (continued)

CPT Code Test Name Manufacturer Effective Use
Date
80101QW | Phamatech QuickScreen Phamatech 8/23/02 Screening test for the presence/
One Step Amphetamine detection of amphetaminein urine
Text
80101QW | Phamatech QuickScreen Phamatech 8/23/02 Screening test for the presence/
One Sep Cocaine detection of cocaine metabolitesin
Screening Test urine.
80101QW | Phamatech QuickScreen Phamatech 8/23/02 Screening test for the presence/
One Sep detection of methamphetaminein urine.
Methamphetamine Test
80101QW | Phamatech QuickScreen Phamatech 8/23/02 Screening test for the
One Step Opiate Screening presence/detection of opiatesin urine.
Test
80101QW | Phamatech QuickScreen Phamatech 8/23/02 Screening test for the presence/
One Step PCP Screening detection of phencyclidinein urine.
Test
81003QW | ThermoBiostar™ ThermoBiostar™ | 12/6/02 Screening of urine to monitor/ diagnose
PocketChem™ UA various diseases/
conditions, such as diabetes, the state of
the kidney or urinary tract, and urinary
tract infections.
82465QW | Polymer Technology Polymer 11/21/02 | Messurestota cholesterol, HDL
83718QW | Systems CardioChek PA Technology cholesterol, and triglyceridesin whole
84478QW | Andyzer {PTSPands Systems, Inc. blood.
80061QW | Lipid Pandl Test Strips}
85610QW | Lifescan Harmony™ INR | Lifescan, Inc. 12/2/02 Aid in screening for congenital
Monitoring System — deficiencies of Factorsll, V, VII, X;
Prescription Home Use and screen for deficiency of prothrombin;
Professona Use eva uate heparin effect, coumadin or
warfarin effect; screen for vitamin K
deficiency.
86294QW | Matritech, Inc. NMP22_ Meatritech, Inc. 8/12/02 Immunoassay for the qualitative
BladderCheck _ Test for detention of bladder cancer, and used
Professional and asan aid in the management of bladder
Prescription Home Use cancer patient.
86318QW | Meridian BioScience Applied Biotech, | 8/9/02 Immunoassay for rapid quditative
ImmunoCard STAT! Inc. detention of 1gG antibodies specific to
H.pMiai Whole Blood Test Helicobacter pylori in whole blood.
87880QW | DE Hedthcare Products, DE Hedthcare 10/23/02 | Rapidly detects GAS antigen from
TruView Strep A Test Products throat swabs and used asan aid inthe
diagnosis of GASinfection, which
typicaly causes strep throat, tonsillitis
and scarlet fever.
87880QW | Henry Schein Inc, One Henry Schein, 10/23/02 | Rapidly detects GAS antigen from
Step+ Strep A Test Inc. throat swabs and used asan aid in the
diagnosis of GASinfection, which
typically causes strep throat, tongllitis
scarlet fever.

Information on CLIA services may be found in the:
Hospital Manual section 437.2
Skilled Nursing Facility Manual section 541.2
Rural Health Clinic Manual section 640
End Sage Renal Disease Manual section 322. «

Source; CMS Transmittal AB-03-013, CR 2533
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GENERAL COVERAGE

Intestinal and Multi-Visceral Transplants

ffective for services on or after April 1, 2001, Medicare covers intestinal and multi-viscera

transplantation for the purpose of restoring intestinal function in patients with irreversible
intestinal failure. Intestinal failureis defined asthe loss of absorptive capacity of the small
bowel secondary to severe primary gastrointestinal disease or surgically induced short bowel
syndrome. Intestinal failure prevents oral nutrition and may be associated with both mortality
and profound morbidity. Multi-visceral transplantation includes organs in the digestive system
(stomach, duodenum, liver, and intestine).

Medicare will cover intestinal transplantation if performed in an approved facility. The
approved facilities are located at http://cms.hhs.gov/provider s/transplant/default.asp.

For additional information on intestinal and multi-visceral transplants see Medicare
Intermediary Manual section 3615.7 and Medicare Coverage Issues Manual section 35-103. «

Source: CMS Transmittal 1878, CR 2569

Third-party Web sites. This document contains references to sites operated by third parties. Such references are pro-
vided 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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HOSPITAL SERVICES

INPATIENT HOSPITAL SERVICES

Three-Day Payment Window Under the Short-Term Hospital Inpatient

Prospective Payment System
tion 1886(a)(4) of the Socia Security Act defines
he operating costs of inpatient hospital services under
the prospective payment system to include certain
preadmission services furnished by the hospital (or by an

Effective July 1, 2003, the Medicare shared mainte-
nance and common working file claim processing systems
will be updated to reflect the March 13, 1998 changes
noted above. Additionally, the following manuals will be

entity that is wholly owned or wholly operated by the revised:

hospital) to the patient up to three days before the date of
the patient’s admission to the hospital. The payment

window for hospitals excluded from the short-term hospital

inpatient prospective payment system includes only those
services furnished during the one day before a patient’s

hospital admission. The term “day” refers to the calendar
day immediately preceding the date of admission, not the

24-hour (or 72-hour) period that immediately precedes the

hour of admission. Preadmission services that are subject
to the payment window (covered under the inpatient
payment) include diagnostic services (including clinical
diagnostic laboratory tests) and nondiagnostic outpatient
services that are related to a patient’s hospital admission.
In the February 11, 1998, fina rule (63 FR 6864),
CMS made severa refinements to the three-day payment
window provisions. Effective March 13, 1998, Medicare
defined nondiagnostic preadmission services as being
related to the admission only when there is an exact match
(for all digits) between the ICD-9-CM principal diagnosis
code assigned for both the preadmission services and the
inpatient stay. Additionally, Part A services furnished by
skilled nursing facilities, home health agencies, and
hospices are excluded from the payment window provi-
sions. Further, CMS revised the regulations at sections

412.2(c)(5) and 413.40(c)(2) to exclude maintenance renal

dialysis services from services that are subject to the
payment window.

Medicare Intermediary Manual Part 3, section 3610.3
— Outpatient Services Treated as Inpatient Services, and
section 3670 — Detection of Duplicate Claims

Medicare Hospital Manual, section 415.6 — Outpatient
Services Treated as Inpatient Services

Medicare Provider Reimbursement Manual, Part | —
Chapter 27, section 2702.1.C — Outpatient Hospital
Services that Become Inpatient Hospital Services

Section 3610.3 of the MIM, and section 415.6 of the
Hospital Manual will be revised to include the
following revenue codes to report diagnostic services:
51x — Clinic

52x — Free-standing clinic

61x — MRI

71x — Recovery room

75x — Gastrointestinal services.

In addition, revenue code 26x — |V Therapy, may be

used to hill for therapeutic services.
Source;: CMS Transmittal A-03-013, CR 2573

Clarification of Three-Day Payment Window vs. One-Day Payment Window

ong-term care hospitals (LTCHSs) and inpatient rehabilitation hospitals (IRFs) are not subject to the three-day payment

window (72-hour rule) for pre-admission services. Hospitals excluded from inpatient prospective payment system are
subject to the one-day payment window (24-hour rule) for pre-admission services, even though these types of facilities are
now under their own prospective payment system (PPS). With the implementation of IRF PPS, it was mistakenly assumed
that because they were coming under a PPS, the 72-hour rule would apply. In summary, only acute inpatient hospitals are
subject to the three-day payment window. LTCHsand IRFs are only subject to the one-day payment window.

This information applies to type of bill 11x.
Source: CMS Transmittal A-03-008, CR 2537
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Payment for Medicare+Choice Enrollees to Non-Inpatient Prospective

Payment System Hospitals

eaching hospitals that operate direct graduate medical

education (DGME) programs and/or hospitals that
operate approved nursing and allied health (N& AH)
education programs must submit separate bills for payment
for Medicare+Choice enrollees. The M+C inpatient days
are to be recorded on the provider and statistics &
reimbursement (PS&R) report type 118. For services
provided to M+C enrollees by hospitals that do not have a
contract with the enrollee's plan, non-1PPS hospitals and
units are entitled to any applicable DGME and/or N& AH
payments under these provisions. Therefore, such hospitals
and units should submit bills to their intermediary for these
cases in accordance with the instructions otherwise
described in this notification. In addition to submitting the
claims to the PS&R report type 118, hospitals must
properly report M+C inpatient days on the Medicare cost
report, Form 2552-96, on worksheet S-3, Part |, line 2
column 4, and worksheet E-3, Part 1V, lines 6.02 and 6.06.

These instructions apply to the following hospitals and
units excluded from the acute inpatient prospective
payment system (IPPS):

Rehabilitation units
Psychiatric units
Rehabilitation hospitals
Psychiatric hospitals
Long-term care hospitals
Children’s hospitals
Cancer hospitals.

In addition, this notification also applies to all hospi-
talsthat operate an N& AH program and qualify for addi-
tional payments related to their M+C enrollees. These

providers should similarly submit their M+C claims to
their respective intermediaries to be processed as no-pay
bills so that the M+C inpatient days can be accumulated on
the PS& R (report type 118) for purposes of calculating the
M+C N&AH payment through the cost report.

Billing Instructions

Non-IPPS hospitals, hospitals with rehabilitation and
psychiatric units, and hospitals that operate an approved
N&AH program must submit claims to their regular
intermediary in UB-92 format, with condition codes 04 and
69 present on record type 41, fields 4-13, (form locator
24-30).

Condition code 69 has recently been modified by the
National Uniform Billing Committee to indicate that the
claims, in addition to being submitted for operating indirect
medical education and DGME payment to |PPS hospitals,
may now be submitted as no-pay bills to the PS& R report
type 118 for M+C enrollees in non-1PPS hospitals and non-
IPPS units to capture M+C inpatient days for purposes of
calculating the DGME and/or N& AH payment through the
cost report.

If Medicare enrollment records do not indicate that the
beneficiary is a M+C enralleg, the claim will be rejected
and the hospital will be notified of thisreason. The
hospital may resubmit the claim after 30 days to see if the
enrollment data has been updated. <«

Source; CMS Transmittal A-03-007, CR 2476

For regulations on DGME programs see 42 CFR section 413.86.
For regulationson N& AH education programs see 42 CFR section
413.87 and 42 CFR section 413.87(€).

Interim Billing of Part A Claims and Timely Filing Impacts to PIP Providers

MS mandates that all claims be filed on or before

December 31% of the calendar year following the year
in which the services were furnished unless the service is
rendered in the months of October, November, and
December. The timely filing limitation for services
rendered in those three months is extended to December
31% of calendar year two years following the year in which
the services were furnished. In cases of extended inpatient
stays, CMS alows Part A providers to submit interim bills.
The following guidelines should be used to correctly file
interim claims to Medicare.

PPS Providers (Non-PIP)

Inpatient billing for providers under a PPS is normally
done after the patient is discharged from the facility. If
providers are not receiving PIPs (periodic interim pay-
ments) they may bill sixty days after the admission and
every sixty days thereafter in the sequence in which
services occurred. The initial billing must be an
interim bill (type of bill xx2) with each subsequent
claim billed as an adjustment (type of bill xx7) of the

previous interim bill. Each bill must include all diag-
noses, procedures and services from admission to the
“through” date. Charges that were on the prior bill must
also be included on each subsequent adjustment bill. The
initial PPS interim claim must have a patient status of 30
(still patient) and a TOB 112 (interim first claim). When a
subsequent PPS interim hill is sent, it is submitted as an
adjustment (TOB 117) with avalid patient status code, (i.e.,
patient status 30) unless the patient is being discharged or
transferred).

Example — First Interim Bill

A Medicare beneficiary is admitted for inpatient
hospital services on August 1, 2002. On September 30th
the PPS provider decides to submit an interim bill.

TOB =112

From Date = 08/01/02
Through Date = 09/30/02
Admit Date = 08/01/02
Patient Status = 30
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Interim Billing of Part A Claims and Timely Filing I mpacts to PIP Providers (continued)

Example — Second Interim Bill

On November 30, 2002, the beneficiary is still a
patient and the PPS hospital needs to submit another hill
for the period ending November 30, 2002. Thiswill be the
second interim bill.

TOB = 117

From Date = 08/01/02
Through Date = 11/30/02
Admit Date = 08/01/02
Patient Status = 30

Note:  All the billing data from the previous claim must
be on this adjustment as well as the additional
charges for this period.

Example — Final Bill
The beneficiary is discharged from this facility on
December 27, 2002, requiring that a final bill be submitted.

TOB =117

From Date = 08/01/02

Through Date = 12/27/02

Admit Date = 08/01/02

Patient Status = Appropriate patient status

Note:  The adjustment bill must repeat charges included
on al prior bills and all diagnoses, procedures and

services from admission to discharge date.

Non-PPS (Non-PIP) Providers/Skilled Nursing
Facilities

Non-PPS providers not receiving PIP, and SNFs must
bill upon discharge or 30 days after an admission. Each 30-
day hilling must be billed as an interim bill reflecting the
“from” date as the day after the “through” date of the earlier
bill. Each interim bill should include al diagnoses,
procedures and services applicable to the admission.
However, charges billed on prior interim bills must not be
included on the subsequent bills. The initial interim claim
must have a patient status of 30 using TOB xx2 for the first
bill. When the second interim bill is sent, it is submitted as
aTOB xx3 or xx4 depending on if the patient is discharged
at this time, and the appropriate patient status code.

Example — First Interim Bill

A Medicare beneficiary is admitted for inpatient
services on August 1, 2002 and the patient is discharged on
January 31, 2003. The non-PPS (non-PIP) provider/SNF
needs to submit the first interim bill for the period ending
August 31, 2002.

TOB =112

From Date = 08/01/02
Through Date = 08/31/02
Admit Date = 08/01/02
Patient Status = 30

Example — Second Interim Bill

On September 30, 2002, the beneficiary is till a
patient and the non-PPS (non-PIP) provider/SNF must
submit an interim bill for the period ending September 30,
2002. Interim bills will continue to be submitted with TOB
113 until such time the patient is discharged.

TOB =113

From Date = 09/01/02
Through Date = 09/30/02
Admit Date = 08/01/02
Patient Status = 30

Note: Thisinterim bill must repeat all diagnoses,
procedures and services from admission to the
“through” date. However, the charges submitted
on the previous bill(s) must not be included.

Example Final Bill:
The beneficiary is discharged from this facility on
January 31, 2003 requiring afinal bill to be submitted.

TOB =114

From Date = 01/01/03

Through Date = 01/31/03

Admit Date = 08/01/02

Patient Status = Appropriate patient status

Note: Thisinterim bill must repeat all diagnoses,
procedures and services from admission to the
“through” date. However, the charges submitted
on the previous bill(s) must not be included.

PIP Providers
Hospitals who are reimbursed on the PIP method can
only submit a claim from admit to discharge.

Because PIP providers are not alowed to bill until
after the patient’s discharge, the potential exists that the
claim will be filed beyond the normal timely filing limit.
Even though the PIP provider has received reimbursement
by this time, the claim must still be submitted to Medicare
because of utilization implications.

Billing Example

A Medicare beneficiary was admitted for inpatient
hospital services on March 1, 2002 and discharged from
this facility on January 31, 2003. The PIP provider will
submit one admit through discharge bill after January 31,
2003.

TOB =111

From Date = 03/01/02

Through Date = 01/31/03

Admit Date = 03/01/02

Patient Status = Appropriate patient status

Additionally, aslong as PIP providers submit the claim
prior to the end of the year in which the patient was
discharged, the claim will be considered timely. «
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HOSPITAL SERVICES

Temporary Equalization of Urban and Rural Standardized Payment

Implementation

MS has established the new fiscal year 2003 operating

standardized amounts for IPPS hospitals not in large
urban areas effective April 1, 2003, as required by section
402(b) of Public Law 108-7.

The standardized amounts for large urban areas are
revised dightly because of the recalculation of the budget
neutrality factors as a result of wage index corrections in
Program Memorandum A-02-92. In conjunction with the
new standardized amounts, CM S has also announced new
capital rates to be effective April 1, 2003. The following
standardized amounts and capital rates are effective for
discharges occurring on or after April 1, 2003, and
before October 1, 2003.

Revised FY 2003 National Operating Rates

Large Urban Areas
National |abor-related
National nonlabor-related

$3,022.31
$1,228.48

Other Areas
National labor-related $3,022.31
National nonlabor-related $1,228.48

Revised FY 2003 Capital Rates

National $406.93

As aresult of the behaviors described in the March 5, 2003
proposed rule (68 FR 10420), and based upon preliminary
data regarding outlier payments for the first quarter of FY
2003, CMS believesit is likely that Medicare has continued
to overpay for outliers during the first quarter of FY 2003.
Accordingly, the outlier threshold is unchanged at $33,560.
CMS expects to publish afinal rule establishing these
new payment rates very soon. <

Source; CMS Transmittal A-03-023, CR 2661

OUTPATIENT HOSPITAL SERVICES

Observation Claims—Codes G0263 and G0264

MS has advised fiscal intermediaries (FIs) that the January 2003 outpatient code editor (OCE) software is applying an
edit to observation HCPCS codes G0263 and G0264 when billed with revenue code 762. This edit is causing claims

with these codes to be returned to the provider incorrectly.

In the interim, CMS has instructed Fls to temporarily turn this edit off to allow these claims to process correctly. The
edit will be reactivated upon successful implementation of the April 2003 OCE release to allow HCPCS codes G0263 and

G0264 to be reported with revenue code 762.
Action Required by Providers

Providers may resubmit claims for observation codes G0263 and G0264 billed with revenue code 762 that have been

returned to the provider with reason code W7044. <
Source: CMS Notification Dated January 27, 2003

Reactivation of Outpatient Code
Editor Edit 15

MS issued a notification in April 2002 to discontinue

the application of the OPPS OCE edit 15 — Service
Unit Out of Range for Procedure, until further notice.

CMS is lifting the moratorium on application of the
OPPS OCE edit 15. Therefore, Medicare Part A system
maintainers will reactivate OPPS OCE edit 15 for claims
with dates of service on or after April 1, 2003. The units
of service edit will not be applied to al services at this
time; instead, there will be limited edits applied to certain
services for this quarter. However subsequent modifica
tions to this edit will be made in upcoming OPPS OCE
releases. CMS' goal isto eventualy alow OCE edit 15 to
operate the way it was fully intended, and to avoid any
additional inconsistencies with required units. <

Source: CMS Transmittal A-03-19, CR 2612

Billing for Low Osmolar Contrast

Material

ffective with services furnished on or after April 1,

2003, hospitals billing under the outpatient PPS may
use HCPCS codes A4644, A4645, or A4646 when billing
for low osmolar contrast material (LOCM) services.

Non-OPPS hospitals must continue to follow the
billing instructions in sections 443.C.3f and 443.C.3g of
the Medicare Hospital Manual and sections 3631.C.3f and
3631.C.3g of the Part A Medicare Intermediary Manual.
Those instructions continue to be applicable to non-OPPS
hospitals. «

Source; CMS Transmittal A-03-19, CR 2612
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MEDICAL REVIEW POLICIES

LocaL MebicaL ReviEw PolLicIEs

n accordance with publications specified by

'CMS, Medicare contractors no longer Medical Policy Table of Contents
distribute full-text local medical review policies
(LMRPs) to providers in hardcopy format. Final Local Medical Review Policy Implementation

Providers may obtain full-text LMRPs from the _ _
provider education Web site Z%i%(; BSone.and/orJomt IMAGING ..ot
. . . : Specialty Care TFANSPONT ........eeauiieriie et e eiee et e e e sneeea
wvvw.flonda_medlcare.com. Final LMRPs, draft g1 Pegfilgrastim (Neulasta™)
LMRPs available for comment, LMRP statuses,  30640: Leucovorin (Wellcovorin®) ....................
and LMRP comment/response summaries may be ZEVALIN: Ibritumomab Tiuxetan (Zevalin™)
printed from the Part A section under Medical
Policy (A).
This section of the Medicare A Bulletin 29540: Strapping ......................... s
features summaries of new and revised medical 365155 Prot_elnACqumnApheresm (Prosorba®j) ........... ST
policies devel oped as a result of either local 64550: Application of Surface (Transcutaneous) Neurostimulator

medical review or comprehensive dataanalysis 70 hiaiee o oo e e o
initiatives. These initiatives are designed to 95034: H-REMIEX SIUY «..vvevveveereeeereeeeeeeeeereeerereeen

ensure the appropriateness of medical care and to  97010: Physical Medicine and Rehabilitation
make sure that the fiscal intermediary’s medical A0425: Ground Ambulance Services

policies and review guidelines are consistent with A0430: Air Ambulance Services..................

Additions and Revisions to Previously Published Final Medical Policies

; ; A0434: Specialty Care Transport .........ccccoceeeveeeiieeennnn.
accepted standards of medical practice. C1300: Hyperberic Oxygen Theraphy (HBO Therapy)
Effective and Notice Dates DYSPHRT: Dyaphagia/Swallowing Diagnosis and Therapy ....

i i i i G0108: Diabetes Outpatient Self-Management Training ........
Effective dates are provided in each policy, 99198 B' tbl, e i " If ini

and are based on the date claims are processed,  Botulinum (BOIOX®) .......... S

not the date of service. unless otherwise noted in J0636: Vitamin D Analogs in Chronic Renal DIiSease ..........ccccocvveeriveesveennnnnn.

. - ’ . J1440: G-CSF (Filgrastim, Neupogen®

the policy. Medicare contractors are required to 59,1 Imen‘eroﬁ g pogent)

offer a 45-day notice period for LMRPs; the date . ] . . .
the LMRP is posted to the provider education Retirement of Final Local Medical Review Policy

Web site is considered the notice date. J0001: Self-AdMINIStErEt DIUGS .......veveeereeeeeeeeeeseeeeseseesessesessesessesesssesnesens 41

Electronic Notification Retirement of LMRPs for Certain Clinical Diagnostic Laboratory Services........ 43

To receive quick, automatic notification Clarification and Other Information on Final Local Medical Review Policy

when new and revised LMRPs are posted to the Clarification on EpOetin BilliNG ISSUES ..........cceveurvereiereseeeeeseseenesenessesessesesseenas
Web site, subscribe to the FCSO eNews maling Clarification on Certain Pathology Codes
list. Itis very easy to do; simply sign on to the Self-Administered INJectable Drugs ..........ccoieeeiieeiiieeriee e

provider education Web site, _ Comprehensive DataAnalysis

wwwi.floridamedicare.com; click on the “Join our Ext diac Arteri hv Associated and Billed with Pri Card

electronic malllng ||$ FCSO eNeNS” bal‘ and Xlracardiac i e_rlograp Yy ASSOcClated an Ilea wi rimary Cardiac
CatheteriZatiONS .......cccoiiiiiiiiiiieeeeee e e e e e e eeeeaeaens 45

follow the prompts.

More Information

For more information, or to obtain a
hardcopy of a specific LMRP if you do not have
Internet access, contact the Medical Policy

department at: This Bulletin Should Be Shared with All Health
Medical Policy — 19T Care Practitioners and Managerial Members of
First Coast Service Options, Inc. the Provider Staff. Bulletins Are Available at no

Cost from Our Provider Education Web Site at

PO. Box 2078 www.floridamedicare.com.

Jacksonville, FL 32231-0048
or call 1-904-791-8465

CPT five-digit codes, descriptions, and other data only are copyright 2002 American Medical Association. All Rights Reserved. No fee schedules, basic units,
relative values or related listings are included in CPT. AMA does not directly or indirectly practice medicine or dispense medical services. AMA assumes no
liahility for data contained or not contained herein.

ICD-9-CM codes and their descriptions used in this publication are copyright[] 2002 under the Uniform Copyright Convention. All Rights Reserved.
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MEDICAL REVIEW POLICIES

29540: Strapping—Addition to Policy

he LMRP for Strapping — 29540 was published in the

First Quarter 2002 Medicare A Bulletin (pages 31-32).
Since that time, revenue code 761 has been considered an
appropriate revenue code when the services are furnished in
an outpatient setting not related to arehabilitation plan of
care. Therefore, revenue code 761 has been added to the
policy to be used with types of bill 13x and 85x.

Effective Date
Thisaddition is effective for claims processed on or
after April 11, 2003. «

Correction to Previous Article

The LMRPfor Strapping — 29540 was published in the
Second Quarter 2003 Medicare A Bulletin! (page 22). The
effective date for the addition of diagnosis range 707.10-
707.19 (ulcers of lower limbs, except decubitus) and
revenue code changesisfor claims processed on or after
December 19, 2002. Additionally, the effective date for the
removal of diagnosis 734 (flat foot) from the “|CD-9-CM
Codes that Support Medical Necessity” section of the policy
isfor claims processed on or after January 23, 2003. We
apologize for any inconvenience this may have caused. <

64550: Application of Surface
(Transcutaneous) Neurostimulator—

Revision to Policy

he LMRPfor Application of Surface (Transcutaneous)

Neurostimulator — 64550 was implemented on March
24, 2003. Since that time, types of bill 74x — Outpatient
Rehabilitation Facility, and 75x — Comprehensive Outpatient
Facilities have been added to the “Type of Bill” section of
the policy.

In addition, revenue codes 429 — Other Physical
Therapy, and 439 — Other Occupational Therapy were
removed from the “Revenue Codes’ section of the policy.

Effective Date
Thisrevisionis effective for claims processed on or
after March 24, 2003. «

78300: Bone and/or Joint Imaging—

Implementation of New Policy

PT code 78306 was chosen for focused medical review
or fiscal year 2001 based on the January through June

2000 data revealing a carrier national ratio of allowed
dollars of $1.93. Based on the conclusion of the findings,
the performance of this service was considered a widespread
problem; therefore, a probe was conducted to determine the
medical conditions for which the service was being
performed. Using the results of the widespread probe, a
local medical review policy to include bone scan CPT codes
78300, 78305, 78315, and 78320 was developed to address
the indications for coverage and define the criteriafor
performing the different bone scan techniques (e.g., limited
versus whole body, three-phase study).

The complete local medical review policy can be found
at www.floridamedicare.com.

Effective Date
Implementation of thispolicy is effective for claims
processed on or after June 30, 2003. «

36515: Protein A Column Apheresis
(Prosorba®)—Revision to Policy and

Title Change

he LMRPfor Protein A Column Apheresis (Prosorba®)

— 36515 was recently updated to include low-density
lipoprotein apheresis as an accepted therapy for patients who
have familial hypercholesterolemia (FH) for which strict diet
and medi cation management has not been effective. The
LMRP title was also revised and will be referred to as
Therapeutic Apheresis Using Adsorption Columns.

Effective for dates of service on or after February 20,
2003, FloridaMedicare will consider LDL Apheresis
medically necessary for the treatment of the following
patientswith FH:

e LDL isgreater than 300 mg/dL despite a six-month trial
of diet therapy and maximum tolerated combination
drug therapy* or

e LDL isgreater than 200 mg/dL and documented
coronary artery disease.**

*These LDL levelsfor theindicated patient populations are
baseline LDL levels abtained after the patient has had, at a
minimum, a6-month trial of an AMA Step 11 diet (or
equivalent) and a maximum tolerated combination drug
therapy designed to reduce LDL. A maximum tolerated trial
includes drugs from at least 2 separate classes of
hypolipidemic agents such as, bile acid sequesterants, HM G-
CoA reductase inhibitors, fibric acid derivatives, Niacin/
Nicotinic Acid, etc. Baselinelipid levelsareto be
determined after stabilization on diet and drug therapy by
making two measurements during atwo to four week period.
(Note the two values should be within 10 percent of each
other, indicating a stable condition.)

** Documented CHD includes documentation of CAD by
angiography or a history of MI, CABG, PTCA or alternative
revascularization procedure (stent), or progressive angina
documented by exercise or non-exercise stress test.

LDL Apheresisrequires careful patient selection and
long-term commitment to therapy. Additionally, patients
should simultaneously be treated with diet and drug therapy
astolerated.

The complete LMRPfor more information and impor-
tant coverage guidelines for this therapy can be found on the
provider education Web site www.floridamedicare.com.

Effective Date
Thisrevision is effective for dates of service furnished
on or after February 20, 2003. «

Full-text for these local medical review policies are available on the provider education Web site at www.floridamedicare.com.
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MEDICAL REVIEW POLICIES

93922: Noninvasive Physiologic
Studies of Upper or Lower Extremity

Arteries—Revision to Policy
he LMRPfor Noninvasive Physiologic Studies of Upper
or Lower Extremity Arteries— 93922 was published in
the April/May 2000 Medicare A Bulletin (pages 22-24).
Since that time, revenue code 460 and type of bill 85x have
been added to this policy. Type of bill 71x has been deleted
from thispalicy.

Effective Date
These revisions are effective for services processed on
or after February 21, 2003. «

97010: Physical Medicine and

Rehabilitation—Revision to Policy
he LMRP for Physical Medicine and Rehabilitation —

97010 was published in the Second Quarter 2002
Medicare B Bulletin (pages 47-59). Based on transmittal
AB-02-161, CR 2313, changes have been made to reflect the
coverage and billing requirementsfor electrical stimulation
for the treatment of wounds.

In addition, the policy has been revised to reflect the
coverage requirements for neuromuscular electrical stimula-
tion (NMES) to enhance walking for spinal cord injury
(SCI) patients, based on coverage guidelinesissued in
Transmittal AB-02-156, CR 2314.

Effective Date
Thisrevision is effective for services furnished on or
after April 1, 2003. «

A0430: Air Ambulance Services—

Revision to Policy

he LMRP for Air Ambulance Services—A0430 has been

revised to provide limitation for services rendered based
on astanding order. In addition, language has been added to
provide clarification for cancellations of air ambulance
services due to death prior to transport, or aborted transport
due to bad weather or circumstances beyond the pilot’s
control. Thisrevision isbased on transmittal AB-03-007,
CR 2470.

Effective Date
Thisrevision is effective for claims processed on or
after January 24, 2003. «

95934: H-Reflex Study—Revision to

Policy
he LMRPfor H-Reflex Study — 95934 was published in
the October/November 2000 Medicare A Bulletin.
Since that time, the following diagnosis codes have been
added to the “ICD-9-CM Codes that Support Medical
Necessity” section of the palicy:

724.2 Lumbago

728.2 Muscular wasting and disuse atrophy, not
elsewhereclassified

728.85  Spasm of muscle

736.79  Other acquired deformities of ankle and foot
(drop foot)

780.79  Other malaise and fatigue (weakness, general -
ized)

781.3 Lack of coordination

In addition, type of bill code 85x — Critical Access
Hospital was added to the policy and types of bill 71x —
Rural Health Clinic and 72x — End Stage Renal Disease
were removed from the policy.

Effective Date
Thisrevisionis effective for claims processed on or
after March 27, 2003. «

A0425: Ground Ambulance

Services—Revision to Policy
he Medicare program includes an ambulance benefit for
services provided by afree standing ambulance supplier
or aparticipating Part A provider. Three basic requirements
must be met for ambulance servicesto be covered:

*  Theambulance and crew must meet specific
requirements

e Thetransportation must be medically reasonable and
necessary

e Theorigin and destination requirement must be met.

The coding and definition of these services has evolved
over the past two years, with new HCPCS codesin 2001 and
2002. In addition, CM S implemented the ambulance fee
schedule payment methodology on April 1, 2002. Based on
these changes, this policy was revised to further define and
provide clarification on abasic life support (BLS) and
advance life support (ALS) assessment and intervention.
Examples of aBLSand ALSlevel of transport were also
added. Servicesfor specialty care transport, HCPCS code
A0434, have been removed from this LMRP and further
defined in a separate LMRP, Specialty Care Transport —
A0434.

Effective Date
Thisrevisionis effective for services processed on or
after June 30, 2003. «

Full-text for these local medical review policies are available on the provider education Web site at www.floridamedicare.com.
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A0434: Specialty Care Transport—

Implementation of New Policy

ecialty care transport (SCT), HCPCS code A0434, isa

ospital to hospital transport of acritically injured or ill
beneficiary by aground ambulance vehicle, including the
provision of medically necessary supplies or services, at a
level beyond the scope of the emergency medical technician
(EMT)-paramedic. Since the inception of thislevel of
transport in January 2001, al Florida Medicare claims have
suspended for 100 percent prepayment medical review. In
keeping with Florida Medicare’slong-term goal to eliminate
prepayment medical review for al ground ambulance
services, this policy was devel oped to communicate the
requirements for SCT and to identify the indications and
limitations of coverage.

The complete LMRP can be found at
www.floridamedicare.com.

Effective Date
Implementation of this policy is effective for claims
processed on or after June 30, 2003. «

C1300: Hyperbaric Oxygen Therapy

(HBO Therapy)—Revision to Policy

ffective April 01, 2003, a national coverage decision

panded the use of hyperbaric oxygen therapy (HBO)

to include coverage for the treatment of diabetic wounds of
the lower extremities, and clarify the specia supervision and
credentialing requirementsfor physicians who perform HBO
therapy. The LMRP for Hyperbaric Oxygen Therapy —
C1300 has been revised to reflect these changes based on
transmittal AB-02-183, CR 2388.

Effective Date
Thisrevision is effective for dates of service on or after
April 1, 2003. «

C9119: Pegfilgrastim (Neulasta™)—Implementation of New Policy

filgrastim (Neulasta™) is a colony stimulating factor (CSF) that acts on hematopoietic cells by binding to specific cell
surface receptors thereby stimulating proliferation, differentiation, commitment, and end cell functional activation. This
drug was FDA-approved on January 31, 2002 to decrease the incidence of infection, as manifested by febrile neutropenia, in
patients with non-myel oid malignanci es receiving myel osuppressive anti-cancer drugs associated with asignificant incidence
of severe febrile neutropenia. Current Medicare coverageisfor the FDA-approved indication only. Thedrugisbilled using
HCPCS code C9119 and requires a dual diagnosis. An ICD-9-CM code from List | and onefrom List Il isrequired.

ICD-9-CM LIST |
140.0-149.9 Malignant neoplasm of lip, oral cavity, and pharynx

150.0-159.9 Malignant neoplasm of digestive organs and peritoneum
160.0-165.9 Malignant neoplasm of respiratory and intrathoracic organs
170.0-176.9 Malignant neoplasm of bone, connective tissue, skin and breast
179-189.9 Malignant neoplasm of genitourinary organs

190.0-199.1 Malignant neoplasm of other and unspecified sites

200.00-202.88
203.00-204.81
204.00-204.81

Malignant neoplasm of lymphatic and hematopoietic tissue
Muultiple myelomaand immunoproliferative neoplasms
Lymphoid leukemia

273.3 Waldenstrom'’s macroglobulinemia

ICD-9-CM LIST Il

995.2 Unspecified adverse effect of drug, medicinal and biological substance
Vv58.1 Encounter for chemotherapy

V66.2 Convalescence and palliative care following chemotherapy

The complete LMRP can be found at www.floridamedicare.com.

Effective Date
Implementation of this policy is effective for services furnished on or after January 31, 2002 and claims processed on
or after June 30, 2003. «

DYSPHRT: Dysphagia/Swallowing Diagnosis and Therapy—

Revision to Policy

he LMRPfor Dysphagia/Swallowing Diagnosis and Therapy was published in the Second Quarter 2003

Medicare A Bulletin! (page 27). Since that time language has been removed from the “Coding Guide-
lines” section of the policy. The full-text of this LMRP may be found on the provider education Web site
www.floridamedicare.com.

Full-text for these local medical review policies are available on the provider education Web site at www.floridamedicare.com.
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G0108: Diabetes Outpatient Self- JO001: Self-Administered Drugs—
Management Training—Revision to Retirement of Policy
Pol icy he LMRP for Self-Administered Drugs— JOO01 will be

retired effective June 30, 2003. Self- administered
drugswill be defined according to instructionsissued in
change requests 2200 and 2311. Providers may view
guidelines and the self-administered drug list on the provider
education Web site at www.floridamedicare.com. <

he LMRP for Diabetes Outpatient Self-Management

Training — G0108 was published in the Fourth Quarter
2001 Medicare A Bulletin (pages 68-70). Since that time,
transmittal AB-02-151, dated October 25, 2002 was issued
to add language for clarification of billing instructions and to
clarify the differences between the benefits of this policy and

the LMRP for Medical Nutrition Therapy — 97802. J0636: Vitamin D Analogs in Chronic
Effective Date Renal Disease—Revision to Policy
Thisrevisionis not affected by an effective date. he LMRPfor Vitamin D Analogsin Chronic Renal
Disease was published in the Third Quarter 2002
. ; ; Medicare A Bulletin! (pages 31-33). Dueto policy
J0585: Botulin U m Toxin Ty_pe A contenting language related to least costly aternative, which
(Botox®)—Revision to Policy has not become effective, the following statement has been
he LMRP for Botulinum Toxin Type A (Botox®) — added to the policy. Once CM S communicatesthe
J0585 was recently updated to include the following effective date of the, L east Costly Alternative Pricing for
statement to the “ Coding Guidelines” section of the policy: Vitamin D Analogs’, the Floridaintermediary will
i ) . implement thefollowing statement per CM Sdirection.
When using Botulinum toxin typeA (Botox) for the All three vitamin D derivatives treat the patient with
treatment of bilateral blepharospasm, CPT code 64612 secondary hyperparathyroidism associated with chronic
may_b_e billed once for each eye with the appropriate renal failure by directly suppressing the synthesis and
modifier. However, procedure_ code 64612 is allowed at secretion of PTH. Because calcitriol, paricalcitol, and
150 percent when performed bilaterally. doxercalciferol produce the same clinical effects, reimburse-
Effective Date ment will be based on the drug that isthe least costly when
Thisrevision is effective for claims processed on or given for patients with secondary hyperparathyroidism
after March 20, 2003. = (diagnosis code 588.8).

Thefull-text of this LMRP may be found on the
provider education Web site www.floridamedicare.com. «

J0640: Leucovorin (Wellcovorin®)—Implementation of New Policy

eucovorin (Wellcovorin®) is areduced form of folic *  Head and neck squamous cell carcinoma, when used in
acid, whichisreadily converted to other reduced folic combination with agents such as fluorouracil or high-
acid derivatives. It isused as an antidote, antianemic and as dose methotrexate

a chemotherapeutic adjunct. FloridaMedicare will consider
leucovorin medically reasonable and necessary when used
for any of thefollowing FDA approved indications:

e asan antidote for the toxic affects of the folic acid

antagonists such as methotrexate, pyrimethamine, or _ _ _
trimethoprim; »  Gestational trophoblastic tumors when used in

combination with high-dose methotrexate

Ewing’'s sarcomawhen used in combination with high-
dose methotrexate

¢ Non-Hodgkin's lymphomawhen used in combination
with high-dose methotrexate

» asarescue agent after high-dose methotrexate therapy;
»  Breast carcinomawhen used in combination with

» asanadjunct to fuorouracil in the palliative treatment of fluorouracil

advanced colorectal cancer; and

. asatreatment for megaloblastic anemias associated »  Gastric carcinomawhen used in combination with

' S e fluorouracil
with sprue, nutritional deficiency, pregnancy, and _ _ _ o _
infancy when oral folic acid therapy is not feasible. *  Pancreatic carcinomawhen used in combination with
Note:  Leucovorinisnot recommended for usein the fluorouracil _ . o _
treatment of pernicious anemia or other megalo- »  Bladder carcinomawhen used in combination with
blastic anemias secondary to lack of Vitamin B12, fluorouracil
sinceit may produce hematologic remissionswhile . progtate carcinomawhen used in combination with
neurol ogic manifestations continue to progress. fluorouracil
Florida Medicare will cover leucovorin for the FDA- «  Ovarian carcinomawhen used in combination with
approved indications as well as for the treatment of the fluorouracil

following off-labeled indications:

Full-text for these local medical review policies are available on the provider education Web site at www.floridamedicare.com.
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J0640: Leucovorin (Wellcovorin®) (continued)

*  Cervical carcinomawhen used in combination with fluorouracil

»  Endometrial carcinomawhen used in combination with fluorouracil
» Malignant neoplasm of the small intestine

» Esophageal carcinomawhen used in combination with fluorouracil
» Liver carcinomawhen used in combination with fluorouracil

e  Gallbladder and extrahepatic bile duct carcinomawhen used in combination with fluorouracil
e Cancer of unknown primary site (CUPs)

e Adrena cortex carcinomawhen used in combination with fluorouracil
*  Vulvar carcinomawhen used in combination with fluorouracil
e Penile carcinomawhen used in combination with fluorouracil

Leucovorinis used as an antineoplastic agent as well as an antidote and an antianemic and is administered in avariety of
ways depending on the clinical situation. Therefore, the appropriate chemotherapy administration codes are to be used when
thisdrug is being used as an antineoplastic therapy. Appropriate therapeutic infusion and injection codes are to be used when
leucovorin isbeing used as an antidote or an antianemic.

The complete LMRP can be found at www.floridamedicare.com.

Effective Date

Implementation of this policy is effective for claims processed on or after June 30, 2003. <

J1440: G-CSF (Filgrastim,

Neupogen®)—Revision to Policy
he local medical review policy G-CSF (Filgrastim ,
Neupogen®) — J1440 was published in the October/
November 2000 Medicare A Bulletin (pages 47-49). Since
that time, ICD-9-CM code 238.7 — myelodysplastic
syndrome has been added to the “1CD-9-CM Codes that
Support Medical Necessity” section of the policy.

Effective Date
Thisrevisionis effective for claims processed on or
after April 10, 2003. «

J9212: Interferon—Revision to

Policy
he LMRP for Interferon — J9212 was published in the
Fourth Quarter 2001 Medicare A Bulletin (page 79).
Thisrevisionisto remove all reference to LMRP Self-
Administered Drugs—JO001 since this policy will be retired
effective June 30, 2003.

Effective Date
Thisrevision is effective for claims processed on or
after June 30, 2003.

Clarification on Epoetin Billing Issues

irst Coast Service Options, Inc. (FCSO) is aware of

several issuesimpacting adjudication of Part A
outpatient EPO claims billed with procedure codes Q0136
and C1774 (Aranesp®). Thefollowing provides a brief
description of each of these issues and the corrective action
we are taking:

e Claim denials of Q0136 for non-ESRD patientsthat
met diagnosis and value code criteria identified as
appropriatein the LMRP for Q0136 — Non-ESRD
Epoetin (Procrit®).

System logic for Q0136 was incorrectly applying
automated rules, and caused inappropriate denials. This
situation has been corrected and claims for Q0136 are
now adjudicating appropriately. In addition, amass
adjustment will be performed within the next 45-60
daysto reprocess claimsdenied in error. Therefore, it
isnot necessary to resubmit claimsfor payment.

e Transmittal A-01-106, CR 1839, regarding Q0136
for chronic renal failurein outpatient hospitals.
There has been some confusion around the effective
date of thistransmittal. A request for clarification has

been submitted to CMS; however, until aresponseis
received, the contractor considers the effective date of
this PM to be August 24, 2001. A mass adjustment will
be performed within the next 45-60 days to reprocess
claimsreceived on or after August 24, 2001, that met
the requirementsin thistransmittal. Inaddition, a
revision to the Q0136 — Non-ESRD Epoetin (Procrit)
LMRPisin progressto incorporate the instructionsin
this PM.

e Diagnosiscriterion for the new codefor C1774 —
Aranesp wasinadvertently implemented in error
prior tofinalization and implementation of the draft
LMRP C1774.

This application has been removed from automated
editing and a mass adjustment will be performed within
the next 45-60 days to reprocess claims denied in error.
Therefore, it isnot necessary to resubmit claimsfor
payment.

If you have any further questions or issues after the
mass adjustments occur, please contact Part A Customer
Service at 1-877-602-8816. «

Full-text for these local medical review policies are available on the provider education Web site at www.floridamedicare.com.
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Clarification on Certain Pathology
Codes

e are aware of an issue impacting adjudication of Part

A claims billed with certain pathology codes. The
following provides a brief description of these issues and the
corrective action we are taking:

* A national coverage determination policy for certain
pathology codes wasimplemented nationally effective
November 25, 2002. With the implementation of the
NCD policy, certain LMRPswereretired. In addition to
retirement of the LMRP, any local policy system editing
(i.e., procedure-to-diagnosis and utilization screens) was
also discontinued.

*  TheLMRP on nine procedure codes were discontinued
effective November 25, 2002. However, the procedure-
to-diagnosis edit associated with these codes was not
removed from the system. Therefore, system logic was
inappropriately applying automated rulesfor certain
codes, and caused inappropriate denial. The applicable
CPT procedures are: 85009, 84437, 84480, 84481,
84482, 83719, 84703, 86294, and 82274. This situation
has been corrected and claims for these CPT codes are
now adjudicating appropriately.

In addition, a mass claim adjustment is being performed
to reprocess claims denied in error. Therefore, it isnot
necessary to resubmit claimsfor payment.

For questions or issues after the mass adjustments occur,
please contact Part A Customer Servicetoll free at 1-877-
602-8816. «

Italicized and/or quoted material is excerpted from the American
Medical Association Current Procedural Terminology. CPT codes,
descriptions and other data only are copyrighted 2002 American

Medical Association (or other such date of publication of CPT). All
rightsreserved. Applicable FARS/DFARS apply.

Retirement of Local Medical Review
Policies for Certain Clinical

Diagnostic Laboratory Services

he LMRPs listed hererelating to clinical laboratory

services have been retired, effective for services
furnished on or after November 25, 2002. Indications and
limitations for these services areincluded in the
administrated policies for the Negotiated Rulemaking for
Clinical Diagnostic Laboratory Services published in the
Federal Register on November 23, 2001.

For more information regarding the national coverage
decisions that replace these LMRPs, please refer to the First
Quarter 2003 Medicare B Bulletin! (pages 5-7), and CMS
Web site at http://cms.hhs.gov/ncd/default.asp.

A80061 Lipid Profile/Cholesterol Testing
A80162 Digoxin

A82105 Tumor Markers

A82270 Feca Occult Blood

A82378 Carcinoembryonic Antigen(CEA)
A82728  Serum Ferritin

A82947 Blood Glucose Testing

A82985 Glycated Protein

A83036 Glycated Hemoglobin

A83540 Iron

A84153 Prostate Specific Antigen
A84436 Thyroid Function Test

A85007 Complete Blood Count

A85610 Prothrombin Time

A87086 UrineBacteria Culture

A87536 HIV-1Viral Load Testing «

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 associa-
tion with their operators.

Self-Administered Injectable Drugs

MS has issued instructions to contractors regarding

Medicare payment for drugs and biologicals incident to
aphysician's service. Theinstructions also provided
contractors a process for determining if an injectable drug is
usually self-administered and therefore, not covered by
Medicare.

Contractors are also required to establish a self-
administered drug (SAD) list on their Web site listing drugs
that have been evaluated and determined to be usually self-
administered. Thislist may be viewed on the provider
education Web site at www.floridamedicare.com. Currently,
the injectable drugs on the Florida Medicare A SAD list are
asfollows:

J0270 Alprostadil, 1.25 mcg

J1438 Etanercept, 25 mg (Enbrel®)

J1815 Insulin, 5 units (formerly J1820)

J1830 Interferon beta-1b, 0.25mg (Betaseron®)

J2940 Somatrem, 1mg

J2941 Somatropin, 1 mg

J3030 Sumeatriptan succinate, 6mg (Imitrex®)
J3490 Kineret™, per 100mg

J3490 Ribef®

J9218 Leuprolide acetate, per 1 mg

Q2010  Compaxone® per 20 mg

Medicare exclusion is clear for oral drugs, suppositories
and topical medications. The 2003 outpatient prospective
payment system regul ations define pass-through drugs,
biologicals and radiopharmaceuticals. Part A providers may
refer to transmittal A-02-129, CR 2503 for alisting of these
drugs. Instructions regarding Medicare payment for drugs
and biologicalsincident to aphysician’s service were i ssued
in transmittal AB-02-072, CR 2200, and transmittal AB 02-
139, CR 2311. «

Full-text for these local medical review policies are available on the provider education Web site at www.floridamedicare.com.
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MEDICAL REVIEW POLICIES

Zevalin: Ibritumomab Tiuxetan (Zevalin™)—Implementation of New Policy

britumomab tiuxetan (Zevalin™), as part of a specific

therapeutic regimen, was FDA-approved on February 19,
2002 for the treatment of patients with relapsed or refractory
low-grade, follicular, or transformed B-cell non-Hodgkin's
lymphoma, including patientswith rituximab (Rituxan[l)
refractory follicular non-Hodgkin'slymphoma. Theregime
includes rituximab, In-111 Zevalin, and Y-90 Zevalin.
I britumomab tiuxetan (Zevalin™) therapy is atwo-step
process, which includes both a diagnostic and therapeutic
portion. Zevalin is aradiolabeled monoclonal antibody that
targets the CD20 antigen, which is found on the surface of
normal and malignant B-lymphocytes. 1ts mechanism of
actionistwofold. When Zevalin binds to malignant cells, it
activates adirect immune response, while the attached
radi oactive isotope emits radiation to the cell.

The therapy beginswith the administration of rituximab
(Rituxan®), J9310, followed by the administration of one
dose of Zevalin, amonoclonal antibody that islinked to the
radioisotope, indium-111 (In-111 Zevalin). Imaging studies
are then performed within two to 24-four hours post infusion
to assess the biodistribution of the In-111 Zevalin. Assess-
ment of biodistribution may involve a second scan per-
formed 48 to 72 hours after the initial infusion of 1n-111
Zevdlin. In somerare instances, athird scan may be
required which should be performed 90 to 120 hours after
theinitial infusion. If the biodistribution is not acceptable,
then the therapy is stopped.

If biodistribution is acceptable, another infusion of
rituximab is administered once during days seven through
nine. Within four hours of thisinfusion, Zevalin linked to
the radioisotope yttrium-90 (Y-90 Zevalin) is administered.

| britumomab tiuxetan (Zevalin™) therapy isintended
and considered to be a single course treatment regime. The
efficacy, safety, and toxicity of multiple courses of the
therapy have not been established and more than one course
of treatment is considered not reasonable and necessary. In
addition, doses of Y-90 Zevalin greater than 32 mCi are
considered excessive and are, therefore, not medically
necessary. Thistherapy is contraindicated in patientswith
platel et counts <100,000/mm?,

We have received numerous inquiries regarding the
appropriate codes to use when billing for these services. On
October 1, 2002, pass-through codes C9117, and C9118
were assigned for thistherapy. These codes were deleted as
of January 1, 2003 and two new codes for the service,
G0273, and G0274 were implemented on January 1, 2003.

For claims submitted to the FI for dates of service on or
after October 1, 2002, and until December 31, 2002, use
thefollowing the guidelines:

Diagnostic Portion

For the diagnostic (In-111 Zevalin) component of the
therapy, providers should use the appropriate procedure
codes from the following list, which isnot an inclusivelist:

78800 Radiopharmaceutical localization of tumor; limited

The diagnostic nuclear scans used to assess distribution
of the radiopharmaceutical should be coded using only one
of the following CPT codes: 78800, 78801 or 78802. The
scan should be billed with a unit of service of one. All scans
for this service are considered part of asingle tumor scan
regardless of the number of scans performed or the number
of days on which the scans were obtained. The diagnostic
dose of In-111 Zevalin should be coded using HCPCS code
C9118. The administration of In-111 Zevalin, which
includes the intravenous access, isincluded in theimaging
service and should not be separately coded.

Therapeutic Portion

For the therapeutic (Y-90 Zevalin) component of the
therapy, providers should use the appropriate procedure
codes from the following list, which is not an inclusivelist:

79400 Radiopharmaceutical therapy, nonthyroid,
nonhematologic (administration of Y-90 Zevalin)
Injection, yttrium 90 ibritumomab tiuxetan, per
mCi

The administration of Y-90 Zevalin, which includes the
intravenous access, should be billed using CPT code 79400.
The provision of the therapeutic dose of Y-90 Zevalin should
be coded using the HCPCS code C9117 with a unit of
service equal to the dose of Y-90 Zevalin, in mCi, adminis-
tered to the patient.

Theinfusion of the radiopharmaceutical; supervision,
handling and loading of radiation source; basic dosimetry
calculation; and special radiation physics consultation are
included in the therapeutic treatment CPT code, 79400, and
may not be billed separately.

For claims submitted to both the carrier and Fl for dates
of service on or after January 1, 2003, use the following
theguidelines:

Diagnostic Portion

For the diagnostic (In-111 Zevalin) component of the
therapy, providers should use the appropriate procedure
codes from the following list, which is not an inclusive list:

Co117

G0273 Radiopharmaceutical biodistribution, single or
multiple scans on one or more days, pre-treatment
planning for radiopharmaceutical therapy of non-
Hodgkin's lymphoma, includes administration of
radiopharmaceutical (e.g., radiolabeled antibodies)

Therapeutic Portion

For the therapeutic (Y-90 Zevalin) component of the
therapy, providers should use the appropriate procedure
codes from the following list, which isnot an inclusivelist:

G0274 Radiopharmaceutical therapy, non-Hodgkin's
lymphoma, includes administration of radiopharma-
ceutical (e.g., radiolabeled antibodies)

The complete LMRP can be policy can be found at
www.floridamedicare.com.

area .
78801 Radiopharmaceutical localization of tumor; Effective Date o _ _
multiple areas Implementation of thispolicy is effective for services
78802 Radiopharmaceutical localization of tumor; whole ~ furnished on or after February 19, 2002 and claims
body processed on or after June 30, 2003. «
C9118  Injection, indium 111 ibritumomab tiuxetan, per mCi  Full-text for these local medical review policies are available on
the provider education Web site at www.floridamedicare.com.
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MEDICAL REVIEW POLICIES

CoMPREHENSIVE DATA ANALYSIS

36245: Extracardiac Arteriography Associated and Billed with Primary
Cardiac Catheterizations

A recent study was performed by the New York peer Preliminary findings demonstrated that medical

review organization (PRO) in conjunction with CM S necessity for the renal arteriogram was not substantiated by
PRO staff in response to a carrier referral related to documentation in the medical record. They also identified
payments for potential medically unnecessary diagnostic quality of care concerns related to performing amedically
procedures performed in conjunction with primary cardiac unnecessary invasive procedure associated with high risk.
catheterizations. The study focused on areview of Medicare The study group, NY PRO/CM S/contractor, have been
beneficiarieswho underwent renal arteriogram during presenting their findings to the medical community, espe-
inpatient admission for cardiac catheterization. The NY cidly cardiologists, and at hospitals on both alocal and
carrier medical director, through claims data, determined a regional level. The hopeisthat afollow-up study will
number of physicianswere billing for both cardiac demonstrate more appropriate use of renal arteriography
catheterization and arenal arteriogram on the same day. consistent with current medical evidence as aresult of
Because the carrier and fiscal intermediary do not have provider education.

jurisdiction over inpatient quality of care and medical
necessity for the inpatient portion of the service, a
collaborative team was formed to address these issues from

The Medicare data analysis staff noted the following
upon their initial review:

amore global standpoint. Both Part A and B data were « A tota of $2,875,603 was paid to all performing provid-
extracted to identify if there were any significant billing/ ersin Florida, from January through September 2001,
performing patternsvisible. The study focused on more than who billed arenal arteriogram procedure on the same
1,000 inpatient medical records of Medicare beneficiaries day/session as aprimary cardiac catheterization. A total
admitted to the top 30 hospitals for cardiac catheterization, of 8953 renal arteriograms, by 261 providers, were billed
who, based on analysis of the data, also underwent for the same time frame.

extracardiac arteriography, particularly renal arteriograms.

We will b formi idespread medical revi
The study focused on the following: S De PETONTING aWiCEspreat Mecica TEVIew across

Florida, which may result in specific medical necessity

»  Were cardiologists performing the renal arteriograms? guidelines, PRO referrals and/or provider education. Please
e Weretherenal arteriograms carried out at the same time assure that when billing these services (CPT 36245 with
asthe cardiac catheterization? CPT 93512 or 93526), the renal arteriogram is both
» Weretherena studies medically necessary? medically necessary and performed in accordance with the
* Did this pattern of performance constitute poor quality of intention of the CPT Editorial Panel. «
care?

Italicized and/or quoted material is excerpted from the American Medical Association Current Procedural Terminology. CPT codes, descriptions
and other data only are copyrighted 2002 American Medical Association (or other such date of publication of CPT). All rights reserved.
Applicable FARS/DFARS apply.
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COMPREHENSIVE OUTPATIENT REHABILITATION FACILITIES

CoMPREHENSIVE OUTPATIENT

REHABILITATION FACILITY SERVICES

Changes in Payment for Certain Services Provided by Outpatient Physical

Therapy Providers

Outpatient rehabilitation services, (physical therapy,
including outpatient speech-language pathol ogy
services and occupational therapy services) furnished by an
outpatient physical therapy (OPT) provider are paid under
the Medicare physician fee schedule (MPFS) as required
by section 4541(a)(2) of the Balanced Budget Act (BBA)
(PL. 105-33). All other outpatient services are currently
paid on a reasonable cost basis with the exception of
orthotic devices, which are paid under the orthotic fee
schedule. The following information identifies services
that may be provided in an outpatient rehabilitation facility
(ORF), and provides the appropriate payment methodol ogy
for those services.

Outpatient Rehabilitation CPT/HCPCS Codes

ORFs may hill for the following outpatient rehabilita-
tion CPT/HCPCS codes. Payment is made under the MPFS
methodol ogy.

29065 29075
29130 29131
29345 29355
29515 29520
64550 90901
92601 92602
92610 92611
95833 95834
96003 96105
97003 97004
97024 97026
97036 97039
97139 97140

29085
29200
29365
29530
90911
92603
92612
95851
96110
97012
97028
97110
97150

29086
29220
29405
29540
92506
92604
92614
95852
96111
97016
97032
97112

29105
29240
29425
29550
92507
92607
92616
96000
96115
97018
97033
97113
97504 97520 97530
97533 97535 97537 97542 97601 97703
97799 0020T 0029T GO0279 G0280 G0281
G0283 V5362 V5363 V5364

Note: Code 97504 should not be reported with code
97116. However, if code 97504 was performed
on an upper extremity and code 97116 (gait
training) was also performed, both codes may be
billed with modifier 59 to denote a separate
anatomic site.

The above list of outpatient rehabilitation CPT/HCPCS
codes super cede those codes listed in section 3653 of the
Medicare Intermediary Manual. CMS will update section
3653 in the future to reflect the above list of CPT/HCPCS
codes.

29125
29260
29445
29580
92508
92608
95831
96001
97001
97020
97034
97116

29126
29280
29505
29590
92526
92609
95832
96002
97002
97022
97035
97124
97532
97750

Additional HCPCS Codes
ORFs may also bill for the following nonoutpatient
rehabilitation CPT/HCPCS codes:

95860 95861 95863 95864
95867 95869 95870 95900
95903 95904 95934 G0237
G0238 G0239
Note: The above list of codes is not intended to be alist

of all covered OPT services and does not assure
coverage of these services.

New Payment Requirement

Effective with claims with dates of service on or after
July 1, 2003, ORFs, (type of bill 74x) are required to
report al their services utilizing CPT/HCPCS. Payment
for these services will be made under the MPFS unless the
item or service is currently being paid under the orthotic
fee schedule or the item is a drug, biological, supply or
vaccine (see below for an explanation of these services).

Drugs and Biologicals
Drugs and biologicals do not apply in an ORF setting.
Therefore, ORFs must not bill for these services.

Supplies

Some ORFs are currently being reimbursed for
supplies on the basis of reasonable cost. However, since
supplies are part of the practice expense, under the MPFS
these expenses are already taken into account in the
practice expense relative values. Therefore, ORFs should
not bill for the supplies they furnish.

Vaccines

OPTs must not provide influenza, pneumococcal
pneumonia and hepatitis B vaccines and their administra-
tion. This supercedes current instructions in section
3660.7 of the MIM, which indicates payment ison a
reasonable cost basis.  «

Source: CMS Transmittal A-03-011, CR 2366

Italicized and/or quoted material isexcer pted from theAmerican M edical Association Current Procedural Terminology. CPT codes, descriptionsand
other data only arecopyrighted 2002 American Medical Association (or other such dateof publication of CPT). All rightsreserved. ApplicableFARSY

DFARSapply.
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SKILLED NURSING FACILITIES

SKILLED NURSING FACILITY SERVICES

Correction to Edits Affecting Audiologic Function Tests
n articletitled “Billing for Audiologic Function Tests for Beneficiaries that Are Patients of a Skilled
Nursing Facility (SNF)” was published in the Fourth Quarter 2001 Medicare A Bulletin (page 14) based
on Program Memorandum AB-01-71. Those instructions were intended to correct an earlier error in which
audiologic function tests provided to SNF beneficiaries not in a covered Part A stay were included with
speech therapy services and subject to SNF consolidated billing. Audiologic function tests are bundled into

the PPS amount for beneficiariesin acovered Part A stay.

However, at the end of calendar year 2002, some fiscal intermediaries reported to CM S that these
services, paid under Part B to non-SNF providers, were still being subject to SNF consolidated billing editing.
Asaresult, CMSreleased an emergency fix of these edits to the common working file hosts, and these new

edits were put into production on February 3, 2003.

The audiologic function test procedure codes are listed below. All codes listed have atechnical compo-

nent. Only the two codes identified with an asterisk have a professional component.

Audiologic Function Tests
92552 92553 92555 92556 92557
92565 92567 92568 92569 92571
92577 92579 92582 92583 92584
V5299,

Action Required by Providers

Claims for audiologic function tests furnished on or after April 1, 2001, incorrectly rejected under SNF
consolidated billing editing may be resubmitted for correct processing. Adjustments for audiologic function
tests for dates of service April 1, 2001, through September 30, 2001, will not be subject to timeliness edits,
provided the adjustments are submitted by the end of the sixth month from the date of this notification
(September 30, 2003). Providers must indicate in the remark section they are resubmitting for audiologic

function tests. «
Source: CM S Natification Dated February 14, 2003

Italicized and/or quoted material is excerpted from the American Medical Association Current Procedural Terminology.
CPT codes, descriptions and other data only are copyrighted 2002 American Medical Association (or other such date of

92561 92562
92572 92573
92587 92588

publication of CPT). All rightsreserved. Applicable FARS/DFARS apply.

92563
92575
92589

92564
92576
92596

Restating the Three-Day Window Requirement

I n accordance with the Code of Federal Regulations (CFR) section 409.30, a SNF claim generally qualifiesfor Medicare
reimbursement only if the SNF admission was preceded by an inpatient hospital stay of at least three consecutive calendar
days, not counting the date of discharge, and was within 30 calendar days after the date of discharge from a hospital.

Some SNFs may not understand that a particular day in abeneficiary’s hospital stay may not be considered an inpatient
day under the Medicare regulations. The OIG review has concluded that occasionally abeneficiary’s hospital stay of three
consecutive dayswill include aday of outpatient services, such as emergency room or observation care preceding the actual
inpatient services. When this situation occurs, outpatient services, furnished during the hospital visit, are treated as inpatient
services for billing purpose only. However, the first day of inpatient hospital servicesisthe day that the patient isformally
admitted as an inpatient, which is subsequent to the patient’s release from the emergency room or from observational care. A
SNF misunderstanding of these Medicare regulationswill result in an incorrect claim of athree consecutive day hospital stay.

The hospital’srelated inpatient claim will appropriately reflect two days of inpatient care.

Thelegidative authority for coverage of SNF claimsis contained in Section 1861 of the Social Security Act. The
governing regulations are found in Title 42 of the Code of Federal Regulations. CM S coverage guidelines are found in both

the Medicare Intermediary and Skilled Nursing Facility manuals. «
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CRITICAL ACCESS HOSPITALS

CRriTICcAL AccEss HosPITAL SERVICES

January 2003 Update to the Medicare Outpatient Code Editor

he Medicare outpatient code editor (OCE)

specifications (version 18.1R1) have been updated with

new additions, changes, and deletions to the CPT/HCPCS
codes.

This OCE update is used to process bills from hospi-
tals that are not paid under the outpatient prospective
payment system. Below are the additional changes that
were not reflected in previous communications:

Changes Retroactive to January 1, 2001
Nonreportable List Changes

The following HCPCS code were added to the list of
nonreportable procedures effective January 1, 2001:

G0179 GO0180 GO181 GO0182

Changes Retroactive to January 1, 2002
Noncovered List Changes

e Thefollowing HCPCS code was added to the list of
noncovered procedures effective January 1, 2002:

L3677

» Thefollowing CPT codes were removed from the list
of noncovered procedures effective January 1, 2002:

97802 97803 97804

Changes Retroactive to January 1, 2003
HCPCS Code Changes

The following HCPCS codes were deleted from the
list of valid HCPCS codes effective January 1, 2003:

G0281  G0282 G0283  G0296

Nonreportable List Changes
» Thefollowing CPT/HCPCS codes were added to the
list of nonreportable procedures effective January 1,

2003:

36416 99026 G0256 GO0257 G0259
G0260 GO0261 GO0263 GO0264 G0290
G0291 G0292 GO0293 GO0294  J1825
Q3021 Q3022 Q3023 Q3026

e The following CPT/HCPCS codes were removed from
the list of nonreportable procedures effective January
1, 2003:

90740 90743 90744 90746 90747 P90l11

Changes Effective April 1, 2003

HCPCS Code Changes

e Thefollowing HCPCS codes have been added to the
list of valid HCPCS codes effective April 1, 2003:

C1207 C9202 (C9203 (C9204 G0281
G0282 G0283 KO0552 KO0560 KO0600
K0601 KO0602 KO0603 K0604 KO0605

e The following HCPCS codes have been deleted from
the list of valid HCPCS effective April 1, 2003:

G0258 K0571

Noncovered List Changes
The following CPT/HCPCS code were added to the
list of noncovered procedures effective January 1, 2003:

90871 97014  G0282

Questionable Covered List Changes

The following CPT code was removed from the list of
questionable covered procedures effective January 1,
2003:

90846

Nonreportable List Changes
The following CPT/HCPCS code were added to the
list of nonreportable procedures effective January 1, 2003;

0019T  A4632 A4632 C1207 C9202
C9203 (C9204  KO0552. «

Source: CMS Transmittal A-03-028, CR 2676

Italicized and/or quoted material isexcer pted from theAmerican M edical Association Current Procedural Terminology. CPT codes, descriptionsand
other dataonly arecopyrighted 2002 American M edical Association (or other such dateof publication of CPT). All rightsreserved. ApplicableFARSY

DFARSapply.
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RURAL HEALTH CLINICS

RuUurAaL HEaALTH CLINIC SERVICES

Guidelines for Signature and Documentation of Medical Records

he current requirements for patient health records for

rural health clinics (RHCs) and federally qualified
health centers (FQHCs) state that for each patient receiving
health care services, the clinic or center maintains a record
that includes the following documentation, as applicable:

1. Identification and socia data, evidence of consent
forms, pertinent medical history, assessment of the
health status and health care needs of the patient, and a
brief summary of the episode, disposition, and
instructions to the patient.

2. Reports of physical examinations, diagnostic and
laboratory test results, and consultative findings.

3. All physician’s orders, reports of treatments and
medications, and other pertinent information necessary
to monitor the patient’s progress.

4. Signatures of the physician or other health care
professional.

The current interpretive guidelines for signature and
documentation of medical records in RHCs and FQHCs do
not expand on the above stated policy. However, since the
RHC/FQHC regulations and guidelines were published in
1978, medical professionals have been using advancesin
technology to assist in the development of medical record
documentation. CMS has adopted the hospital guidelines
for electronic medical records and electronic signatures
for other providers. These guidelines are now applicable to
RHCYFQHCs. These guidelines state the following:

1. Only individuas specified in hospital and medical staff
policies may make entries in the medical record. All
entries in the medical record must be dated and
authenticated, and a method established to identify the
author. The identification may include written
signatures, initials, computer key, or other code.

2. When rubber stamps are authorized, the individual
whose signature the stamp represents shall place in the
administrative offices of the hospital a signed
statement to the effect that he/she is the only one who
has the stamp and usesit. There shall be no delegation
to another individual. A list of computer or other
codes and written signatures must be readily available
and maintained under adequate safeguards. There shall
be sanctions for improper or unauthorized use of
stamp, computer key, or other code signatures.

3. The physician must authenticate the parts of the
medical record that are the responsibility of the
physician. When nonphysicians have been approved
for such duties as taking medical histories or
documenting aspects of physician examination, such
information shall be appropriately authenticated by the
responsible physician. Any entries in the medical
record by house staff or nonphysicians that require
counter signing by a supervisory or attending medical
staff members shall be defined in the medical staff
rules and regulations.

4. There must be a specific action by the author to
indicate that the entry is verified and accurate. Any
system that would meet the authentication
requirements are as follows:

e Computerized systems that require the physician
to review the document on-line and indicate that it
has been approved by entering a computer code.

e A systemin which the physician signs off against a
list of entries that must be verified in the
individual record.

¢ A mail system in which transcripts are sent to the
physician for review, then he/she signs and returns
a postcard identifying the record and verifying
their accuracy.

A system of auto-authentication in which a physician or
other practitioner authenticates a report before transcrip-
tion is not consistent with these requirements. There must
be a method of determining that the practitioner did, in fact,
authenticate the document after it was transcribed.

CMS does not expect RHCs/FQHCs to conform to
signature guidelines that are more stringent than those
stated for hospitals. For example, stamped signature need
not be countersigned or initialed by the provider. This
would negate the expediency of using a stamped signature.
Neither should unsigned dictations be accepted as an
acceptable practice.

Source; CMS Transmittal A-03-021, CR 2511
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RURAL HEALTH CLINICS

Payment Rate Increase for Rural
Health Clinics

MS has announced a rate increase for calendar year
2003 to upper payment limit per visit for rural health
clinics (RHCs). The payment rate increase is as follows:

e For services rendered January 1, 2003 through
February 28, 2003, the RHC upper payment limit is
increased to $66.46, which reflects a 2.6 percent
increase over the 2002 upper payment limit in
accordance with the rate of increase in the Medicare
economic index (MEI) as authorized by section
1833(f) of the Socia Security Act. CMSiis required to
use the 2002 rate of increase in the MEI for this
period due to the delayed effective date of the 2003
MEIL.

» For services rendered March 1, 2003 through
December 31, 2003, the RHC upper payment limit is
increased to $66.72. The 2003 rate reflects a 3.0
percent increase over the 2002 upper payment limit in
accordance with the rate of increase in the MEI as
authorized by section 1833(f) of the Social Security
Act.

The fiscal intermediary does, however, retain the
discretion to make adjustments to the interim payment rate
or alump sum adjustment to total payments aready made
to take into account any excess or deficiency in payments
to date.

Source: CMS Transmittal A-03-021, CR 2511

Payment for Diabetes Self-
Management Training and Medical

Nutrition Therapy Services

Diabetes self-management training services and medical
nutrition therapy services rendered by registered

dietitians or nutrition professionals are included under the

RHC and FQHC benefit, if al relevant program

reguirements are met.

Separate payment under Part B to RHCs and FQHCs
for these services provided by these practitioners is
precluded as set forth in regulations at section 414.63 and
64 as well asin Medicare manuals.

However, RHCs and FQHCs are permitted to become
certified providers of diabetes self-management training
and medical nutrition therapy services and bundle the cost
of such services into their clinic/center payment rates.
Please note that the provision of these services would not
generate an RHC or FQHC visit. However, the costs of
these services can be claimed on the RHC/FQHC cost
report and bundled into the all-inclusive payment rate. <

Source; CMS Transmittal A-03-021, CR 2511
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OUTPATIENT PROSPECTIVE PAYMENT SYSTEM

HospPiTAL OUTPATIENT

ProspPecTIVE PAYMENT SYSTEM

April 2003 Update to the Hospital Outpatient Prospective Payment System

MS has issued changes to the hospital outpatient PPS

for April 2003. The April 2003 update to the
outpatient code editor (OCE) and the PRICER software
systems reflects HCPCS and ambulatory payment
classification addition, changes and revisions, identified in
this notification. This article aso includes correction of
errors that were brought up to CM S attention subsequent to
the publication of the January 2003 update, which was
published in the electronic version of the 2003 January
Medicare A Bulletin Special Issue (pages 31-43). Unless
otherwise noted, all changes discussed in this notification
are effective for services furnished on or after April 1,
2003.

New HCPCS Codes Under the Hospital OPPS
The following HCPCS codes are effective for services
furnished on or after April 1, 2003:

G0281  Electrical stimulation, (unattended), to one or
more areas, for chronic stage |11 and stage IV
pressure ulcers, arterial ulcers, diabetic ulcers,
and venous statsis ulcers not demonstrating
measurable signs of healing after 30 days of
conventional care, as part of atherapy plan of
care

Electrical stimulation, (unattended), to one or
more areas, for wound care other than described
in G0281

Electrical stimulation, (unattended), to one or
more areas for indication(s) other than wound
care, as part of atherapy plan of care
Metacarpal phalangeal joint replacement, two
pieces, metal (e.g., stainless steel or cobalt
chrome), ceramic-like material (e.g.,
pyrocarbon), for surgical implantation (all sizes,
includes entire system)

Functional neuromuscular stimulator, transcuta-
neous stimulation of muscles of ambulation
with computer control, used for walking by
spinal cord injured, entire system, after comple-
tion of training program

Replacement battery for external infusion pump
owned by patient, silver oxide, 1.5 volt, each
Replacement battery for external infusion pump
owned by patient, silver oxide, 3 volt, each
Replacement battery for external infusion pump
owned by patient, alkaline, 1.5 volt, each
Replacement battery for external infusion pump
owned by patient, lithium, 3.6 volt, each
Replacement battery for external infusion pump
owned by patient, lithium, 4.5 Volt, each

G0282

G0283

K0560

K0600

K0601

K0602

K0603

K0604

K0605

Changes Affecting Drugs and Biologicals
Eligible for Pass-Through Payments

The following drugs have been designated as eligible
for pass-through payment under the OPPS effective April 1,
2003:

C9202 Injection, suspension of microspheres of human
serum albumin with octafluoropropane, per 3 ml

Assigned APC: 9202

C9203 Injection, perflexane lipid microsheres, per
single use via
Assigned APC: 9203
C9204  Injection, ziprasidone mesylate, per 20 mg

Assigned APC: 9204

The descriptor for the following pass-through drugs
has been corrected. These pass-through drugs are effective
January 1, 2003:

J2324 Nesiritide, per 0.5 mg via
J3487 Injection, zoledronic acid, per 1 mg

Pass-Through Device Category Codes in
Effect as of April 1, 2003
Device Categories Eligible for Pass-Through Payment
Below is a complete listing of the device categories
that are eligible for pass-through payment under the OPPS,
including one new category added effective April 1, 2003.
If adeviceis described by one of the existing device
categories but is packaged as a component of a system,
only the device that meets the pass-through criteria would
be eligible for pass-through payment under the appropriate
category.

HCPCS Effective
Codes Descriptor Date
C1765 Adhesion barrier July 1, 2001
C1783 Ocular implant, aqueous drainage | July 1, 2002
assist device
C1814* | Retinal tamponade device, April 1, 2003
silicone oil
C1884 Embolization protective system January 1,
2003
C1888 Catheter, ablation, non-cardiac, July 1, 2002
endovascular (implantable)
C1900 Lead, left ventricular coronary July 1, 2002
Venous system
C2614 Probe, percutaneous lumbar January 1,
discectomy 2003
C2618 Probe, cryoablation April 1, 2001
C2632 Brachytherapy solution, iodine— | January 1,
125, per mCi 2003

*New pass-through device category code effective April 1,
2003.

Third Quarter 2003

The Florida Medicare A Bulletin

51



OUTPATIENT PROSPECTIVE PAYMENT SYSTEM

April 2003 Update of the Hospital Outpatient Prospective Payment System (continued)

Explanation of Terms/Definitions for Specific Category

Codes

Adhesion barrier (C1765) — A bioresorbable substance
placed on and around the neural structures, which
inhibits cell migration (fibroblasts) and minimizes scar
tissue formation. It is principally used in spine surger-
ies, such as laminectomies and diskectomies.

Catheter, ablation, non-cardiac, endovascular
(C1888) — a radiofrequency catheter designed to
occlude or obliterate blood vessels (e.g., veins).

Embolization protective system (C1884) — A system
designed and marketed for use to trap, pulverize, and
remove atheromatous or thrombotic debris from the
vascular system during an angioplasty, atherectomy, or
stenting procedure.

Left ventricular coronary venous system lead
(C1900) — Designed for left heart placement in a
cardiac vein viathe coronary sinus and is intended to
treat the symptoms associated with heart failure.

Retinal tamponade device, silicone oil (C1814) — A
device used as a permanent/prolonged retinal tamponade
in the treatment of complex retinal detachments. Thisis
used as a post-operative retinal tamponade following
vitreoretinal surgery.

Correction to Ambulatory Payment
Classifications

The following APC for these CPT/HCPCS codes have
been corrected effective for services furnished on or after
January 1, 2003:

CPT/HCPCS APC

Code

76070 0288
G0267 0110
C1207* 1207
A9518 1348
J1327 1607
Cco111 9111

*HCPCS code C1207 was erroneously designated as a
deleted code, however HCPCS code C1207 is not deleted.

Changes to Some APCs

The following APC for these CPT/HCPCS codes have
been changed for services furnished on or after January 1,
2003:

CPT/HCPCS APC CPT/HCPCS APC

Code Code

20910 0027 20912 0027
20920* 0027 20922 0027
20926 0027 78459 0285
77523 0712 77525 0712
90740 0356 90743 0356
90744 0356 90746 0356
90747 0356 G0237 0706
G0238 0706 G0239 0706
J1327 1607 J1563 0905

Deleted Ambulatory Payment Clasifications
APCs 0026, 0650 and 0916 have been deleted effec-
tive January 1, 2003.

Correction to Billing for Radiation Therapy
(CPT Codes 77401 through 77416)

The instructions for billing for radiation therapy have
been revised to read as follows:

“CPT Codes 77401 through 77416 may be reported
more than once per date of service only when radiation
treatment is provided during completely different
sessions. Only one of these codes may be reported for
each treatment session no matter how many areas are
treated or no matter how much radiation is delivered.
CPT codes 77402 through 77406 describe treatment
delivery for a single treatment area. CPT codes 77407
through 77411 describe treatment delivery to two
treatment areas. CPT codes 77412 through 77416
describe treatment delivery to three or more
treatment areas. In the cases of CPT codes 77407
through 77416, the number of distinct treatment areas
and complexity of the treatment determine which code
series to report, which is then modified by the
selection of energy (i.e. MV). For example, if three
treatment areas are each treated with 11 MV, then the
proper code to hill is 77414. It is incorrect to report
77404 — 77414 (for “11-19 MeV”) three times.
However, if there is a distinct break and the same
region or regions are treated again the same day then a
second charge describing the energy and level of
complexity is appropriate.”

Correction to Payment Policy When a Surgical
Procedure on the Inpatient List Is Performed
on an Emergency Basis or When a Patient
Whose Status is Outpatient Dies
Hospital must report patient status code 20 in form
locator 22 on a claim for a service billed with modifier
CA for services furnished on or after January 1, 2003.

Revision to Partial Hospitalization Program
(PHP)
Coding Partial Hospitalization Services

CPT codes 90875 and 90875 are not covered by
Medicare and should not be billed for partial hospitaliza-
tion program patients.

Correction to Changes to Pass-Through
Drugs, Biologicals and Radiopharmaceuticals
HCPCS Replacement Codes for Retiring Pass-
Through Drugs

Effective for services furnished on or after January 1,
2003, hospital should use HCPCS code A9520, to replace
deleted HCPCS code C1202. The crosswalk of HCPCS
code C1202 to HCPCS code A9519 indicated previously
was an error.
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April 2003 Update of the Hospital Outpatient Prospective Payment System (continued)

Charges for Packaged Drug, Contrast Medium,
or Radiopharmaceutical Agent Billed
Separately and in Addition to Charges for the
Procedure with which They Are Associated

Hospitals that bill for a drug, contrast medium, or a
radiopharmaceutical agent using revenue code 025x or
062x, either with or without a HCPCS code, must exclude
that charge from the charge for the associated procedure
for which the drug, contrast, or radiopharmaceutical agent
is used.

Example Hospitals may bill G0273 and G0274 using the
revenue code that designates where the proce-
dures were performed and include the charge for
Zevain™ within the charge for the appropriate
G-code. However, hospitals that bill for Zevalin
separately, using HCPCS codes A9522 and
A9523, must report A9522 and A9523 using
revenue codes 621 and 622. Hospitals that bill
for Zevalin separately using HCPCS codes
A9522 and A9523 and revenue codes 621 and
622 must report the charge for G0273 and
G0274, using the revenue code that designates
where the service was furnished, and must
exclude the charge for Zevalin from the charge
for HCPCS G0273 and G0274.

New Code for Optison

Effective for services furnished on or after April 1,
2003 hospitals may use new HCPCS code C9202 instead
of A9700 to hill for Microspheres with octafluoropropane
(Optison).

Billing for Octreotide Acetate Depot

Hospitals must continue to use HCPCS code C1207 to
bill for Octrectide acetate depot, 1 mg. This code has not
been deleted effective on April 1, 2003. HCPCS code
C1207 will continue to be paid under APC 1207 for
services furnished on or after April 1, 2003.

Billing for Intravenous Immune Globulin
Hospitals should use HCPCS codes J1563 (Immune
globulin, 1 g) and J1564 (Immune globulin, 10 mg) to bill
for intravenous immune globulin (IVIG). Hospitals should
report J1563 when billing for multiple units of 1-gram
quantities of IVIG that they furnish to beneficiaries. One
additional unit of J1563 can be reported for residual
quantities greater than 0.75 gram. HCPCS J1564 should be
reported rarely and only during instances when patients
receive residual quantities of 1VIG less than 0.75 gram.
Example 1: If abeneficiary receives 40.50 grams of IVIG,
the hospital should report 40 service units of
J1563 and 50 service units of J1564 using
revenue code 636, and the appropriate
administration code.
Example 2: If abeneficiary receives 30.80 grams of IVIG,
the hospital should report 31 service units of
J1563 using revenue code 636, and the
appropriate administration code. <«

Source; CMS Transmittal A-03-020, CR 2671

Italicized and/or quoted material isexcer pted from theAmerican M edical Association Current Procedural Terminology. CPT codes, descriptionsand
other dataonly arecopyrighted 2002 American M edical Association (or other such dateof publication of CPT). All rightsreserved. ApplicableFARS

DFARSapply.

Further Guidance Regarding Billing Under Outpatient Prospective Payment

System

CMS has reissued guidelines to reinstate previous instructions regarding the hilling of blood surgical procedures and
inpatient Part B services under the outpatient prospective payment system (OPPS).

Proper Billing for Blood Products and Blood
Storage and Processing

hen a hospital purchases blood or blood products

from a community blood bank, or runs its own blood
bank and assesses a charge for the blood or blood product,
the hospital reports blood and blood products under
revenue code series 38x — Blood, along with the
appropriate blood HCPCS code. The amount billed should
reflect the hospital’s charge.

When a hospital does not pay for the blood or blood
product, it often incurs an administrative cost from a
community blood bank for the bank’s processing, storage
and related expenses. In this situation, the hospital bills the
charge associated with the blood bank storage and process-
ing costs under revenue code 390 — Blood Storage/
Processing, and reports the HCPCS code assigned to the
blood or blood product and the number of units transfused.
Payment is based on the ambulatory payment classification
(APC) to which the HCPCS code is assigned, times the
number of units transfused.

If a hospital purchases blood, or blood products, or
runs its own blood bank, it is not appropriate to bill both
the blood or blood product under revenue code series 38x
and an additional blood bank storage and processing charge
under revenue code 390.

A transfusion APC will be paid to the hospital for
transfusing blood once per day, regardless of the number of
units transfused. Hospitals should bill for transfusion
services using revenue code 391 — Blood Administration,
and CPT code 36430 through 36460. The hospital may
also hill the laboratory revenue codes (30x or 31x) along
with the CPT/HCPCS codes for blood typing and cross
matching and other laboratory services related to the
patient who receives the blood.

Proper Billing of Outpatient Surgical
Procedures

When multiple surgical procedures are performed at
the same session, it is not necessary to hill separate
charges for each procedure. It is acceptable to bill asingle
charge under the revenue code that describes where the
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OUTPATIENT PROSPECTIVE PAYMENT SYSTEM

Further Guidance Regarding Billing Under the Outpatient Prospective Payment System (continued)

procedure was performed (e.g., operating room, treatment
room, etc.) on the same line as one of the surgical proce-
dure CPT/HCPCS codes and bill the other procedures using
the appropriate CPT/HCPCS code and the same revenue
code, but with “0” chargesin the charge field.

In the past, some hospitals billed a single ER visit
charge, which included charges for any surgical procedures
that were performed in the ER at the time of the ER visit.
Under the OPPS, CMS requires hospitals to bill a separate
charge for ER visits and surgical procedures effective with
claims with dates of service on or after July 1, 2001. If a
surgical procedure is performed in the ER, the charge for
the procedure must be billed with the emergency room
revenue code. If an ER visit occurs on the same day, a
charge should be billed for the ER visit and a separate
charge should be hilled for the surgical procedure(s)
performed. As described above, a single charge may be
billed for all surgical procedures if more than one is
performed in the ER during the same session.

The following is an example of how a claim should be
completed under these new reporting requirements:

42REV.CD.  44HCPCSRATES 45SERV.DATE 47TOTAL
CHARGES
450 99283/25 7/5/2001 $150
450 12011 7/5/2001 $300
450 12035 7/5/2001
250 7/5/2001 $70
270 7/5/2001 $85

The charge for both surgical procedures in this
example is reflected in the $300 charge shown on the line
with procedure code 12011.

Note: Thisinstruction was previously posted on the CMS
Web Site as a question and answer with an effec-
tive date of January 1, 2001. Since many hospitals
did not change their reporting requirements based
on the question and answer, this notification

reflects a new prospective date of July 1, 2001.

Inpatient Part B Services
Inpatient Part B services paid under OPPS include:

»  X-rays and other diagnostic tests (excluding clinical
diagnostic laboratory tests)

e X-ray, radium, and radioactive isotope therapy,
including materials and services of technicians

e Surgical dressings, splints, casts, and other devices
used for reduction of fractures and dislocations
(include dental splints) applied during an encounter at
the hospital

e Implantable prosthetic devices

e Pneumococcal or hepatitis B vaccine and its
administration

« Certain preventive screening services (pelvic exams,
screening sigmoidoscopies, screening colonoscopies,
bone mass measurements, and prostate screening).

Note: Payment for some of these servicesis
packaged into the payment rate of other

separately payable services.

Inpatient Part B services paid under other payment
methods include:

e Clinica diagnostic laboratory tests, prosthetic devices
other than implantable ones and other than dental which
replace al or part of an internal body organ (including
contiguous tissue), or all or part of the function of a
permanently inoperative or malfunctioning internal
body organ, including replacement or repairs of such
devices.

e Leg, arm, back and neck braces, trusses, and artificial
legs, arms, and eyes, including adjustments, repairs,
and replacements required because of breakage, wear,
loss, or a change in the patient’s physical condition.

e Take home surgical dressings, outpatient physical
therapy, outpatient occupational therapy, and outpatient
speech pathology services.

*  Ambulance services.

e Screening pap smears, screening fecal occult blood
tests, and screening mammography.

HCPCS/Revenue Code Edits

Standard system maintainer will not edit for HCPCS
and revenue codes relationship for services payable under
OPPS with the exception of editing for revenue codes
required to be billed with pass-through and nonpass-through
medical devices. «

Source; CMS Transmittal A-03-014, CR 1585

Holding Outpatient Rehabilitation Claims for CPT Code 92597

MS has advised fiscal intermediaries of the need to

hold claims containing CPT code 92597 — Evaluation
for use and/or fitting of voice prosthetic device to
supplement oral speech. Prior to January 1, 2003, this
service was billed using HCPCS code G0200. Through an
inadvertent error, the status indicator in the Medicare
physician fee schedul e database was not changed to reflect
CPT code 92597 as “active” and payable under the fee
schedule. As aresult of this error, the April 2003
outpatient code editor (OCE) software did not get updated
timely to reflect this change and claims containing this
code will not process for payment until the July 2003 OCE
software update implementation.

Fiscal Intermediary Action

Claims containing CPT code 92597 will suspend to
status location SIMCMSL under reason code 75041 until
the July OCE release is implemented.

In addition, claims containing HCPCS code G0200
with dates of service on or after April 1, 2003 will be
returned to the provider with reason code 75042 advising
them to resubmit evaluation for use and/or fitting of voice
prosthetic device to supplement oral speech service using
CPT code 92597. «

Source: CMS Notification Dated April 4, 2003

Italicized and/or quoted material isexcer pted from theAmerican M edical Association Current Procedural Terminology. CPT codes, descriptionsand
other dataonly arecopyrighted 2002 American M edical Association (or other such dateof publication of CPT). All rightsreserved. ApplicableFARSY

DFARSapply.
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FRAUD AND ABUSE ISSUES

Fraup AnNnD ABUSE

Thearticleoriginally published on this page has been removed at
the request of the Centersfor Medicare & Medicad Services

Source: CM S Joint Signature Memorandum 05190, February 8, 2005
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ELECTRONIC DATA INTERCHANGE

THE HEALTH INSURANCE PORTABILITY
AND AccouNnTABILITY AcT (HIPAA)

HIPAA Makes Electronic Claims Submission the Best Choice

The following articleis a reprint of a narrative written by Cathy Benoit, CMS Atlanta Regional Office HIPAA
Coordinator.

oday, a health care provider may do business with anumber of health plans, each with its own version of forms, code

sets, or identifiersrequired for payment. The Health Insurance Portability and Accountability Act (HIPAA) sets out
to changethat. Under HIPAA, al health plans are required to use the standards set forth in this regulation.

The standards established by HIPAA will enable administrative efficiency all across the health care industry. Physi-
cians officeswill have moretime for patients and spend less time on paperwork. We will have standard data, which will
yield better data; and better datawill yield better information. This, in turn, will yield better health outcomesfor all of us.

All covered entities must comply with the HIPAA privacy regulations. Itistruethat if you are a 100 percent paper
office, you are not a‘ covered entity’ and, thus, do not have to comply with the HIPAA rules. But, isthat agood business
decision? Welive in acompetitive market. The organizations that embrace HIPAA as a business opportunity and prepare
their organization for the future of health care will be able to realize the benefits.

Other industries have gone through their own standardization processes. For example, the banking and grocery
industries have embraced technol ogy and standardization to streamline their costs. There was atime when we had to wait
in linefor abank teller to process all of our transactions, but now we can use the telephone, computer, or ATM for access
to our accounts 24 hours a day, 7 days aweek. We are also capable of processing transactions from any banking institu-
tion, not just the one where we first opened our account.

Do you recall when the stock clerks worked all night to fill the grocery shelveswith priced items, and the cashier had
to type in the price of each item into a cash register? Then, when we checked-out, we received a generic receipt. Now,
every itemisidentified by abar code and is scanned for an itemized receipt. In fact, the grocery stores have streamlined
the process to the point that we can checkout ourselves viathe U-SCAN-it stations. These changes have proved to
provide customers greater benefits while saving the industry’s service providers money in the long run.

In both of these industries and many more, the use of €l ectronic standards have revolutionized the way businessis
conducted. Implementing HIPAA will require the health care industry to change many long used and familiar business
processes. Changeisdifficult for most people, and HIPAA is about change. A change of this magnitude will not happen
overnight. It will take time, hard work, communication and possibly investment capital.

HIPAA isthefirst step in an e-commerce platform for the health care industry. Once the standards arein place, more
and more products will be devel oped that will provide greater benefitsto providers and to patients.

Over the past few decades, we have seen health care costs continue to rise. HIPAA will result in more efficient
business processes, which should make more money available for health care delivery. We are at aturning point in the
health care industry.

Itisimportant for all health care providersto realize that HIPAA is about the future of health care. HIPAA isalong-
term benefit rather than a short-term cost or inconvenience. The providersthat embrace HIPAA as an opportunity will be
in abetter position to adjust to changes and take advantage of the EDI [Electronic Data I nterchange] benefits. | urge you
to consider the following questions.

— Where are the banks that have not embraced ATMs?
— Where are the companies that have not embraced personal computers (or cell phones)?
— Where arethe grocery stores that have not embraced checkout scanners?

— If given the choice between Dr. A and Dr. B where the services are equal, and if Dr. A is obligated by federal
law to protect your health records and Dr. B is not, whom would you choose?

Itisafact that welive in acompetitive market, so | encourage you to consider HIPAA asthefirst step in preparing
your organization for the future of health care.

Can you afford not to? «
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ELECTRONIC DATA INTERCHANGE

Benefits of Electronic Claim Filing under HIPAA-AS

The following article was prepared by CMSto promote a consistent message within the provider community.

he April 14, 2003, HIPAA privacy deadline and the April 16, 2003, testing deadline have passed, and the October 16,

2003, deadline for compliance with the HIPAA electronic transactions and code set standardsis approaching quickly.
Many providers are only now starting to think about what they need to do to become HIPAA compliant. To avoid being a
HIPAA-covered entity, some consultants are suggesting that providers consider switching from electronic transmission to
paper claims. Thisadviceisextremely shortsighted and certainly not a panacea, especially for Medicare providers.

Consider thefollowing:
Requirement to Go to Electronic Claims

Medicare will not accept paper claims, effective October 16, 2003. There will be exceptions for small providers and

under other limited situations. Regulations are expected soon.

Negative Fiscal Impact of Paper Claims

Processing paper claims takes longer than electronic claims, and has an increased rate of error. Faster payment can be
made for electronic claims submitted to Medicare. Electronic Medicare claims can be paid 14 days after they are
received, while paper claims cannot be paid before 28 days after receipt. In addition, processing paper claims has

increased administrative, postage, and handling costs.
Changes to Business Processes

Switching from electronic transmission to paper claims would have numerous repercussions on the business processes of
your office. Remember that HIPAA transactions include more than just claims submission. Providers often conduct
eligibility queries, claim status queries, and referral transmission electronically. All of these would have to be done on
paper to avoid being aHIPAA covered entity, ultimately leaving lesstime for patient care and more time devoted to
administration. However, you could decide to do some paper transactions and some el ectronic transactions, but
remember that the electronic transactions must be HIPAA compliant.

General HIPAA Information

What is HIPAA?
Congress passed the Health | nsurance Portability and
Accountability Act (HIPAA) in 1996. There are four main
areasthat comprise administrative simplification:

1. Electronic Transactions and Code Sets

2. Uniqueldentifiers

3. Privacy

4. Security

What are the HIPAA Transactions?
Electronic Transaction Standards have been devel oped for
the following exchanges of information that providers
conduct:
1. Health care claims or €l ectronic encounter

information
. Health care payment and remittance advice
. Health care claims status
. Eligibility inquiry
. Referra certification and authorization
. Claimsattachment (standards forthcoming)
7. First report of injury (standards forthcoming)

What is a HIPAA Covered Entity?

Under HIPAA, all health care clearinghouses, all health
plans, and those health care providers that conduct certain
transactionsin electronic form or who use abilling service
to conduct transactions on their behalf are considered
covered entities.

What Is “Electronic?”

Theterm “electronic” is used to describe moving health
care data viathe Internet, and extranet, leased lines, dial-
up lines such asfor “direct dataentry” (DDE), private
networks, points of service, and health care datathat is
physically moved from one location to another using
magnetic tape, disk, or CD media. For example, if a

O, WwWN

provider transmitsinformation electronically by
transmitting claims, , conducting eligibility queries,
conducting claim status queries or referrals, they would be
considered a covered entity under HIPAA.

A Benefit to Consider

HIPAA efficienciesinclude using the same format for all
payers rather than separate formats for each payer, asis
often done today.

HIPAA Deadlines

April 14, 2003  Privacy —all covered entities except

small health plans.

Electronic Heath Care Transactions and

Code Sets—adll covered entities must

have started interna software and

systemstesting.

October 16, 2003 Electronic Health Care Transactions and
Code Sets—all covered entities that
filed for an extension and small health
plans.

April 16, 2003

April 14, 2004  Privacy —small health plans.

April 21,2005  Security —all covered entities except
small health plans.

April 21,2006  Security —small health plans.

Where To Go For Help:
CMS Web site: http://mww.cms.hhs.gov/hipaa/hipaa?2
HIPAA hotline: 1-866-282-0659
AskHIPAA mailbox, send an email to
askhipaa@cms.hhs.gov
For more information on privacy, visit http://
www.hhs.gov/ocr/hipaa

For privacy questions, call 1-866-627-7748? «

Source: CMS Notification Dated April 25
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HIPAA Resources

Updated March 27, 2003
CMS
Products/Resources

Web Site — http://www.cms.hhs.gov/hi paa/hipaa2/ —
Answersto Frequently Asked Questions, linksto
other HIPAA sites, and information on the law,
regulations, and enforcement are located here.

New Regulations—HHS recently published two
rules, the M odifications Rule (modifies the Electronic
Transactions and Code Sets Rule) and the final
Security Rule. You can find both rules at http://
www.cms.hhs.gov/hipaa/hipaa2/.

Small Provider Checklist Tool — Use thisto help
you determine first steps you should be taking to
prepare for HIPAA. http://mmw.cms.hhs.gov/hipaa/

hi paa2/education/ReadinessChkL st.pdf. Also
available in Spanish version: http://www.cms.hhs.gov/
hi paa/hi paa2/educati on/ReadinessChkLstEsp.pdf.

CMSHIPAA 101 Paper for Providers— This short
paper gets straight to the point describing HIPAA and
what it meansto providers. Thisispart of alarger
series being devel oped that walk providers through
what they need to know about the electronic
transactions and code sets. Stay tuned for more
information on the remainder of the series. http://
www.cms.hhs.gov/hi paa/hi paa2/education/
HIPAAPaper101-10ofl.pdf. Spanish version: http://
www.cms.hhs.gov/hi paa/hi paa2/education/
ReadinessChkLstEsp.pdf.

Covered Entity Decision Tool — Need help
determining if you are covered by HIPAA? Try using
thistool found at: http://mww.cms.hhs.gov/hipaa/

hi paa2/support/tool s/decisionsupport/default.asp.

FREE HIPAA Roundtable Conference Call — This
isagood source of information and aforum to get
answersto your questions on HIPAA Administrative
Simplification. Check the CMSWeb site at http://
www.cms.hhs.gov/hipaa/hipaa2/ for future call
information.

FREE Video and CD—-ROM - Coming Soon! CMS
HIPAA 101 Video and CD-ROM are packed with tips
for preparing your office for HIPAA. Stay tuned to
our Web site for information.

FREE Listserves—Both listserves are operated by
the U.S. Department of Health & Human Services
Regulations — http://mmw.cms.hhs.gov/hipaa/hipaa2/
regulationg/Isnotify.asp — Sign up to receive
notification when proposed or final ruleson HIPAA
have been published in the Federal Register (The
Federal Register isthe place where the government,
upon passing alaw, tells the public how the law will
be implemented).

New! Outreach — http://list.nih.gov/archives/hipaa—
outreach.html — Sign up here to receive free notices
on HIPAA announcements, new tools and educational
material, and related information.

CMS Medicaid HIPAA Web Address— http://
www.cms.hhs.gov/medi cai d/hi paa/adminsiny

Medicare Free/Low Cost Billing Software — http://
cms.hhs.gov/providers/edi/ — If you bill Medicare,
there is software available to you free or for asmall
charge. Thissoftwareisdesigned only for Medicare
claims. Check the above link for the appropriate
contact in your state for more information.

White Paper: Am | A Covered Entity Provider?
http: //mww.wedi.org/snip/public/articles/
coveredEntitiy.pdf

White Paper: How HIPAA Is Reshaping The Way
We Do Business http: //www.wedi.org/snip/public/
articles/centMedicarencaid.pdf

Contact information for CMS

CM S E-Mailbox — askhipaa@cms.hhs.gov. Send
HIPAA administrative simplification questions here.

CMSHIPAA Hotline — 1-866-282-0659 — This
hotline has been established to help answer your
HIPAA administrative simplification questions.

Other Resources

HHS Officefor Civil Rights (Privacy) —http://
www.hhs.gov/ocr/hipaa/ — The U.S. Department of
Health & Human Services Officefor Civil Rights
oversees the privacy requirements.

e New! OCR PostsFrequently Asked Questions
to their Web Site at: http://mwww.hhs.gov/ocr/
hi paa/whatsnew.html.

* Model “BusinessAssociate Agreement” at: http:/
www.hhs.gov/ocr/hipaa/contractprov.html

e “Guidance Explaining Significant Aspects of the
Privacy Rule” at: http://mww.hhs.gov/ocr/hipaa/
privacy.html.

Contact information

¢ OCRPrivacy@hhs.gov or

o Cadl 1-866-627-7748.

WEDI SNIP Web site -http://mww.wedi.org/snip/ —
WEDI is an organization working to foster
widespread support for the adoption of electronic
commerce within healthcareand SNIPisa
collaborative healthcare industry—wide process
resulting in theimplementation of standards and
furthering the devel opment and i mplementation of
future standards. ThisWeb site contains various
resources on HIPAA administrative simplification.

* Materialsfrom CMS HIPAA Workshop for Small
/ Rural Health Care Providers— http://
www.wedi.org/snip/public/articles/
detail s%7E56.htm

* Findout if your state has alocal WEDI SNIP
affiliate — Go to http: //mww.wedi.org/snip/public/
articles/index%7E8.htm. «

Source: CMS Region IV HIPAA Coordinator

Third-party Web sites. This document contains references to sites operated by third parties. Such references are provided for your conve-
nience 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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HIPAA-AS Transactions and Code Sets: Testing and Updates

IPAA-AS requires each electronic submitter to

submit all of their electronic claims, claim status
inquiries, and eligibility inquiriesin compliance with the
X 12N version 4010A1 requirements, by October 16,
2003. If you have successfully tested the 837-claim
version 4010 with Medicare, you do not need to be
retested on 4010A 1.

The Administrative Simplification Compliance Act
(ASCA) requires entities that requested a one-year
extension to start testing their systems no later than April
16, 2003 (this requirement rel ates to the entities own
internal testing, not testing with Medicare).

Providers who use clearinghouses, billing services or
vendor software are urged to follow up with these associ-
ates to ensure they are testing with payerswell in advance
of the deadline. Our provider education Web site
(www.floridamedicare.com.) has alist of electronic billing
vendors who have passed testing with First Coast Service
Options, Inc. (FCSO).

To schedule testing of the 4010A 1 Inbound 837
Claim with Medicare, cal:

1-904-791-6865

HIPAA noncompliant (but previously approved
version) submissionswill not berejected prior to
October 16, 2003, regardless of whether the provider
applied for an ASCA extension prior to October 16, 2002.
Medicare will not charge for processing paper claims.

Thereisahost of Internet sites availableto learn
more about HIPAA-AS and to obtain up-to-date informa-
tion. Please visit our provider education Web site for
more information and links to other sites.

Support Continues for Low Cost HIPAA
Billing Software

The Centersfor Medicare & Medicaid Services will
continue support of low cost HIPAA Medicare billing
software through fiscal year 2004 and beyond.

FCSO supports the PC-ACE Pro32® software. To
learn more about using this software, call 1-904-791-
8767, extension 1. «

Source: CMS Noatification March 26,2003

HIPAA Information Series

he first edition to CMS HIPAA Information Series was

reproduced in the Second Quarter 2003 Medicare A
Bulletin (pages 37-40). That edition, called “HIPAA
101,” has now been supplemented with editions two and
three. To accessthisinformation, visit the CMS Web site
at www.cms.hhs.gov/hipaa/hi paa2/education/infoserie/ for
“Areyou acovered entity?’ and “Key HIPAA dates and
tipsfor getting ready.” Seven additional installmentsare
coming soon. You can also visit www.cms.hhs.gov/hipaa/
hipaa2/ for CMS's all-in-one reference site for HIPAA—
ASincluding a countdown for upcoming compliance
deadlines. <

Provider HIPAA Readiness

Checklist

MS has devel oped a checklist to help you determine
our office’sreadiness for HIPAA compliance. We
published this checklist in the Second Quarter 2003
Medicare A Bulletin (pages 35-36), and thelist isalso
available on the CM S Web site at www.cms.hhs.gov/
hi paa/hi paa2/education/readinesschkist.doc. <

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.

This material provides a basic overview of the consumer privacy protection rules adopted by the United States Department of Health and Human
Services in conformance with the Administrative Simplification provisions of the Health Insurance Portability and Accountability Act of 1996. This
material does not interpret these rules or attempt to apply the rules to your particular circumstances. The information provided is (1) for your
information only, (2) subject to change without notice, and (3) provided “asis’ without warranty of any kind, expressed or implied. FIRST COAST
SERVICE OPTIONS, INC. DISCLAIMSRESPONSIBILITY FORANY CONSEQUENCESOR LIABILITY ATTRIBUTABLETO ORRELATED TO
ANY USE, NON-USE, OR INTERPRETATION OF INFORMATION CONTAINED OR NOT CONTAINED IN THISMATERIAL. FIRST COAST
SERVICE OPTIONS, INC. DISCLAIMSANY LIABILITY FORANY DIRECT, SPECIAL, INDIRECT, INCIDENTAL, OR CONSEQUENTIAL
LOSSES OR DAMAGES RELATED TO THEACCURACY OR COMPLETENESS OF THIS MATERIAL. The information provided is no substitute

for your own review and analysis of the relevant law.

This material is the property of First Coast Service Options, Inc. and may not be duplicated, reproduced, disseminated, or otherwise used for purposes

other than a basic overview of specified consumer privacy protection rules.
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ELEcTRONIC DATA INTERCHANGE

Medicare A of Florida to Begin Testing and Support of HIPAA-AS

Addenda Transactions

ffective April 7, 2003, First Coast Service Options,
Inc. (FCSO) begun supporting the Addenda version
(4010A1) for the following transactions:

e X12N 837 Inbound Claims Transaction
e X12N 835 Remittance Advice
e X12N 276/277 Claim Status I nquiry/Response

All current health care claim and remittance advice
formats will be supported through October 16, 2003. As
of October 16, 2003, only the 4010 Addenda version of
the transactions noted above will be supported.

Important: If you do not contact us to schedule your test
before July 2003, it may not be possible to
guarantee a testing date before the October
16, 2003 compliance deadline. We therefore
strongly encourage you to call early to
schedule your testing.

837 — Inbound Claims Transaction

Effective October 16, 2003, Medicare will only
accept the Addenda version of the ANSI 837 claims
transaction. Between April 7 and October 15, 2003,
Medicare will support both the 4010 and 4010 Addenda
versions of the 837 Inbound Claims Transaction.

Senders and vendors who have not previously been
approved to send Medicare A claim filesin ANSI version
4010 must schedul e testing for the 4010 Addenda. Those
currently approved to transmit electronic filesin ANSI
version 4010 are not required to re-test. Also, if your
vendor has supplied you with 4010 Addenda software, you
are not required to re-test.

Testing of the Addenda version isanticipated to
begin April 7, 2003. To scheduletesting, or for addi-
tional information about the 837 transaction, please
call Audrey Lipinski at 1-904-791-6865, or via email at
Audrey.Lipinski @fcso.com.

835 — Remittance Advice Transaction

Effective October 16, 2003, Medicare will only
generate the 4010 Addenda version of the ANSI 835
remittance advice. Between April 7 and October 15,
2003, Medicare will generate both the 4010 and 4010
Addenda versions of the 835-remittance advice.

Testing of the 4010 Addenda version of the remit-
tance advice is anticipated to begin April 7, 2003. Users

who have successfully tested the 4010 remittance advice
transaction are not required to re-test the 4010 Addenda
transaction.

We encourage testing of the outbound remittance
advice in either version 4010 or 4010 Addenda for users
who have not tested version 4010.

To scheduletesting or for additional infor mation
about the 835 transaction, please call Cynthia Moore
at 1-904-791-8254, or via email at
Cynthia.Moore@¥cso.com.

276/277 — Claim Status Request and
Response

Effective April 7, 2003, only the 4010 Addenda
version of the 276/277 transaction will be accepted;
version 4010 will not be accepted at any time. Testingis
anticipated to begin at that time.

To scheduletesting or for additional infor mation
about the 276/277 transactions, please call Peggy Kelly
at 1-904-791-0912, or via email at
Peggy.Kelly@fcso.com.

How To Obtain Addenda Information

Thefinal updated Designated Standards Maintenance
Organizations (DSMO) Addenda pages for al transactions
are available at http://hipaa.wpc-edi.com/
HIPAAAddenda_40.asp.

Additional information regarding the ANSI version
4010 Addenda transactions will be provided to senders,
vendors, and clearinghouses as information becomes
available.

Special Information for PC-ACE Pro32®
Customers

PC-ACE Pro32® anticipates the addenda version
(4010A1) will be availableto all existing PC-ACE
Pro32® usersApril 1, 2003. Senders who have elected to
download the program will be notified viaemail by April
1, 2003. All other senderswill receive a CD upgrade
scheduled to be distributed between April 7 -9, 2003. If
you wish to switch from receiving a CD to start download-
ing updates, please contact Technical Support at 1-904-
355-0313. «

Source: CM S Transmittal AB-03-026, CR 2385

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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ASC X12N 270/271 Eligibility Benefit Inquiry and Response Transaction—

Real-Time Access

The ASC X12N 270/271 Eligibility Benefit Inquiry and
Response Transactionisa*“paired” transaction (270 isan
inbound igibility inquiry; 271 isan outbound eligibility
response). The 270/271 (004010X092A 1)
Implementation Guide may be downloaded without charge
from www.wipc-edi.con/HI PAA.

Floridafiscal intermediary (FI) will support provider
accessto real-timeeligibility information viathe ASC
X12N 270/271, using TCP/IP (transition control protocol/
internet protocol) connectivity on or about July 1, 2003.
The FI will build upon existing network connectivity to
provide a TCP/IP port connecting to the common working
file (CWF) system supplied eligibility module. The
interface runsin a CICS (customer interactive control
service) mainframe environment. Providerswill be able
todia in and connect directly to the CWF module through
an |P socket. Billing services, clearinghouses, network
service vendors and providers that want to use this
connectivity are required to have supporting software and
technical expertiseto implement this communication
method.

Providersthat prefer to obtain eligibility datain an
EDI (electronic datainterchange) format but not use the

ASC X12N 270/271 Eligibility Benefit Inquiry and
Response Transaction may contract with a clearinghouse
to translate the information on their behal f; however, that
providerswill beliable for any clearinghouse costs.

Detailed information pertaining to the Addenda
version of the ASC X12N 270/271 and related connectiv-
ity requirementsis available on the provider education
Web site www.floridamedicare.com. If you do not have
access to the Internet, please contact us at 1-904-791-8131
to request a hard copy of thisinformation.

To help providers make educated and timely deci-
sions, Medicare will furnish basic information on the
HIPAA-AS standard transaction requirements (such asthe
270/271). However, Medicarewill not furnish in-depth
training on the use and interpretation of the standards
Implementation Guides. Providerswho need in-dept
training for their staff are expected to seek it from
commercia vendors, their clearinghouse, or through
standards devel opment organizations.

Thank you for your continued support of the eligibil-
ity transaction. «

Source: CM S Transmittal AB-03-036, CR 2576

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.

Health Care Claim Status Request and Response ASC X12N 276/277

nder the Health Insurance Portability and Accountability Act (HIPAA), al payers must use health care claims status

category codes and health care claim status codes approved by the Health Care Code Maintenance Committee.

These codes can be found at http: //mww.wpc-edi.conVSatusCategory_40.asp and http: //mww.wpc-edi.com/
ClaimSatus 40.asp. Included in the code lists are specific details such as the date when a code was added, changed or

del eted.

We will provide information in future issues of the Medicare A Bulletin regarding implementation of the update to
the claims status category codes and health care claim status codes for use with the Health Care Claim Status Request and
Response, ASC X12N 276/277. In addition, we will inform providers of any new codes that may be seen in ASC X12N

277 responses.
Source: CM S Transmittal AB-03-029, CR 2555

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.

ELecTRONIC CLAIM SUBMISSION

Remittance Advice Remark and Reason Code Update

CMSisthe national maintainer of the remittance advice remark code list that is one of the code lists mentioned in ASC

X 12 transaction 835 (Health Care Claim Payment/Advice) version 4010 Implementation Guide (IG). Under the
Insurance Portability and Accountability Act (HIPAA), all payers have to use reason and remark codes approved by X12-
recognized maintainersinstead of proprietary codesto explain any adjustment in the payment. Asaresult, CMSreceived
asignificant number of requests for new remark codes and modifications in existing remark codes from non-Medicare
entities. These additions and modifications may not impact Medicare. Traditionally, Medicare staff in conjunction with a
policy change request remark code changes that impact the Medicare program. Contractors are notified of those new/
modified codesin the corresponding implementation instructions in the form of a program memorandum (PM) or manual
instruction implementing the policy change, in addition to the regular code update PM. The code changes initiated by
Medicare have been identified in this article to single out codes implemented by contractors effective April 1, 2003.
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Remittance Advice Remark and Reason Code Update (comtinued)

Thelist of remark codesis available at http://mww.cms.gov/provider s/edi/hipaadoc.asp and http: //www.wpc-edi.com/
hipaa/, and thelist is updated each March, July, and November. The following list summarizes changes made through
October 31, 2002.

New Remark Codes

Code Current Narrative Code Current Narrative
N117* Thisserviceispaid only oncein alifetime per additional information necessary to support your
beneficiary. position. If you request review within 30 days,
N118* Thisserviceisnot paid if billed more than once zgﬂ %Sggerg}?&gf Eﬁéﬁgﬁ?’ﬁﬂﬁ?% unl
every 28 days. review determination isfavorable to you, you do
N119* Thisserviceisnot paidif billed once every 28 not have to make any refund. If thereview is
days, and the patient has spent 5 or more unfavorable, you must make the refund within 15
consecutive daysin any inpatient or SNF (Part B) days of receiving the unfavorable review
facility within those 28 days. decision. You may request review of the determi-
" ; ; ; nation at any time within 120 days of receiving
N120  Payment s subject 0 home health prospective thisnotice. A review requested after the 30-day
payment system partial episode payment adjust- eriod does not permit you to delay making the
ment. Beneficiary transferred or was discharged/ F efund. Regar dliss of v)\//hen arev?é/v isreg
readmitted during payment episode. quested, the patient will be notified that you have
N121* Medicare Part B does not pay for items or requested one, and will receive a copy of the
services provided by thistype of practitioner for determination. The patient hasreceived a
beneficiariesin aMedicare Part A covered separate notice of this denial decision. The
skilled nursing facility stay. notice advises that he or she may be entitled to a
* ’ ; refund of any amounts paid, if you should have
N122 :\t/lsg”? mography add-on code cannot be billed by known that Medicare would not pay and did not
o ) ) _ tell him or her. It aso instructs the patient to
N123* Thisisasplit service and represents a portion of contact your office if he or she does not hear
the units from the originally submitted service. anything about arefund within 30 days. The
N124* Payment has been denied for the/made only for a requirements for refund are in §1834(a)(18) of
less extensive service/item becauise the informa- the Social Security Act (and in 881834(j)(4) and
tion furnished does not substantiate the need for 1879(h) by cross-reference to §1834(a)(18)).
the (more extensive) service/item. The patient is Section 1834(a)(18)(B) specifies that suppliers
liable for the charges for this service/item as you which knowingly and willfully fail to make
informed the patient in writing before the service/ appropriate refunds may be subject to civil
item was furnished that we would not pay for it, money penalties and/or exclusion from the
and the patient agreed to pay. Medicare program. |f you have any questions
. about this notice, please contact this office.
N125* Payment has been (denied for the/made only for ) _ o _
aless extensive) servicefitem because the N126* _Soqa_l Security Recordsmdmatet_hat this
information furnished does not substantiate the individual has been deported. This payer does
need for the (more extensive) service/item. If not cover items and services furnished to
you have collected any amount from the patient, individuals who have been deported.
you must refund that amount to the patient within - N127*  Thisisamisdirected claim/service for a United
30 days of receiving thisnotice. Thelaw permits Mine Workers of America beneficiary. Submit
exceptions to thisrefund requirement in two paper claimsto: UMWA Health and Retirement
cases. _ Funds, PO Box 389, Ephraim, UT 84627-0361.
*  If youdid not know, and could not have Call Envoy at 1-800-215-4730 for information
reasonably been expected to know, that on electronic claims submission.
Medicare would not pay for this service/ . .
item: or N128 Th|s_, amount represents the prior to coverage
«  If you notified the beneficiary in writing portion of the allowance.
before providing it that Medicare likely N129 Thisamount representsthe dollar amount not
would deny the service/item, and the eligible due to the patient’s age.
beneficiary signed a statement agreeing to N130 Consult plan benefit documents for information
If an exception appliesto you, or you believe the about Restrictionsfor this service.
carrier waswrong in denying payment, you N131 Tota paymentsunder multiple contracts cannot
should request review of this determination by exceed the allowance for this service.
the carrier within 30 days of recetving this notice. N132 Paymentswill cease for servicesrendered by this
Your request for review should include any US Government debarred or excluded provider
*Medicare | nitiated
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Remittance Advice Remark and Reason Code Update (comtinued)

Code

N133

N134

N135

N136

N137

N138

N139

N140

Current Narrative
after the 30 day grace period as previously
notified.

Servicesfor predetermination and services
requesting payment are being processed sepa-
rately.

Thisrepresents your scheduled payment for this
service. If treatment has been discontinued,
please contact Customer Service.

Record fees are the patient’s responsibility and
limited to the specified co-payment.

To obtain information on the processto file an
Appea inArizona, call the Department’s
Consumer Assistance Office at (602) 912-8444
or (800) 325-2548.

You, the provider, acting on the Member’'s
behalf, may file an appeal with our Company.
You, the provider, acting on the Member’s
behalf, may file acomplaint with the Commis-
sioner in the state of Maryland without first first
filing an appeal, if the coverage decision involves
an urgent condition for which care has not been
rendered. The Commissioner’s address. Com-
missioner Steven B. Larsen, Maryland Insurance
Administration, 525 St. Paul Place, Baltimore,
MD 21202 - (410) 468-2000.

In the event you disagree with the Dental
Advisor’s opinion and have additional informa-
tion relative to the case, you may submit radio-
graphs to the Dental Advisor Unit at the
subscriber’s dental insurance carrier for a second
Independent Dental Advisor Review.

Under the Code of Federal Regulations, Chapter
32, Section 199.13 a non-participating provider
is not an appropriate appealing party. Therefore,
if you disagree with the Dental Advisor's
opinion, you may appeal the determination if
appointed in writing, by the beneficiary, to act as
his/her representative. Should you be appointed
as arepresentative, submit a copy of thisletter, a
signed statement explaining the matter in which
you disagree, and any radiographs and relevant
information to the subscriber’s Dental insurance
carrier within 90 days from the date of this|etter.

You have not been designated as an authorized
OCONUS provider, therefore, are not considered
an appropriate appealing party. If the beneficiary
has appointed you, in writing, to act as hisher
representative and you disagree with the Dental
Advisor’s opinion, you may appeal by submitting
acopy of thisletter, asigned statement explain-
ing the matter in which you disagree, and any
relevant information to the subscriber’s Dental
insurance carrier within 90 days from the date of
thisletter.

*Medicare Initiated

Code
N141

N142

N143

N144

N145

N146

N147

N148

N149

N150

N151

N152

N153
N154

N155

N156

Current Narrative
The patient was not residing in along-term care
facility during all or part of the service dates
billed.

The original claim wasdenied. Resubmit a new
claim, not areplacement claim.

The patient was not in a hospice program during
all or part of the service dates billed.

The rate changed during the dates of service
billed.

Missing/incomplete/invalid provider identifier
for this place of service.

Missing/incomplete/invalid/not approved
screening document.

Long term care case mix or per diem rate cannot
be determined because the patient 1D number is
missing, incomplete, or invalid on the assignment
request.

Missing/incomplete/invalid date of last menstrual
period.

Rebill al applicable serviceson asingle claim.
Missing/incomplete/invalid model number.

Telephone contact services will not be paid until
the face-to-face contact requirement has been
met.

Missing/incomplete/invalid replacement claim
information.

Missing/incomplete/invalid room and board rate.
This payment was delayed for correction of
provider’s mailing address.

Our records do not indicate that other insurance
isonfile. Please submit other insurance informa-
tion for our records.

The patient isresponsible for the difference
between the approved treatment and the elective
treatment.

M odified Remark Codes

M25*

Payment has been (denied for the/made only for
aless extensive) service because the information
furnished does not substantiate the need for the
(more extensive) service. If you believe the
service should have been fully covered as billed,
or if you did not know and could not reasonably
have been expected to know that we would not
pay for this (more extensive) service, or if you
notified the patient in writing in advance that we
would not pay for this (more extensive) service
and he/she agreed in writing to pay, ask usto
review your claim within 120 days of the date of
thisnotice. If you do not request areview, we
will, upon application from the patient, reimburse
him/her for the amount you have collected from

64
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Remittance Advice Remark and Reason Code Update (comtinued)

Code Current Narrative Code Current Narrative
him/her (for the/in excess of any deductible and M27*  The patient has been relieved of liability of
coinsurance amounts applicable to the less payment of theseitems and services under the
extensive) service. We will recover the reim- limitation of liability provision of thelaw. You,
bursement from you as an overpayment. the provider, are ultimately liable for the patient’s
M26*  Payment has been (denied for the/made only for wal ved chargqs, incl Ud.' ng any charges for
aless extensive) service because the information coinsurance, since the items or services were not
furnished does not substantiate the need for the reasonazl € andk necessary ?(rj constltgﬁd Eustod d
(more extensive) service. If you have collected (t:)are, an y(t)gd tne\lév or C(t)# o trheason y tave
(any amount from the patient/any amount that een Z)épe$ 0 nOW'eal thi ?jy etwere_ nat?'
exceeds the limiting charge for the less extensive covered. You may app IS determination
service), the law requires you to refund that provi deq that the patient d.°$ not exercise hisfher
amount to the patient within 30 days of receiving appeal rights. If the beneficiary appeals the
thisnotice. The law permits exceptions to the initial determination, you are aut_omatlcal ly made
refund requirement in two cases: aparty to the appeals determi nation. If, howe\_/er,
» If you did not know, and could not have the patient or his/her representative has stated in
reasonably been expécted to know. that we would writing that he/she does not intend to request a
not pay for this service; or ' reconsideration, or the patient’sliability was
« I you notified the patient in writing before entirely waived in theinitial determination, you
providing the service that you believed that we may initiate an appedl. You may ask for a
were likely to deny the service, and the patient recons deratlon_ for .hOSp' tal Insurance (ora
signed a statement agresing to 'pay for the review for med|qal |r_1$urance) re;gardl ng both the
service. |f you come within either exception, or coverage q:;sr(rjm nation a1r_1r(]j the |s:tefof whether
if you believe the carrier waswrong in its y_(()ju e;_eru o ube ?ﬁ‘re% . tﬁ'reggo d or r?ctc;]n-
determination that we do not pay for this service, Sigeralion must befiied within 120 oays ot tne
you should request review of this determination dat_e of th'.s notice (or, for amedical Insurance
within 30 days of the date of thisnotice. Your re\{! ew, Vz('th' n120 d:lz/s torf the d"fé ?:] thi Sh
request for review should include any additional no |_ce). ou may maxe the request througn any
information necessary to support your position, Social Security office or through this office.
If you request review within 30 days of receiving M80  Not covered when performed during the same
this notice, you may delay refunding the amount session/date as a previously processed service for
to the patient until you receive the results of the the patient.
r%\ﬂew(.)ul Ij;[)hr?ortex Iezg gefr']zl?en; f?é?&ﬁzl eltfo MAO* (Initial Part B determination, Medicare carrier or
Kovx}e}\l/er thereview is unfavoralg; e, the Ir;tw ’ mterm(zél ?W)tlhf you do not agree with whg;lwe
o ’ . approved for these services, you may appeal our
B e ""19  deison Tomakesret werefar o you
dzision The Is%/v also permits you to request we require another individual that did not process
. : . oo your initial claim to conduct the review. How-
{ﬁivsli,(\)/t?é:n%gvrc:vvgrltg P e&?gNd?ysu(QTﬁg?tse of ever, in Qrder to be_ el_i giblefor areview, you
recaived rﬁore than 3(’) days afteret%e date of this must write to us within 120 days of the date of
; , X this notice, unless you have agood reason for
e ek e g e Aniriiond povios 5.
) X . o ospital, 3 or hospice may appeal only
?u?gééhfnzm;negtm : ! rtéﬁgsgféi%thﬂ/?ﬁehwe if th_e claiminvol vesa reasonable_ and necessary
di?ermination, The patient has recap\yed a denial, a SNF recertified bed denial, or ahome
- ! . T health denia because the patient was not
ﬁgg;g?gﬁﬁ;tﬂsgﬂ de;e'iﬁt?ﬂ;hﬁ, a homebound or was not in need of intermittent
refund of any amounts paid 6i1¥you should have Ek'“ed nur:s Ng SErVICes, or a hos_pl acﬁ calrle deglal
' X ecause the patient was not terminaly ill, an
irminer. 1t oSt e paiet t cotac lther thepalee o the provic s adeurck
your office if he/she does not hear anything about sgt?tel;])tn C}]%Z)Z; rt10tet?)0 gl;pejec ?fr I)%S\rcéérarri]ert ©
arefund Wi.thi n30days. The regui rements for i ssues tel ephone review deci éi ons, aprofessiona
refund are in 1842(1) of the Socidl Security Act rovider should phone the carrier"s officefor a
and 42CFRA11.408. The section specifies that tpel hone re\/iev\F/) if the criteriafor atelephone
physicianswho knowingly and willfully fail to reveipew are met P
make appropriate refunds may be subject to civil '
monetary penalties and/or exclusion from the MAOQ2* (Initial Medicare Part A determination) If you do
program. Please contact this officeif you have not agree with this determination, you have the
any questions about this notice. right to appeal. You must file awritten request
*Medicare Initiated for reconsideration within 120 days of the date of
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Remittance Advice Remark and Reason Code Update (comtinued)

Code Current Narrative Code Current Narrative
this notice. Decisions made by a Quality revised decision. You must appeal each claim on
Improvement Organization (QIO) must be time. At the hearing, you may present any hew
appealed to that QIO within 60 days. An evidence, which could affect our decision. An
institutional provider, e.g., hospital, SNF, HHA institutional provider, e.g., hospital, SNF, HHA
or a hospice may appeal only if the claim or a hospice may appeal only if the claim
involves areasonable and necessary denial, a involves areasonable and necessary denial, a
SNF non-certified bed denial, or ahome health SNF noncertified bed denial, or ahome health
denial because the patient was not homebound or denial because the patient was not homebound or
was not in need of intermittent skilled nursing was not in need of intermittent skilled nursing
services, or a hospice care denial because the services, or a hospice care denial because the
patient was not terminally ill, and either the patient was not terminally ill, and either the
patient or the provider isliable under Section patient or the provider isliable under section
1879 of the Social Security Act, and the patient 1879 of the Social Security Act, and the patient
chooses not to appeal. chooses not to appeal.

MAO3* (Medicare Hearing) — If you do not agree with N22*  This procedure code was changed because it
the approved amounts and $100 or moreisin more accurately describes the services rendered.
dispute (less deductible and coinsurance), you N104* Thisclaim/serviceis not payable under our

may ask for ahearing. You must request a
hearing within 6 months of the date of this notice.
To meet the $100, you may combine amounts on
other claimsthat have been denied. This
includes reopened reviews if you received a

X12 N 835 Health Care Claim Adjustment Reason Codes

The Health Care Code Maintenance Committee maintains the health care claim adjustment reason codes. An
updated list is posted three times ayear after each X 12 trimester meeting at http:// mww.wpcedi.comvhipaa/. All reason
code changes from July 2002 to October 2002 are listed here. The current reason code set was installed April 1, 2003.

In most cases, reason code additions, modifications and retirements are requested by non-Medicare entities; Medi-
care may occasionally request changes. If the request comes from Medicare, it may be included in a Medicare instruction
in addition to the regular code update PM. Code changes requested by entities other than Medicare would not be
routinely included in aMedicare instruction as part of a policy change, but modification or retirement of an existing code
could impact Medicare. CMSwill periodically issue aPM to provide asummary of changesin the reason and remark
codes introduced since the last update PM, and will establish the deadline for Medicare contractors to implement the
reason and remark code changes applicable to Medicare that may not aready have been implemented as part of a
previous Medicare policy change instruction.

The committee approved the following reason code changes in October 2002:

claimsjurisdiction area. You can identify the
correct Medicare contractor to process this
claim/service through the CMS Web site at
www.cms.hhs.gov.

New Reason Codes

149*  Lifetime benefit maximum has been reached for this service/benefit category.

150*  Payment adjusted because the payer deems the information submitted does not support thislevel of service.
151*  Payment adjusted because the payer deems the information submitted does not support this many services.
152*  Payment adjusted because the payer deems the information submitted does not support this length of service.
153*  Payment adjusted because the payer deems the information submitted does not support this dosage.

154*  Payment adjusted because the payer deems the information submitted does not support this day’s supply.

M odified Reason Codes
35 Lifetime benefit maximum has been reached.

Retired Reason Codes

57* Payment denied/reduced because the payer deems the information submitted does not support thislevel of
service, thismany services, thislength of service, this dosage, or thisday’s supply. (Inactive for version 4050)

88 Adjustment amount represents collection against receivable created in prior overpayment. (Inactive for version
4050)

Source: CM S Transmittal AB-03-012, CR 2546
*Medicare Initiated

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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Web Cast Schedule and Registration Information

s communicated in the Second Quarter 2003 Medicare A Bulletin, FCSO is offering live online instructor-led
educational sessions, called Web casts, at no cost, through our Florida provider education Web site

(www.floridamedicare.com).

FCSO will be facilitating the following Web casts at the dates and times indicated below:

Date Time Topic

Thursday, May 8, 2003* 3:30-5:00EST | How to Get Paid Under HIPAA
2:30-4:00 CST

Tuesday, July 1, 2003 3:30-5:00 EST | Procedure Code to Diagnosis or Other
2:30—-4:00 CST | Current Mgor Issue

Thursday, July 31, 2003 3:30-5:00EST | Medicare Fee Schedule and Overpayment or
2:30—-4:00 CST | Other Current Mgjor Issue

Thursday, September 4, 2003 3:30-5:00EST | HIPAA from a FCSO EDI Perspective
2:30—4:00 CST

* If you were unable to attend this “live” session, you may view the recorded session by accessing our Web site.

The following frequently asked questions (FAQs) have been developed to give you further details on how to register

and attend these Web casts:
Web Cast Frecuent Asked Questions

1Q. What isaWeb cast? 4A.

1A. A Web cast, also known as a Webinar or Web
conference, is an interactive, Internet-based educa-
tional delivery method that allows the user to attend
a atime and location convenient to hisher schedule.
An Internet browser is used to view presentation
dlides, tour Web sites displayed by the presenter,
submit questions through the chat room feature,
respond to questions asked by the presenter, and to
complete course evaluation forms. The audio
portion of the presentation is delivered through a
sound card in the user’s personal computer (PC) or
telephone.

2Q. What are the system requirements needed to

participate? 5Q.

2A. Browser: Netscape Navigator 4.0 or higher,

Microsoft Internet Explorer 4.01 or higher, Java™ 5A.

and JavaScript™ and cookies-enabled browser

Computer: Pentium-based PC with Windows 95,
98, 2000, XP, or NT 4.0, Mac OS 9.x or later,
PowerPC Macintosh G3, Solaris 7, or Solaris 8

Internet Connection: 56 Kbps or faster

Display: 800 X 600 resolution or higher; optimal
viewing at 1024 X 768 resolution

3Q. Istherea cost to participatein a Web cast?

3A. There are no costs associated with participating in a 6Q.

6A.

Web cast, other than those associated with traveling
to aregistered host site in your local area.

4Q. Why isregistration being conducted through
host sites?

In order to reach the maximum number of providers
through this medium, FCSO has developed a host
site registration process. FCSO is partnering with
various hospital and medical facilities throughout
Florida, including places not typically reached
through traditional training methods, to provide you
with avariety of host sites for these events. The host
site list has been posted to our provider education
Web site. The list of host sites may change periodi-
cally; so continue to monitor our Web site for the
most current information. As an additional feature,
you will have the ability to register online or print a
registration form and fax it directly to the host site
of your choice!

How can | locate a registered host site in my

area?

To access a list of registered host sites in your area,

perform the following steps:

* Go to www.floridamedicare.com

e Click on the e-Learning link on the What's New
or Education-Training page

»  Click on the Host Ste Information link at the
top of the FCSO E-L earning page

»  Onthe Florida map, locate and click on the city
where your office is located

* Choose a host site at a convenient location

Oncel find ahost sitein my area, how do |

register to participate in the Web cast?

Once you have located a registered host site with an

open status at a convenient location, you may:

» Register online by clicking the Online
Registration link at the top of the page, or
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Web Cast Schedule and Registration I nformation (continued)

«  Print aregistration form and fax it to the number ~ 9Q. How can | access the archived event?

indicated. To access the Faxable Registration 9A. Approximately two days after the event, alink to the
Form, click on the link at the top of the page, or archived event will be posted on our provider
e Cadl the contact person indicated education Web site.
Note: If status indicates full, then look for another 10Q. Can | obtain a CD-ROM containing the recorded
host site in your area. event and materials?

10A. Yes. CD-ROMs containing the recorded event and
materials will be available at a nominal cost that
includes development, shipping, and handling.
Ordering information will be posted to the provider
education Web site.

7Q. How often is the host site information updated?

7A. The host site information is updated frequently, so
check our Web site for the most current informa-
tion!

8Q. Ifl cannot attend thelive event, can | view a
recording?

8A  Yes. FCSO will record each session and place alink
to the archived video and audio recording on our
provider education Web site. The session can be
accessed up to 90 days from the date of the event.
Your PC must possess a sound card to hear the audio
recording.

Medicare A Bulletin Reader Survey

customer satisfaction survey was included in the Second Quarter 2003 issue of the Medicare A Bulletin. We would
like to take this opportunity to thank all of you for sharing your opinions, comments and recommendations. Overall,
the results were favorable athough the participation was |ow.

One reader indicated, “sometimes the same item is discussed in different sections.” Although this may appear to be
true, articles contained in some sections of our publication are intended to inform all Medicare Part A providers of new
initiatives, coverage and guidelines. On the other hand, the information included in specific sections is targeted to specific
providers or facility settings since the same billing guidelines and reimbursement methods may not apply to all the facili-
ties.

We will continue to solicit input from our readers and we are always open to your suggestions and ideas. Our next
reader survey is scheduled to coincide with the publication of the Fourth Quarter 2003 Medicare A Bulletin. In addition,
we will provide an enhanced online version to make your participation as easy as possible.

You may always provide feedback concerning this publication at any time by writing to the Medicare Communication
and Education department at the address on page 2 of this publication. Listening to our customersis one of our
organization’s values.

We appreciate your time and support in assisting us to improve your Medicare A Bulletin. <
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FIRST COAST
SERVICE (3PFTIFNS, THC,
ACMSContracted Intermediary & Carrier

www.FloridaMedicare.com —

Florida Medicare’s Provider Education Web Site
The following outlines the types of information available on the First Coast Service Options, Inc. (FCSO) Florida

Medicare provider education Web site.

New Releases
Pages within the site containing
information of immediate interest.

What's New - Recent additions
to specific areas within the site as
well as other pertinent Medicare
program change headlines and
highlights.

HIPAA - Information about the
Health Insurance Portability and
Accountability Act.

Content-Part Aand B
Both areas contain the following:

Special Release Articles -
Articles of immediate interest
that will also be published in the
next regularly scheduled quar-
terly publication.

Bulletins/Publications - FCSO
Medicare quarterly and special
issue publications (Medicare A
Bulletin and Medicare B Up-
date!).

CMS/DHHS Publications -
Publications issued by the
Centers for Medicare & Medic-
aid Services (CMS), and Depart-
ment of Health and Human
Services (DHHS).

Medical Policy - FCSO Medi-
care final and draft local medical
review policies (LMRP), FCSO'’s
list of self-administered drugs,
linksto CM S national coverage
files, and more.

Fraud, Abuse, and Waste -
Articles and resources relative to
Medicare providers.

Self-Administered Drugs -
Medicare payment for drugs and
biologicals furnished incident to
aphysician’s service.

Part A

Additional information found within
the Part A area of the site (not
inclusive).

e PPS - Prospective payment
systems.

e Issues - Document containing a
status of the most commonly
reported Part A claim and system
issues.

» Reason Codes - Part A reason
codes.

Part B

Additional information found within
the Part B area of the site (not
inclusive).

e Crossovers/Medigap -Alisting
of Medigap insurers and supple-
mental insurers (automatic
crossover), and other helpful
information.

MCS

» Contains publications relative to
FCSO's conversion to the Multi-
Carrier System (MCYS). Also
includes the Part B System Issues
Log.

Shared Content
Provides information shared by Part
A and Part B providers.

e Education & Training -
Educational resources and
calendar of events featuring
online registration capabilities.

e Electronic Data Interchange
(EDI) - Publications/news,
forms/ applications, specification
manuals for programmers and
guidelines relevant to electronic
transactions.

C7s,

CERTERT i ARG ) ARERRCARD KITHIS

e FAQs - Providers most fre-
quently asked questions and
answers.

e Fee Schedules - Medicare
physicians fee schedule files and
links to CMS files for download
for Medicare payment systems.

e Forms - Various FCSO and CMS
enrollment applications and
forms.

e General Info - Information
about other Medicare topics (hot
inclusive):

e COB/MSP - Coordination of
BenefitsMedicare Secondary
Payer.

e Medicare Enrollment -
Medicare provider enrollment
applications and forms with
instructions, which include paper
and electronic versions of the
CMS-855s.

¢ MEDPARD - Medicare Partici-
pating Physician and Supplier
Directory.

e UPIN - Accessto FCSO and
national UPIN (unique physician
identification number) directo-
ries.

Extras

e eNews - FCSO electronic
mailing list. Sign up to receive
automatic email notification
when new or updated information
is posted to Florida Medicare's
provider education Web site.

e Search - Enables visitors to
search the entire site or indi-
vidual areas within the site for
specific topics or subjects.

e Links - Vauablelinksto re-
sources on other Web sites.

e Contact Us - Important tele-
phone numbers and addresses.
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ORDER FORM - PART A MATERIALS

The following materials are available for purchase. To order, please complete and submit this form along with
your check/money order (PAYABLE TO: BCBSFL-FCSO, account number 700284).

NUMBER ORDERED ITEM ACCOUNT NUMBER COST PER ITEM

Medicare A Bulletin Subscriptions- One 700284 $65.00
subscription of the Medicare A Bulletin is sent
free of chargeto al providerswith an active
status with the Medicare Part A program. Non-
providers (e.g., billing agencies, consultants,
software vendors, €tc.) or providers who need
additional copies at other office facility
locations may purchase an annual subscription.
This subscription includes all Medicare
bulletins published during calendar year 2003
(back issues sent upon receipt of the order).
Please check hereif thiswill bea

[ 1 Subscription Renewal or

[ 1 New Subscription

Subtotal $ Mail this form with payment to:

First Coast Service Options, Inc.

Tax (add % for your area) $ Medicare Publications - ROC 10T
P.O. Box 45280
Total $ Jacksonville, FL 32232-5280

Facility Name:

Mailing Address:
City: Sate: Zip Code:
Attention: Area Code/Telephone Number:

Please make check/money order payable to: BCBSFL- FCSO Account #700284
(CHECKS MADE TO “PURCHASE ORDERS” NOT ACCEPTED)

ALL ORDERS MUST BE PREPAID -
DO NOT FAX - PLEASE PRINT

NOTE: The Medicare A Bulletin is available free of charge online at www.floridamedicare.com.
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REQUEST FOR RECONSIDERATION or APPEAL OF PART A MEDICARE CLAIM

First Coast Service Options, Inc.
Medicare Part A Appeals

P.O. Box 45053

Jacksonville, FL. 32232-5053

[]Part A Reconsideration (Inpatient SNF services / i.e. TOB 21X)

Ll Part B (of A) Appeal (Hospital Outpatient and Outpatient SNF services. TOB 131,141,74,75,)

This form can be downloaded at www.FloridaMedicare.com.

1. Provider's Name and Number

2. Beneficiary’s Name

Address

City, State, and Zip Code

Address

City, State, and Zip Code

3. Health Insurance (Medicare)
Claim Number of the Beneficiary

4. | do not agree with the determination made
on the claim as described on the Explanation
of Medicare Benefits dated: / /

5. The reason that | do not agree with the
determination made is as follows:
(attach additional documentation if necessary)

6. Please accept this as a request for an
appeal for payment on the denied services,
which are indicated on this form.
Signature (required)

7. Attachments
Please attach and submit any evidence (i.e.
medical records) to support a reversal of the
denial. If medical records are not
attached, then a medical determination
for payment may not be made. For all
technical denials, an SSA1696U4*
(appointment of representative) form must be
attached.

[[] The medical records are attached.

The appointment of representative form
]
is attached.

Relationship to beneficiary

Address

City, State, and Zip Code

Name of Intermediary

8.Description of services being appealed 9. Dates of service

10. Claim Amount 11. **Initial Denial Date

($ in dispute)

a a a a
b. b. b. b.
c c. c c
d d. d d.
e. e. e. e.

**The appeal must be submitted within 120 days of the initial denial.

* The SSA1696U4 form is required in the event that the provider does not have appeal rights and the beneficiary is liable.
This most often occurs when Medicare services are rendered without a physician’s order. The beneficiary may appoint the
provider to represent him in an appeals process by submitting this form to the Medicare intermediary. The form may be

downloaded at www.ssa.gov/online/forms.html.

The following is for internal usage by the intermediary only:

Number of Cases Number of Claims Focus Code Review Decision

Reason for Decision (65i) DCN Type of Bill ____ Total Amount Awarded ($)

Analyst ReceivedJD __ Set-upJD___ Completion JD Denial Code __ Requestor Type __
MR Analyst _~ DxCode __ Services Received Set-up by SNF # days paid From __
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Clinical Modification ............cceveveieieeeeeeeennnnn. 4th Qtr 2002
Coding for Diagnostic TeStS .........ccceeviiieeeeennnns 1st Qtr 2002
Part ALMRP Changes, 2003 Changesto.......... 1st Qtr 2003

Local Medical Review Policies, 2002 Changes to 1st Qtr 2002
Inpatient Claims Containing HCPCS Codes

J7198, J7199, and Q2022, Handling of ........... 2nd Qtr 2002
Inpatient Rehabilitation Facility, Implementation

of Prospective Payment System ...................... 1st Qtr 2002
Inpatient Rehabilitation Facility, PRICER Annual

UPAALE ..vvvieeiiiiieee e 4th Qtr 2002

of Prospective Payment System ...................... 1st Qtr 2002
Intestinal Transplants Furnished to

Beneficiaries Enrolled in Medicare+Choice ...... 1st Qtr 2002
Intracoronary (Intravascular) Brachytherapy ....... 1st Qtr 2003

Intravenous Immuno Globulin for the Treatment of
Autoimmune Mucocutaneous Blistering

DISEASES .....vvvviveeiiiieet et 4th Qtr 2002
Investigational device Exemption vs. Routine

Cost of Deemed Qualifying Clinical Trial ........... 1st Qtr 2003
L
Levocarnitine - HCPCS Code J1955, Billing

ISSUES WItN ...evvveeeeiiiieee e 4th Qtr 2002
Local Medical Review Policy Reconsideration

Process for the Florida Medicare Part A

Intermediary ........coeevveiiiiiee e 1st Qtr 2003

Long-Term Care Hospital Prospective Payment

System Implementation .............cccceeeviciveneenn. 1st Qtr 2003

M

Mammography Quality Standard Act File for Certified

Digital Centers, Updatetothe .............cc.ccoue 2nd Qtr 2003
Medical Nutrition Therapy Services for Beneficiaries

with Diabetes or Renal Disease........................ 4th Qtr 2002

Policy Changes .........cceeeeieiiiiieeeeiiieeeee e 2nd Qtr 2003
Medical Record Documentation ....................... 2nd Qtr 2002

15
89
91
33
53
109
51
55
35
36
37
15

12

34
79

18

18

16
34

26

30

16

14

79

M (continued)

Medicare Beneficiaries in State or Local Custody

under a Penal Authority ...........cccccoeviiiiiennenns 1st Qtr 2003
Medicare Secondary Payer
CMS Relaxes Instructions for Hospital ............. 1st Qtr 2002

Information Collection Policies Changed for
HOSPIAIS ..o 3rd Qtr 2002
Multtiple Electroconvulsive Therapy, Noncoverage .. 2nd Qtr 2003

N

Neuromuscular Electrical Stimulation ............... 2nd Qtr 2003
New Patient Status Codes 62 and 63,

Clarfication ...........cvvvereeeeriririeeeeee s 3rd Qtr 2002
New Patient Status Codes 64 ............cccceeeenneee. 4th Qtr 2002
Newsletters Will Not Be Printed Between

July and September 2002 .............ccccveeeeennen. 4th Qtr 2002
Non-contact Normothermic Wound

Therapy (NNWT) ...covviieeiiiieee e 3rd Qtr 2002
Noncovered Charges on Other than Part A

Inpatient Claims, Reporting of ............cccceeeueee 2nd Qtr 2003

................................................................ 2nd Qtr 2002

Observation Services for Outpatient Prospective

Payment System, Admitting Diagnosis ............ 1st Qtr 2003
Outpatient Prospective Payment System
Activity Therapy and Patient Education/
Training SErVICES ......cuvveveeiiiiieieeeeeiieeae e 1st Qtr 2002
“Inpatient Only” Services, Clarifications .......... 1st Qtr 2002
Hospital OPPS, October 2002 Update ............. 1st Qtr 2003

July 2002 Update to the Hospital OPPS
Pass-Through Device, Removal of
Category C1723
Same Day Rule Billing Requirements
Technical Corrections under the Hospital

1st Qtr 2002
1st Qtr 2002

OULPALENT ....vvvveeeeiiiier e 1st Qtr 2002
2002 Update of the Hospital OPPS ................ 3rd Qtr 2002
Outpatient Pulmonary Rehabilitation Services in
Chronic Respiratory Disease Policy, Delay in
Implementation of ...........ccccoeiiiiiiiiiee e, 3rd Qtr 2002
Outpatient Services Fee Schedule
Clinical Laboratory, 2003 ...........ccocceeeiiiiiieeenanns Jan 2003
Orthotic/Prosthetic DeviCes ...........cceeevicviereennnnns Feb 2002
Surgical Dressing ltems, 2002 ............cccccveeeinns Feb 2002
Overpayment Interest Rate ...............ceeeeenneee 2nd Qtr 2003
P
Patient Friendly Advisory
Easy Resources to help your Patients with their
MEICAre ......eeeivvieiiiie e 1st Qtr 2003

Easy-to-Access Help Available at Medicare.gov 3rd Qtr 2002
Helping Medicare Patients Pay for Prescriptions . 4th Qtr 2002
Medicare Sets its “Sights” on Healthy Eyes ...... 2nd Qtr 2002
Patient Status Code for Discharge Services
to an Inpatient Rehabilitation Facility (IRF),
Clarification on
Peripheral Neuropathy with Loss of Protective
Sensation in People with Diabetes
Percutaneous Image-Guided Breast Biopsy,
Coverage and Billing
Percutaneous Transluminal Angioplasty,
Expansion of Coverage ........ccccccevevvveeeeennnnnn. 4th Qtr 2001

1st Qtr 2003

17

22
13

15

27

88
86
48

........... 4th Qtr 2002 101

85
85

86
43

oRER

56
56
113
81

28

12

76
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P (continued)

Peripheral Neuropathy with Loss of Protective
Sensation in People with Diabetes

T

Restating Guidelines ...........ccccceeeeiiiivieeeeeinnn, 2nd Qtr 2003 16 | Telehealth Update .........ccccoeveeiiiiierieniiiiieeenn. 2nd Qtr 2003 17
Diagnosis and Treatment of ...............ccceevveen. 3rdQtr2002 8 | Telehealth Services, Correction to the
Correction to Billing for Diagnosis and Treatment .. 4th Qtr 2002 13 Revision of Medicare Reimbursement ............. 1stQtr2002 9
Peripheral Neuropathy, Revision to HCPCS Telephone Hours of Operation for Medicare
Codes for Diagnosis and Treatment................ 4th Qtr2002 16 Customer Service Call Centers .............ccue..... 1stQtr2003 12
PHPPROG: Documentation Requirements Timely Filing Guidelines for All Medicare A
for Certification/Recertification of Psychiatric Providers .........ccccoviieeiiie e 2nd Qtr2003 7
Partial Hospitalization Services—Revision 1stQtr2003 9
tO PONCY ©oveeeeeeee e 2nd Qtr2002 79 | Transferring Patients to IRFs, Hospital ............... 4th Qtr 2002 22
Pleurx Pleural Catheters, Billing for .................... 4thQtr2002 6
Positron Emission Tomography Scans - V
Requirements for Breast Cancer and Revised . .
Coverage Conditions for Myocardial Viability and VISCO: Viscosupplementation Therapy
Related Claims Processing Changes ........... 4th Qtr 2002 16 fOr KNEE ..o 2nd Qtr 2002 76
Prosthetics and Ortthotics Fee Schedule,
HCPCS Updates ........ccooeiiiiiieiieiiiiiiieae e 1stQtr2003 10 W
Provider Information Available on CMS Web Site . 4th Qtr 2002 8 | \vjdespread Medical Review Probes:
PulmRehab: Outpatient Pulmonary 36245: Extracardiac Arteriography Associated and
Rehabilitation Services in Chronic Billed with Primary Cardiac Catheterization ... 1st Qtr 2003 37
Respiratory DISEase ............cccoevviviiiiiiiiiiicinnn, Feb2002 3 70540 1stQtr2003 38
76370 1st Qtr 2003 38
R 90875 1stQtr 2003 39
Rebilling of Inpatient Claims .................c.coe...... 4th Qtr2002 9 70540 1stQr2003 38
Rehabilitation Services for Beneficiaries with 92507 and 92508 1stQtr2003 39
VASION IMPAIMENt +..voeeeeereeeeee e, 4thQr2002 18 | 97112,97530; and 97140, 97535 ..........onvv. 1stQtr2003 39
Remittance Advice Remark Codes and Claim
Adjustment Reason Code, New ...................... 1stQtr2003 51

................................................................. 4th Qtr 2002 111
S Procedure Codes
Sacral Nerve Stimulation, Clarification to the CPT Cod e;

BIlNG ... 3rdQr2002 12 | Anesthesia/Surgery, 00100-69979
Sacral Nerve Stimulation, Coverage/Billing ........ 1stQr2002 12 | 10060: Incision and Drainage of Abscess of Skin,

..... 1stQtr 2002 12 Subcutaneous and Accessory SIruCtures ............... 1stQtr 2003 30
Screening Mammography Services, Billing for ... 4t Q2002 10 | 1stQr2002 27
Single Drug Pricer Initiative: - 2003 Fees for Blood 11600: Excision of Malignant Skin Lesions ............... 1stQtr2002 28
Si:ﬁg'(;‘?\l';?;t%s ppo 2nd Qr2003 20 | 50974: Osteogenic Simulator for Fracture Healing ....... 1stQtr 2003 31

Deactivation of Edits C7252 and C7256 ......... 4th Qtr 2002 100 | 22020 PEICURNEOUS VEMEDIOPASLY v.vvvvvvvvv ;r'éh Qttrr2288§ 52
Demand Bills 1stQtr 2003 41 4thQ
) i ; : e SORRE SEES TR 22899: Kyphoplasty e Qtr2002 30
Diagnostic Services Furnished to Beneficiaries ond Q2002 21
Receiving Treatment for ESRD .................... 2nd Qtr 2003 28 1stQIr2003 31
Fee Schedule for Additional Part B Services [ 7T T TR R 1stQU2002 31
/':l:rr;r'z;erg ebr?/t: va{;ﬁhc:ar ér’\\lc'):ther Entity under 1stQr 2002 81 33282: Insertgble Loop Recorder (ILR) .............. 1stQtr 2002 33
Health Insurance Prospective Payment """""" 36521 P(oteln A Column Apheres_,ls (Prosorba®) 4th Qtr 2002 32
Psvchotronic Drug Use in SNF 1st 43235: Diagnostic and Therapeutic
ychotropic Drug Use in SNF ..., stQtr 2003 42
Respiratory Services under PPS ..................... 1stQtr2002 81 Esop'hagogastroduoden(.).scopy e Ath QIr 2002 34
SNF Prospective Payment System Update ..... 4th Qtr 2002 100 44388: Colonoscopy, Addition to Palicy ............. 2nd Qtr 2002 78
Sodium Hyaluronate, Coding Changes ............. 4th Qtr2002 18 52282: Urethal Stents 4th Qtr2002 97
Sulzer Inter-Op Acetabular Shell Recall 53850: Prostate Treatments .............ccccvvvveenns 2nd Qtr 2002 23
SEHIEMENt ..o 4thQtr2002 5 | 668211 YAG Laser Capsulotomy ..........c....ooveee. 3rd Qr2002 26
Swing-Bed Facility Services 67221: Ocular Photodynamic Therapy (OPT)
Conversion to Skilled Nursing Facility with Verteporﬁn ............... T NI 1stQtr 2003 31
Prospective Payment SYStem ....................... 3rd Qr2002 13 69220: Mastoidectomy Cavity Debridement ....... 4th Qtr 2002 38
Eligibility and Coverage .........c.cccoecvvvveeeiinnnnn. 3rd Qtr2002 19 i i _
Presumption of Coverage .............ccccvveeeeennen. 3rd Qtr 2002 18 Di agnostic _TeStS’ 70010-89399
Responsibility for Billing Ancillary Services ........ 3rd Qr2002 20 | 70450: Computerized Tomography Scans ......... 1stQr2002 78
Revision to Billing for Swing-Bed Services under 70544: Magnetic Resonance Angiography
SNEPPS oo 4th Qtr 2002 21 (MRA) ..ot 1stQtr2003 31
71010: Chest X-ray, Addition to Policy 4th Qtr 2002 97
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Diagnostic Tests, 70100-89399 (continued)
71250: Computerized Axial Tomography of the

TROIAX e 4th Qtr 2002
Addition to POlicy ........ccvvvveeiiiiieiieiiiiiee, 2nd Qtr 2002
72192: Computed Tomography of the Pelvis ...... 3rd Qtr 2002
76075: Bone Mineral Density Studies ................ 1st Qtr 2002
77280: Therapeutic Radiology Simulation-Aided
Field Setting ......cvvvveviiiiierie e 4th Qtr 2002
77300: Basic Radiation Dosimetry Calculation ...... 4th Qtr 2002
................................................................ 2nd Qtr 2002

77301: Intensity Modulated Radiation Therapy ... 4th Qtr 2002
77332: Treatment Devices, Design, and

CONSHIUCHONS ....vvvviiiieiieiiiieeeeee e 4th Qtr 2002
77336: Radiation Physics Consultation .............. 4th Qtr 2002
78460: Myocardial Perfusion Imaging ................ 1st Qtr 2003

................................................................. 1st Qtr 2002
78267: Breath Test for Helicobacter Pylori
(H.PYLORI) ..o 2nd Qtr 2002
80061: Lipid Profile/Cholesterol Testing ............. 1st Qtr 2002
80162: DIgOXIN ...c..vvvvveeeeeeiivieee e e eiiree e e eeivaeee s 1st Qtr 2002
82270: Fecal Occult Blood Testing .................... 1st Qtr 2002
82310: Total CalCium ........ccevvvvveeeiieeeeeeeeieiein, 1st Qtr 2002
82378: Carcinoembryonic Antigen (CEA) ......... 2nd Qtr 2002
82607: Vitamin-12 (Cyanocobalamin ) Assay ..... 4th Qtr 2002
82728: Serum Ferritin ..........cevvveeviiiieeeeeeeeeeenn, 4th Qtr 2002
82947: Blood Glucose Testing .........ccceeeevveeennn. 3rd Qtr 2001
83540: 10N ..eveeeiiiiie e 4th Qtr 2002
84100: Serum Phosphorus ... 4th Qtr 2002
................................................................. 3rd Qtr 2002
84436: Thyroid Function Test ..........c.cceccvveeeennn. 3rd Qtr 2002

.... 1st Qtr 2002
.... 1st Qtr 2003
... 3rd Qtr 2002
4th Qtr 2002
.... 4th Qtr 2002
.... 3rd Qtr 2002
... 2nd Qtr 2002
1st Qtr 2003

86706: Hepatitis B Surface Antigen ...........
87086: Urine Bacterial Culture

Medicine, 90281-99199

92597 TYMPANOMELIY .....ovvieiiieiiiiiiiaeeeeeeeaeeenn 1st Qtr 2003
.......................................... 4th Qtr 2002
93000: Electrocardiography 4th Qtr 2002
93015: Cardiovascular Stress Test .................... 3rd Qtr 2002
93025: Microvolt T-wave ... 1st Qtr 2003
...................................... ... 4th Qtr 2002
93224 Electrocardiographic Monitoring of

Hours (Holter Monitoring) .........c.ecveveevvesiveseenieens 1st Qtr 2002
93350: Stress Echocardiography ...................... 1st Qtr 2002
93501: Cardiac Catheterization, Revision to

POlCY .. 1st Qtr 2002

93724: Electronic Analysis of Pacemaker
System and Pacer Cardioverter-Defibrillator ..... 1st Qtr 2003

................................................................. 4th Qtr 2002
93784: Ambulatory Blood Pressure Monitoring ... 4th Qtr 2002
93975-93979: Duplex Scanning .............cccueeee... 4th Qtr 2002

................................................................ 2nd Qtr 2002
93990: Duplex Scan of Hemodialysis Access......... 2nd Qtr 2002
94010: SPIFOMELNY ...eeeeeieiiiiieee e 4th Qtr 2002

................................................................. 3rd Qtr 2002

................................................................. 1st Qtr 2002
94240: Functional Residual Capacity or

Residual Volume ..............cccoo i, 4th Qtr 2002

.......................................... 3rd Qtr 2002
94620: Pulmonary Stress Test 4th Qtr 2002
94642: Aerosolized Pentamidine Isethionate ...... 4th Qtr 2002

40
78
39
35

42
45
25
47

50
53
32
39

27
42
45
47
78
78
55
97
46
97
57
39
39
78
32
39
60
97
39
78
32

32
65
67
28
32
70

51
54

78

32
72
76
97
29
33
97
39
56

98
39
98
98

Medicine 90281-99199 (continued)

94664 Diagnostic Aerosol or Vapor Inhalation .... 4th Qtr 2002
94760: Noninvasive ear or Pulse Oximetry for

Oxygen Saturation ...........cccceeerecveeeeeeerieeeeenn 4th Qtr 2002
................................................................. 1st Qtr 2002
95115: Allegen Immunotherapy ...........cccceeeeenns 1st Qtr 2002
95900: Nerve Conduction Studies ... 4th Qtr 2002
................................................................ 2nd Qtr 2002

95250: Continuous Glucose Monitoring System . 4th Qtr 2002
97003: Occupational Therapy Policy for
Rehabilitation Services 3rd Qtr 2002
................................................................ 2nd Qtr 2002
97010: Physical Medicine and Rehabilitation ..... 2nd Qtr 2002
97110: Complex Decongestive Physiotherapy .... 2nd Qtr 2002

HCPCS Codes
A0425: Ground Ambulance Services................. 4th Qtr 2002
A0430: Air Ambulance Services ............uuveeeeen... 4th Qtr 2001

C1300: Hyperbaric Oxygen (HBO) Therapy ....... 1st Qtr 2002
G0030: Positron Emission Tomography

1st Qtr 2003
.. 2nd Qtr 2002
1st Qtr 2002
G0108: Diabetes Outpatient Self- Management
TrAINING ooovvveeeee e 2nd Qtr 2001
GO0117: Screening Glaucoma System .............. 2nd Qtr 2002
G0245: Peripheral Neuropathy with Loss of
Protective Sensation (LOPS) .........ccccceeevenneee. 4th Qtr 2002
G0248: Home Prothrombin Time International
Normalized Ratio Monitoring ..............cccceueeee. 4th Qtr 2002

J0150: Adenosine (Adenocard®, Adenoscan®) ..... 1st Qtr 2002
J0587: Botulinum Toxin Type B (Myobloc™) ...... 4th Qtr 2002
J0635: Vitamin D Analogs in Chronic Renal Disease4th Qtr 2002

................................................................. 3rd Qtr 2002
J1561: Intravenous Immune Globulin ................ 1st Qtr 2003
................................................................. 4th Qtr 2002
........................................................... ... 3rd Qtr 2002
J1745: Infliximab (Remicade™) ..........c.ccccueeeeen. 1st Qtr 2003
J2820: Sargramostim (GM-CSF, Leukine®) ....... 4th Qtr 2002
J2915: FerrleCit® ........ccceevviviieeee e 2nd Qtr 2002
J3490: Zoledronic Acid (Zometa®) .................... 4th Qtr 2002
J7190: Hemophilia Clotting Factors ................... 1st Qtr 2002
J9212: Interferon ... 1st Qtr 2003
J9999: Antineoplastic Drugs ..........ccccceeeevvveennn. 1st Qtr 2003
................................................................. 4th Qtr 2002

... 3rd Qtr 2002

2nd Qtr 2002

................................................................. 1st Qtr 2002

VISCO: Viscosupplementation Therapy for Knee 1st Qtr 2003

98

98
60
63
98
35
78

40
38
47
60

81
54
78

33
63
78

92
72

86

88
65
90
98
30
33
99
38
33
92
74
95
68
33
33
99
40
78
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33
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IMPORTANT ADDRESSES , TELEPHONE NUMBERS AND WEB SITES

Addresses

CLAIMS STATUS

Coverage Guidelines

Billing I'ssues Regarding

Outpatient Services, CORF, ORF, PHP
Medicare Part A Customer Service
P. O. Box 2711
Jacksonville, FL 32231-0021

APPEAL RECONSIDERATIONS
Claim Denials (outpatient servicesonly)
Medicare Fair Hearings (Part A)

P. O. Box 45203
Jacksonville, FL 32232-5203

MEDICARE SECONDARY PAYER
(MSP)
Infor mation on Hospital Protocols
Admission Questionnaires
Audits

Medicare Secondary Payer

Hospital Review

P. O. Box 45267

Jacksonville, FL 32232-5267

General MSP Information
Completion of UB-92 (M SP Related)
Conditional Payment

Medicare Secondary Payer

P. O. Box 2711

Jacksonville, FL 32231-0021

AutomobileAccident Cases
Settlements/L awsuits
Other Liabilities
Medicare Secondary Payer Subrogation
P. O. Box 44179
Jacksonville, FL 32231-4179

PROVIDER EDUCATION
Medicare Education and Outreach
P. O. Box 45157
Jacksonville, FL 32232-5157

Seminar Registration Hotline
1-904-791-8103

ELECTRONIC CLAIM FILING
“DDE Sartup”
Direct Data Entry (DDE)
P. O. Box 44071
Jacksonville, FL 32231-4071

FRAUD AND ABUSE
Medicare Anti-fraud Branch
P. O. Box 45087
Jacksonville, FL 32232-5087

REVIEW REQUEST
Denied claimsthat may have been payable
under the M edicare Part A program
Medicare Part A Reconsiderations
P. O. Box 45053
Jacksonville, FL 32232-5053

OVERPAYMENT COLLECTIONS
Repayment Plansfor Part A Participat-
ing Providers
Cost Reports(original and amended)
Receiptsand Acceptances
Tentative Settlement Deter minations
Provider Satistical and Reimbur sement
(PS& R) Reports
Cost Report Settlement (paymentsdueto
provider or Program)
Interim Rate Deter minations
TEFRA Target Limit and Skilled Nurs-
ing Facility Routine Cost Limit Ex-
ceptions
Freedom of Information Act Requests
(relativeto cost reportsand audits)
Provider Audit and Reimbursement
Department (PARD)
PO. Box 45268
Jacksonville, FL 32232-5268
1-904-791-8430

MEDICARE REGISTRATION
American DiabetesAssociation
Certificates
Medicare Registration —ADA
P. O. Box 2078
Jacksonville, FL 32231-2078

Medicare Web Sites

PROVIDERS
Florida M edicare Contractor
www.floridamedicare.com

Centersfor Medicare & Medicaid Services

www.cms.hhs.gov

BENEFICIARIES
Florida M edicare Contractor
www.medicarefla.com

Phone Numbers
PROVIDERS

Customer Service Representatives
1-877-602-8816

BENEFICIARY
1-800-333-7586

ELECTRONIC MEDIA CLAIMS
EMC Sart-Up
1-904-791-8767, option 4

Electronic Eligibility
1-904-791-8131

Electronic RemittanceAdvice
1-904-791-6865

Direct Data Entry (DDE) Support
1-904-791-8131

PC-ACE Support

1-904-355-0313

Testing

1-904-791-6865

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

Centersfor Medicare & Medicaid Services

www.medicare.gov
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