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This document is a year 2000 disclosure nmade pursuant to the Year 2000
I nformati on and Readi ness Di scl osure Act (S.2392). Your legal rights
regardi ng use of the statenents nade herein may be substantially linted
as provided in the Act.
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The | CD-9-CM codes and their descriptions used in this publication are
copyright (c) 1998 under the Uniform Copyright Convention. All rights
reserved.
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CPT codes, descriptions and other data only are copyright 1999 Anerican
Medi cal Association (or such other date of publication of CPT). Al

Ri ghts Reserved. Applicabl e FARS/ DFARS Apply.
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PLEASE NOTE: THE BBS VERSION OF THI S | SSUE OF THE MEDI CARE PART B OF
FLORI DA UPDATE DOES NOT CONTAI N GRAPHI C EXAMPLES (1.E., HCFA-1500
EXAMPLES. THEREFORE, GRAPHI C EXAMPLES THAT MAY BE REFERRED TO BY THE
FOLLON NG ARTI CLES W LL NOT APPEAR HERE. MEDI CARE PART B OF FLORIDA IS
CURRENTLY WORKI NG TO | NCLUDE GRAPHI C EXAMPLES ON THI' S APPLI CATI ON FOR
FUTURE UPDATES

THE PAGE NUMBERS LI STED HERE CO NCI DE W TH THE PAGE NUMBERS OF THE ACTUAL
PUBLI CATI ON.
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Participate in 1998!

It s time again for all Medicare providers to choose whether to
participate in the Medicare program for the upcom ng cal endar year

Medi care Part B of Florida offers the follow ng benefits to participating
provi ders:

Access to Patient Eligibility Data: Participating providers who file
their clains electronically using a national standard format can obtain
information about a patient s benefit eligibility. Contact Provider

El ectroni c Services Marketing at (904) 791-8767 for nore information

ClaimFiling Advantages: Participating providers are offered toll-free
tel ephone lines for submitting electronic clains. Participating providers
who file paper clainms use a separate post office box established
specifically for these clains.

Hi gher Payment Rates: Participating providers are reinbursed directly by
Medi care Part B at rates five percent higher than those paid to non-
participating providers.

Automatic Medigap Claim Filing: In npst cases, Medicare Part B will
automatically file claims to a patient s Medigap insurer (responsible for



the 20 percent not covered by Medicare), elimnating the need to subnit
separate clainms to both Medicare Part B and the insurer

Inclusion in Participating Provider Directory: Al independently
participating providers and groups are eligible for inclusion in a
directory of participating providers distributed to Medicare
beneficiaries. To be included in this directory, independently practicing
physi ci ans and groups nust elect to participate during the upconi ng year,
actively file clains to Medicare Part B, and provide us with their

physi cal office address (where the office is |located) and tel ephone
nunber for patients to use when scheduling appoi ntments.

Enroll ment materials for 1998 will be released in md-November. W
encourage you to register as a participating Medicare provider and to
take advantage of these benefits. If you are undeci ded, see page 7 for
additional information that will change your nind! But dont wait too

|l ong to decide: your decision nust be received by Decenber 31, 1997, and
will apply to services provided fromJanuary 1, 1998, through Decenber
31, 1998.
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VWhat ' s New

Random Revi ew of Eval uati on and Managenent Services

Begi nning in Novenber 1997, all Medicare Part B carriers will conduct
random prepaynent reviews on certain Evaluati on and Managenent (E&V)
services for a particular date. The Health Care Financing Adm nistration
wi || designate which E&M service or services will be reviewed each nonth.
The purpose of this reviewis to ensure the correct use of E&M procedure
codes ampong all providers who bill for those services. E&M docunentation
gui del i nes were published in the Septenber 1997 Medi care B Updat e!
Speci al |ssue: Docunentation CGuidelines for Eval uati on and Managenent
Services. For nmore information, refer to page 46
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CLI A Conpliance

Begi nni ng Cctober 1, 1997, the CLIA nunber nust be included on all clains
for |aboratory services including purchased tests. This information
applies not only to clinical diagnostic |aboratory services, but also
surgi cal anatoni cal pathol ogy services. For paper clainms, this
information nust be entered in Item 23 of the HCFA-1500 claimform (see
page 8). Electronic claimfilers nmust enter this information in the FAO
record, field 34, positions 164-178 of the National Standard Format (see
page 41).
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New Phone Number for EMC Billing Guidelines

There is a new tel ephone nunber for EMC billing guidelines or problens.
The new nunber is (904) 354-5977. Be sure to note this change!
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A Physician s Focus

I nfl uenza and Pneunococcal Campai gns



The flu season is here! Every year patients put thenmsel ves at unnecessary
risk for serious illness and even death by failing to get their flu
shots. The flu shots work and no one can catch the flu fromthem

Medi care has made it as easy as possible for everyone to get their flu
shots by paying 100 percent of the allowable cost, allow ng the shots

wi thout a doctor s order, and by allowing roster billing. The shots are
al l owed every flu season; they don t have to be 12 nonths apart.

Experi ence shows that the advice of a patient s physician is the single
nost inportant factor in the decision to get the flu shot. | personally
have had one every year for over 20 years wi thout any adverse reactions.
Al l physicians are urged to renmind their patients of the value of the flu
shots at every opportunity during the flu season. Posters, panplets and
standi ng orders are effective in increasing the nunber of patients
getting protected.

Getting patients protected from pneunpcoccal illness should be easier
since one shot usually protects for life, yet we still have over 40, 000
deaths a year from pneunococcal pneunpnia. | would hate to have one of ny

patients go uni nmuni zed and becone one of those statistics. As al ways,
the patient is nost likely to take the shot if the doctor takes a few
seconds to enphasize the inportance of doing so. Although a doctor s
order is needed, standing orders are acceptable and Medicare still pays
100 percent of the allowabl e charges.

For nore information on Medicare s influenza and pneunpcoccal canpai gns,
including the instructions for patient specific or roster billing, please
refer to the article beginning on page 14 of this issue (please note the
new pl ace of service used for nmass inmunizations). If you have any
questions about the influenza or pneunococcal benefits, or if you would
like flu posters or brochures for display in your office, please contact
our Provider Custoner Service representatives at (904) 634-4994.

Thank you for your help in bringing this inportant preventive health care
benefit to the attention of Medicare patients.

Si ncerely,
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Advance Notice Requirenent

Note: The following information applies to all articles in this
publication referencing services which nmust nmeet nedical necessity
requirenents (e.g., services with specific diagnhosis requirenents)
Providers should refer to this information for those articles which
indicate that advance notice applies.

Medi care Part B allows coverage for services and itens which are

nmedi cal | y reasonabl e and necessary for the treatnent/diagnosis of the
patient. For sone services, to ensure that paynment is nmade only for

medi cal | y necessary services or itens, coverage nmay be linited based on
one or nmore of the following factors (this is not an inclusive list):



Coverage for a service or itemmy be allowed only for specific

di agnoses/ condi ti ons.

Coverage for a service or itemmy be all owed only when docunentation
supports the medical need for the service or item

Coverage for a service or itemnmay be allowed only when its frequency is
within the accepted standards of nedical practice (utilization screen -
i.e., there is a specified nunber of services within a specified
timeframe for which the service nmay be covered).

In cases where the provider believes that the service or itemmy not be
covered as nedically reasonabl e and necessary, an acceptabl e advance
notice of Medicare s possible denial of paynent nust be given to the
patient if the provider does not want to accept financial responsibility
for the service or item The advance notice nust neet the follow ng
requirenents

The notice nmust be given in witing, in advance of furnishing the service
or item

The notice must include the patient s nanme, date(s) and description of
the service or item and the reason(s) why the service or item may not be
consi dered nedically reasonabl e and necessary (e.g., service is not
covered based on the diagnosis of the patient, the frequency of the
service was furnished in excess of the utilization screen, etc.).

The notice nust be signed and dated by the patient indicating that the
patient assunes financial responsibility for the service if it is denied
paynent as not nedically reasonabl e and necessary for the reason(s)

i ndi cated on the advance notice. The signature of the provider of service
i's not required.

VWhen a patient is notified in advance that a service or item my be
deni ed as not nedically necessary, the provider nust annotate this
information on the claim (for both paper and el ectronic clainms) by
reporting procedure code nodifier GAwith the service or item The
advance notice form should be maintained with the patient s nedica
record.

Failure to report nodifier GA in cases where an appropriate advance
notice was given to the patient nay result in the provider having to
assunme financial responsibility for the denied service or item
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Ceneral Information About the Medicare B Updat e!

Articles included in each Update! represent fornmal notice that specific
coverage policies either have or will take effect on the date given.

Provi ders who receive each issue are expected to read, understand, and
abide by the policies outlined in this docunent to ensure conpliance with
Medi care coverage and paynent guidelines. Medicare Part B of Florida

mei ntains copies of the mailing lists for each issue, and inclusion on
these mailing lists inplies that 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 financi al
liability for it.

The Cover age/ Rei nbursenent section includes information on general and
specific Part B coverage guidelines. A General Information section
includes the latest information on topics which apply to all providers
such as limting charge, correct coding initiative, etc. The renrmi nder of
this section includes information for specific procedure codes and is
structured in the same format as the Physician s CPT book (i.e., in



procedure code order) using the follow ng categories: HCPCS Codes (A0000-
Z9999), Anesthesial/ Surgery (00100 *1-69999 *1), Diagnostic Tests (70000
*1-89999 *1), and Medicine (90000 *1-99999 *1).

Distribution of the Update! is limted to individual providers and PA
groups who bill at |east one claimto Medicare Part B of Florida for
processing during the six nonths prior to the rel ease of each issue.

Provi ders who neet this criteria are sent one conplinmentary copy of that
i ssue. Production, distribution, and postage costs prohibit us from
distributing a copy of each issue to each provider s practice settings.
This primarily affects nmenbers of PA groups; one copy of each issue is
sent to the group. The group is responsible for dissem nation of each
copy to its nenbers. If additional copies are needed, there are two
options: purchase a separate annual subscription for $75, or downl oad the
text version fromour on-line service, the B LI NE BBS

Medi care Part B of Florida uses the sane nmiling address for al
correspondence, and cannot designate that each issue of the Update! be
sent to a specific person/departnment within a provider s office. To
ensure continued receipt of all Medicare correspondence, a HCFA 855-C
form nmust be conpleted in the event of relocation. See page 48 for

addi tional information.
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1998 | CD- 9- CM Codi ng Changes

As outlined in the Septenber/Cctober 1997 Medi care B Update! (page 46),
the | atest update to the I CD 9-CM di agnosi s codi hg structure becane
effective COctober 1, 1997. For clains processed on or after January 1,
1998, clainms which include nmissing or invalid I CD 9-CM di aghosi s codes
will either be returned by Medicare Part B of Florida as unprocessable
(assigned) or devel oped for a conplete diagnosis code (unassigned).
Medi care Part B of Florida has reviewed the |atest |1CD 9-CM codi ng
changes to determ ne which procedure codes with specific diagnosis
criteria were affected by this update. The table below lists the
procedure codes affected and the specific conditions revised as part of
the | atest | CD 9-CM update.

Procedure Codes J9213-J9216
Publ i cation Listing Covered Conditions: March/April 1996, p. 21
| CD- 9- CM Changes: 078.10-078.19 Viral warts due to human papill omavirus

Procedure Codes 70450 *1, 70460 *1, 70470 *1

Publication Listing Covered Conditions: March/April 1997, p. 54

| CD- 9- CM Changes: 430-438.9 Cerebrovascul ar di sease 780. 31-780. 39
Convul si ons

Procedure Codes 70551 *1-70553 *1

Publication Listing Covered Conditions: March/April 1997, p. 55May/June
1997, p. 13

| CD- 9- CM Changes: 482.81-482.89 Pneunpnia due to other specified
bacteri ab18.0-518.6 O her di seases of the |ung756.6-756.79 Anonalies of
di aphragm abdoni nal wal |

Procedure Codes 71010 *1-71035 *1

Publ i cation Listing Covered Conditions: October 1996 Special Issue, p. 15
| CD- 9- CM Changes: 482.81-482.89 Pneunonia due to other specified
bacteri a518. 0-518.6 O her diseases of the |ung756.6-756.79 Anonalies of

di aphragm abdom nal wal



Procedure Codes 80061 *1, 82172 *1, 82465 *1, 83715 *1, 83717 *1-83719
*1, 83721 *1, 84478 *1

Publication Listing Covered Conditions: Jul y/ August 1997, p. 27

| CD- 9- CM Changes: 438.0-438.9 Late effects of cerebrovascul ar di sease

Procedure Codes 80091 *1,80092 *1, 84436 *1, 84437 *1, 84439 *1, 84443
*1, 84479 *1-84482 *1

Publ i cation Listing Covered Conditions: July/August 1997, p. 28

| CD- 9- CM Changes: 275.40-275.49 Di sorders of cal ci um netabolism

Procedure Codes 83735 *1

Publication Listing Covered Conditions: July/August 1997, p. 35

| CD- 9- CM Changes: 275.40-275.49 Di sorders of cal ci um netabol i smi58. 0-
458. 8 Hypot ensi on780. 31- 780. 39 Convul si ons

Procedure Codes 85007 *1-85009 *1, 85013 *1, 85014 *1, 85018 *1, 85021
*1-85025 *1, 85027 *1, 85031 *1

Publ i cation Listing Covered Conditions: July/August 1997, p. 35

| CD- 9- CM Changes: (From non-covered di agnosis |ist)V64.0-V64.4 Persons
encountering health services for specific procedures, not carried

out 780. 31- 780. 39 Convul si ons

Procedure Codes 87086 *1-87088 *1
Publ i cation Listing Covered Conditions: July/August 1997, p. 37
| CD- 9- CM Changes: 038.10-038. 19 Staphyl ococcal septicenia

Procedure Codes 88150, 88151, 88155 *1-88157 *1
Publ i cation Listing Covered Conditions: July/August 1997, p. 37
| CD- 9- CM Changes: 078.10-078.19 Viral warts due to human papill omavirus

Procedure Codes 93000 *1, 93005 *1, 93010 *1

Publi cation Listing Covered Conditions: October 1996 Special Issue, p
42Jul y/ August 1997, p. 63

| CD- 9- CM Changes: 780. 31-780. 39 Convul si ons

Procedure Codes 99183 *1
Publ i cation Listing Covered Conditions: October 1996 Special |ssue, p. 46
| CD- 9- CM Changes: 686. 01 Pyoderma gangrenosum (Mel eney s ul cer)

The | atest versions of the ICD-9-CM nanuals (as well as a variety of
ot her 1998 coding naterials) can be obtained from

Heal t hCare Consul tants of Anerica
1-800- 253- 4945

Medi code Publications
1-800-99-4600

St. Anthony s Publishing
1-800- 632-0123

| CD-9-CM and other coding materials nay al so be avail able from nedi ca
publi shing and consulting firnms in your area.
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Page 6
Ordering a National Correct Coding Policy Manual

The National Technical Information Service (NTIS) in the Departnent of
Commer ce has devel oped a correct coding nmanual to pronote correct coding
nati onwi de and to assist physicians in correctly coding their services
for reinmbursenment.

To order HCFA s National Correct Coding Policy Manual for Part B Medicare
Carriers by mail, please call the National Technical Information Service
(NTI'S) sales desk at (703) 487-4650.

- If requesting a paper copy of the manual for each quarter, use order
# SUB- 9576 ($65.00 plus handling fee). A subscription may be purchased
for $260. 00.

- If you are requesting the CD-ROM version, use order # SUB-5407
($80.00 plus handling fee).

- If you are requesting the ASCI| version (raw data), use order # SUB-
5408 ($140.00 plus handling fee).

I ndi vi dual Chapters of the Correct Coding Manual

A one-tine individual chapter of the correct codi ng nanual may be
purchased at $40.00 plus handling for each chapter or a one year
subscription (updated quarterly) for one chapter may be purchased for
$160. 00. Listed below are the individual chapters that are available for
pur chase.

Chapter: 2
Description: Anesthesia Services (00000 *1-09999 *1)
Order#: SUB-9902

Chapter: 3
Description: Surgery: Integunmentary System (10000 *1-19999 *1)
Order#: SUB-9903

Chapter: 4
Description: Surgery: Miscul oskel etal System (20000 *1-29999 *1)
Order#: SUB-9904

Chapter: 5

Description: Surgery: Respiratory, Cardiovascular, Hem c, and Lynphatic
System (30000 *1-39999 *1)

Order#: SUB-9905

Chapter: 6
Description: Surgery: Digestive System (40000 *1-49999 *1)
Order#: SUB-9906

Chapter: 7

Description: Surgery: Uinary, Male & Female CGenital, Maternity Care, and
Delivery System (50000 *1-59999 *1)

Order#: SUB-9907

Chapter: 8
Description: Surgery: Endocrine, Nervous, Eye and Ocul ar Adnexa, Auditory
System (60000 *1-69999 *1)



Order#: SUB-9908

Chapter: 9

Description: Radiol ogy Services (70000 *1-79999 *1)

Order#: SUB-9909

Chapter: 10

Description: Pathology and Laboratory Services (80000 *1-89999 *1)
Order#: SUB-9910

Chapter: 11

Description: Medicine, Evaluation, and Managenent Services (90000 *1-
99999 *1)

Order#: SUB9911

Addi tional Ordering Information

- To receive ordering information via NTIS FAX Direct , call (703) 487-
4140 and enter code 8657

- To receive ordering information by mail, call (703) 487-4630.

- To order a single copy, call (703) 487-4650.

- Ordering and product information is also available via the Wrld Wde
Web at www. ntis. gov/cci.
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Having dificulty getting your clains paid ??? See page 40.
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Page 7
I nformati on About the 1998 Medi care Participati on Program

Physi ci ans, suppliers, nonphysician practitioners, or any other

organi zati on authorized to accept assignnent of Medicare benefits for
covered services nmay enter into a participation agreenent for cal endar
year 1998. Providers who participate in the Medicare program agree to
accept Medicare's allowance as paynent in full for covered services.

During Novenber 1997, all active providers will receive a package
outlining the 1998 Medi care participati on program whi ch includes an
enrol l ment form and 1998 fee schedul e paynent rates. The mailing | abel on
that package will indicate your current specialty designation (twoZdigit
nuneric code) and participation status (PAR Zparticipating, NONPAR Z
nonparticipating). If you are now a participating provider or group and
wish to naintain this participation status, sinply do nothing; your
status will automatically be carried over for 1998. However, if you
decide to forma group during 1998, a separate agreenment will need to be
conpleted. If you are not a participating provider or group, you may
enroll in the Medicare Participation Programuntil Decenmber 31, 1997

Pl ease fill out the participation agreenent forms conpletely, including
your Medi care provider nunber, nane, physical address, and tel ephone
nunber; this information is used to produce the annual directories of
participating providers. Sinply signing the agreenent wi thout conpleting
this informati on causes delays in the processing of your agreenent.

Al though a participation agreement will be furnished to providers upon
request, the annual open enrollnment period (m dZNovenber through Decenber
31 each year) is the only time established entities may enroll as



participants for the upcom ng cal endar year or termnate their existing
participation agreement. However, a provider who is either newy |icensed
to practice nedicine or first opens an office for professional practice
in a different locality or service area nay request a participation
agreenent from Medicare Part B of Florida to make their participation
deci sion. The provider has 90 days to nake this decision, and if they
decide to participate, the agreenment takes effect on the date it was

post marked. Retroactive requests will not be honored. The agreenent
remains in force until the end of that year's participation period.

If you have further questions about the participation program would |ike
to verify your current participation status, or wish to request a 1998
participation agreenent, either call the Provider Custoner Service
department at (904) 63474994, or wite to:

Medi care Regi stration
P. O. Box 44021 3
Jacksonville, FL 3223174021

Conmonly Asked Questions About the Medicare Participation Program

Q

I ama clinical psychol ogist who was autonmtically designated as a
participating provider in 1995. WIIl | need to nake a participation
deci sion for 1998?

A

No. The | aw whi ch designated certain practitioners as participating
providers in 1995 remains in effect until further notice. As a rem nder,
the practitioners affected by this policy are physician assistants, nurse
practitioners, clinical nurse specialists, certified registered nurse
anest hetists, certified nurse nidw ves, clinical social workers, and
clinical psychol ogists.

Q

I have multiple practice settings. Can | choose whether to participate in
the Medicare program at each setting?
A

No. The participation decision nmade on your independently practicing
provi der nunber will also apply to each of your satellite settings
(excluding group affiliations).

Q

My partner and | are currently participating providers and we have
decided to forma group. WII our group participation status
automatically reflect participating?

A

No. A separate agreenment nust be filed on behalf of the group. The
agreenment binds all group nenmbers when performng and billing services



performed on behalf of the group and billed under the group's provider
numnber .

Q

I was practicing with a group that was participating. However, | have
decided to open an individual practice. WII | be considered
participating or nonZpartici pating?

A

Your status will depend on the participation decision made when you first
recei ved your Medicare provider nunber. The participation status of the
group has no effect on the status of your individual practice. |If you
have never been in independent practice and choose to participate, an
agreenment nust be filed for your individual practice. If you need to
check the participation status of your individual provider nunber, cal
the Provider Custoner Service departnment at (904) 63474994,

Q

My P. A group had decided to join the Medicare Part B participation
program Is it necessary to conplete an agreenent for each group nenber?

ogr anf?
A

No. Participation agreenents will only be accepted from provi ders who are
newly licensed to practice nmedicine or when they open their first office
for professional practice in a different locality or service area.

Q

How often can | change ny participation status?
A

Your participation status can only be changed during the open enroll nent
period. Specific instructions are given each year regarding the dates the
enrol Il ment period is in effect. For 1998, participation agreenents are
effective fromJanuary 1, 1998, to Decenber 31, 1998.
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CLI A Conpliance for Part B Laboratory Cl ains
The Clinical Laboratory Inprovenents Anmendnents of 1988 (CLIA), Public

Law 1007578, anmended [1353 of the Public Health Service Act (PHSA) to
extend jurisdiction of the Departnent of Health and Human Services to

regulate all |aboratories that exani ne human speci nens to provide
information to assess, diagnose, prevent, or treat any di sease or
i npai rment. CLIA mandates that virtually all |aboratories, including

physician office | aboratories (POLs), neet applicable Federa
requi renents and have a CLIA certificate in order to receive



rei nmbursenent from Federal progranms. CLIA also lists requirenents for

| aboratories performing only certain tests to be eligible for a
certificate of waiver or a certificate for Physician Performed M croscopy
Procedures (PPMP). In 1992, carriers were instructed to deny clinical

| aboratory services billed by independent |aboratories which did not neet
the CLIA requirenments. POLs were excluded fromthe 1992 instruction.
However, that is being changed.

HCFA has undertaken an initiative to nonitor CLIA conpliance for al

| aboratories. Several tasks have already begun in HCFA and others are to
be phased in through January 1, 1998 by HCFA and Medicare Part B
carriers. These are the instructions to inplenment changes bringing POLs
into conpliance with CLIA.

The maj or change is a requirenent for the CLIA nunber to be included on
each Form HCFAZ1500 claim for |aboratory services by any |aboratory
perform ng tests covered by CLIA Wiile this nunber will be required in
Oct ober 1997, clains without the CLI A nunber will not be denied until
January 1, 1998. Medicare Part B will continue processing i ndependent

| aboratories' clainms as they currently do except that remttance advice
notices will warn that clainms will not be paid beginning January 1, 1998,
where no CLI A nunber appears on the claim Beginning in January 1998,
the CLI A nunmber nust be on all clains for |aboratory services or the
service(s) will be returned as unprocessabl e.

Tests perforned at nore than one CLIA lab for the sane beneficiary on the
same day must be subnitted on separate clains. Clains submitted with nore
than one CLIA nunber will be rejected (electronic) or returned as
unprocessabl e (paper).

For reference | aboratory services, the CLI A nunber of the

referring/billing | aboratory nust be used when such services are
subnmtted on the sanme claimas the referring/billing |aboratory's
servi ces.

For paper clains, this information nmust be entered in Item 23 of the
HCFAZ1500 claimform Electronic claimfilers nust enter this information
in the FAO record, field 34, positions 1647178, of the National Standard
Format. This information applies to both independent | aboratories and
physician office | aboratories. Page 42 of the Septenber/Cctober 1997

Medi care B Update! incorrectly stated that this information does not
apply to independent clinical |aboratories.
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HCPCS Codes
E1700- E1702: Juri sdiction Change

On March 19, 1997, local carriers and Durabl e Medical Equi pnent Regi ona
Carriers (DVERCs) were inforned that clainms processing jurisdiction for
HCPCS codes E1700, E1701 and E1702 (Jaw notion rehabilitation system
repl acenent cushi ons and repl acenent neasuring scal es) was bei ng changed
fromDVERC jurisdiction to local carrier jurisdiction, effective for
clains received on or after June 30, 1997. Effective for clains received



on or after Cctober
back to the DMERCs.

20, 1997, jurisdiction for these codes is changed
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Revisions to Injectible Drug Fees

The all owances for injectible drugs are based on the nedian of the
aver age whol esal e prices (AWSs) fromthe Drug Topi cs Red Book. The nedi an

of the AWPs has changed for the followi ng injectible drugs.
fees are effective for clains processed on or after

These revi sed

Sept enber 29, 1997.

Code: Participating: Nonpar: Limting Charge:
J0150: $26. 97: $25. 62: $29. 46
J0170: $1.12: $1. 06: $1. 22
J0210: $9. 45: $8. 98: $10. 33
J0280: $1. 15: $1. 09: $1. 25
J0350: $2511. 93: $2386. 33: $2744.28
J0530: $6. 94: $6. 59: $7.58
J0540: $13. 88: $13.19: $15. 17
J0550: $27. 76: $26. 37: $30. 33
J0560: $6. 92: $6. 57: $7.56

J0570: $10. 52: $9. 99: $11. 49
J0580: $30. 19: $28. 68: $32. 98
J0690: $3. 55: $3. 37: $3. 88

J0697: $8. 00: $7. 60: $ 8.74

JO704: $2. 68: $2. 55: $2.93

J0713: $7.52: $7.14 $8. 21

J0743: $15. 77: $14. 98: $17. 23
J0780: $2. 85: $2. 71: $3.12

J0850: $424. 67: $403. 44: $463. 96
J0895: $11.19: $10. 63: $12. 22
J0945: $1. 08: $1. 03: $1. 18

J0970: $1. 59: $1.51: $1.74

J1040: $3. 12: $2. 96: $3. 40

J1070: $1. 48: $1. 41: $1.62

J1160: $2. 60: $2. 47: $2. 84

J1200: $1. 27: $1. 21: $1. 39

J1250: $49. 54; $47. 06: $54. 12
J1580: $3. 90: $3. 71: $4. 27

J1625: $177. 40: $168. 53: $193. 81
J1840: $6. 75: $6. 41: $7. 37

J1950: $440. 63: $418. 60: $481. 39
J1980: $4. 61: $4. 38: $5. 04

J2060: $10. 34: $9. 82: $11. 29
J2320: $7. 21: $6. 85: $7.88

J2321: $7. 23: $6. 87: $7.90

J2322: $14. 46: $13. 74: $15. 80
J2430: $207. 26: $196. 90: $226. 44
J2675: $1. 80: $1. 71: $1. 97

J2690: $13. 31: $12. 64: $14.54
J2810: $1. 45: $1. 38: $1.59

J3105: $2. 48: $2. 36: $2.71

J3130: $1. 80: $1. 71: $1. 97

J3230: $2. 25: $2. 14: $2. 46

J3250: $2. 61: $2. 48: $2. 85

J3260: $6. 83: $6. 49: $7. 46

J3350: $77. 46: $73. 59: $84. 63



J3365:
J3370:
J3430:
J7030:
J7040:
J7042:
J7070:
J9100:
J9110:
J9o217:
J9218:
J9245:
J9293:
J9360:

$450. 21:

$12. 48:
$2. 74:

$11.79:
$11. 02:
$11. 32:
$12. 23:
$6. 94:

$31. 00:

$540. 63:

$64. 25:

$325. 03:
$189. 01:

$3. 92:

$427. 70:
$11. 86:

$2. 60:

$11. 20:
$10. 47:
$10. 75:
$11. 62:

$6. 59:

$29. 45:
$513. 60:
$61. 04:
$308. 78:
$179. 56:

$3. 72:

$491.
$13.

$2. 99

$12.
$12.
$12.
$13.

$7.58

$33.
$590.
$70.
$355.
$206.

$4. 28

64
88
04
36
36
87

20

86

64

10
49
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L8610: Coverage Revi sions

Ef fective for clainms processed on or after

Sept enber 8, 1997, ocul ar

i npl ants (procedure code L8610) are covered when perforned in an

Anmbul at ory Surgi cal

Center

(ASC) .

Addi tionally,

the service is also

covered when perfornmed by an opht hal nol ogi st.
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Correction:

Page 23 of the Septenber/October
fees for certain DVEPOS (Durable Medica
and Supplies) procedure codes.

Third Quarter

are the corrected fees:

These fees were incorrect.

Revi sions to the 1997 Fee Schedul e for

1997 Medi care B Updat e!

DMEPCS

featured the
Equi pnent Prosthetics Orthotics
The follow ng

Codes. . ... Fees

L8600. .. .. $459. 03
L8610..... $470. 84
L8612..... $496. 59
L8613..... $222. 33
L8630..... $247. 66
L8641. .. .. $268. 79
L8642. . ... $220. 63
L8658. .. .. $230. 59
L8670..... $263. 36

These revisions are effective for clains processed October 20, and

after.

1997,
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Q9920ZQ940: Cal cul ati ng EPO Payment s

Eryt hropoi etin (EPO) coverage requirenents are based on a 90Zday rolling
average hematocrit neasurenent for End Stage Renal Di sease (ESRD)
patients whose hematocrit |evels are greater than 36 percent. This nethod
of calculation, referred to as the Hematocrit Measurenment Audit (HWA),

wi || safeguard agai nst overutilization. There will be no change in
processing instructions for nonZESRD patients on EPO



Specifically, a claimcontaining a hematocrit | evel exceeding 36 percent
will be averaged with the hematocrit | evels posted on all clains for
services furnished within the previous 90 days.

Medi care policy indicates that ESRD patients with synptomati c anem a who
are considered for EPO therapy should be treated until the hematocrit
reaches a target range of 30760 percent. As the hematocrit approaches 36
percent, adninistration of EPO should be reduced tenporarily. The dosage
of EPOrequired to maintain target henmatocrit levels is subject to

i ndi vi dual patient variation and should be cal cul ated, according to
patient response, with a goal not exceeding a hematocrit |evel of 36
percent.

If the average of the 90Zday hematocrit |level reading are 36.5 percent or
| ess, Medicare Part B will pay for the EPO. If the |evel exceeds 36.5
percent, Medicare will deny the EPO. Previously, Mdicare policy provided
for EPO hematocrit |evels exceeding 36 percent if there was supporting
medi cal docunentation
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Anest hesi a/ Sur gery
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00142 *1: Cataract Anesthesia Tine

For personally perforned anesthesia services, including Mnitored

Anest hesia Care (MAC), provided to a patient undergoing cataract surgery,
there nust be a continuous actual presence of the anesthesiol ogist or
anesthesist. In addition, the anesthesia services should be nedically
necessary in order to obtain reinbursement from Medicare for these
services

For personally perforned services, anesthesia tine starts when the
anest hesi ol ogi st or anesthetist begins to prepare the patient for
anesthesia care in the operating roomor equivalent area and ends when
t he anest hesi ol ogi st or anesthetist is no |onger in personal attendance,
i.e., when the patient may be safely placed under postZoperative

supervi sion. Anesthesia tine units involve the continuous, actua
presence of the anesthesiol ogi st or anesthetist. Blocks of interrupted
time should not be added together to report anesthesia tinme for
personal |y perfornmed anesthesia services.

Again, the provider nmust be in continuous, actual presence to report
personal |y perfornmed anesthesia tine. We hope this clarifies any
questions regardi ng how anesthesia tine should be reported for procedure
code 00142 *1.
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was present during all critical (or key) portions of the procedure

i ncluding induction and energence. The anesthesi a teachi ng physician
shoul d use both nodifiers AA and GC. The teaching physician presence is
not required during the preZoperative or postZoperative visits with the
patient. O course, a claimwuld not be submitted to Medicare Part B for
the resident's service. If the anesthesiologist is involved in concurrent
procedures with nore than one resident or with a resident and a



nonphysi ci an anesthetist, Medicare will pay for the anesthesiologist's
services as nedical direction.

Situation:

More than one resident or resident/CRNA conbi nati on.

Gui del i ne:

If the teaching physician directs nore than one resident or any

conbi nati on of residents/CRNAs, these services continue to fall under the
normal nedical direction rules. Only use of the QX nodifier (Medical
direction of two, three, or four concurrent procedures) is required. The
teachi ng physician nodifier GC should never be used with the nedical
direction nodifier QK
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Revision to ASC Facility Rates

The Anbul atory Surgical Center (ASC) facility paynment rates have been
updated to reflect an inflation adjustnment effective for services
furnished October 1, 1997, and after. The following information lists the
new ASC facility paynent rates for each of the paynent groups; they are
listed by cities and surroundi ng counti es.

Dayt ona Beach, Flagler, Volusia
G oup 1: 301. 43
Group 2: 405.11

Goup 3 462.70
Goup 4 571.18
Goup 5 650. 86
Goup 6 763.42
Goup 7 903. 33
Group 8 896.86

Ft. Lauderdal e, Br owar d

Goup 1 319. 27
G oup 2 429. 08
G oup 3 490. 09
G oup 4 604. 98
Goup 5 689. 37
G oup 6 799.72
Goup 7 956. 79
Goup 8 941. 05
Ft. Myers, Cape Coral, Lee
Goup 1 301. 43
G oup 2 405. 11
G oup 3 462. 70
G oup 4 571. 18
G oup 5 650. 86
G oup 6 763. 42
Goup 7 903. 33
G oup 8 896. 86



Ft. Pie , Port St. “Lucie, Martin, St. Lucie
Goup 1 316. 78
G oup 2 425.74
Goup 3 486. 27
Goup 4 600. 27
Goup 5 684. 00
G oup 6 794. 66
Goup 7 949. 33
G oup 8 934. 89
Ft. Walton Bch., Okal oosa
Goup 1 301. 43
G oup 2 405. 11
G oup 3 462. 70
Goup 4 571. 18
G oup 5 650. 86
G oup 6 763. 42
Goup 7 903. 33
G oup 8 896. 86
Gai nesville
Goup 1 309. 85
G oup 2 416. 42
G oup 3 475. 62
G oup 4 587. 13
G oup 5 669. 03
G oup 6 780. 55
Goup 7 928. 55
Goup 8 917.71
Jacksonville , Cay, Duval, Nassau, St. Johns
Goup 1 302. 85
G oup 2 407.01
G oup 3 464. 88
G oup 4 573. 87
Goup 5 653. 92
G oup 6 766. 30
Goup 7 907. 58
G oup 8 900. 37
Lakel and W nter Haven , Polk
Goup 1 301. 43
G oup 2 405. 11
G oup 3 462. 70
G oup 4 571. 18
Goup 5 650. 86
Goup 6 763. 42
Goup 7 903. 33
G oup 8 896. 86
Mel bourne , Titusville , Palm™Bay, Brevard
Goup 1 301. 43
G oup 2 405. 11
G oup 3 462. 70
G oup 4 571. 18
G oup 5 650. 86



G oup 6 763. 42
Goup 7 903. 33
G oup 8 896. 86

Mam , Dade

Goup 1 312. 47
G oup 2 419. 95
G oup 3 479. 66
G oup 4 592. 11
Goup 5 674.71
G oup 6 785. 90
Goup 7 936. 43
G oup 8 924. 22
Naples , Collier
Goup 1 315. 18
G oup 2 423. 58
G oup 3 483. 81
G oup 4 597. 23
G oup 5 680. 55
Goup 6 791. 40
Goup 7 944. 53
G oup 8 930. 92
Ocala, Marion

Goup 1 303. 53
G oup 2 407. 93
Goup 3 465. 93
G oup 4 575. 16
Goup 5 655. 39
G oup 6 767. 69
Goup 7 909. 62
G oup 8 902. 06

Ol ando, Lake, Orange, Osceola, Seninole

Goup 1 307. 48
G oup 2 413. 23
G oup 3 471.99
G oup 4 582. 64
G oup 5 663. 92
G oup 6 775.73
Goup 7 921. 45
G oup 8 911. 84
Panama "City , Bay
Goup 1 301. 43
G oup 2 405. 11
G oup 3 462.70
Goup 4 571.18
Goup 5 650. 86
G oup 6 763. 42
Goup 7 903. 33
G oup 8 896. 86

Pensacol a, Escanbia, Santa Rosa
Goup 1 301. 43
G oup 2 405. 11



G oup 3 462. 70
G oup 4 571. 18
G oup 5 650. 86
G oup 6 763. 42
Goup 7 903. 33
G oup 8 896. 86
Punta Gorda , Charlotte
Goup 1 301. 43
G oup 2 405. 11
G oup 3 462. 70
G oup 4 571. 18
G oup 5 650. 86
G oup 6 763. 42
Goup 7 903. 33
G oup 8 896. 86
Sarasota , Bradenton, Manatee, Sarasota
Goup 1 311. 37
G oup 2 418. 47
G oup 3 477. 96
Goup 4 590. 02
Goup 5 672. 32
G oup 6 783. 65
Goup 7 933. 12
G oup 8 921. 49
Tal | ahassee, Gadsden, Leon
Goup 1 301. 43
G oup 2 405. 11
Goup 3 462.70
Goup 4 571. 18
Goup 5 650. 86
G oup 6 763. 42
Goup 7 903. 33
G oup 8 896. 86
Tanpa , St. Pete , Clearwater, Hernando,
Pinell a

Goup 1 305.30
G oup 2 410. 31
G oup 3 468. 65
G oup 4 578. 52
G oup 5 659. 22
G oup 6 771. 30
Goup 7 914. 94
G oup 8 906. 45
West Pal m Bch, Boca Raton, Pal m Beach
Goup 1 317. 34
G oup 2 426. 49
G oup 3 487. 13
G oup 4 601. 33
G oup 5 685. 22
G oup 6 795. 80
G oup 7 951. 02

Hi I | sbor ough,

Pasco,



G oup 8 936. 28
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Fi scal Year 1998 ASC Facility Rates for Rural Counties Were Hospitals
Are Deened Urban

County/ Urban Area
Indian River/, Ft. Pierce

Goup 1 314.09
G oup 2 422.12
G oup 3 482. 13
Goup 4 595. 16
G oup 5 678. 19
G oup 6 789. 18
Goup 7 941. 26
G oup 8 928. 21
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Fi scal Year 1998 ASC Facility Rates for Rural Areas /Non-Urban Areas

Count y/ Urban Area
Rest of state

Goup 1 301. 43
G oup 2 405. 11
G oup 3 462. 70
G oup 4 571. 18
G oup 5 650. 86
Goup 6 763. 42
Goup 7 903. 33
G oup 8 896. 86
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Di agnostic Tests
VWi ch Manmogr aphy Centers are Certified by the FDA?

As of COctober 1, 1994, the Mammopgraphy Quality Standards Act (MJSA)
requires that all mamography centers that bill Medicare get
certification fromthe Food and Drug Adm nistration (FDA). Medicare Part
B carriers receive this certification information, and can rei nburse only
FDA-certifi ed mammography centers.

To find out if a particular center is FDA-certified, call the Medicare
Part B Provider Custoner Service departnment at (904) 634-4994.
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76092 *1: Rel ease of Screeni ng Mamrmogr aphy X- Rays

Screeni ng mamography X-ray interpretations may be perforned only by
physi ci ans who are associated with the certified mammography facility.
Screeni ng mamogr aphy X-rays cannot be rel eased for interpretation to
physi ci ans who are not approved to performinterpretations under the
facility's certification nunber, except in one of the followi ng cases:

- The patient has requested a transfer of the filns fromone facility to
anot her for a second opinion; or



- The patient has noved to another part of the country where the next
screeni ng mammogr aphy will be perforned.
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76092 *1: Diagnosis Coding for Screeni ng Manmogr aphy

As a result of section 4101 of the Bal anced Budget Act of 1997, Medicare

Part B will pay for annual screeni ng mammogaphi es for wonen age 40 and
over and the Part B deductible is waived. Since Medicare no | onger pays
f or manmogr aphi es based on risk criteria, always bill for screening

mamogr aphi es (procedure code 76092 *1) with di agnosis code V76.12 (other
screeni ng manmogr aphy) .

As a rem nder, effective for clains processed on or after January 1,

1998, di agnosis code V76.1 is no longer valid. Clainms submitted with
V76.1 will be returned as unprocessabl e (assigned) or devel oped for a
conpl et e di agnosi s code (nonassigned).
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85651 *1, 85652 *1: Erythrocyte Sedinentation Rate

Page 40 of the January/February 1997 Medicare B Update! featured a |ist
of di agnoses for which erythrocyte sedinentation rate (procedure codes
85651 *1 and 85652 *1) is covered. Due to an oversight, the follow ng
di agnoses were inadvertently omtted fromthat |ist:

240. 0-240.9
241.0-241.9
242.00-242.91
245.0-245.9
246. 8

Advance Notice Requirenent
Applies to diagnosis requirenent (see page 4).
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88342 *1: Billing Guidelines

The description for procedure code 88342 *1 (I mrunocytocheni stry
[including tissue inmunoperoxidase], each antibody) indicates "each
anti body." When nore than one antibody is tested for, the nunber billed
should reflect the total nunber of antibodies tested for (e.g., five
anti bodi es would be reported with a nunber billed of "5").

If the procedure is being perforned as a repeat procedure, bill with a 76
*1 modifier to indicate this.
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Medi ci ne

90724 *1, 90732 *1: Roster Billing CGuidelines for Influenza and
Pneunpococcal Pneunoni a Vacci nes

Overvi ew

The Social Security Act, Section 1848 (g)(4) requires that providers bil
Medi care for covered Part B services rendered to eligible beneficiaries.
Public health clinics, conmunity health clinics, and other entities which
have not provided Medicare-covered services to their clients in the past
must bill Medicare for the influenza virus vaccine, the pneunpcocca



pneunoni a vacci ne (PPV), and the adm nistration of either/both vaccine
when the services are provided to Medicare beneficiaries.

To encourage mass i muni zation of the influenza vaccine and the
pneunococcal pneunoni a vacci ne (PPV), Medicare has:

- Established the roster billing nethod for mass i mmuni zers who agree to
accept assignnent,
- Expanded use of the roster billing nmethod to all providers licensed to

render the vaccines and/or their adm nistrations,

- Defined mass i mmuni zers as individual s/entities inmunizing five or nore
beneficiaries on the sane day,

- All owed physicians who administer the vaccine in the office setting to
use the roster billing nmethod regardl ess of the nunber of beneficiaries

i mmuni zed, provided no other services were rendered to these
beneficiaries, and

- Now accepts "signature on file" on the roster in lieu of the actua
patient's signature where the provider has a signed authorization on file

to bill Medicare for services rendered
Public health clinics and other entities that do not have a provider
nurmber and qualify for sinplified billing procedures for influenza

vacci ne or PPV clains should call (904) 634-4994 to obtain the

provi der/supplier enrollment application form HCFA-855. See page 48 for
addi tonal information on the HCFA-855

What's New for 1997

A new place of service code has been devel oped for providers to use when
they are perform ng mass i mmuni zations, no matter what the actua

|l ocation is. Providers should use place of service 60 (nmass inmunization
center) when perform ng mass i muni zations. This can include public
health centers, pharmacies, malls, and physician offices. Renmenber: use
pl ace of service 60 when using the roster billing method.

Pneunococcal Pneunoni a Vacci ne

Ef fecti ve Novenber 1, 1996, PPV can be billed to Medicare Part B using
the sinplified roster billing nmethod. Typically, the vaccine is
adm ni stered once in a lifetine to persons at high risk of pneunpcocca

di sease. Considered at risk are persons age 65 or ol der; i mrunoconpetent
adults who are at increased risk of pneunpcoccal disease or its
conplicati ons because of chronic illness (e.g., cardiovascul ar disease,
pul ronary di sease, diabetes nellitus, alcoholism cirrhosis, or
cerebrospinal fluid | eaks), and individuals with conproni sed i nmune
systens (e.g., splenic dysfunction or anatonic asplenia, Hodgkin's

di sease, |ynphoma, nultiple nmyelom, chronic renal failure, HV

i nfection, nephrotic syndrone, sickle cell disease, or organ

transpl antation).

Medi care requires for coverage purposes that the vaccine nust be ordered
by a doctor of nedicine or osteopathy. However, a physician does not have
to be present to neet the physician order requirement if a previously
written physician order (standing order) is on hand and it specifies that
for any person receiving the vaccine:

- The person's age, health, and vaccination status nust be determ ned,;
- A signed consent nust be obtained;

- The vaccine may be adninistered only to persons at high risk of
pneunococcal di sease who have not been previously vaccinated; and

- A record of vaccination nust be provided.



Because PPV must be ordered by a physician, the ordering physician's nane
must be noted in box 17, and the Unique Physician ldentification Nunber
(UPIN) nust be noted in box 17a of the HCFA-1500 form If the ordering
physician's name or UPIN is nmissing, the claimw |l not be processed for
paynent .

PPV Vacci ne Codes

The foll owi ng HCPCS codes shoul d be used when billing for PPV and its
adm ni stration. Please note that neither deductible nor coinsurance apply
to these codes, and no noney nay be collected fromthe beneficiary if the
provi der is accepting assignnent and/or roster billing.

Procedure Code: 90732 *1

Descri ption: Pneunpcoccal vaccine, polyval ent
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Procedure Code: G0009

Description: Adm nistration of pneunpcoccal vaccine

PPV cl ai ms shoul d be submitted using diagnosis code V03.82 (O her

speci fied vaccinati ons agai nst single bacterial diseases, other specified
vacci nation). See page 15 for claimconpletion instructions, page 19 for
a PPV claimform and page 20 for the PPV roster.

I nfluenza Virus Vaccine

The influenza virus vaccine and its administration are covered by

Medi care Part B and nay be billed to Medicare Part B using the sinplified
roster billing nethod.

I nfluenza Virus Vacci ne Codes

The foll owi ng HCPCS codes shoul d be used when billing for the influenza
virus vaccine and its adm nistration. Please note that neither deductible
nor coinsurance apply to these codes, and no noney nay be collected from
the beneficiary if the provider is accepting assignnment and/or roster
billing.

Procedure Code: 90724 *1

Description: |Immunization, active; influenza virus vaccine

Procedure Code: G0008

Description: Adm nistration of influenza virus vaccine.

I nfluenza virus vaccine clainms should be subnitted using di agnhosis code
V04.8 (need for prophylactic vaccination and i nocul ati on agai nst certain
viral diseases). See page 16 for claimconpletion instructions, page 17
for the flu claimform and page 18 for the flu roster.

Advance Notice Requirenent for Influenza Services

The influenza virus vaccine is covered by Medicare Part B when it is
furnished within the accepted standards of nedical practice. For services
whi ch exceed the accepted standards of nedical practice, an acceptable
advance notice of Medicare's denial of paynent nust be provided to the
patient when the provider does not want to accept financial
responsibility for the service.

Benefits of Accepting Assignnment

Provi ders who accept assignnment agree to accept the Medicare-approved
charge as paynment in full for the services rendered. For flu and PPV
shots, providers who accept assignment (including those who roster bil
for these services) may not collect any noney fromthe beneficiary, as
the Medicare-approved charge is paid at 100 percent by Medicare.
Nonpartici pating providers who submt clains to Medicare for the flu shot
or PPV do not have to accept assignnent. However, we encourage providers
to accept assignnment as the out-of-pocket expense burdens sonme patients
to the extent that they will not have these necessary preventative



services. Plus, providers who do accept assignnment are eligible to subnmt
clainms under the sinplified billing nmethod for mass imuni zations.

Rei mbur senent for Flu and PPV Cl ai ns

The fees for the influenza vaccine, PPV, and their adm nistration are not
based on the Physician Fee Schedule; therefore, the limting charge rules
do not apply. Part B reinburses for the influenza vaccine and its

adm nistration, and for PPV and its administration, at 100 percent of the
Medi care al |l owed amount. Deducti bl e and coi nsurance do not apply, and

rei mhursenent is the sanme for both participating and nonparticipating
provi ders.
VWhen the claimis nonassigned, the provider may collect paynent for the
full charges fromthe beneficiary on the spot. Though the provi der cannot
roster bill, he/she nust conplete and submt a claimto Medicare Part B
on the patient's behal f.

The Medicare all owed anpbunts for the influenza vaccine and its

adm nistration, and PPV and its adnministration are outlined bel ow

Code G0D008 (Admi nistration of influenza virus vacci ne)
Locality 1/2: $3.67

Locality 3: $4.14

Locality 4: $4.51

Code 90724 *1 (Il mruni zation, active; influenza virus vaccine)
Locality 1/2: $4.06

Locality 3: $4.06

Locality 4: $4.06

Code GD009 (Adm nistration of pneunpcoccal vaccine)
Locality 1/2: $3.67

Locality 3: $4.14

Locality 4: $4.51

Code 90732 *1 (Pneunpcoccal vaccine, polyval ent)

Locality 1/2: $14.20

Locality 3: $14.20

Locality 4: $14.20

Both the adnministration of the vaccines and the vaccines thenselves are
covered separately when they are rendered with or w thout other covered
physician services. If the sole purpose of the patient encounter is to
provide the flu vaccine or PPV, only the adni nistration and vacci ne
provi ded should be billed. If a patient receives other services
constituting an office visit level of service, the physician may al so
bill for the visit. Medicare will pay for nedically reasonable and
necessary visits when rendered with the adninistration and vacci ne.
When ot her services are rendered to the beneficiary on the sane day,
clainms nust be submitted using the standard HCFA-1500 and related filing
requi renents.

How To Roster Bill for Influenza and PPV Cl ains
The following chart outlines the fields on the HCFA-1500 claimformthat
must be conpleted for the roster billing of flu and PPV clainms. For

roster billing of either or both services, use the preprinted HCFA- 1500
fornms on pages 17 and 19 as cover sheets to the preprinted rosters (pages
18 and 20). (Note: Information in the shaded bl ocks nust be added to the
HCFA- 1500 form by the provider. )
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HCFA- 1500 Bl ock: Block 1
I nfluenza Virus Vaccine C ains: Check "Medicare"
Pneunpbcoccal Pneunpni a Vacci ne Cl ai ns: Check "Medicare"

HCFA- 1500 Bl ock: Bl ock 2
I nfluenza Virus Vaccine Clains: See attached roster
Pneunpcoccal Pneunpni a Vaccine Cl ai ns: See attached roster

HCFA- 1500 Bl ock: Bl ock 11
I nfluenza Virus Vaccine Clainms: None
Pneunococcal Pneunpni a Vacci ne Cl ai ns: None

HCFA- 1500 Bl ock: Bl ock 17

I nfluenza Virus Vaccine Clains: NA

Pneunpbcoccal Pneunonia Vaccine Clains: Nane of ordering physician MJST
be entered(One name per claimform

HCFA- 1500 Bl ock: Bl ock 17a

I nfluenza Virus Vaccine Clainms: NA

Pneunpococcal Pneunonia Vaccine Clains: UPIN of ordering physician MJST
be entered(One UPIN per claimform

HCFA- 1500 Bl ock: Bl ock 20
I nfl uenza Virus Vaccine Clains: No
Pneunpcoccal Pneunoni a Vaccine Cl ains: No

HCFA- 1500 Bl ock: Bl ock 21
Influenza Virus Vaccine Clainms: V04.8
Pneunococcal Pneunoni a Vaccine Cl ai ns: V03. 82

HCFA- 1500 Bl ock: Bl ock 24B
I nfluenza Virus Vaccine Cl ains: 60-Mass | nmuni zati on Center
Pneunpcoccal Pneunpni a Vaccine Cl ai ns: 60-Mass | nmuni zati on Center

HCFA- 1500 Bl ock: Bl ock 24D (line 1)
Influenza Virus Vaccine Clainms: 90724 *1
Pneunobcoccal Pneunoni a Vaccine Cl ains: 90732 *1

HCFA- 1500 Bl ock: Bl ock 24D (line 2)
I nfluenza Virus Vaccine Cl ains: (0008
Pneunpcoccal Pneunpni a Vacci ne Cl ai ns: G0009

HCFA- 1500 Bl ock: Bl ock 24E (lines 1 AND 2)
I nfluenza Virus Vaccine Clains: 1
Pneunpcoccal Pneunoni a Vaccine Clains: 1

HCFA- 1500 Bl ock: Bl ock 24F

I nfluenza Virus Vaccine Clains: Enter the charge for each |isted service.
Pneunpbcoccal Pneunopnia Vaccine Clains: Enter the charge for each listed
servi ce.

HCFA- 1500 Bl ock: Bl ock 27
I nfluenza Virus Vaccine Clains: X in YES bl ock
Pneunpcoccal Pneunoni a Vaccine Clains: X in YES bl ock

HCFA- 1500 Bl ock: Bl ock 29



Influenza Virus Vaccine Clains: 0.00
Pneunococcal Pneunoni a Vaccine Clains: 0.00

HCFA- 1500 Bl ock: Bl ock 31
Influenza Virus Vaccine Clains: Entity's representative nust sign
Pneunpbcoccal Pneunonia Vaccine Clains: Entity's representative nust sign

HCFA- 1500 Bl ock: Bl ock 32
Influenza Virus Vaccine Clains: NA
Pneunpcoccal Pneunoni a Vaccine Clains: N A

HCFA- 1500 Bl ock: Bl ock 33

Influenza Virus Vaccine Clains: Enter the entity's billing nane, address,
ZI P code, and tel ephone nunber, and enter the carrier-assigned Provider

I dentificati on Nunber

Pneunpococcal Pneunpnia Vaccine Clains: Enter the entity's billing nane,
address, ZIP code, and tel ephone nunber, and enter the carrier-assigned

Provider ldentification Nunber.

| MPORTANT NOTE: ..... Separate claimforns and rosters nust be subnitted
for influenza vacci nes and PPV cl ai ns.
Al entities that use for the sinplified billing process should be sure

to use place of service 60 (nmmss immuni zation center) on any roster claim
submitted to Medicare Part B

How t o Conpl ete the Roster

When conpleting the roster for influenza virus vacci nes or for PPV
claims, the roster information for each beneficiary nust include the
fol | owi ng:

- Provider name and nunber

- Date of service

- Patient's health insurance clai mnunber (copy directly fromthe
patient's red, white, and blue Medicare card)

- Patient's nanme

- Patient's address

- Date of birth

- Sex

- Beneficiary's signature, or stanped "Signature on File"

This information nmust be printed clearly so that we can process these
claims in a tinely manner. Also, no nore than 50 clains (i.e., five
rosters per claimform should be submitted with each claimform
Finally, if you are only rendering the vaccine or its administration, on
the HCFA-1500 claimformnmark out the service you are not providing.

Submitting Clains to Medicare Part B of Florida

Roster billings of the PPV and flu vaccine nust be nmailed to the

foll owi ng address:

Medi care Part B Clains

P. O. Box 45031

Jacksonville, FL 32232-5031

Be sure to include photocopies of the appropriate HCFA-1500 claimform
front and back (the back of the HCFA-1500 claimformis on page 21), and
a copy of the appropriate vaccine roster.

Filing Electronically
If you are interested in billing influenza virus vacci ne and/ or PPV
clains electronically, here are sone steps to help you get started:



- If you currently have a conputer vendor, contact themto find out if
they offer electronic claimsubm ssion capability;

- If your vendor does not offer electronic clains subm ssion capability,
the Provider Electronic Services (PES) marketing staff will furnish you
with a list of vendors;

- Anot her option is the clains subnission software devel oped by Medicare
Part B of Florida's PES departnent.

By filing clains electronically, providers can expect to receive paynment
from Medicare Part B in 14 days as opposed to 27 days for paper clains.
Pl ease note, however, the clains cannot be sent electronically in the
roster format; each claimnust be entered on a per-beneficiary basis.
For nore information, contact the PES nmarketing area at (904) 791-8767
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I nfluenza Virus Vaccine Clains Only
Roster Billing

Sanmpl e of 1500 Form
NOT VI EWABLE I N THI S FORMAT
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I nfl uenza Virus Vacci ne Roster

NOT VI EWABLE IN THI S FORMAT
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Pneunpbcoccal Pneunpnia Virus Clains Only
Roster Billing Only

Sanpl e of 1500 Form
NOT VI EWABLE I N THI S FORMAT
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Pneunpcoccal Pneunpni a Virus Vacci ne Roster

NOT VI EWABLE I N THI S FORMAT
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Reverse side of HCFA1500 form

NOT VI EWABLE I N THI S FORVAT
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90846 *1-90847 *1: Coverage For Family Counseling Services
Fam |y medi cal psychot herapy services procedure codes 90846 *1 [Patient
is not present] and 90847 *1 [Patient is present] are comonly used to



describe family participation in the treatnment process of the patient.
These services are covered only when a fanm |y nenber is physically
present and where the primary purpose of such psychotherapy is the
treatment of the patient's condition as in the follow ng situations:

There is a need to observe and correct, through psychot herapeutic
techniques, the patient's interaction with fam |y nenbers (procedure code
90847 *1);

There is a need to assess conflicts or inpedinments within the fanmly, and
assi st, through psychotherapy, the famly nenbers in the managenent of
the patient (procedure code 90846 *1 or 90847 *1).

Mul tiple-fam |y group nedical psychotherapy (procedure code 90849 *1) is
i ntended for group therapy sessions for nultiple fanmilies when sim | ar
dynam cs are occurring due to a commonality of problens and is directed
to the effects of the patient's condition on the famly. However, this
procedure code generally has restrictions because it nay not neet the
standards of being part of the provider's personal services to the
patient.

Counseling principally concerned with the effects of the patient's
condition on the fam |y nmenber woul d not be reinbursable as part of the
physician's personal services to the patient. These services do not
relate primarily to the managenent of the patient's problens, but instead
involve treatnment of the famly nenber's problens.
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93990 *1: Billing for Duplex Scan of Henodi al ysis Access

Medi care pays for outpatient maintenance of dialysis services furnished
by End Stage Renal Disease (ESRD) facilities based on a conposite paynent
rate. The conposite rate is a conprehensive paynent for a conplete
dialysis treatnent. It is paynent for all services, equipnent, and
supplies, including dialysis related testing and drugs that are necessary
in order to provide dialysis to ESRD patients.

ESRD facilities are responsible for nonitoring henodial ysis access sites.
Procedures associated with nonitoring access, including duplex scanning
of henodi al ysis access (93990 *1) are covered under the conposite rate.
The technical conponent of non-invasive vascul ar di agnostic studies of
henodi al ysis access sites is not covered as a separately billable
service, as it is included in the conposite rate. The professiona
conponent of such procedures is not separately payable if it is perforned
by the physician billing the nonthly capitation rate for the patient.

If an ESRD patient requires non-invasive vascul ar studi es of henodial ysis
access, an ESRD facility nmust furnish the service, either directly or
under arrangenents which nmake the ESRD facility financially responsible
for the service. If the service is perfornmed by an alternate source, such
as an independent physiological |aboratory, that source nust |ook to the
ESRD facility for paynent. Separate paynment for the technical conponent
of non-invasive vascul ar diagnostic studies of access sites for ESRD

pati ents, whether coded as the access site or coded nore generally as a
peripheral site, is not permtted to any entity.

The only CPT code for billing of non-invasive diagnostic testing of a
henodi al ysis access site is 93990 *1. Separate billing of the technica
conmponent of this code will be denied if it is perfornmed on any patient

for which the ESRD conposite rate for dialysis is being paid. This policy
is applicable not only to claims fromESRD facilities, but also to clains
submitted by other sources, such as independent physiol ogica



| aboratories, independent diagnostic testing facilities, or hospita
out pati ent departnments.

This policy is effective for services furnished on or after Decenber 1,
1997.
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Local and Focused Medical Review Policies

This section of the Medicare B Update! features new and revised nedica
policies developed as a result of either the Local Medical Review (LWMVR)
or Focused Medical Review (FMR) initiatives. Both the LMR and FMR
initiatives are designed to ensure the appropri ateness of nedical care
and that the Carrier's nedical policies and review guidelines are
consistent with the accepted standards of nedical practice.

Ef fective Dates
The policies contained in this section are effective for clainms processed
Decenber 15, 1997, and after, unless otherw se specified.

Sources of Information
The sources of information used in the devel opnent of these policies may
be obtai ned by accessing the B LI NE BBS
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Billing for Noncovered Services

Page 31 of the Septenber/COctober 1997 Medicare B Update! featured an
article on Medicare Part B of Florida's noncoverage policy. As a result
of this policy, the follow ng questions and answers have been devel oped
to assist providers in properly coding clains for noncovered services.
Q

I's docunentation required when billing for a noncovered service using an
unl i sted procedure code (e.g., 95999 *1 - Surface el ectronyography)?



A

No. When filing electronically, the description of service nust be
entered in the narrative record. If your system does not support the
transm ssion of narrative field data, contact your electronic clains
sof tware support vendor. Paper claimfilers nust enter a concise
description of the service in item 19 of the HCFA-1500 claim form

Q

Are there any instances where docunentation should be submitted for a
noncovered service?

A

Yes. Providers may request that procedures designated as noncovered be
reeval uated for coverage. Such requests nust be submitted in witing to
the followi ng address:

Medi cal Policy Departnent
P. 0. Box 2078
Jacksonville, FL 32231
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In addition, the follow ng docunentation nust be subnitted:
Peer reviewed articles from appropriate nedical journals;
Statenments fromauthorities within the field;

FDA approval ; and

Appropriate CPT/ HCPC code.

Nat i onal noncovered services will not be covered by Medicare Part B of
Fl ori da under any circunstance.
Q

I's an advance notice statenent required for all services included in the
noncovered policy?
A

No. An advance notice of Medicare's denial of paynent should only be
provided to the patient when the provider does not want to accept
financial responsibility for a service that falls into one of the
foll owi ng categori es:

- is considered investigational/experinental

- not approved by the FDA; or

- there is a lack of scientific and clinical evidence to support the
procedure's safety and efficacy.

These services are denoted with an asterisk (*) in the noncoverage
policy.
Q

Several procedures/services contained in the noncoverage policy are
listed using procedure code A9270. Why?
A

Since no CPT-4 procedure codes exist to report these procedures, Medicare
Part B asks that providers use procedure code A9270 (noncovered service
or item to report such services. No docunentation is required when
procedure code A9270 is billed.



Not e: An advance notice of Medicare's denial of paynent nust be provided
to the patient when the provider does not want to accept financi al
responsibility for all services denoted with an asterisk (*).
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A9270: Noncoverage Codi ng Guidelines Carified

A working list of nmedical services and procedures which are not covered
by the Medicare program was published in the Septenber/COctober 1997

Medi care B Update! The foll owi ng procedure codes have been deleted from
the list of noncovered services, because under specified conditions, they
are covered by Medicare

J0270 Injection, Alprostadil, per 1.25 ntg

58750 *1 Tubo-tubal anastonosis

93650 *1 Intracardiac catheter ablation of atrioventricular node
function, atrioventricular conduction for creation of conplete heart
bl ock, with or without tenporary pacenmaker placenent

93278 *1 Signal -averagi ng EKG (formerly M)540)

90846 *1 Family nedical psychotherapy (w thout patient present)
75978 *1 PTA, venous, supervision/interaction only

93797 *1 Physician services for outpatient cardiac rehab wi thout
continuous ECG nonitoring (per session)

96910 *1 Photo chenpot herapy, PCT treatnment

95075 *1

Chal | enge ingestion food testing for diagnosis of RA depression
respiratory disorders

20974 *1 Electrical stinulation to aid bone healing, noninvasive
E0O782 | npl antabl e infusion punps

The following services are currently not covered by Medicare, and their
procedure codes are being added to the working |ist of noncovered
servi ces:

95999 *1 Current Perception Threshold Testing (CPT)
A9270 Aut ol ogous Chondrocyte Transpl antation
A9270 Meniscal Allograft Transpl antation

A9270 Urea Breath Test for H-Pylori

56805 *1 Clitoroplasty for intersex state

57335 *1 Vagi noplasty for intersex state

58321 *1 Artificial insem nation; intra-cervica
58322 *1 Artificial insem nation; intra-uterine

58323 *1 Spermwashing for artificial insem nation

80050 *1 General health pane
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&0063: Central Bone M neral Density Studies

Page 33 of the Septenber/Cctober 1997 Medicare B Update! featured a
conprehensive article on Bone Mneral Density Studies. Since that
publication, the followi ng two indications have been added to the

I ndications and Limitations of Coverage and/or Medical Necessity for
procedure code GD063:

- For a woman with primary ovarian failure or post-ablative ovarian
failure before the age of 40, who is suspected of having osteoporosis,
and for whom a decision to treat with estrogen or bone mnineral enhancing
drugs is being made. A letter describing the nedical necessity may be
required if the test is done nore than once.

- For a worman who is estrogen deficient and has a personal history of
breast and/or uterine cancer if diagnostic information is needed to
determ ne appropriate "nonestrogen" treatnent for osteoporosis.

| CD-9 Codes That Support Medical Necessity (procedure code G0063)

For the two indications |isted above, use ICD-9 code 256.2 (postablative
ovarian failure) for secondary estrogen or ICD-9 code 256.3 (other
ovarian failure) for primry estrogen deficiency.

Also, the following ICD-9 diagnosis code was published incorrectly in the
Sept enber/ Cct ober 1997 Medi care B Updat e!

| CD-9 di agnosis code E923.7 should read E932.7.

Advance Notice Requirenent
Applies to diagnosis requirenments (see page 4).

Addi tional Guidelines

To ensure reliability of bone mass neasurenents, the densitonetry
technol ogi st nmust have proper training in performing this procedure.

Mal positioning of a patient or analyzing a scan incorrectly can lead to
great errors in bone mneral density studies.

Mobi | e Densitometer Now Covered

That article also stated that bone mneral density studies performed on
nmobi | e i nstruments were noncovered because of the lack of sufficient data
to determine its accuracy and precision. Since that publication, Medicare
Part B of Florida has deternined that bone mneral density studies may be
perfornmed in a nobile setting (i.e., a full body DEXA system housed in a
notor vehicle that is transported fromsite to site). However, a portable
densitonmeter (i.e., one that can be picked up and noved fromone site to
another and is used to perform peripheral neasurenents) remains
noncover ed.
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G0100: HI V-1 Viral Load Testing

Viral Load testing is the direct neasurenment of the amount of free virus
ribonucleic acid (RNA) in the blood of Human | mmunodeficiency Virus (H V)
i nfected individuals.

H V-1 viral |oad testing has becone a tool for use by clinicians to
assess the status of patients known to have H V-1, as well as to nmnage
therapy. Coding practices, based on existing CPT codes in the nol ecul ar

di agnostics and nicrobiol ogy sections of the American Medical Association
Current Procedural Term nology nmanual, do not specify whether a vira

|l oad test was perforned for H V-1 or another antigen such as hepatitis,



tubercul osis, or chlanydia. The Health Care Financing Adninistration
(HCFA) has established a new code (G0100) which will both sinplify the
clainms process and allow Medicare to track the utilization of this
service within the context of H V. Therefore, local nedical review policy
has been devel oped to indicate the appropriate coverage gui delines.
Currently, there are three types of viral |oad tests, neasuring RNA

- branched DNA (bDNA) (Chiron) - identification of HV RNA then signa
anplification by DNA branched-chain technique (Quantiplex H 'V RNA assay)
- limt of sensitivity: 10,000 copies/m; sensitivity of 2nd generation
assay reported as 100-1000 copies/d

- NASBA (nucleic acid sequence-based anplification) (Organon Technika) -
anplification of RNA of HHV - linmt of sensitivity: 100-1000 copies/n

- PCR (polynerase chain reaction) (Hoffman-La Roche Anplicor HI V-1
Monitor) - couple reverse transcription to a DNA PCR anplification -
limt of sensitivity: 500 copies/mn.

At present, only the Roche Diagnostic Anplicor Test (R+T-PCR) has been
approved by the FDA

I ndications and Limtations of Coverage and/or Medical Necessity
Effective April 7, 1997, Medicare Part B of Florida will consider H V-1
viral load testing (G100) to be nedically reasonabl e and necessary for:
- nmonitoring H V-1 di sease progression, and

- assessing response to antiretroviral therapy.

Additionally, only those viral |oad tests which are FDA approved, are
covered by Medicare. Currently, the only FDA-approved viral load test is
the Roche Diagnostic Amplicor Test (also known as R+T-PCR)
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Di agnosi s Requirenents

H V-1 Viral Load testing (G0100) is covered by Medicare Part B of Florida
when it is perforned for the follow ng condition/diagnosis:

042 Human i munodeficiency virus [H V] disease.....

Reasons for Deni al

H V-1 Viral load testing (G0100) used for predicting maternal -fetal
transm ssion of HV-1 is considered investigational, and therefore,
noncovered by Medicare.

Viral |oad testing perfornmed by investigational nethods not approved by
the Food and Drug Administration such as Chiron Quanti pl ex (bDNA)

Nucl ei ¢ Aci d Sequence-Based Anplification (NASBA), and testing procedures
devel oped in-house by individual |aboratories and comonly referred to as
"honme brews" are not covered by Medicare

Codi ng Gui del i nes

Only HV-1 viral load testing should be billed using procedure code
&0100. Ot her types of viral load testing should continue to be coded as
bef ore.

No ot her codes (i.e., 82397 *1, 83890 *1-83912 *1, 86313 *1, and 87178
*1-87179 *1) will be paid in connection with HV-1 viral |oad testing.

Docunent ati on Requirenents

Medi cal record docunentation nmaintai ned by the ordering/referring
physi cian nust indicate the nedical necessity for performng the test.
This information is usually found in office/progress notes



Additionally, laboratory results and the type of viral load testing
performed nust be docunented. Currently, only the Roche Diagnostic
Amplicor (R+T-PCR) is FDA-approved, and therefore covered.

If the provider of the service is other than the ordering/referring
physi ci an, that provider nust maintain hard copy docunentation of test
results and interpretation, along with copies of the ordering/referring
physician's order for the studies. The physician nust state the clinica
i ndi cati on/ nedi cal necessity for the study in his order for the test.

Advance Notice Requirenent
Applies to diagnosis requirenments (see page 4).

Gap-Fill Al'l owance

HCFA has instructed carriers to gap-fill the allowance for G0100.
Therefore, @100 (HI V-1 viral |oad, quantitative), has been approved
effective April 7, 1997, with the all owance of $64.78.
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J9999: Docet axel (Taxoterer)

Docet axel is an antineoplastic agent belonging to the taxoid fanily that
acts by disrupting cell replication. It is a derivative of 10-

deacetyl baccatin 111, a conmpound extracted fromthe needl es of the
European yew tree. Taxotere is indicated for the treatnent of patients
with locally advanced or netastatic breast cancer, and it is useful in
the treatnment of a nunber of other cancers. Taxotere is a front-Iline
agent in the treatnent of netastatic breast cancer when anthracycline
based therapy and ot her agents have fail ed.

Taxoterer for Injection Concentrate is indicated for the treatnent of
patients with locally advanced or netastatic breast cancer who have
progressed or rel apsed during anthracycline based therapy. It has al so
been denonstrated to be useful in the treatnent of |ung cancer, squanpus
cell cancer of the head and neck, ovarian cancer, gastric cancer, and
mal i gnant nel anonma.

Codi ng Gui del i nes

VWhen billing for Taxoterer use HCPCS code J9999 and the I CD- 9 di agnosis
code which indicates the nmedical condition being treated. The nane,
strength and dosage of the drug must be listed in Item 19 of the HCFA-
1500 claimform EMC senders should report this information in HAO field
05. 0.

Chenot her apy admi ni strati on codes 96400 *1 t hrough 96450 *1, 96542 *1,
and 96549 *1 are used only in reporting chenotherapy adn nistration when
the drug being admi nistered is an antineopl astic agent and the diagnosis
i s cancer.

Reasons for Deni al
Clinical scenarios deviating fromthose outlined in the indications for
coverage. Lack of nedical record docunentation

Docunent ati on Requi renents

Docunent ati on supporting the nedical necessity for this service nust
acconpany the claim Docunentation could be found in the officel/progress
notes, the history and physical, |aboratory reports, pathology reports,
and/ or radiol ogy reports.
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L8603: Col | agen I nplants



A collagen inplant, which is injected into the subnucosal tissues of the
urethra and/or the bl adder neck and into tissues adjacent to the urethra,
is a prosthetic device used in the treatnment of stress urinary
incontinence resulting fromintrinsic sphincter deficiency (1SD). I1SD is
a cause of stress urinary incontinence in which the urethral sphincter is
unabl e to contract and generate sufficient resistance in the bl adder,
especially during stress maneuvers.

I ndications and Limitations of Coverage and/or Medical Necessity

Coverage of a collagen inplant and the procedure to inject it, is limted
to the followi ng types of patients with stress urinary incontinence due
to I SD:

Criteria for male patients, follow ng an eval uation which nust include a
conpl ete history and physical exam nation with a sinple cystonetrogram

- stress incontinence of urine (788.32)

- following trauma, including prostatectony and/or radiation

- congenital sphincter weakness secondary to conditions such as

myel oneni ngocel e, or epispadias

- acquired sphincter weakness secondary to spinal cord | esions

Criteria for femal e patients, follow ng an eval uati on which nust include
a conplete history and physical exanm nation (including a pelvic exam) and
a sinple cystonetrogramto rule out abnormalities of bladder conpliance
and abnormalities of urethral support:

- docunented type Il stress urinary incontinence (625.6) with urodynam c
evidence of intrinsic sphincter deficiency:

- urodynanically denmonstrated | ow | eak pressure of 100 cm H2O or | ess

- congenital sphincter weakness secondary to conditions such as

myel oneni ngocel e, or epispadias

- acquired sphincter weakness secondary to spinal cord |esions

Patients must be evaluated by a qualified health care professional to
obj ectively diagnose stress incontinence. The workup should include a
thorough history, physical and urodynam c eval uati on. Urodynam c testing
may include a provocative stress test, cystonetrogramwi th | eak point
pressure and a cystourethrogram or videourodynam ¢ study. The physician
perform ng the injection procedure nust have urology training in the use
of cystoscope and be credentialed in collagen inplant through an
appropriate CME training course.

Prior to initiation of collagen inplant therapy, a skin test for collagen
sensitivity (95028 *1) nust be adm ni stered and eval uated over a 4-week
peri od.

Procedure code (0025 should be used to report collagen skin test kits.
Coverage for the skin test kit is not dependent on a positive skin test
indicative of an allergic reaction. The skin test kit nmay be billed in
addition to the collagen inplant.

Pati ents whose incontinence does not inprove within 5 injection
procedures (5 separate treatnent sessions) are considered treatmnment
failures and no further treatnent of urinary incontinence by collagen
inplant is covered. HCFA is anending the lifetine limtation of five
treatnent sessions for patients who have received successful treatnents
in the past to allow latitude for the treating physician to decide

whet her additional sessions of collagen injection nay be beneficial for
these patients. Medical docunentation nust acconpany clains for

addi tional treatnents beyond five.

HCPCS Code



L8603: Coll agen inplant, urinary tract, per 2.5 cc syringe, includes
shi ppi ng and necessary supplies

Codi ng Gui del i nes

Col | agen i nplant (L8603) clainms will be processed by the Carrier.
Endoscopi c Injection Procedure (51715 *1) with collagen inplant is
indicated for use in the treatnent of urinary incontinence resulting from
intrinsic sphincter deficiency.

Docunent ati on Requirenents

Medi cal record docunentation, supporting the nmedical necessity for this
procedure nust be maintained by the perform ng physician This
document ati on could be found in the office/progress notes, history and
physical, and test results.

Advance Notice Requirenent
Applies to nedical necessity guidelines (see page 4).
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45355 *1-45385 *1: Coverage for Col onoscopies

Col onoscopy allows direct visual exam nation of the intestinal tract with
a flexible tube containing light transmtting glass fibers that return a
magni fi ed i nage. Col onoscopy can act as both a diagnhostic and therapeutic
tool in the same procedure. Therapeutic indications include renoval of

pol yps or foreign bodies, henpstasis by coagul ati on, and renoval of
tunors.

This policy was reviewed as part of the Carrier's process of periodically
evaluating all finalized policies. The review of the covered di agnosis
list, revealed that a deletion to the |ist was needed to ensure that al
servi ces covered are nedically necessary and reasonable. The policy is
being published in its entirety.

Medi care Part B will consider a col onoscopy (procedure codes 45355 *1-
45385 *1) to be nedically necessary under any of the follow ng

ci rcunst ances:

- Evaluation of an abnornmality on bariumenema which is likely to be
clinically significant, such as a filling defect or stricture.

- Eval uation and excision of polyps detected by bariumenema or flexible
si gnoi doscopy.

- Eval uation of unexpl ai ned gastrointestinal bleeding; hematochezia not
thought to be fromrectum or perianal source, nelena of unknown origin,
or presence of fecal occult bl ood.

- Unexpl ai ned iron deficiency anem a

- Exam nation to evaluate the entire colon for sinultaneous cancer or
neopl astic polyps in a patient with a treatable cancer or neoplastic
pol yp.

- Evaluation of a patient with carcinoma of the col on before bowe
resection. Post surgical follow up should be conducted annually for 2
years and every 2 years thereafter.

- Yearly evaluation with multiple biopsies for detection of cancer and
dysplasia for patients with chronic ulcerative colitis who have had
pancolitis of greater than seven years duration

- Yearly evaluation with multiple biopsies for detection of cancer and
dyspl asia for patients with chronic ulcerative colitis who have had left-



sided colitis of over 15 years duration (not indicated for disease
limted to rectosigmid).

- Chronic inflammatory bowel disease of the col on when npbre precise
di agnosi s or determ nation of the extent of activity of disease wll
i nfl uence i nmedi at e managenent.

- Clinically significant diarrhea of unexplained origin.

- Treatnent of bleeding fromsuch | esions as vascul ar anonali es,
ul ceration, neoplasia, and polypectony site (e.g., electrocoagul ation
heater probe, laser or injection therapy).

- Foreign body renoval
- Deconpression of acute non-toxic nmegacol on

- Balloon dilation of stenotic lesions (i.e., anastonotic strictures)
- Deconpression of col onic vol vul us.

- Exami nation and eval uati on when a change in managenment is probable or
is being suspected based on results of the col onoscopy.

- Evaluation within 6 nonths of the renoval of sessile polyps to
determ ne and docunent total excision. |f evaluation indicates that
residual polyp is present, excision should be done with repeat

col onoscopy within 6 nonths. After evidence of total excision wthout
return of the polyp, repeat col onoscopy yearly.

- If a total colonoscopy is unsuccessful preoperatively due to
obstructive cancer, repeat col onoscopy 3-6 nonths post-operatively unless
unresect abl e netastases are found at surgery.

- BEvaluation to differenti ate between ulcerative and Crohn's colitis.

- Evaluation 3 years after resection of newy diagnosed snall (ce5mm

di anet er) adenomat ous pol yps when only a single polyp was detected. After
1 negative 3-year follow up exam nation subsequent surveillance intervals
may be increased to 5 years.

- Evaluation at 1 and 4 year intervals after resection of nultiple or
| arge (3 10nm adenonal ous pol yps. Subsequent surveillance intervals my
then be increased to every 5 years.

- Evaluation of low to high grade dysplasia in flat nucosa by col onoscopy
6 nonths after undergoi ng aggressive nmedical therapy, especially when
i nfl anmmat ory changes were present.

- Evaluation in 1 year after the renoval of nultiple adenonmas. |f

exani nation proves negative then repeat in 3 years. After 1 negative 3-
year follow up exam nation, repeat exam every 5 years.

To ensure that paynent is nade only for nedically necessary services,
these procedures are covered only for the follow ng diagnoses:

009. 0-009.1



009. 3

038. 9

152. 2

153. 0-153.9
154.
155.
176.
195.
197.
197.
197.
197.
198.
198.
199.
199.
201.
211.
211.
211.
211.
230.
230.
230.
230.
230.
235.
235.
239.
280.
280.
281.
448.
555.
556.
557.
558.
560.
560.
560.
560. 30- 560. 39
560. 81- 560. 89
560. 9

562. 11

562. 12

562. 13

564.0

564.1

564. 4

564.5
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564.7
564. 8
569.0
569. 3



569. 41

569. 49

569.5
569. 60- 569. 69
569. 81-569. 89
578.1

578.9

783. 2

787.3

787.6
787.91-787.99
789. 00-789. 09
789. 30-789. 39
789. 60-789. 69
792.1

793. 4

936

V10. 05

V10. 06

V12.72

Prior to January 1, 1997, a failed col onoscopy, e.g., the inability to
extend beyond the splenic flexure, should be billed and paid as a

si gnoi doscopy, (CPT code 45330 *1) rather than a col onoscopy, since this
is the procedure that was actually performed. Procedure code nodifier 22
*1 shoul d be used and extra paynent allowed only when supporting
docunentation indicates that significantly nore time and effort is
involved than is required in the typical signpoidoscopy. The fact that a
particul ar signmoi doscopy was intended to be a col onoscopy does not in
itself automatically justify the use of nodifier 22 *1.

Ef fective January 1, 1997, inconplete col onoscopies should be billed as
procedure code 45378-53 *1 beginning with services provided on or after
January 1, 1997. Procedure code 45378-53 *1 is included in the 1997

Medi car e Physician Fee Schedul e Dat abase (MPFSDB). The rel ative val ue
units (RVU) will be the sane as procedure code 45330 *1 (signoi doscopy).
There will be no site-of-service reduction. Providers will be able to
file clainms for failed col onoscopies el ectronically.

Reasons for Deni al

Medi care Part B cannot provide coverage for col onoscopy done as a
screening test (including instances of high risk based on a fanily
hi story of col on cancer).

Docunent ati on Requirenents

Medi cal record docunentation (office/progress notes) maintained by the
ordering/referring physician nust indicate the nedical necessity of the
col onoscopy procedure covered by the Medicare program The procedure
results/report and any associ ated pat hol ogy report nust be included in
the patient's medical record.

If the provider of the colonoscopy is other than the ordering/referring
physi cian, the provider of the service nust nmmintain hard copy

docunent ation of procedure results/report and pathol ogy report along with
copies of the ordering/referring physician's order for the procedure.

Advance Notice Requirenent
Applies to diagnosis requirenments (see page 4).
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70450 *1-70470 *1: Conputerized Tonography Scans

Page 54 of the March/ April 1997 Medicare B Update! featured a list of

di agnoses for which procedure codes 70450 *1-70470 *1 (conputerized

t omogr aphy scans) nmy be covered. Due to an oversight, the follow ng

di agnoses were not coded to the highest |evel of specificity:

Incorrect: 250.2, 250.3

Correct : 250.20-250.23, 250.30-250.33

Advance Notice Requirenent

Applies to diagnosis requirenment (see page 4).
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72198 *1: MRA of the Pelvis

Page 27 of the Septenber/COctober 1997 Medicare B Update! featured an
article on Magnetic Resonance Angi ography (MRA). Due to an oversight,
procedure code 72198 *1 (MRA of the pelvis) was inadvertently left off of
the list of investigational MRA procedures which are not covered by

Medi care Part B

Advance Notice Requirenent
Applies to the investigation status of this procedure (see page 4).
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76090 *1, 76091 *1: Coverage for Diagnostic Mammography

As part of the Carrier's process to evaluate existing nedical policy, it
was determned that a revision in this policy was needed to ensure that
this carrier was in conpliance with Medicare regul ations.

A di agnosti c mammogr aphy i nvol ves obtai ni ng exposures of the breast to
provi de specific analytical information to be used in problem solving for
a suspected breast disease. Aradiologist is available at the tinme of the
study to review the i mages and request i medi ate additional evaluation if
necessary.

As of January 1, 1996, the definition of diagnostic nanmography has been
expanded to include as candidates for this service nmen or wonen with
signs or synptons of breast disease, a personal history of breast cancer,
or a personal history of biopsy-proven benign breast disease. Previously,
only synptomatic men or wonen were candi dates for diaghostic mamography.
Medi care Part B covers di agnosti c manmograns (procedure codes 76090 *1
and 76091 *1) when the beneficiary:

- presents signs, synptonms or physical findings suggestive of breast

di sease (e.g., lunp, pain, nipple discharge or retraction, or skin
changes such as dinpling, skin thickening or orange peel skin)

- has been or is being treated for breast cancer

- has a personal history of biopsy-proven benign breast disease.
Asynptomati ¢ wormren wi t hout nedical record docunentation to support a
personal history of breast cancer or biopsy-proven benign breast disease
are candi dates for screeni ng mammography.

To ensure that nedical necessity requirenents are net, diagnostic

mamogr aphy is covered for the foll owi ng di agnosi s:

174.0-174.8
175.0-175.9
198.2

198. 81

217

233.0

238.3



610. 0-610. 8

611.0-611.8

793.8

879.0

879.1

996. 54

V10. 3

V15. 89

V71.1

Codi ng Gui del i nes

Al'l manmography facilities (both diagnostic and screening) require a
certification nunber. The certification nunber should be placed in FAO
record, field 31, field positions 142-151 (el ectronic clai msubmn ssions -
Nat i onal Standard Fornat) or Block 32 of the HCFA 1500 form (paper claim
subm ssi ons).

If you performthese services and are not certified, please call the
Aneri can Col |l ege of Radiol ogy at 1-800-227-5463 to begin the
certification process. Please call the FDA Hotline at 1-800-838-7715 for
ot her questions regarding certification nunbers. Services perforned by a
non-certified center or by a facility whose certificate is suspended or
revoked will be denied.

Docunent ati on Requirenents

If you refer a patient for manmography, include the follow ng information
in your order:

- the 1CD-9 diagnosis code that reflects the reason for the test;

- the type of test (diagnostic);

The provider should naintain on file records which support nedica
necessity. This information is usually found in the history and physica
and progress notes.

If you performthe mammography test, obtain the follow ng information:

- a physician's order that specifically prescribes diagnostic mamobgram
as well as the medical reason for the test; and

- the radiology report nust be nmaintained on file.

Advance Notice Requirenent

Applies to diagnosis requirenments (see page 4).
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Certification and Accreditation Requirenments for Diagnostic U trasound,
Echocar di ography and Noni nvasi ve Vascul ar Studi es

The accuracy of diagnostic ultrasound, echocardi ography and noni nvasi ve
vascul ar studi es depends on the know edge, skill, and experience of the
technol ogi st and interpreter. Inaccurate tests can lead to erroneous
nmedi cal decisions resulting in nmajor negative consequences to the
beneficiary. Consequently, the providers of interpretations nust be
capabl e of denpbnstrating docunented training and experience and nmaintain
docunent ati on for postpaynment audit.

Di agnostic U trasound and Echocardi ography (HCPCS codes 76506 *1 - 76999
*1 and 93303 *1 - 93350 *1)

Medi care rei mburses for diagnostic ultrasound and echocar di ography
procedures under the follow ng conditions:

Al'l procedures nmust be either (1) performed by, or under the direct
supervi sion of, a physician, (2) perforned by persons that have
denonstrat ed
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| evel competency by being credentialed in the specific type of procedure
bei ng performed, or (3) performed in |aboratories accredited in the
specific type of evaluation. Direct supervision requires the physician's
physi cal presence in the facility during the exan nation

Appropriate Personnel Certification includes but is not linited to:

- The Registered Diagnostic Medical Sonographer (RDVS) credenti al

- The Registered Diagnostic Cardi ac Sonographer (RDCS) credenti al

- The Registered Cardi ovascul ar Technol ogi st (RCVT) credenti al

- The Certified Ophthal mi ¢ Medical Technol ogi st (COMI) credenti al

Each credential must include the specialty area for the exam nation to be
performed. Sone exanpl es of appropriate specialty areas for specific
Current Procedural Term nology (CPT) Codes are |isted bel ow

CPT Code: 76506 *1 and 76800 *1
Certification: RDMS: Neurosonol ogy

CPT Code: 76511 *1 - 76529 *1
Certification: RDMS: Ophthal nol ogy, or COMTI

CPT Code: 76536 *1, 76645 *1 - 76775 *1, and 76870 *1 - 76880 *1
Certification: RDMS: Abdonen

CPT Code: 76805 *1 - 76857 *1, 76941 *1, and 76945 *1 - 76948 *1
Certification: RDMS: Obstetrics & Gynecol ogy

CPT Code: 93303 *1 - 93350 *1
Certification: RDCS: Adult or Pediatric Echocardiography, or RCVT
Noni nvasi ve Cardi ac

Appropriate Laboratory Accreditation includes but is not limted to:
-The U trasound Practice Accreditation Comr ssion (UPAC) of the Anerican
Institute of U trasound in Medicine (A UM

- The Intersocietal Conmmi ssion for the Accreditation of Echocardi ography
Laboratories (| CAEL)

- The Anerican Coll ege of Radiol ogy (ACR)

Each accreditation nust include the specialty area for the exam nation
bei ng perforned.

For indications and limtations of coverage for individual CPT codes,
refer to the specific local nedical review policy for that code.

Noni nvasi ve Vascul ar Studi es (HCPCS codes 93875 *1 - 93991 *1 and 76936
*1)

Medi care rei nburses for noninvasive vascul ar studies under the follow ng
condi tions:

Al'l noninvasive vascul ar studies nust be either (1) perforned by, or
under the direct supervision of, a physician, (2) perfornmed by persons
that have denonstrated mninmumentry | evel conpetency by being
credential ed i n vascul ar technol ogy, or (3) perforned in |aboratories
accredited in vascular technology. Direct supervision requires the
physi ci an's physical presence in the facility during the exam nation
Appropriate Personnel Certification includes but is not linited to:

- The Registered Vascul ar Technol ogi st (RVT) credenti al

- The Registered Cardi ovascul ar Technol ogi st (RCVT) credential in
Vascul ar Technol ogy



** |n addition to the appropriate certification, providers of

Transcrani al Doppler (TCD) studies nust show evidence of attendance at a
formal TCD training programthat includes hands on experience and results
in a certificate of proficiency and a m ni mum experi ence of 100 TCD

exam nati ons.

Appropriate Laboratory Accreditation includes but is not limted to:

- The U trasound Practice Accreditation Conmm ssion (UPAC) of the Anerican
Institute of Utrasound in Medicine (AlUM

- The Intersocietal Comr ssion for the Accreditation of Vascul ar

Laborat ories (I CAVL)

- The Anerican Coll ege of Radi ol ogy (ACR)

For indications and limtations of coverage for individual CPT codes,
refer to the specific local nedical review policy for that code.

Reasons for Deni al

Services will be denied when perfornmed by a person and/or |aboratory that
is not properly certified or accredited to do so. Services will also be
denied if docunentation does not support the nedical necessity of the
servi ces perforned.

Docunent ati on Requirenents

The providers of interpretations nust nmintain docunentation that
supports that the services were perfornmed by those properly credential ed
or accredited to do so. Docunentation nmust also support that the services
performed were nedically necessary.
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82172 *1: Apolipoprotein Considered Routine Screening

The Jul y/ August 1997 Medicare B Update! featured an article on Coverage
for Lipid Profile/Chol esterol Testing which included the nedica

necessity guidelines for procedure codes 80061 *1, 82172 *1, 82465 *1
83715 *1, 83717 *1, 83718 *1, 83719 *1, 83721 *1 and 84478 *1. To clarify
this policy, procedure code 82172 *1 is always considered a screening
test, and is never covered by Medicare Part B of Florida regardl ess of
the diagnosis submtted.
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82784 *1: Gammmgl obulin (I nmunogl obins); I1gA, 1gD, 1gG |gM Each

Page 31 of the July/August 1997 Medicare B Update! featured a
conprehensive article on Gamragl obul i n (I nmunogl obins); I1gA, 1gD, 149G

I gM each (procedure code 82784 *1). Since that publication, the |ist of
conditions which may require nonitoring therapy has been expanded.

After a diagnosis has been nade, perform ng serum ganmagl obulin tests may
not be nedically necessary or reasonable, except in cases of nonitoring a
patient's propensity to infection; nmonitoring therapy such as is done
with nyelomas (particularly 1gG or |IgA myeloma), |gMdisorders

(Wal denstronl s macrogl obul i nemi a and | ynphoma), or |Imune d obulin
Therapy; and/or nonitoring the advancenent of a disease.
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80162 *1: Di goxin Assay

On page 26 of the July/August 1997 Medicare B Update!, the coverage
criteria for Digoxin Assay (procedure code 80162 *1) were published.



Since the publication of that article, the foll owi ng diagnosis has been
added: E942.1 (digoxin toxicity).

Advance Notice Requirenent

Applies to diagnhosis requirenents (see page 4).
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86430 *1: Rheunmtoi d Factor

The bl ood of many individuals with rheumatoid arthritis (RA) contains a
macr ogl obul i n-type anti body called rheumatoid factor (RF). Evidence

i ndi cates that rheumatoi d factors are anti ganmgl obulin anti bodi es;
however, a specific antigen that produces RF has not been discovered. It
is believed that a genetically susceptible individual devel ops abnor nal
or altered i mmunoglobulin G (1gG antibodi es when exposed to an anti gen.
This altered 1gG antibody isn't recognized as "self," and the individua
fornms an antibody against it, known as RF, which is directed agai nst the
Fc fragnent of 1gG Mst rheumatoid factors are the IgMtype. Less
comonly, rheumatoid factors are the 1gG or I gA variety. By aggregating
into conpl exes, RF generates inflanmation

Medi care will consider rheumatoid factor testing to be nedically
necessary when it is perfornmed on those patients whose clinical diagnosis
is highly suspicious for rheumatoid arthritis and the test is needed to
hel p confirmthe diagnosis. Rheumatoid factor testing would be nedically
indicated after it has been denpbnstrated that the clinical exanmi nation is
unabl e to distinguish between rheunatoid arthritis and the follow ng
condi tions:

- Chronic interstitial fibrosis

- Chronic hepatitis disease

- Fibronyal gia

- Infectious nmononucl eosi s

- Polynyositis

- Psoriatic arthritis

- Reiter's syndrone

- Sarcoidosis

- Scl eroder ma

- Syphilis

- Systenic |upus erythenmatosus

- Tubercul osis

Di agnosi s Requirenents

To ensure that paynent is nade only for medically necessary services,
rheumatoid factor testing is covered only when it is perforned for the
fol |l owi ng di agnoses:

015.0-015.9
075

095.
099.
135

273.
274.
446.
516.
571.
695.
701.
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711.10-711. 39

712.10-712.99

713.0-713.6

714.0-714.2

714.30-714. 33

714. 4

714. 49

714.81

714. 89

714.9

725

729.1

Docunent ati on Requi renents

Medi cal records nmintained by the physician nust substantiate the nedica
necessity for this test by docunenting the condition for which the test
was ordered. This docunentation could be found in the history and
physical or in the officel/progress notes.

Reasons for Deni al

Rheunat oi d factor testing will not be covered by Medicare Part B when
performed on a routine screening basis in the absence of abnormal signs
and synpt ons.

Advance Notice Requirenents
Applies to diagnosis requirenents (see page 4).
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95857 *1, 95858 *1: Tensilon Test

Anal ysi s of January through June 1996 clains data indicated that tensilon
test for nyasthenia gravis; with electronyographic recording (CPT code
95858 *1) has been billed substantially nore in Florida than at the
national |evel for specialty 01 (CGeneral Practice). This procedure code
was sel ected for 1997 Focus Medical Review (FMR). Further analysis of the
data indicated that this procedure code was being billed with di agnoses
that do not support nedical necessity, and the procedure was being billed
at frequent intervals. Therefore, this policy was created to establish
the condition/illnesses for which Medicare Part B of Florida wll

consider the service to be nedically reasonabl e and necessary. The
Tensi |l on Test nedical policy includes procedure codes 95857 *1 (Tensilon
test for nyasthenia gravis) and 95858 *1 (Tensilon test for nyasthenia
gravis; with el ectronyographic recording).

The tensilon test involves careful observation of the patient follow ng

i ntravenous adm nistration of tensilon (edrophoniumchloride), a rapid,
short-acting anticholinergic agent that inproves nuscle strength by

i ncreasi ng nuscul ar response to nerve inpulses. It is especially usefu

i n di agnosi ng nyasthenia gravis, an abnormality of the myoneural junction
in which nerve inmpulses fail to induce normal nuscul ar responses.

When tensilon testing is performed on a patient with myasthenia gravis
there is a sudden, short-lasting inprovenent in nuscle strength. \Wen the
test is perfornmed to differentiate between nmyasthenic and cholinergic
crisis, patients with nyasthenic crisis inprove, but those with
cholinergic crisis worsen. Dangerous cardi o-respiratory depression can
occur, and facilities to maintain respiration and atropine (as an
antidote) must be avail able during the test.

El ect ronmyography testing may suppl ement tensilon testing in diagnosing
myast heni a gravis. Electronyography is the recording of the electrica



activity of selected skeletal nuscle groups at rest and during voluntary
contraction. In this test, a needle electrode is inserted percutaneously
into a nuscle. The electrical discharge (or notor unit potential) of the
muscl e is then displayed and neasured on an oscill oscope screen

I ndications and Limtations of Coverage and/or Medical Necessity

To ensure that paynent is being made only for nedically reasonabl e and
necessary services, Tensilon Test is covered for the follow ng

condi tions:

- To aid diagnosis of nyasthenia gravis
- To hel p distinguish nmyasthenic fromcholinergic crises
- To nmonitor oral anticholinesterase therapy.

Di agnosi s Requirenents
Medi care Part B will consider Tensilon Test to be nedically reasonable
and necessary when performed for the follow ng conditions/di agnoses:

358.0
368. 2
374. 30
378.7
728.9
780.7
784.5
786. 09
787.2

Codi ng Gui del i nes

Procedure code 95858 *1 includes el ectronyographic recording. You would
not expect to see other EMG codes perforned on the sanme day of service.
There may be a rare circunstance when you nmy see a patient have EMG
studi es perfornmed which were not conclusive, followed by tensilon testing
wi th el ectronyographic recording to try to establish a diagnosis of

myast heni a gravi s.

Reasons for Deni al

Services submitted with di agnoses other than those |isted as covered
ICD-9 codes will not be eligible for coverage. Screening services are not
a benefit of Medicare.

Advance Notice Requirenent
Applies to diagnosis requirenents (see page 4).

Docunent ati on Requirenents

Medi cal record documentation maintained by the ordering/referring
physi ci an nust include the medical necessity for performng this test (
i ncluding a neurologic history, exam nation, and docunmentation of
neur ol ogi ¢ synptomat ol ogy), Tensilon Testing results, and if perforn ng
95858 *1, a copy of the electrographic recording. This information is
usually found in the officel/progress notes and/or history and physical

If the provider of the service is other than the ordering/referring
physi cian, the provider nust nmaintain hard copy docunentation of test
result(s) and interpretation, along with copies of the ordering/referring
physician's order for the test(s). The physician nust state the clinica
i ndi cati on/ nedi cal necessity for the study in his order for the test.

ERE R R R R R R R R R R R R R R R R R R R R O R R R



Page 34

95860 *1, 95861 *1, 95863 *1, 95864 *1: El ectronyography

Anal ysi s of January through June 1996 cl ains data indicated that needle
el ectromyography, four extremities and rel ated paraspi nal areas (CPT code
95864 *1) has been billed substantially nore in Florida than at the
national |evel for specialty 01 (CGeneral Practice) and 13 (Neurol ogy).
Thi s procedure code was selected for 1997 Focus Medical Review (FMR).

Addi tional analysis of the data indicated that this procedure code was
being billed at frequent intervals. Therefore, this policy was created to
establish the conditions/illnesses for which Medicare Part B of Florida
will consider the service to be nedically and reasonable and to establish
medi cal review gui delines. The El ectronyography medi cal policy includes
procedure codes 95860 *1 (Needl e el ectronyography, one extremty and

rel ated paraspinal areas), 95861 *1 (Needl e el ectronyography, two
extremties and rel ated paraspi nal areas), 95863 *1 (Needle

el ectromyography, three extremties and rel ated paraspinal areas), and
95864 *1 (Needl e el ectronyography, four extremties and rel ated

par aspi nal areas).

El ectronmyography (EM3 includes the insertion of a needle electrode into
skel etal nuscle to neasure electrical activity and assess physi ol ogic
function. In this procedure, percutaneous, extracellular needle
el ectrodes are placed into a selected nuscle group. Miscle action
potentials are detected by these el ectrodes, anplified, and displayed on
a cathode ray oscilloscope. In addition, fluctuations in voltage are
heard over a |oudspeaker, pernmtting both auditory and visual analysis of
the nuscle action potentials.

Testing is performed with the nuscle at rest, with nmld voluntary
contraction, and with nmaximal nuscle contraction. Wen a nornmal nuscle is
conpletely relaxed, no electrical activity can be detected in it. Wen a
voluntary contraction is induced, the record shows the characteristic
response of a motor unit which is usually biphasic, that is, shows a
positive followed by a negative phase. As the contraction increases in
strength, nore and nore notor unit contractions are added to the record
In various diseases of the notor system typical electrical abnormalities
may be present: increased insertional activity, abnormal notor unit
potentials, fibrillations, fasciculations, positive sharp waves,
decreased recruitnment pattern, and others. EMG assesses the integrity of
upper notor neurons, |ower notor neurons, the neuronuscul ar junction, and
the nuscle itself.

EMG i s sel dom di agnostic of a particul ar disease entity. Its major use is
differentiating between the follow ng disease classes: prinmary mnyopat hy,
peri pheral notor neuron di sease, and di sease of the neuronuscul ar
junction.

I ndications and Limitations of Coverage and/or Medical Necessity
Medi care Part B will consider Electromyography testing nedically
necessary and reasonabl e when perfornmed under the foll ow ng

ci rcunst ances:

Eval uation of the patient with clinical features of primary nuscle

di sease (symmetric and proxi mal weakness, nuscle atrophy, intact sensory
system etc.) Exanples include:

- muscul ar dystrophy

- glycogen storage di sease

- myotonia



- inflammatory nyopathies (systemi c |upus, sarcoidosis, infectious
myopat hi es)

- pol ydermat onyositis

- al coholic mnyopat hy

- endocrine myopat hi es

Eval uation of the patient with suspected | ower notor neuron disease,

i ncl udi ng:

- suspected peripheral nerve lesions, such as diffuse periphera

neur opat hi es, spinal root |esions, and trauma

- suspected disease of the anterior horn cells (characterized by
asymmetric weakness, nuscle atrophy, fasciculations), as in anyotrophic
| ateral sclerosis or polionyelities

Eval uation of a patient with suspected upper notor neuron disease,
i ncl udi ng:

- occult lesions of the corticospinal tract (syringonyelia, tunor)
- lesions of the cerebral tract (tunmor, CVA)

Eval uati on of patient with suspected neuronuscul ar junction di sease,
i ncl udi ng:

- myasthenia gravis
- paraneopl astic Eaton-Lanbert syndrone

This test may be used to nmonitor the response to therapy for known cases
of myopathy or neuropat hy.

For asynptomatic patients, EMGs woul d be considered screening in the
absence of signs and synptons. It is expected that this procedure should
only be perforned when nedically reasonabl e and necessary for the
patient's condition. This procedure should not be repeated unless there
is a docunented need to 1) evaluate the effectiveness of various
treatnments or 2) evaluate a worsening or nodification in the patient's
synpt omat ol ogy.

Codi ng Gui del i nes

The nunber of |inbs tested should be the minimum needed to differentiate
bet ween di seases.
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Reasons for Deni al

Screening services are not a benefit of Medicare

Advance Notice Requirenents
Applies to nedical necessity guidelines (see page 4).

Docunent ati on Requirenents

Medi cal record documentation maintained by the ordering/referring
physi ci an nmust include the nedical necessity for performng this test (
including a neurologic history, exam nation, and docunentation of
neurol ogi ¢ synptomat ol ogy) and EMG test results. This information is
usually found in the officel/progress notes and/or history and physical

If the provider of the service is other than the ordering/referring

physi cian, the provider nust nmaintain hard copy docunentation of test
result(s) and interpretation, along with copies of the ordering/referring
physician's order for the test(s). The physician nust state the clinica

i ndi cati on/ nedi cal necessity for the study in his order for the test. The



physi cian nust indicate which linb(s) or nuscle group(s) are to be
tested.
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95900 *1, 95903 *1, 95904 *1: Nerve Conduction Studies

On pages 30 and 31 of the May/June 1997 Medicare B Update!, the coverage
criteria for Nerve Conduction Studies (procedure codes 95900 *1, 95903
*1, and 95904 *1) were published. Since the publication of that article,
the follow ng diagnosis range has been added:

337.20-337.29 (Reflex synpathetic dystrophy).

Advance Notice Requirenent

Applies to diagnosis requirenents (see page 4).
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95999 *1: Current Perception Threshold Testing

Current Perception Threshold testing (neuronmeter CPT) is a sonmatosensory
test that neasures peripheral nerve conduction function to diagnose the
extent of certain neuropathies. Effective for services rendered June 16
1997, and after (see pages 30 and 31 of the May/June 1997 Medicare B
Update!), CPT testing (95999 *1) was covered by Medicare Part B of
Florida. Effective for clains processed Decenber 15, 1997, and after, CPT
testing is considered part of the evaluation and nmanagenent aspect of the
physician's service and should not be billed separately. Additionally, it
is inappropriate to report this service as nerve conduction studies
(95900 *1, 95903 *1, 95904 *1).
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99183 *1: HBO Deni al s

Medi care's Coverage |ssues Manual (CIM houses Medicare's nationa
coverage decisions. All decisions nade are based upon [1862(a) (1) of the
Soci al Security Act unless otherw se specified. [01862(a)(1) speaks to the
preface that no program paynent nay be made for itens and services not
found to be reasonabl e and nedically necessary. According to nationa
coverage policy, Hyperbaric Oxygen therapy nay not be covered for twenty
two specific nmedical conditions outlined under Section 35-10 paragraph B
(which can be found in Local Medical Review Policy 99183 *1). At a

nati onal |evel, Medicare has made the decision that it is not reasonable
and necessary to receive HBO treatnments for these conditions.
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CLOSER LOK

In the Medicare B Update!, "A Closer Look" provides in-depth and
conprehensive information on topics of interest to the provider
community. In this issue, "A Closer Look" addresses the follow ng topic:

The Audi o0 Response Unit (ARU)

In this article, the following issues will be addressed:
- Benefits of the ARU,

- What you need to do to use the ARU

- How to enter a Medicare nunber;

- Status requests; and

- Exanpl es of ARU speed cal ling.



Al so, as of October 1, 1997, eligibility and deductible information are
avai l abl e ONLY by using the Audi o Response Unit (ARU).
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VWhat's New
Eligibility and deductible information are now avail able only by using
the Audi o Response Unit (ARU). As of October 1, 1997, this information
will no | onger be given by the Custonmer Service Representatives on the
t el ephone.

Benefits

The good news about this process is that you no |longer need to have the
patient available to speak to Medicare when you want this information
All you need is:

- The Express Line tel ephone nunber, which is (904) 353-3205

- A touch-tone phone; and

- The patient's Medicare nunber.

VWhat You WII Receive

Once the ARU accepts the Medicare nunber you keyed, it will tell you if
the patient is currently eligible for Medicare benefits or if he/she is
currently enrolled in a Heal th Maintenance Organization (HMO). It will
also tell you if the patient has or has not net his/her deducti bl e.

The information you will receive is the nbst current information

avail abl e on the Medicare Part B of Florida processing system

If Social Security's files have been recently changed, or if the patient
has had services rendered out of state, the information you receive may
not be the npbst current.

In this case, the Medicare systemin Florida will be updated once a claim
is processed for the patient.

VWhat You Need to do to Use the ARU

- Call the Express Line at (904) 353-3205
- Press 3 fromthe main nmenu

- Enter the patient's Medicare nunber;

- Get the information_it's that easy!

How to Enter a Medi care Numnber
The following are the instructions the ARUw |l give you to enter a
Medi car e nunber.



ARU:

"l will need the patient's Medicare nunmber in order to help you. If the
nunmber begins with a letter, the patient is normally covered by a

Travel ers insurance policy. You will need to verify this information with

the patient and Social Security.

"For all other Medicare nunbers, press one.

"The nunber consists of nine nunbers followed by a letter. Please enter

the first nine numbers.

"If there are two letters followi ng the nunber, press 2; otherw se, press
1 now.

"There is a letter followi ng the nunber you just entered. If the letter
S:

A, press 1
B, press 2
C, press 3
D, press 4
M press 5
T, press 6."

If any other letter, press 7.

"If you need instructions on entering al phabetical characters, press the
pound sign.

"If you would like to enter the suffix and know how to key an

al phabetical character, please key your letter or letters now foll owed by
the # key."

How to Enter a Letter

To enter a letter, you nust press three keys. First, press the star (*)
key to indicate you are entering a letter. Second, press the key
containing the letter you wish to enter. Third, press the nunber 1, 2, or
3, depending on the position of the letter on that key. For example: to
enter the letter A press *, 2, 1. To enter letter B, press *, 2, 2. The
letters Q and Z do not appear on the tel ephone key pad. To enter the
letter Q press *, 1, 1. To enter the letter Z, press *, 1, 2.

After you have entered the alpha letter or letters, press the # key to
conpl ete the process.

If the Medicare nunber ends in two letters, follow the instructions you
just heard. For exanple, to enter the suffix TA, you would press *, 8, 1,
* 2, 1.

If there is a nunmber after the letter or letters, press that nunber now.
If there is no nunber following the letter or letters, press the # key.
ARU:

"You entered

"If this is correct, press one.

"If this is not correct and you would like to reenter the Medicare
nunber, press two."

Exanpl e:  Medi care nunber is 123456789TA. Key 1- 2- 3- 4-
5- 6- 7- 8- 9- *- 8- 1- *- 2- 1-#.

St at us Request

If you are currently calling our office to get status of clains you have
subnmtted for paynent, you will now have to use the ARU to receive this
information. The Custoner Service Representatives will no |onger be able
to provide this informati on on the phone Iine. To receive a claimstatus,
you will need to call the Express Line at (904) 353-3205. This is the
nost efficient and cost-effective way to respond to this type of inquiry.
To receive information fromthe system callers will need to have the
followi ng information ready:



A touch-tone phone;

Your 5-digit Medicare provider nunber (12345)

The patient's 9-digit Medicare nunber (123456789A)
The date of service (MVDDYY fornmat)
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The systemwill request that the caller enter his provider nunber using
the tel ephone key pad. It will provide instructions on howto do this, if
needed. When the provider nunber is entered, callers will hear the main
menu. The main nmenu will list available information, and ask the caller
to nake a choice. Depending on the choice, the caller nmay be asked to
enter the patient's Medicare nunber and the date of service. As the
caller enters the requested data, the systemwill retrieve the
information and repeat it back to you

The services avail able through the system i ncl ude:

A

I nformati on about new | egislation and other provider issues (press 1).
This option gives the choice of listening to several informationa
messages. Callers can listen to as many of the messages as they would
I'ike.

B
Informati on about the status of a claim(press 2).

When this choice is made, the caller will be asked to enter the patient's
Medi care nunber and the date of service of the claimfor which the caller
is requesting the status. The ARU will respond with the follow ng

i nformati on on an assi gned cl ai m

- Amount al | owed;

- Anopunt paid;

- Check nunber;

- The date the check was issued; and

- Date the check was cashed.

After this information is provided, callers will also be offered nore
specific details about their clainms. Wth this option, the ARU will

advi se you if any procedures were denied paynent on the claim In nany
situations, the caller will be informed of the reason for the denial

On a non-assigned claim callers will be advised if we have begun
processing the claim If Medicare Part B of Florida has begun processing
the claim the caller will be inforned if it has conpleted processing

(Medicare Part B can only rel ease paynent information regardi ng non-
assigned clains to the patient or to soneone else after obtaining the
patient's pernission

C

Receive eligibility and deductible information currently on the Medicare
processi ng system (press 3).

D

Recei ve the nunber of pending and finalized clains that are currently on
file in the Medicare processing systemfor the caller's provider nunber
(press 4)



Wth this choice, the caller will be infornmed of the nunber of clains
Medi care is currently processing for himher, as well as the nunber of
clainms that have been conpleted to date.

D1
To receive the year-to-date anount paid to them by Medicare (press 4)
Cal |l ers who choose this option will receive the year-to-date anmount that

Medi care has paid to their provider nunber.

E

To receive information about the nost recent Medicare check on file for
their provider nunber (press 5).

Wth this choice, callers will be informed the check nunber, the date it
was issued, and the anopunt of the nobst recently issued check.

F

To repeat this nmenu (press 7).

The above is the current main nmenu. When calling, providers do not have
to listen to the entire nmenu if they know which nunber to press for their
choice. Callers can press that nunber at the beginning of the nenu and
will be imediately provided the information they need.

Benefits of the ARU

The ARU is avail able for extended hours. The hours of the ARU are:
7:30 a.m until 5:30 p.m on Monday

7:30 a.m until 6:30 p.m Tuesday through Friday.

When callers use the ARU, they have 15 minutes in which to get as much
data as they can. Callers don't have to wait for the pronpts to key their
information. All they need to do is start keying the data as soon as the
system answers, and it will provide themwi th the requested information
in an instant.

Cal l ers can change the provider nunber during the call, so that they can
obtain information for nultiple providers during a single call. Also,
they are able to change the patient's Medicare nunbers on the claim
status option. This allows themto receive status information for severa
claims during the sane call.

Exanpl es of ARU Speed Cal ling
Exanpl e One: Provider number with nuneric characters only.

Provi der nunber: 12345

Patient's Medi care nunber: 123456789A

Date of service of the claim January 1, 1997

You would enter: 12 12345 # 21 123456789 1 # 010197.....
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In sequential order, it would be:

Nunber/ Character Entered: 1
Description: Access to the ARU

Number/ Character Entered: 2
Description: You are telling the ARU that you are going to enter your
provi der nunber.

Nunber / Character Entered: 12345



Description: Your

Nunber/ Char act er
Description: You
of a claim

Nunber/ Char act er
Description: You

provi der nunber.

Entered: #
are telling the ARU that you are requesting the status

Entered: 21
are telling the ARU that you are going to enter the

patient's Medicare nunber

Nunber/ Char act er
Description: The

Nunber/ Char act er
Description: The

Nunber/ Char act er
Description: You

Entered: 123456789
patient's nine-digit Medicare nunber.

Entered: 1
al pha character "A" at the end of the Medicare nunber.

Entered: #
are telling the ARU that you have conpleted entering the

patient's Medicare nunber.

Nurber / Char act er
Description: The

Entered: 010197
date of service of the claim

Exanpl e Two: Provi der nunber that begins with a letter.

Nunber/ Char act er

Ent ered: Provi der nunber

Description: Al1234.....

Nunber/ Char act er

Entered: Patient's Medicare nunber

Description: 123456789T

Nunber / Char act er
Description: My

Nunber/ Char act er

Entered: Date of service of the claim
1, 1997

Ent ered: You woul d enter

Description: 12*21 1234 #21 123456789 5 # 050197

Look at this in sequential order:

Nunber / Char act er

Entered: 1

Description: Access to the ARU

Nunber/ Char act er
Descri ption: You
provi der nunber

Nunber / Char act er
Description: You
with a letter.

Nunber/ Char act er
Description: You

Entered: 2
are telling the ARU that you are going to enter your

Entered: *
are telling the ARU that your provider nunber begins

Entered: 2
are indicating the button on which the letter is |ocated



Nunber/ Char act er
Description: You

Nunber / Char act er
Description: The

Entered: 1
are indicating the position of the letter on the button.

Entered: 1234

remai ni ng nunbers of your provider nunber

Number/ Character Entered: 3
Description: You are telling the ARU that you have conpl eted entering
your provider nunber.

Nunber/ Char act er
Descri ption: You
of a claim

Nunber/ Char act er
Description: You

Entered: 2
are telling the ARU that you are requesting the status

Entered: 1
are telling the ARU that you are going to enter the

patient's Medicare nunber.

Nunber / Char act er
Description: The

Nunber / Char act er
Description: The

Nunber/ Char act er
Description: You

Ent ered: 123456789
patient's nine-digit Medicare nunber

Entered: 5

al pha character "T" at the end of the Medicare nunber.

Entered: #
are telling the ARU that you have conpleted entering the

patient's Medicare nunber.

Nunber/ Char act er
Description: The

Exanpl e Three:

Provi der nunber:

Patient's Medi care nunber:
Date of service of the claim

You woul d enter:

Look at this in sequenti al

Nunber / Char act er
Descri ption:

Nunber/ Char act er
Description: You
provi der nunber.

Nunber / Char act er
Description: You
with a letter.

Nunber/ Char act er
Description: You

Nunber / Char act er
Descri ption: You

Ent ered: 050197
date of service of the claim

Laboratory

L8355

123456789T

May 1, 1997

12*53 8355 #21 123456789 5 # 050197.. ...

order:

Ent er ed: 1

Access to the ARU

Entered: 2
are telling the ARU that you are going to enter your

Entered: *

are telling the ARU that your provider nunber begins
Entered: 5
are indicating the button on which the letter is |ocated

Entered: 3
are indicating the position of the letter on the button



Nunber/ Character Entered: 8355
Descri ption: The remaini ng nunbers of your provider nunber.

Nunber/ Character Entered: 3
Description: You are telling the ARU that you have conpl eted entering
your provider nunber.

Nunber/ Character Entered: 2
Description: You are telling the ARU that you are requesting the status
of a claim

Nunber/ Character Entered: 1
Description: You are telling the ARU that you are going to enter the
patient's Medicare nunber

Number/ Character Entered: 123456789
Description: The patient's nine-digit Medicare nunber.

Nunber/ Character Entered: 5
Description: The al pha character "T" at the end of the Medicare nunber.

Nunmber/ Character Entered: #
Description: You are telling the ARU that you have conpl eted entering the
patient's Medicare nunber.

Nunber/ Character Entered: 050197
Description: The date of service of the claim

Medi care Part B is dedicated to ensuring custoner satisfaction with our
services, and is continually striving for enhancenent. We greatly
appreci ate your feedback, comments, suggestions for inprovenent, or
concerns. Please send themto the foll ow ng address:

Medi care Part B

P. 0. Box 2078

Jacksonville, FL 32231

Att'n: Rita Sheppard
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ELECTRONI C MEDI A CLAI Ms
What's New for EMC?

Medi care's Free Gft: PC ACE Software

Medi care has a Free G ft for your nedical practice that will help you
recei ve claimpaynments faster and reduce adm nistrative costs - are you
i nterested?

PC- ACE El ectronic Clainms Subm ssion (EMC) software can save your nedica
practice tine and noney when filing insurance clains for paynent. PC-ACE
will:

- Reduce costs in purchasi ng HCFA- 1500 forns;

- Reduce costs for postage, as clainms are submtted w thout them (save
your stanps for other uses);

- Reduce tine spent conpleting insurance fornmns;



- Prevent paynment del ays because cleaner clainms will be submtted; and
- Lessen paynent floor delays, as clean electronic clains are paid on the
14t h day versus 27 days for paper clains.

Recei ve your free gift from Medicare that will provide nunerous benefits
to your nedical practice by contacting the Provider Electronic Services
(PES) area at (904)791-8767.
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Why Use El ectronic Media Cains?

El ectronic Media Clains (EMC) filing was created to enable providers' and
suppliers' clainms to be received at Medicare the sane day of

transm ssion. Due to increasing volunme of clainms being filed to Medicare
Part B, this is an ongoing effort to expedite paynents and to maintain
cost effectiveness to both Medicare carriers and Medicare providers. EMC
is rapidly changing to i nprove services and enhance features to better
serve all Medicare custoners.

There are several ways to submit clains electronically:

Systemto System - The conmputer you currently have in your office can be
used for this purpose. Upgrading your software and purchasing a nmodem (if
necessary) is all it takes.

Leased Terminals - These are avail abl e through conputer companies,

cl earinghouses and billing services.

Service Bureaus, Billing Services, and Cl eari nghouses - These are
conpani es that specialize in sending clains electronically to Medicare.
You can send your clains seven days a week, 24 hours a day. If you are a
participating provider, you can use the toll-free WATS line; if you are
non-participating, you only pay for any |ong-distance tel ephone charges
that apply.

In the past, only a few kinds of claim could be subnitted
electronically, but in the |last several years Medicare has expanded the
clainms to include:

- Al physicians' clains

- Ambul ance

- Anbul atory Surgical Center

- Anesthesia

- Chiropractic

- Dialysis

- Extended Care Facility/Skilled Nursing Facility
- Hospital (lnpatient & CQutpatient)
- I ndependent Laboratory

- Nursing Hone

- Opht hal nol ogi sts

- Optonetrists

- Physical Therapy

- Podiatry

- Portabl e X-Ray

- Psychiatric

- Radi ol ogy

- Third Party Prescription Drug

Sonme surgical clainms may be sent electronically. Call the Provider
Custoner Service departnment at (904) 634-4994 to find out if your
specific claimcan be submitted el ectronically.

If you are still filing clainms on paper claimforms, consider this!
Di sadvant ages to Paper C ai nms



- Higher adnministrative costs (i.e., stanps, envelopes, claimfornms). The
cost is estinated to be about $1.50 per claim

- 27 days processing tine for clean clains;

- Additional Devel opnent |etters;

- Manual posting of accounts receivabl e;

- No acknow edgnent of receipt of clains; and

- Additional staff.
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Advant ages to EMC Cl ai nms

- Less adninistrative cost. The cost is estimated to be about fifty cents
per claim

- 14 days processing tinme for clean clains;

- Fewer Additional Devel opnent letters;

- Electronic posting of accounts receivables (ERN) saving your office
time and noney;

- Confirmation report stating receipt of your clains;

- Elimnate possible keying errors - You key the clains, you're in
control

- Lines available 24 hours a day, seven days a week

- Toll-free access to sending clains for participating providers;

- Electronic eligibility information,;

- Electronic Rejects; and

- Certificate of Medical Necessity for Anbul ance and Chiropractor.
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CLI A Nunber Requirenments for Electronic C ains

The Health Care Financing Administration has nmandated that effective for
claims processed on or after January 1, 1998, clainms for clinica

di agnostic and physician office | aboratory services nust contain the 10-
digit Cinical Laboratory |Inprovenent Amendnents (CLIA) nunmber in the FAO
record, field 34, positions 164-178, of the National Standard Format.
Providers will be given a grace period from October 1, 1997 through
Decenber 31, 1997. During this time frame, providers will receive an

i nformati onal message on their remittance advice notices indicating the
upcom ng need for the CLI A nunber.

Tests perforned at nore than one CLIA lab for the sane beneficiary on the
same day must be subnitted on separate clains. Clains submitted with nore
than one CLI A nunmber will be rejected.

Begi nni ng January 1, 1998, |aboratory clains billed electronically with
either no CLI A nunber or a CLIA nunber formatted incorrectly will be
rejected with the nessage: INV/MSS CLIAL. This requirenent applies to
both physician office | aboratories and i ndependent clinical |aboratories.
Providers may start subnitting this information as soon as the capability
is devel oped in their software.

For additional information on CLIA conpliance, see page 8.
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Di nosaurs are extinct and paper clains soon will be. Before you becone an
exhibit at the history nuseum call (904) 791-8767 for nore information
on EMC
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Billions of taxpayer dollars are |lost annually to health care fraud and
abuse, money which should be paid to legitinmate providers and suppliers
for actual services provided to keep our seniors in good health. The



Medi care Fraud Branch (MFB) is aggressively dealing with these issues.

Pl ease report the following activities, or any fraudul ent and abusive
practices, to the Medicare Fraud Branch by phone, fax, or by mmil at the
foll owi ng:

Medi care Part B Provider lines: (904) 634-4994

Medi care Part A Provider lines: (904) 355-8899

MFB Fax Line: (904) 791-6716

Medi care Fraud Branch

P. O. Box 45087

Jacksonville, Florida 32231-0048

Pl ease include as nuch detail as possible including the name of at |east
one beneficiary who has been victim zed, or at |east the provider's nane,
address and code(s) at issue. You may renmi n anonynous and the
information will not be shared beyond | aw enforcenent entities. Al
reports are held in the strictest confidence, and the concerned

i ndividual will not be exposed

New Schene

Medi care Part B of Florida has been alerted to a new programin which a
conpany is offering Skilled Nursing Facilities and honmes a programto
deal with residents' urinary incontinence. The conpany offers a screening
service that evaluates residents for Permanent Urinary Incontinence
(PU), and offers recomendations for pharnmacol ogi c and behavi ora
managenent of this disorder. This programinvol ves the use of an
evaluation form performance of nmental tests and record-keeping. The
service provider evaluates patients, then requests that attending
physi ci ans approve the treatnent plan and recommendati ons. Renenber:
screening services are not a covered benefit, psychol ogical tests nust be
ordered by an attendi ng physician and must be related to the diagnosis
and managenent of nental disorders, and general hygi ene services and
supplies are part of the nursing care provided to residents which are
pai d under the SNF per-diemrate rei nbursement. Do not participate in
prograns designed to circunvent the reinbursenent rules and cause
duplicate paynent for services or paynent for services which woul d not be
consi dered nedi cally necessary.

New Trends for Dealing Wth Health Care Fraud
A fraud and abuse control program inplenmented by the Health and Human
Services' Ofice of the Inspector General, that cane as a result of the
Heal th I nsurance Portability and Accountability Act of 1996 netted
significant results during its first six nonths in operation. From
October 1, 1996, through March 31, 1997, a total of 1,353 O G sanctions
were inposed in the formof exclusions or civil recoveries on individuals
and entities for engaging in fraud or abuse of the Medicare or Medicaid
prograns. Also, alnost $937 nillion was recouped through both civil noney
penalties and False Clains Act civil settlenments by the O G This program
i nvol ves multiple special audits and investigations involving Mdicare
and Medicaid fraud and abuse.

Medi care & Medicaid Fraud Actions
- The owner of a set of Mam nedical offices pleaded guilty to one count
of conspiracy to commit health care fraud. He was sentenced to 18 nonths
i mprisonment and ordered to make restitution in the anount of $75, 000.
The owner was using individual physician provider nunbers to file for
services which were never rendered.
- Two Mani owners of a nedical corporation signed a settlenent agreement
in which they agreed to pay $904, 000 and to be permanently excluded from



participation in the Medicare program The two utilized their conpany to
subnit clainms for services which were never ordered by the indicated
referring physicians.

- Two South Florida nmen who were un-1licensed physicians were convicted in
a jury trial in Ft. Lauderdale. The two were associated with multiple
nmedi cal service providers and IPL's. They had al so been previously

i ndicted for subm ssion of false clainms, noney | aundering, and other

char ges.

- A hone health care provider indictnent in the Southern District led to
the suspension of five Medicare Part B providers for their participation
in this conspiracy and subsequent indictnent.
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I'n The News/FYI

- Col unbi a- HCA Heal t hcare Corporation, the nation's |argest health-care
conpany, is under investigation by the FBI for possible violations of
federal law. Questions raised relate to whether Col unbia padded bills to
the governnent, and to whether it violated physician self-referral |aws.

- A Wsconsin psychiatrist has to nake restitution in the anbunt of $2.4
mllion. The physician persuaded a patient that she suffered from
mul ti ple personality disorder and than billed her insurance carrier for
group psychotherapy for the 126 separate personalities.

- A Texas psychiatrist and his office manager were convicted of multiple

violations related to billing for services that were never rendered. The
psychi atrist was sentenced to nore than seven years in prison and ordered
to make restitution in the anmount of $3.9 million
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Ext ensi on of the Linitation on Paynent for Services to Individuals
Entitled to Benefits on the Basis of End Stage Renal Di sease (ESRD) Who
Are Covered by Group Health Plans (GHP)

Prior to enactnment to the Bal anced Budget Act (BBA) of 1997, Medicare
benefits were secondary to benefits payable under a GHP in the case of
individuals entitled to benefits on the basis of ESRD during an 18-nonth
coordi nation period. The coordination period begins with the first nonth
the individual is eligible for Medicare, whether or not the individual is
actually entitled or enrolled. Medicare is secondary during this period
even though the enployer policy or plan contains a provision stating that
its benefits are secondary to Medicare, or otherw se excludes or linmts
its paynents to Medicare beneficiaries.

Under this provision, the GHP nust be billed first for services provided
to a Medicare ESRD beneficiary. If the GHP does not pay for covered
services in full, Medicare my pay secondary benefits in accordance with
current billing instructions. This provision applies to all Medicare
covered itens and services (not just treatnent of ESRD) furnished to
beneficiaries who are in the coordination period.

Section 4631(b) of the BBA of 1997 permanently extends the coordination
period to 30 nonths for any individual whose coordination period began on
or after March 1, 1996. Therefore, individuals who have not conpleted an
18-nmonth coordi nation period by July 31, 1997, will have a 30 nonth
coordi nation period under the new law. Clains for primary paynent that
are submtted for applicable individuals during the 30-nmonth coordination



period will be denied paynent. This provision does not apply to

i ndi vi dual s who woul d reach the 18-nmonth point on or before July 31
1997. These individuals would continue to have an 18-nmonth coordi nation
peri od.
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Fi nd Sanctioned Provider Information on the Internet

The O fice of Inspector General (O G keeps public records of

i ndividual s/entities that are excluded fromrei nbursenment under Medicare
(Title XVI11 of the Social Security Act). This information is avilable on
the internet. Providers should visit ww. arnet.gov/epls/ for the list of
debarred, excluded, and suspended providers and entities. The website
will be updated daily.
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HCFA- 1500: Special Signature Requirenents (ltem 12)

A provider or physician or other supplier subnmitting a claimfor

di agnostic tests or test interpretations need not attenpt to obtain the
patient's signature or sign the claimon behalf of the patient if the
patient neither visits the provider or supplier nor is visited by a
representative of the provider or supplier in connection with the

servi ces.

For exanpl e, when the patient's physician draws a blood sanple at his
office and sends the bl ood sanple to an i ndependent |aboratory, the

i ndependent | aboratory should indicate "patient not physically present
for services" in Item 12 of the HCFA-1500 claimform The date nust al so
be indicated. For electronic clains subnission, indicate a "P" in either
the National Standard Format (DAO record, field 16.0, position 154) or
ANSI formats (Table 2, sequence-130, segnent - clm data el ement 10)

whi ch represents the sane or sinilar verbiage. If you are not famliar
with the appropriate field within your software, contact your software
support vendor.

Not e: This procedure does not apply to clainms submitted by a physician or
ot her supplier for services furnished in a nedical facility which is
visited by the beneficiary, or whose representative visits the
beneficiary, in connection with the services.
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Provi ders Can Rai se the Hi spanic Mammopgraphy Utilization Rate
Consi der these facts:

- Breast cancer is the npbst conmon cancer anmpng wonen and the second
| eadi ng cause of death anobng fenml es, according to the American Cancer
Soci ety.

- The incidence of breast cancer anbng Hi spani c women appears to be
rising at a rate three tines greater than for white wonen.

- Hispanic wonen with breast cancer have |lower five-year survival rates
than white wonen, mainly due to late detection

In Florida, Dade county holds the second-|argest Hispanic population in

the United States. As a result, the facts noted above denonstrate a dire
need for targeted outreach to educate beneficiaries of the inportance of
screeni ng manmogr aphi es. Though screeni ng mamogr aphi es have grown in



acceptance as a necessary preventive health nmeasure, barriers continue to
exist, particularly in the Hi spanic conmmunity. Providers have the ability
to increase the mamography screening rate and therefore reduce the

i nci dence of breast cancer nationw de: studies have shown that a | ack of
physi ci an recomendation is a significant barrier to manmmography anong
wonen of all ethnic backgrounds. By recomendi ng screeni ng mamography to
all female patients over age 50, providers, plans, and physicians can
significantly inpact this popul ation

Much work needs to be done. A 1995 report by Florida's Breast Cancer
Screening Force indicated that in Florida, the fourth nost popul ous state
in the nation) approximtely 945,000 wonen over 40 had never had a
mamogram and nore than a mllion wonen over 50 had not been screened
within five years. Anong the feral e Hi spani c popul ation, the mammography
rate falls short of the Health People 2000 goal of 60 percent anpbng wonen
over age 50.

St udi es have shown that in addition to a | ack of physician
recommendati on, barriers preventing screeni ng mammography anong Hi spanic
woren i ncl ude:

- The misconception that w thout synptons, there is no need to be
screened;

- Cost and/or lack of health insurance;

- Lack of access to manmography facilities;

- Fear of cancer detection;

- Language barriers; and

- Cultural beliefs and values that do not enphasize preventative nedica
care.

Fl orida Medical Quality Assurance, Inc. (FMQAI), the Medicare Peer Review
Organi zation in the State of Florida, the Medicare Beneficiary Education
and Qutreach area, and the American Cancer Society are conducting a
state-wi de project designed to increase the mammography rate anong fenmal e
Medi care beneficiaries. In addition, there will be a targeted canpai gn
that identified opportunities that m ght influence preventative health
behavi ors of Hispanic fenmal e Medi care beneficiaries and seeks to identify
key factors that m ght notivate such wormen to get a nmanmmopgram

"It is vital that physicians encourage their patients to undergo
screeni ng mamography if we are to reduce the breast cancer rate in
Florida," said FMQAI's Principal Cinical Coordinator Luis Mranda, MD.,
M P.H "Anpong Hispanic patients, cultural barriers nust be addressed.”
FMQAI ' s st ate-w de manmography project will be in the intervention stage
from October 13 to December 15, coinciding with October's designation as
Breast Cancer Awareness Month. All providers are encouraged to stress the
i nportance of screening manmography to their female patients. |f you have
questions, or if you would |ike any mammography pronotional materials,

pl ease call FMQAl at (813)- 354-9111.
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How to Correctly Reassign Benefits

If you are an existing Medicare provider who is contracting with an
entity and you want your benefits reassigned to the entity, you should
obtain a HCFA 855 form and conpl ete sections 1D, 2, 13, 14, 16, 18 and
19. If the entity does not have an existing Medicare provider nunber they
must al so obtain and conpl ete the HCFA 855 formregardl ess of whether a
provi der nunber is being requested.

If you are an existing Medicare provider and are enpl oyed by an entity
whi ch has an existing Medicare nunber (e.g., a group), you should

conpl ete the HCFA 855G formto reassign your benefits to this entity. If
the entity does not have an existing Medicare provider nunber they nust



al so obtain and conplete the HCFA 855 formregardl ess of whether a

provi der nunber is being requested by the entity.

If you are a new provider who has never obtained a Florida Medicare

provi der nunber, you should obtain and conplete the HCFA 855 form If you
woul d like to reassign your benefits, the guidelines |listed above should
be foll owed.

Applications, HCFA 855 forns, HCFA 855G fornms and HCFA 855C forns (HCFA
855C formis for changes to an existing provider) nay be obtained by
calling the Medicare Part B Provider Custoner Service departnent at (904)
634-4994.
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Reassi gnment of Benefits to Staffing/Billing Agencies

It has been brought to the Health Care Financing Adm nistration's
attention that entities which are not eligible to receive Mdicare
paynent have been enrolled as providers or suppliers and have received
billing nunbers. In addition, certain physicians have been allowed to
reassign their benefits to those entities that were not eligible to
recei ve reassigned Medicare paynents. This situation seens to be
occurring primarily when the ineligible entity is entering contractua
arrangenments with a hospital to provide nedical services.

The nost clear exanple is one in which an organi zation, such as a
staffing/billing agency, has a contract with a hospital to provide

ener gency room services. The agency subcontracts with physicians to
service the enmergency room Since all the services furnished by the
physi ci ans are not rendered on the physical prem ses of the staffing
organi zation, the staffing organizati on does not neet the definition of a
health care delivery system (see section 1842 (b) (6) of the Social
Security Act, 42 U S. Code Section 1395u(b)(6) and 42 C.F. R Section
424.80(b). In such an arrangenent, the staffing organization is not
eligible to receive paynent unless it neets one of the exceptions to the
prohi bition on reassi gnnent of benefits as specified in Section 3060 of
the Medicare Carrier Mnual

The Health Care Financing Adnministration's interest is not only to insure
that proper paynent is nmade but, that the physician, who is accountable
to the Medicare program is fully aware of the services billed and
paynments made on his or her behal f. For physicians who use a billing
agent and wi sh to review his/her billing records, the billing agent nust
meke this information avail able and accessible to the physician who
rendered the services. For physicians who have reassigned their benefits,
this information should be nade available fromthe group who receives the
reassi gned benefits.

We wish to alert individual physicians, group practices, billing agencies
and staffing organizations to this situation and the need to take action
where necessary, to come into conpliance. The Health Care Fi nancing

Admi ni stration has been working with a nunber of the major staffing
organi zations in order to assist themin conplying with the | aw and
regulation while at the sane tinme ensuring that Medicare beneficiaries
continue to receive access to nedical services.

I ndi vi dual physicians, group practices, billing agents and staffing
organi zati ons shoul d eval uate existing reassi gnnent arrangenents to
deternmine if these types of non-conpliant arrangenents exist, and if so,
contact the Medicare Part B Provider Customer Service departnent at (904)
634- 4994 to determ ne what action needs to be taken
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Deducti bl e Information Avail able in New Flyer

The Beneficiary Education and Qutreach Departnment has produced a flyer
that answers the npbst conmon questions about Medi care deducti bl es. Sone
of the information in the brochure includes the follow ng:

Q
What is the Medicare deducti bl e?
A

The Medi care deductible is the ambunt you as the patient or beneficiary
wi |l pay before Medicare can begin paying for services covered under the
program The amount of the deductible for Medicare Part B is $100 per
year.

Q

How do | pay ny Medicare deducti bl e?
A

Never mail a check to Medicare! For Medicare Part B, noney is applied
towards the deductible fromthe first claims) that finish processing
after the begi nning of each new year.

Q

If | do not receive physicians' services or supplies during the year, do
I still have to pay the Medicare deductible?

A

No. You only pay towards the Medicare Part B deductible if you have
recei ved physicians' services or supplies during the year.

Q

How do | know if ny deductible has been net?

A

Al ways read your Medicare Summary Noti ce.

For Medicare Part B, generally, your first fewvisits to a doctor or
supplier during the new year will be applied to your deductible.

Q

On January 15, | saw Dr. Smith and paid him $100 for ny Part B
deductible. On January 25th, | saw Dr. Jones. | told himl had al ready
paid ny deductible to Dr. Smith. Later, | got a bill fromDr. Jones that
stated the deductible was taken fromhis claim What happened?

A

The claimfromthe second doctor you saw (Dr. Jones) finished processing
before the claimfromDr. Smith. Your deductible was taken fromthe first
claimthat finished processing. Dr. Smith, the doctor you saw on January
15th, owes you a refund and you may owe that refund to Dr. Jones.

The brochure contains other information about Medicare deducti bl es.
Copi es can be ordered by calling the Provider Custoner Service departnment
at (904) 634-4994.
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Random Revi ew of E&M Servi ces Begi ns Novenber 1997

Begi nning in Novenber 1997, all Medicare Part B carriers will conduct
random prepaynment reviews on certain Eval uation and Managenent (E&M
services for a particular date. The Health Care Fi nancing Admi nistration
wi | | designate which E&M service or services will be reviewed each nonth.



The purpose of this reviewis to ensure the correct use of E&M procedure
codes ampong all providers who bill for those services and to ensure
services rendered are nedically necessary. Medicare Part B cannot rel ease
to any provider the dates or codes that will be affected by the review
One or nore E&M procedure codes will be reviewed during each nonth. Wen
a provider's service or services are randomy sel ected for prepaynent
review, Medicare Part B will send a letter to the provider to request
supporting docunentation. Please be sure to send this supporting
docunentation i mediately; as usual clains will be denied paynent if
docunmentation is not received in a tinely manner. At this tine, do not
send docunentation for E&M claims unless it is requested!

E&M document ati on gui delines were published in the September 1997

Medi care B Update Special |ssue: Docunentation Cuidelines for Eval uation
and Managenent Services.

Advance Notice Information

Advance notice and waiver of liability are applicable to E&M servi ces.
See "Advance Notice Requirenent" on page 4 for conplete information about
advance notice and waiver of liability.
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UPIN Directory Avail abl e on CD- ROM
The CD-ROM version of the UPIN directory is available upon request. The
directory is a conplete national UPIN listing, current through August

1996. Updates will be issued at a |ater date. Since there is alinted
anount (170 copies to be exact), they will be sold on a first cone first
serve basis. The cost will be $14.00

Syst em Requi renent s
The followi ng configuration is needed to use this CD-ROM di sc:

- An IBM PC/ AT or PS/2 or conpatible with 640 KB RAM ( (520 KB base
menory available after CD-ROM drive installed).

- M5-DOS version 3.1 or |later and W ndows 95.

- CDOROM drive with Mcrosoft Ms-DOS CD- ROM extensions. Version 2.0 or
| ater capable of reading | SO 9660 format.

To order your conplete CD ROM version, nmake checks payable to Blue Cross
Bl ue Shield of Florida (Account # 754-250) and mail to the follow ng
addr ess:

Medi care Regi stration

532 Riverside Ave

14 Tower

Jacksonville, Florida 32207

Attn: Tawny Stewart, UPIN Coordi nator

The CD is avail able through the Governnment Printing Ofice(GPO for

$28. 00. The contact person for GPO sales is Esther Ednonds at (202) 512-
1530. Pl ease refer to stock nunber 017-060-00601-3 when requesting your
CD directory from GPO.
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Physi ci an Coerci on

Dur abl e Medi cal Equi pnent Regional Carrier (DMERC) Certificates of

Medi cal Necessity (CMNs) have two sections that require physician input.
Section B has questions concerning the nmedical condition of the patient,
the answers to which guide the DVERC as to the nedical necessity of the
item being ordered. The other section is for the signature of the
physician, attesting to the accuracy of the answers in Section B. The



supplier is neither permtted to conplete Section B nor tell the
physi ci an what answers to give. Suppliers have been known to engage in
such activity and even coerce physicians into changing their answers in
Section B. Incidentally, Section C of the CMWN is supposed to be conpl eted
by the supplier before the physician signs the docunent, and is supposed
to list the charges for the equi pnent being ordered.

I f physicians becone the target of coercive pressure or harassnent by
suppliers to justify through their orders or CWNs, nedical equipnent
which is being directly marketed to their patients, they are encouraged
not to betray their better nedical judgment by acquiescing to such
pressure, and reporting this behavior to the foll owi ng DVERC contact:

DVERC Program Integrity Departnment Provider Hotline: (803) 788-5414.....
Physi ci ans are al so encouraged to request copies of the rel evant DMERC
medi cal policies directly fromthe supplier of the itens in question, or
they may contact the manager of the Professional Relations Departnent of
the DMERC, Jean Gaddy, for this material at (803) 735-1034, ext. 35707
Physi ci ans may al ways di scuss aspects of nedical policy concerning
coverage of this equipnent with the DMERC nedi cal director, Paul D.
Met zger, M D., at (803) 735-1034, ext. 35706
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| MPORTANT ADDRESSES

CLAI MS SUBM SSI ONS

Rout i ne Paper Cl ains

Medi care Part B

P. O Box 2525

Jacksonville, FL 32231-0019
Participating Providers

Medi care Part BParticipating Providers
P. O. Box 44117

Jacksonville, FL 32231-4117
Chiropractic C ains

Medi care Part B Chiropractic Unit

P. O Box 44067

Jacksonville, FL 32231-4067

Anmbul ance C ai s

Medi care Part B Anbul ance Dept.

P. O Box 44099

Jacksonville, FL 32231-4099

Medi care Secondary Payer

Medi care Part B Secondary Payer Dept.
P. O Box 44078

Jacksonville, FL 32231-4078

ESRD Cl ai s

Medi care Part B ESRD Cl ai ns

P. 0. Box 45236, Jacksonville, FL 32232-5236

COVMUNI CATI ONS

Revi ew Requests

Medi care Part BCl ai n8 Revi ew
P. O Box 2360

Jacksonville, FL 32231-0018
Fair Hearing Requests



Medi care Part B Fair Hearings

P. O Box 45156

Jacksonville, FL 32232-5156

Admi ni strative Law Judge Heari ng
Admi ni strative Law Judge Heari ng
P. O Box 45001

Jacksonville, FL 32231-5001

St atus/ General Inquiries:

Medi care Part B Correspondence

P. O Box 2360

Jacksonville, FL 32231-0018

Over paynent s

Medi care Part BFi nancial Services
P. O. Box 44141

Jacksonville, FL 32231-0048
DURABLE MEDI CAL EQUI PMENT ( DMVE)
DME, Orthotic or Prosthetic Clains
Pal mett o GBA

Medi care DMERC Oper ati ons

P. 0. Box 100141

Col unbi a, SC 29202-3141

ELECTRONI C MEDI A CLAI M5 ( EMC)

EMC Cl ai ms, Agreenents and lnquiries
Medi care ED

P. O Box 44071

Jacksonville, FL 32231-4071

MEDI CARE PART B ADDI Tl ONAL DEVELOPNVENT
Wthin 40 days of initial request:

Medi care Part B Clains

P. O Box 2537

Jacksonville, FL 32231-2537

Over 40 days of initial request:

Submit the charge(s) in question, including information requested, as you
woul d a new claimto:

Medi care Part B Cl ains

P. O Box 2525

Jacksonville, FL 32231-0019

M SCELLANEQUS

Fraud and Abuse

Medi care Fraud Branch
P. 0. Box 45087
Jacksonville, FL 32231

Medi care Clains for Railroad Retirees:

Met raHeal t hRRB Medi car e

P. O Box 10066

Augusta, GA 30999-0001

Provi der Change of Address:

Provi der Regi stration DepartnmentBlue Cross Blue Shield of FloridaP. O
Box 41109Jacksonville, FL 32231-1109

and

Medi care Registration



P. O. Box 44021

Jacksonville, FL 32231-4021

Provi der Educati on:

For Educational Purposes and Revi ew of Customary/Prevailing Charges or
Fee Schedul e: Medi care Part BProvi der Education DepartnmentP. O Box
2078Jacksonville, FL 32231-0048

For Sem nar Registration:

Medi care Part BProvi der Educati on Depart nent

P. O Box 45157

Jacksonville, FL 32231

Lim ting Charge |ssues:

For Processing Errors:

Medi care Part B

P. 0. Box 2360

Jacksonville, FL 32231-0048

For Refund Verification
Medi care Part B

Conpl i ance Monitoring

P. 0. Box 2078

Jacksonville, FL 32231-0048

Provi der Participation and G oup Menbership |ssues;

Witten Requests for UPINs, Profiles & Fee Schedul es:
Medi care Regi stration

P. O. Box 44021

Jacksonville, FL 32231
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Medi care Regi stration Applications

The Health Care Financing Adm nistration (HCFA) has issued three new
types of enrollnment applications. Gven below are the three types of
applications and their appropriate use. Providers should obtain these
applications and start using them i mredi ately.

HCFA 855 CGeneral Enrol | nent
HCFA 855C Change of Enrollnment Information
HCFA 855G | ndi vi dual Group Menber Enrol | nent

Copi es of the HCFA 855C and 855G can be found on pages 53-65 of the
Sept enber/ Cct ober 1997 issue of the Medicare B Update! In addition, al
three forms may be obtained by calling our Provider Custonmer Service
departnment at (904) 634-4994, or downl oaded fromthe Florida B-Line
Bul l etin Board System (BBS).

HCFA 855 General Enroll nent

The HCFA 855 is a Medicare CGeneral Enrollnent Application for providers
to obtain a Medicare provider nunber or a satellite office for providers
al ready enrolled. This application should also be used to update
information. If the updates to a providers practice are itens included on
the HCFA 855C, that application may be used instead of the HCFA 855. This
application should also be used for providers to inform Medi care of

addi tional practice settings.



This application replaces one which is very simlar and is currently in
use. The new HCFA 855 shows HCFA (5/97) in the lower left corner. Were
the one currently in use shows OVB Approval No 0938-0685 in the | ower
left corner. Providers should request, becone famliar with and start
using the new application. No other application is acceptable.

HCFA 855C Change of Enrollnment Information
The new HCFA 855C shoul d be utilized when providers need to nmake changes
to their existing Medicare files. |If providers need to update their nane,

specialty, E-Mail address, practice |ocation address, billing agency
address, pay to address, mmiling address, pricing locality, tel ephone
number, fax nunmber, or deactivate (cancel) a Medicare billing nunber,

they shoul d conplete the HCFA 855C. If information is being updated which
is not |isted above, the provider should conplete the appropriate
section(s) which contains the changed i nformation) of the HCFA 855
(general enrollment application) and sign the certification statenent.

If a provider does not wish to conplete the HCFA 855C and has one or nore
of the changes listed above, they may request the change(s) in witing.
The letter requesting the change(s) nmust be on letterhead with the
provider's (or authorized representative's) original signature. If
requesting a change to a physical address, the request nust include a
copy of the city and/or county occupational |icense. The signature on the
letter will be conpared to the signature we have in the provider's file.
If it does not match or if we do not have a signature on file, the
request will be returned requesting that the HCFA 855C be conpl eted prior
to nmeki ng the change.

HCFA 855G I ndi vi dual Group Menber Enrol | nent

The HCFA 855G shoul d be used when an individual provider is joining a
group practice. If an individual provider is joining a group and both the
group and the individual are currently enrolled in the Medicare Program
the individual nust conplete only the HCFA 855G |f the individual is not
currently enrolled in the Medicare Programand is joining an existing
group practice, they nust conplete the HCFA 855 AND t he HCFA 855G

I mportant Note: Effective inmediately Medicare Part B of Florida will no
| onger accept the Florida Reassignnent of Benefits (the green and white
form). Providers nmust conplete the HCFA 855G

Conpl eted forms nust be sent to the foll owi ng address:

Medi care Regi stration Departnent

P. O Box 44021

Jacksonville, FL 32231-4021
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