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Do Not Bill Tenporary Lab Panel Codes Until July 1, 1997

Several new panel codes which include clinically rel evant

groupi ngs of automated nmultichannel tests were recently approved
by the American Medical Association's Current Procedura
Term nol ogy board for 1998. HCFA has decided to permt billing of
the new | ab panel s and has devel oped four new tenporary codes to
use for services rendered fromJuly 1, 1997, through Decenber 31
1997.

The new tenporary codes are:

(0095 Hepatic Function Panel A
G0096 Basic Metabolic Panel

@0097 El ectrol ytes Panel

30098 Conprehensi ve Metabolic Panel

Medi care was schedul ed to accept the codes on April 1, 1997, and
sonme providers were nmade aware of the new codes by their nedica
soci eties and other professional groups. But the inplenentation
of these codes requires extensive changes to Medicare's
processing system As a result, the effective date for G0095-
@0098 has been changed to July 1, 1997.

Cl ai ns received contai ning procedure codes Q0095- 30098 for
services rendered before July 1, 1997, will be deni ed paynent due
to the use of invalid procedure codes. See page 24 for

i nformati on about policy and reinbursenent for procedure codes
G0095- G0098.
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What's New

Upcom ng Medi fest and Specialty Sem nars

The next three Medi fest sem nars have been schedul ed as foll ows:
City Dates

West Pal m Beach June 17-19

Ol ando August 12-14

M am Sept enber 16-18

Specialty sem nars have been schedul ed for the foll ow ng
| ocati ons:

City Dates

Ft. Lauderdale May 12-13

M am May 14-15

West Pal m Beach June 16 and 19

Jacksonville June 24-26

Ol ando August 11 and 14
Ft. Myers August 19-20

M am Sept enber 15 and 18
Tanpa Sept enber 23-25

Specialty sem nars topics include:

E/'M FMR Dernmatol ogy Ambul ance Radi ol ogy | PL Portabl e X-Ray

Vi si on Clinical Laboratory/ Pathol ogy
Thor aci ¢/ Car di ovascul ar Surgery Gastroent er ol ogy Ur ol ogy
Nephr ol ogy Mental Health ASC Chiropractic Ot hopedi cs

Podi atry Der nat ol ogy

For a conplete schedule and registration informati on, see page 5
of this Update!
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A Physician's Focus

Restoring Good Health to the Medicare Program

As the next century approaches, Medicare is facing the specter of
financial ill health. However, with a proper diagnosis, a good
prognosis is possible. As the Florida Medicare carrier, we work
closely with the federal government to hel p make sure Medicare is
getting the "treatnent” it needs to restore good health to the
program What is this "treatnent”"? It's as plain as commpn sense
and as sound as good mnedi ci ne.

It is founded on nmaking sure Medicare covers only treatnments that
are nedically necessary, so patients can get the care they need
while rooting out fraud, waste and abuse. Applying this treatnent
now hel ps patients today and protects the program for tonorrow
After practicing famly nmedicine for 30 years, it's nowny job to
hel p see that Medicare patients have coverage for the quality
care they need and deserve without squandering their lifetinme of
har d- earned dol | ars.

The synptons of the problemare easy to see. Since the inception
of the Medicare programin 1966, health care costs have risen
dramatically. According to statistics provided by the Health Care
Fi nanci ng Administration (HCFA), the federal agency that manages
Medi care, national health care expenditures per person were $247
in 1967; by 1994, these expenses had risen to $3,510 per person
In 1995, total HCFA program outlays were $249 billion
representing 16.4 percent of the total federal budget.

Medi care expenses are growing faster than the deficit. Mbst
experts agree that if such growh continues, the Medicare program
wi |l not have the fiscal strength to endure rising health care
costs and the flood of new "baby booner" enrollees beginning in
2010.

These are serious synptons, but the good news is that they are

al ready being "treated". In Government Prograns, we are keeping
Medi care focused on good nedici ne and cutting fraud, waste and
abuse. In fiscal year 1996 we saved approxi mately $475 nmillion

t hrough our efforts a return of alnost $20 for every dollar
spent safeguardi ng the Medicare program W al so hel ped educate
seniors on protecting their Medicare identification nunbers, how
to get information on current scans, and how to detect and report
suspected fraud.

By continuing these "treatnents” of providing access to quality
care through Medicare while fighting fraud, waste and abuse, the

programis financial ills can be cured. Patients can face the next
century confident that the programthey rely on to cover their
health care needs will itself enjoy rosy good health.

Si ncerely,

Sidney R Sewell, MD.



Medi cal Director
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Advance Notice Requirenent

Medi care Part B allows coverage for services and itenms which are
nmedi cal | y reasonabl e and necessary for the treatnent/di agnosis of
the patient. For sonme services, to ensure that paynment is nmade
only for nedically necessary services or items, coverage nay be
limted based on one or nore of the follow ng factors (this is
not an inclusive list):

Note: The following information applies to all articles in this
publication referencing services which nust neet nedica
necessity requirenents (e.g., services with specific diagnosis
requi renents). Providers should refer to this information for
those articles which indicate that "advance notice" applies.
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
docunent ati on supports the nedical 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 timefrane for which the service may
be covered).

In cases where the provider believes that the service or item may
not be covered as nedically reasonabl e and necessary, an
accept abl e advance notice of Medicare's possible denial of
payment must be given to the patient if the provider does not
want to accept financial responsibility for the service or item
The advance notice nust nmeet the follow ng requirenents:

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

The notice nmust include the patient's nanme, date(s) and
description of the service or item and the reason(s) why the
service or itemmay not be considered nedically reasonabl e and
necessary (e.g., service in 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 nmust be signed and dated by the patient indicating
that he assunes financial responsibility for the service if it is
deni ed paynment as not nedically reasonabl e and necessary for the
reason(s) indicated on the advance noti ce.



VWhen a patient is notified in advance that a service or item may
be denied as not nedically necessary, the provider nust annotate
this information on the claim (for both paper and el ectronic
clains) by reporting procedure code nodifier GA with the service
or item The advance notice form should be maintained with the
patient's nedical record.

Failure to report nodifier GA in cases where an appropriate
advance notice was given to the patient may result in the

provi der having to assune financial responsibility for the denied
service or item
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General Information About the Medicare B Update!

Articles included in each Update! represent formal notice that
speci fic coverage policies either have or will take effect on the
date given. Providers who receive each issue are expected to
read, understand, and abide by the policies outlined in this
docunent to ensure conpliance with Medi care coverage and paynent
gui delines. Medicare Part B of Florida maintains 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
noti ce regardi ng coverage of a specific service and the financia
liability for it.

The Cover age/ Rei mbursenent section includes information on
general and specific Part B coverage guidelines. A Cenera

I nformati on section includes the latest information on topics
which apply to all providers such as limting charge, correct
coding initiative, etc. The renminder of this section includes

i nformati on 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 (A0000-29999),
Anest hesi a/ Surgery (00100-69999), Di agnostic Tests (70000-89999),
and Medi ci ne (90000-99999).

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. Providers who nmeet this criteria are sent one
conplinmentary copy of that issue. Production, distribution, and
postage costs prohibit us fromdistributing a copy of each issue
to each provider's practice settings. This primarily affects
menbers 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 menbers. If additional copies are needed, there are two
options: purchase a separate annual subscription for $125 (order
formon page 88), or download the text version fromour on-1line
service, the B LINE BBS (see page 44 for nore information).

Medi care Part B of Florida uses the same nmailing 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 Change of Address form nust be conpleted in the
event of relocation. See page 42 for a copy of this form
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General |Information
Advance Notice Required for Six or Myre Surgical Procedures

Mul ti pl e surgical procedures performed on the sanme day or during
the sane operative session by the sane physician are covered and
their allowance is based

on:

100 percent of the fee schedul e amobunt for the primary procedure
(procedure with the highest relative val ue);

50 percent of the fee schedule for the second through fifth
procedures; and

"by report" for the sixth and subsequent procedures.

When filing clainms for nultiple surgical procedures, the prinmary
procedure should be billed by itself and the subsequent
procedures should be billed with procedure code nodifier 51. To
determine the primary procedure, physicians may refer to their
fee schedul e books. The procedure with the hi ghest fee schedul e
al l omance (highest relative value unit) would be the primary
procedure.

The operative report nust be included with the claimwhen six or
nore multiple surgical procedures are perforned. In addition,
when six or nmore nultiple surgical procedures are perfornmed, an
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.

Advance Notice Requirenent

Applies to nmedical necessity guidelines (see page 4).
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ICD-9 Specificity Updates

Ef fective imediately, the follow ng diagnoses for which these
procedures may be covered have been updated to the highest |eve
of specificity (fifth digit).



93312: Transesophageal Echocardi ogram

Del et ed Added
Publ i cati on

278.0 278. 00-278. 01
31)

415.1 415. 11-415. 19

82746: Folic Acid

Del et ed Added
Publ i cati on

242.0-242.9 242.00-242.91
1996 (page 25)

72141-72158: MRl of the Spine

Del et ed Added
Publ i cati on

724.00-724.7 724.00-724.70
(page 57)

015.0 015. 00-015. 06

70551-70553: MRl of the Brain

Del et ed Added
Publ i cati on

013.0-013.3 013.00-013. 36
1997 (page 55)

72192-72194: CT of the Pelvis

Del et ed Added
Publ i cati on

719. 4 719. 45
(page 58)

Pr evi ous

Sept/ Cct 1995, (page

Pr evi ous

Jul y/ August

Pr evi ous

Mar ch/ April 1997

Pr evi ous

Mar ch/ Apri

Pr evi ous

March/ April 1997

In addition, the foll owi ng di agnoses have been added to the I|ist
of di agnoses for which CT of the pelvis may be covered:

789. 03 789. 04
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Fragment ati on of Correct Code Pairs

Based on a review of clainms data, it has cone to the attention of
Medi care Part B of Florida that certain providers have been
reporting procedure code pairs identified under the Correct
Coding Initiative on separate clains for the sane date of

service. This practice is referred to as fragnmented billing. As a
rul e, providers should not fragnment bills. Al services for a
single patient, for the same date of service should be subnitted
on a single claim

Under the Correct Coding Initiative, paynent is not made for a
service which is considered a conponent of a nore conprehensive
procedure. Therefore, the conponent service should not be billed
in addition to the conprehensive service. Wen the fee schedul e
al l omance for the conprehensive procedure is greater the the fee
for the conprehensive procedure, an overpaynent will occur when
t he conponent procedure is processed first.

For exanpl e, when the follow ng procedure code pair is billed on
separate cl ainms, an overpaynent w |l occur when the conponent
code is processed first.

Code Fee Schedul e Anmount (Loc. 4)
Conponent Code 93642 $726. 38
Conpr ehensi ve Code 93640 $625. 05
Over paynent Amount $101. 33

Medi care Part B of Florida will request refunds on overpaynments
due to fragnented billing.

For nore information on the Correct Coding Initiative, refer to
page 13 of the March/April 1997 Medi care B Update!
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page 14
Use of the 58 Modifier (Staged Surgical Procedures)

This article is to remind providers of Medicare's policy for the
use of nodifier 58 (staged or related procedure or service by the
same physician during the postoperative period). This nodifier is
used to all ow paynent of a surgical procedure during the post-
operative period of another surgical procedure because the
subsequent procedure:

was pl anned prospectively at the time of the original procedure;
or

was nore extensive than the original procedure; or

was for therapy follow ng a diagnostic surgical procedure.



However, the existence of the nodifier 58 does not negate the

gl obal fee concept. Services which are included in the

Physi cian's Current Procedural Term nology (CPT) as nultiple
sessions or are otherw se defined as including nultiple services
or events may not be billed with this nodifier. An exanple of
this is Moh's micrographic surgery (procedure codes 17304-17310),
which is by definition staged surgeries. As another exanple,
procedure codes 67141, 67145, 67208, 67218, 67227 and 67228 may
not be billed with the 58 nodifier during the global period of
the sane service to permt billing and paynment for each session
as if it were not part of the gl obal service.

If the description of a procedure code is for one or nore
services, the Medicare fee schedul e was establi shed based on the
total procedure. Separate reinbursenent will not be made for each
segnment of the procedure.

If nore than one physician is involved in a staged procedure,
each physician nmust submit the claimusing nodifier 52 (reduced
services); the claimis subject to individual consideration

Sone providers are circunventing this policy by using the 79
nodi fier (unrelated procedure or service by the same physician
during the postoperative period) for additional sessions of
staged (or serial) procedures. This is inappropriate.
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HCPCS Codes
A0320- A0999: Local Medical Review Policy for Anbul ance Services

The Local Medical Review Policy for Anbul ance Services has
recently been revised to facilitate consistency between our
Medi care Part A and Part B Prograns. Additionally, this policy
has expanded the nedical necessity requirenents and provi ded
further definition to the term"bed confined.” This revised
policy is effective for clains processed June 16, 1997, and
after.

Policy Introduction

The Medi care program includes an ambul ance benefit. Covered
services may be provided either by a freestandi ng anmbul ance
supplier or a participating Part A provider such as a hospital or
skilled nursing facility. Three basic requirenents nust be nmet
for ambul ance services to be covered:

The anmbul ance and crew nust neet specific requirenments outlined
in the Medicare Carriers/Internedi ary Manual

The transportation nust be nedically reasonabl e and necessary as
outlined in the Medicare Carriers/Intermediary Manual . This
requires that other nmeans of transportation be nedically



contraindicated, in other words, that the patient cannot be
safely transported by any other neans.

The origin and destination requirenments outlined in the Medicare
Carriers/Internedi ary Manual nust be net.

HCPCS Codes

A0320 Ambul ance service; basic Iife support (BLS), non-emergency
transport, supplies included, m|eage separately billed

A0322 Anbul ance service; basic |life support (BLS), energency
transport, supplies included, mleage separately billed

A0324 Anbul ance service; advanced life support (ALS), non-
enmergency transport, no specialized ALS services rendered,
suppl i es included, ni| eage separately billed

A0326 Anbul ance service; advanced |ife support (ALS) non-
enmergency transport, specialized ALS services rendered, supplies
i ncl uded, m | eage separately billed

A0328 Anbul ance service; advanced life support (ALS), energency
transport no specialized ALS services rendered, supplies
i ncluded, mileage separately billed

A0330 Ambul ance Service; advanced life support (ALS), energency
transport, specialized ALS services rendered, supplies included,
m | eage separately billed

A0380 Basic |life support (BLS) nileage, per mle
A0390 Advanced |ife support (ALS) m | eage, per mle

A0420 Anmbul ance waiting time (ALS or BLS), one half hour
i ncrenents

Waiting Tinme Table

Units Ti me
1/2 to 1 hour
1 to 1-1/2 hours
1-1/2 to 2 hours
2 to 2-1/2 hours
2-1/2 to 3 hours
3 to 3-1/2 hours
3-1/2 to 4 hours
4 to 4-1/2 hours
4-1/2 to 5 hours
0 5to 5-1/2 hours

P OO0O~NOOA,WNE

Origin and Destination Mdifiers



D Di agnostic or therapeutic site other than "P" or "H' when these
are used as origin codes

E Residential, domcilliary, custodial facility
G Hospital -based dialysis facility (hospital or hospital-rel ated)
H Hospi t al

| Site of transfer (e.g., airport or helicopter pad) between
nodes of ambul ance transport

J Non-hospital based dialysis facility
N Skilled Nursing Facility (SNF)

P Physician's office (includes HMO non-hospital facility, clinic
etc.)

R Resi dence
S Scene of accident or acute event

X* Internedi ate stop at physician's office en route to the
hospital (includes HMO non-hospital facility, clinic, etc.)

* Destination code only

QM Anmbul ance service provi ded under arrangenent by a provider of
services

N Anbul ance service furnished directly by a provider of services

I ndications and Linmtations of Coverage and/or Medical Necessity

Situations in which a patient is considered to be in a life-

t hreat eni ng/ acute condition or not able to be safely transported
by ot her than an anbul ance cannot be exhaustively defined. Nor
can these "conditions" be represented accurately by the current

| CD-9 diagnosis coding structure. Therefore, the conditions and

| CD-9 diagnosis codes |listed bel ow are used as exanples, and only
to assunme that the patient neets the above coverage requirenents
during routine clains processing.

The Carrier and Internmediary reserve the right to validate
coverage based on the narrative description of the patient's
condition and pertinent physical objective findings of the crew s
pati ent assessment on a pre- or post-paynent basis whenever it
deens necessary to ensure appropriate paynents.

Sonme of the npbst common situations which suggest transportation
by anmbul ance was nedically indicated are |isted bel ow fol | owed by
a listing of 1CD-9 codes upon which the carrier and internediary
wi |l presune nmedical necessity on a prepaynent basis. In no case
will transportation be reinbursed if the patient could have been
transported by any ot hers neans.



Emer gency Transports

The patient's condition necessitated energency care and resulted
froman acute injury or illness in which the patient was left in
an unstable condition. Exanples include a patient that has had a
maj or bone conpound fracture where bl eedi ng and signs of shock
are present, a patient who has suffered a serious cardi ac event
where bl ood pressure and pul se are unstable, and a patient who
has suffered nultiple trauma and a spinal cord injury is

suspect ed.

The patient needed to be restrained to prevent injury to hinself
or others (e.g. conbative, abusive, convul sive).

The patient was unconscious, unable to respond to stimuli.

The patient was in shock as evidenced by sone of the follow ng
signs and synptons secondary to the patient's condition: Blood
pressure of |ess than 90/60, Pulse 100 or -, Respiration's
greater than 24, significant changes in nmental status, cold
and/ or cyanotic skin, excessive perspiration.

Emergency measures or treatnment were required (e.g.
adm ni stration of emergency drugs, CPR, continuous cardiac
noni t ori ng) .

The patient required IV fluids to nmintain adequate bl ood
pressure (e.g. dehydration, bleeding, cardiac arrhythm as, etc.)
or an access line was established to adm ni ster energency

medi cation(s).

The patient's acute condition required oxygen as part of the
energency treatment procedures enroute to destination (Only for
pati ents not on oxygen on an ongoi ng basis.)

The patient required inmmbilization to prevent further injury of
a fracture or possible fracture or was in a condition that
novenent by any ot her nmeans of transportation would potentially
make the condition worse.

The patient has sustained an acute stroke or nyocardi a

infarction (this does not include patients who have a history of
stroke or nyocardial infarction and are able to be transported by
ot her means because no acute nedical condition exists).

The patient was experiencing synptons indicative of a possible
myocardi al infarction or stroke.

The patient has or was experiencing a severe henorrhage.



The patient's condition was such that he could be noved only by
stretcher and any other nmethod of transport would result in
injury or would be detrimental to the patient's health.

Descriptors and Their ICD-9 Codes for Which Medical Necessity
WIIl be Presuned

Severe Diabetic Conplications

250.20 - 250.23

250.30 - 250.33

251.0

Corticoadrenal insufficiency

255. 4

Acute Delirium Psychosis requiring restraints
293.0, 298.8

Severe Sei zure or Convul sive Activity

345. 30, 345.31, 780.3

Acute Myocardi al Infraction

410.00 - 410.92

Ot her cardiac probl ens causi ng chest pain or rhythm disturbances
411.0 -411.89, 413.0 - 413.9

414.10 - 414.19, 415.1, 426 - 427.9

786.50 - 786.59

Cardi ac Arrest

427.5

Severe Heart Failure

428.0 - 428.9

Severe Cerebral Vascul ar Probl ens

430 - 434.9, 436

Asthma with status asthmaticus

493. 01, 493.11, 493.21, 493.91



Severe Gastrointestinal Conplication
531.00 - 531.21, 531.40 - 531.61
532.00 - 532.21, 532.40 - 532.61
533.00 - 533.21, 533.40 - 533.61
534.00 - 534.21, 534.40 - 534.61

535. 01, 535.11, 535.21, 535.31
535. 41, 535.51, 535.61, 578.9

Chi I dbirth, Emergency

669.1, 669.9

Severe Joint Pain causing imobility

719. 49

Unconsci ous/ Cona and St upor

780.0 - 780.01

Syncope and Col | apse

780. 2

Shock

785.50 - 785.59

Severe Respiratory Distress

518.81, 518.82, 786.09

Severe Abdom nal Pain

789.00 - 789.09

Respiratory Arrest
799.1
Severe Head I njury

854.0 - 854.1

Open wound of the eye



871.0 - 871.7

Poi soni ng/ Toxi ¢ Effects/Drug Overdose

960.0 - 989.9

Spinal Injury

952.00 - 952.9

Severe Injuries to include those with open fractures, unstable
fractures where novenent could result in further injury, noderate

to heavy bl eeding, traumatic anmputations, incapacitating pain.

959.0 - 959.3, 959.6 - 959.7

Multiple Injuries

959.8

Cai sson Di sease

993. 3

El ectrocution, electrical current/lightening

994.0, 994.8

Dr owni ng/ Nonf at al Subner si on

994.1

Severe Hypothermi a with decreased | evel of consciousness

991.6

Asphyxi ati on and Strangul ati on/ Suf f ocati on

994.7

Anaphyl acti ¢ Shock

995.0, 995.6



***P| ease note that the descriptor listed is the condition which
will be presuned to neet nedical necessity criteria. It is not

al ways the descriptor as it appears in the ICD-9 code book. An
exanple is 789.0 which reads as "abdoni nal pain" in the book.
This code is listed below with the descriptor of "severe

abdom nal pain" as only pain of a severe, incapacitating nature
woul d neet the nedical necessity criteria.

Non- enmer gency Transports

The patient's condition nust be documented to include the reason
why the patient was bed confined. Bed confined is defined as an
inability to get up frombed w thout assistance, an inability to
anbul ate and an inability to sit in a chair, wheelchair or any
type of furniture on their own. Bed confined is not synonynous
Wi th nonanmbul atory since the paraplegic or quadriplegic is
nonanbul atory but spends significant time in a wheelchair. Bed
confined is also not equivalent to bedrest, which is a
recormended state of affair that does not exclude an occasiona
ambul ation to the conmode or chair

Reasons for Denia

Ambul ance services will be denied when the patient's condition
does not warrant its use either because the patient could have
been safely transported by another nmeans of transportation,

i ndependent of whether or not it was available, or if the
patients condition did not require the skills of specially
trained staff or equi pnent due to an acute condition or injury.
As well as any time the origin and vehicle requirenments are not
met .

Codi ng Gui del i nes

Oigin and destination nodifiers are to be used with procedure
codes A0300- A0999.

The charges for m | eage nust be coded on a "l oaded" basis, (i.e.
fromthe pick up of the patient to his/her destination). Separate
charges for "unl oaded" nil eage should not be coded.

The waiting tine codes may be used only in unusual circunstances.
It is reasonable to assune that the anmbul ance personnel woul d
spend up to one-half hour in the processing of paperwork in the
delivery of a patient to the hospital. Therefore, the waiting
time code should be used only if the patient's condition dictated
a del ay beyond that one-half hour. Procedural delays (i.e., those
not related to the patient's condition) are not billable under
thi s code.

Docunent ati on Requirenents (to be available for review upon
request)



Appropriate docunmentation for review includes a trip sheet, an
item zed breakdown of charges, and a copy of the notice of non-
coverage (if applicable) signed and dated by the patient.

If an I CD-9 code cannot appropriately be selected which reflects
the need for an anbul ance transport, the clains should be
acconpanied by a trip sheet which clearly describes the nedica
conditions of the patient if subnmtting a paper claimor a
narrative statenent via EMC transm ssion.
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Pl ace of Service Guidelines for New Psychot herapy Codes

As a result of the 1997 HCPCS Update, a series of new al pha-
nunmeric "G' codes were devel oped to report psychot herapy
services. A conprehensive article which included the descriptors
for the new psychot herapy codes was published on page 15 of the
January/ February 1997 Medi care B Update! A subsequent article
featuring a clarification on the Licensed Cinical Social Wrker
(LCSW gui deli nes was published on page 27 of the March/ Apri
1997 Medi care B Updat e!

Since the publication of those articles, the Health Care

Fi nanci ng Administration has clarified the place of service codes
to be used with the new psychot herapy procedure codes. Due to
vari ati ons between HCFA' s guidelines and those established by
Medi care Part B of Florida, place of service codes 32, 54, 55,
and 56 may be billed with either Ofice or O her Psychotherapy
codes (&0071-@0082) or the Inpatient Hospital, Partial Hospita

or Residential Care Facilities codes ((G0083-@0094) for services
processed prior to June 16, 1997. For services processed on or
after June 16, 1997, psychotherapy services billed using place of
service codes 32, 54, 55, and 56 nust be reported using procedure
codes 0083- G0094).

Pl ace of service code 22 may be used with either Ofice or O her
Psychot her apy codes (G0071-@0082) or Inpatient Hospital, Partia
Hospital or Residential Care Facilities codes ((G0083-30094) for
clains processed prior to June 16, 1997. For services processed
on or after June 16, 1997, psychotherapy services billed using
pl ace of service code 22 nmust be reported using procedure codes
(0071- (0082.

O fice or Oher Qutpatient Psychotherapy (G0071-@0082)

The codes that relate to "Ofice or Other CQutpatient

Psychot herapy" are nost commonly furnished in the facilities
listed bel ow

Pl ace of Service Code End Date

Ofice 11



Horme 12

Qut pati ent Hospital 22

Emer gency Room 23

Hospi t al

Nursing Facility 32 June 16, 1997
Adul t Congregate 33

Living Facility

Hospi ce 34

Community Ment al 53

Heal t h Center

Intermediate Care Facility/ 54 June 16, 1997
Ment al | y Ret arded

Resi denti al Substance 55 June 16, 1997
Abuse Treatnment Facility

Psychi atric Residenti al 56 June 16, 1997
Treat ment Center

I npatient Hospital, Partial Hospital or Residential Care
Facilities (G0083-30094)

The codes that relate to inpatient hospital, partial hospital or

residential care setting may be used only for individua
psychot herapy furnished in the facilities |isted bel ow

Pl ace of Service Code End Date

I npati ent Hospital 21

Qut pati ent Hospital 22 June 16, 1997
Skilled Nursing Facility 31

Nursing Facility 32

*Hospi ce 34

I npatient Psychiatric Facility 51

Psychiatric Facility Partial 52



Hospitalization

Intermediate Care Facility/ 54
Mental |y Retarded

**Community Mental 53

Heal th Center

Resi denti al Substance 55
Abuse Treatment Facility

Psychi atric Residential 56
Treat ment Center

Conprehensive Inpatient 61
Rehabilitation Facility

* Use @Q0083-@0094 only if the services are furnished in a hospice
i npatient facility.

** Use (0083-@G0094 only if the services are part of a partia
hospitalization program all other individual psychotherapy
shoul d be billed using G0071- G0082.

Pl ease note that Clinical Psychol ogists (CPs) and Licensed
Clinical Social Wrkers (LCSW) should use the new odd- nunbered
G codes that do not include "with medical evaluation and
management” (E/M. The E/ M services are represented by even-
nunbered G codes.

Qut patient Mental Health Limtation

Medi care rei nbursenent for outpatient nental health services is
limted to 62.5 percent of the Medicare all owed amount. This
limtation is called the outpatient nental health linmtation.
This reduction will be applied to psychotherapy codes (G0071-
(0094) rendered any place of service other than 21, 51 or 61.
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J1820: Injectable Insulin

I njectable insulin (procedure code J1820) is usually a self-

adm nistered drug. It is covered only when used during an
energency situation for diabetic coma. To ensure that paynent is
made only for medically necessary services, injectable insulinis
covered only for the follow ng di agnoses.



250. 20- 250. 23

250. 30- 250. 33

Advance Notice Requirenent

Applies to nmedical necessity (see page 4).
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MD101: Routine Foot Care

The following article is a reprint of an article featured in the
Mar ch/ April 1997 Medicare B Update! All new information has been
barred for easy identification.

Through the evaluation of aberrancies, identified by conparing
Florida's procedure code utilization to that of the nation

Medi care Part B Focused Medical Revi ew ensures that medical care
i s reasonabl e and necessary and that the Carrier's nedica
policies and review guidelines are consistent with accepted

medi cal practice.

Anal ysis of 1995 Medicare clainms data for Florida has indicated
that Medicare Part B of Florida allowed significantly nore

rei mbursenent for Routine Foot Care (procedure code M)101) than
Medi care paid nationally per 1,000 Medicare beneficiaries.

Nati onal Coverage Policy was enhanced in 1996 to further clarify
the indications for the service and the circunstances under which
Medi care will consider it to be nedically reasonabl e, necessary,
and, therefore, covered.

Medi care Part B will consider Routine Foot Care to be nedically

necessary when perfornmed under the follow ng circunstances:

When a patient presents with an ul cer, wound or infection and the
service, which would normally be considered routine, is a
necessary and integral part of an otherw se covered service;

When the patient has one of the follow ng conditions and routine
foot care could pose a hazard if performed by a nonprofessional

Di abetes nellitus*;

Arteriosclerosis obliterans (A . S.O., arteriosclerosis of the
extrenmities, occlusive peripheral arteriosclerosis);

Buerger's disease (thronboangitis obliterans);

Chroni c thronmbophl ebitis*;



Peri pheral neuropathies involving the feet such as those

associated with malnutrition and vitanm n deficiency*,
associ ated with carci noma*,

associ ated with diabetes nellitus*,

associated with drugs and toxins*,

associated with nultiple sclerosis*,

associated with urem a (chronic renal disease)*,
associated with traumatic injury,

associated with | eprosy or neurosyphilis, or

associated with hereditary disorders

Hereditary sensory radi cul ar neuropathy
Angi okeratoma corporis diffusum (Fabry's)

Anyl oi d neur opat hy;

In addition, two other criteria nust be net and included on the
clai ms when the conplicating condition on the list is
asterisked(*):

When the service is perfornmed by a podiatrist, the name of the
attendi ng physician (MD. or D.O.) who is actively treating the
patient's condition nust be included, and

The date the patient was |ast seen by the MD. or DO who is
actively treating the condition (this date nust be within six
nont hs [ 180 days]) nust be docunment ed.

Al so, for non-asterisked conplicating conditions, except for

peri pheral neuropathy involving the feet associated with
traumatic injury, the claimformnust contain the foll owi ng when
the service is performed by a podiatrist:

The nane of the MD. or D.O who diagnosed the conplicating
condi tion.

In addition to the conplicating condition, the follow ng nedica
information is required which describes the sign(s) and/or
synmptom(s) of the underlying system c di sease which are



categorized in classes A, B, or C. To fulfill the medica
necessity requirenents for routine foot care there nust be:
One Class A finding, or

Two Class B findings, or

One Class B and two Class C findings.

Class A

Nontraumati c anputation of foot or integral skeletal portion
t her eof .

Class B

Absent posterior tibial pulse, or

Absent dorsalis pedal pulse, or

Three of the follow ng advanced trophic changes are required to
neet one class B finding:

Hair growth (decrease or absence)

Pi gmentary changes (discol oration)

Skin color (rubor and redness or bl ueness)

Nai | changes (thickening)

Skin texture (thin, shiny)

Class C

Cl audication (pain in calf when wal ki ng)
Tenperature changes in the feet
Edema

Par est hesi as (abnornal spontaneous sensations in the feet, i.e.
tingling)

Bur ni ng

Ot her Indications and Limtations of Coverage and/or Medica
Necessity



When an anbul atory patient presents with a wart(s) on the foot
whi ch has resulted i ndocunented inpairnment of anbul ation, the
wart(s) may be renoved

Services or devices directed toward care of the correction of
flat foot are noncover ed.

Di agnosi s Requirenents

To ensure that paynent is made only for nedically necessary
services, Routine Foot Care is covered only when it is perfornmed
for the foll owi ng di agnoses:

030. 0-030. 9
094.0

094.1

094.9
250. 60- 250. 63*
250. 70- 250. 73*
263. 9*

265. 0*

265. 2*

266. 1*

266. 2*
272. 7

277.3

281. 0*

281. 3*
334.0

340*

356. 0-356. 9
357. 0*

357. 1*

357. 2*

357. 3*

357. 4%

357. 5*

357. 6*

357. 7*

358. 1*

358. 2*
440. 20- 440. 24
443.0

443. 1
444,22
446.0

446. 7*

451. 0*

451. 11*
451. 19*
579. 0*
579. 1*
579. 2%
579. 3*
579. 4*



585*
586*

Codi ng Gui del i nes

In order for M)101 (Routine Foot Care) to be a covered service,
the patient nust have one or nore of the diagnoses |isted under
the "I CD-9 That Supports Medical Necessity" section in this
policy. O herwi se, the service is noncovered and should be coded
as A9160 (noncovered service by a podiatrist) or A9270
(noncovered itemor service). On all clains for Routine Foot
Care, except for peripheral neuropathy involving the feet
associated with traumatic injury, the name of the MD. or D. O
who di agnosed the problem nust be indicated. In addition, for

t hose di agnhoses which are asterisked (*), the MD. or D.O nust
be actively treating the condition, and the date the patient was
| ast seen by the actively treating MD. or D.O nust be included
on the claim

Cenerally, it would not be expected to see services for nai
debri denents (procedure codes 11720 and 11721 ) and routine foot
care services (procedure code MD101l) billed on alternate visits.
Such clains may be reviewed on a prepaynment basis and denied if
not found to be nedically necessary or reasonable, e.g., 11720
and 11721 should not be billed to circunvent any prepaynent
screens in place for procedure code M)101, or vice versa.

Modi fier -Q7 should be used to indicate one Class A finding;

nodi fier -@ should be used to indicate two Class B findings; and
- should be used to indicated one Class B and two Class C
findings for Routine Foot Care (M)101).

Modi fier -24 is used for unrel ated eval uati on and managenent
services by the sane physician during the postoperative period.

Modi fier -25 should be used to indicate that a significant,
separately identifiable evaluati on and nmanagenent service was
performed by the sanme physician on the day of a procedure,
following the initial visit.

Note: If the sole purpose of the encounter is to perform covered
routine foot care services, a separate visit should not be
billed. However, if treatnment of an unrelated problemis provided
in addition to the routine foot care, a separate visit can be
billed using procedure code nodifier 25.

Reasons for Denia

Any service billed with a diagnosis code(s) other than the ones
listed under the "I CD-9 Codes That Support Medical Necessity"
wi |l be denied as noncovered by Medicare for routine foot care
services. An advance notice of Medicare's denial of paynment is
not required.



Docunent ati on Requi renents

In the event of either a pre- or post-paynment review, the
docunent ati on gui delines outlined bel ow nust be foll owed.

The podiatri st nmust docunent the appropriate signs and synptons
as outlined in Classes A, B and/or C of the conplicating
condition(s)/1CD-9 list. In addition, the podiatrist nust
docunent the diagnosing MD. or D.O for those conplicating
conditions under the "ICD-9 That Supports Medical Necessity”
whi ch are not asterisked, with the exception of periphera
neuropat hy involving the feet associated with traumatic injury.

For those conplicating condition(s)/ICD 9 codes which are
asterisked (*), the diagnosing MD. or D.O. and the date the
patient was | ast seen nust be indicated on the claimform
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Anest hesi a/ Surgery
11975-11977: Contraceptive Capsul es

Insertion, inplantable contraceptive capsul es (procedure code
11975) and renoval with reinsertion (procedure code 11977) are
not covered under Medicare Part B. Since these services are never
covered, the provider may collect the full billed

ampunt fromthe patient.

Renpval , inplantable contraceptive capsul es (procedure code
11976) is not a covered service unless perfornmed because the site
has beconme infected. The history and physical and appropriate
nmedi cal documentation of infection nust be submitted with the
claim

Advance Notice Requirenment

For procedure code 11976, advance notice applies to nedica
necessity (see page
4).
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19140- 19240: Post-Operative Breast Cancer Surgical Care

Consi derabl e attenti on has been focused recently on treatnents
for breast cancer. In particular, concerns have been expressed
that efforts at cost contai nment nay be resulting in wonmen being
required to receive surgical procedures on an outpatient basis in
ci rcunst ances when such treatnment is inappropriate. Concerns have
al so been expressed about premature di scharges for inpatient
procedur es.



We have reviewed the available nedical literature and concl uded
that caution is warranted in perform ng nmastectom es or |ynph
node di ssections. For many Medicare beneficiaries, advanced age,
i ncreased risk of post-surgical conplications, presence of
significant conorbidity, inpaired functional status, and |lack of
soci al support may put themat increased risk if this surgery is
performed in an outpatient setting or with insufficient hospita

I ength of stay. The npbre extensive the surgical intervention
(e.g., radical mastectomny), the nore likely the patient is to be
at increased risk fromthe procedure in the outpatient setting or
from shortened | ength of stays. Gven the current avail able
evidence, it is not acceptable practice for providers or
physicians to apply policies indiscrimnately to all Medicare
beneficiari es mandating surgical interventions for treatnent of
breast cancer in an outpatient setting or establishing a maxi num
I ength of an inpatient stay.

HCFA is neither requiring that all procedures be perforned on an
i npati ent basis, nor establishing a mininumlength of stay. In
certain circunmstances, with carefully selected patients, an
outpatient setting or limted hospital stay may be appropriate.
However, these practices nmay only be used when they have been

determined to be appropriate by the patient and the patient's
physi ci an, after assessnment of the individual circunstances.
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36430, 36440, 36450, 36455, 36460; P9010-P9022; 86850-86999:
Bl ood Transfusions, Blood Products, and Bl ood Processing

The following information reiterates current Medicare Part B
nmedi cal policy for blood transfusions, blood products, and bl ood
processi ng.

Bl ood Transfusions

Bl ood transfusions are used to restore bl ood volune after
henorrhage, to inprove the oxygen carrying capacity of blood in

severe anem a, and to conbat shock in acute henolytic anem a

The procedure codes used to report blood transfusions are:

36430: Transfusi on, blood or bl ood components
36440: Push transfusion, blood, 2 years or under
36450: Exchange transfusi on, blood; newborn
36455: ot her than newborn

36460: Transfusion, intrauterine, feta



Transfusi ons are covered under Medicare Part B when treatnment is
reasonabl e and necessary for the individual patient. Blood is a
bi ol ogi cal and can be covered under Part B only when furnished by
a physician or incident to his services.

Bl ood Products

Bl ood products (procedure codes P9010-P9022) refer to the unit of
whol e bl ood or to the conponents of the whole blood such as red
bl ood cells, platelets or plasm (not a conplete list of the
conmponents). The procedure codes used to report blood products
are:

P9010 Bl ood (whole), for transfusion, per unit
P9011 Bl ood (split-unit), specify anmpount

P9012 Cryoprecipitate, each unit

P9013 Fi bri nogen unit

P9014 d obulin, gamma, 1 nl.

P9015 d obulin, Rh immune, 1 m.

P9016 Leukocyt e-poor blood, each unit

P9017 Pl asma, single donor, fresh frozen, each unit
P9018 Pl asma protein fraction, each unit

P9019 Pl atel et concentrate, each unit

P9020 Pl atelet-rich plasm, each unit

P9021 Red bl ood cells, each unit

P9022 Washed red blood cells, each unit

Only the provider who actually supplies the bl ood or bl ood
product should bill for the blood or blood product.

If a physician or supplier accepts a replacenment unit of whole
bl ood or packed red cells froma beneficiary or another

i ndi vidual acting on his behalf, the beneficiary may not be
charged for the bl ood.

Bl ood Services

Bl ood services refer to the collection, processing, and storage

of blood. The follow ng procedure codes are used to report bl ood
services:

86850 Anti body screen, RBC, each serumtechni que

86860 Anti body elution (RBC), each elution

86870 Anti body identification, RBC anti bodi es, each panel for
each serum techni que

86880 Anti human gl obulin test )Coonbs test); direct, each
anti serum

86885 indirect, qualitative, each antiserum

86886 indirect, titer, each antiserum



86890 Aut ol ogous bl ood or conponent, collection processing
st orage; predeposited

86891 intra-or postoperative sal vage
86900 Bl ood typi ng; ABO
86901 Rh (D)

86903 antigen screening for conpatible blood unit using reagent
serum per unit screened

86904 antigen screening for conpatible unit using patient serum
per unit screened

86905 RBC antigens, other than ABO or Rh (D), each
86906 Rh phenotypi ng, conplete

86910 Bl ood typing, for paternity testing, per individual, ABO
Rh and M\;

86911 each additional antigen system

86915 Bone marrow, nodification or treatnent of elim nate cel
(e.g., T-cells, netastatic carcinomg)

86920 Conpatibility test each unit; immedi ate spin technique
86921 i ncubation techni que

86922 anti gl obulin technique

86927 Fresh frozen plasma, thawi ng, each unit

86930 Frozen bl ood, preparation for freezing, each unit

86931 with thaw ng

86932 with freezing and thaw ng

86940 Henol ysins and aggl uti nins, auto, screen, each

86941 i ncubat ed

86945 Irradiation of blood product, each unit

86950 Leukocyte transfusion

86965 Pooling of platelets or other blood products

86970 Pretreatnment of RBC' s for use in RBC anti body detection
i dentification, and/or conpatibility testing; incubation with
chemi cal agents or drugs, each

86971 incubation with enzymes, each



86972 by density gradi ent separation

86975 Pretreatnment of serum for use in RBC antibody
identification; incubation with drugs, each

86976 by dilution
86977 incubation with inhibitors, each

86978 by differential red cell absorption using patient RBC s or
RBC s of known phenotype, each absorption

86985 Splitting of blood or bl ood products, each unit

86999 Unlisted transfusion nedicine procedure

Reasons for Denial for Bl ood Services

The col | ection, processing, and storage of blood that is either
aut ol ogous (donated by the beneficiary for his/her own use) or
donor-directed (by a relative or friend) for later transfusion
into the beneficiary is not recognized as a separate service
under Part B.

Procedure codes 86890 and 86891 are not recognized as a separate
service under Medicare Part B for either autol ogous or donor-
di rected bl ood.

Procedure codes 86910 and 86911 are noncovered by Medicare.

Procedure code 86927 (Rei nbursenment for the thawi ng of fresh
frozen plasmm) is included in the basic allowance of the
transfusi on of blood or blood conponents

Routi ne screening |aboratory work done for transfusions is not a
benefit of Medicare B. As with all screening services, they are
not performed to diagnose or treat a synptom injury or illness.

Docunent ati on Requirenents

In case of nedical review, the physician is expected to naintain
specific patient information in the nedical record to justify the
need for services. This includes history, physical and office
notes, if necessary.
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53670: Urine Specinen Collection in a Physician's Ofice

Urine specinen collection using a catheter is allowed in a
physi cian's office when one or nore of the follow ng conditions
is present:



It nmust be nedically necessary for a physician to obtain the
speci men by catheter

If a patient can void (urinate) normally, it is not usually
nmedi cal |y necessary to collect the urine specinen with a
cat heter.

If the patient uses a catheter for a nedical condition (such as
urinary retention or

i ncontinence), the urine specinmen my be obtained fromthe

exi sting catheter. The physician would not ordinarily insert

anot her catheter for a specinen collection. Therefore, a separate
charge for specinen collection would not be paid.

When the patient is receiving any cystoscopi c procedure, a
separate charge for a specinen collection will not be allowed, as
the specimen is obtained during the course of the procedure.

Provi ders shoul d use procedure code 53670 (Catheterization,
urethra; sinple) with the 52 nodifier (to indicate reduced
services) to bill for urine specinen collection using a catheter
The al |l owed anmpunt is $5. 00.

Be advised that it is not appropriate to use procedure code G0002
(O fice procedure: insertion of tenmporary indwelling catheter
Foley type) to bill for the collection of a urine specinen using
a catheter. A Foley catheter is indwelling, and is neant to
remain in place for a longer period of tinme than it takes to
obtain a urine specinen.
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55899: Coverage of Transurethral M crowave Thernot herapy (TUMI)

Beni gn Prostatic Hypertrophy (BPH) is fundanentally a di sease
that causes norbidity through the urinary synptons with which it
is associated. For nany years prostatectony, particularly
transuret hral prostatectony, has been the standard treatnent for
synmptomati ¢ BPH. More recently, however, a plethora of conpeting
t herapies are being used to treat patients with synptomati c BPH
These treatnments include transurethral incision for the prostate,
| aser prostatotomny, balloon dilation, hyperthernmia, insertion of
prostatic stents, a-adrenergic bl ocking drugs and hornonal
therapy. In addition, a "watchful waiting" approach can be

foll owed. This policy addresses one treatnent option for BPH
Transurethral M crowave Ther not herapy (TUM).

Prostatron is a device that provides transurethral m crowave

t hernot herapy for the treatnent of synptomatic BPH. TUMI provides
si mul t aneous mi crowave heating of the prostate with tenperatures
of 45-55 degree Cel suis and conductive cooling of the urethra.
This treatnent results in high-power nmicrowave application deep



in the lateral |obes, leading to irreversible cell damage of
prostatic tissue without damagi ng the urethra. TUMI effectively
mai ntai ns tenperatures in the urethra sphincter, and rectum at
physiologically safe tenperatures while targeting heat deep
within the prostate transition zone. This is acconplished by
conmbi ning use of a water-cooled catheter with m crowave radiation
to the prostate | obes.

Currently, the Prostatron device (EDAP Technoned, Inc.) is FDA-
approved to provide m crowave thernotherapy for patients with
BPH. The Prostatron is intended to deliver a conplete thernmal

t herapy treatnent during a single treatnent.

As approved by the FDA, treatnent of BPH with m crowave

t hernot herapy is indicated and covered for dates of service My
3, 1996, and after for patients that nmeet the following criteria:
Prostatic | engths between 35-50 nm as deterni ned by ultrasound;

Duration of BPH I onger than 3 nonths;

Anerican Urol ogy Associ ation (AUA) synptom greater than 12 or
Madsen synptom i ndex greater than 8;

Free peak uroflow rate (PAR) | ess than 15cc/sec and/or voi ded
vol ume | ess than 150cc;

Post void residual (PVR) |ess than 350cc.

The | abeling for the Prostatron contains the follow ng
contraindi cations, warnings, and precautions:

Contrai ndi cati ons

1. Peripheral arterial disease with intermttent claudication or
Leriches syndrone(i.e., claudication of the buttocks and

peri neum .

2. Clinical or histological evidence of prostatic cancer or
bl adder cancer.

3. Severe urethral stricture preventing easy catheterization.

4. Presence of a cardiac pacemaker, an inplantable defibrillator
or a metallic inplant in the region of the hip, pelvis, or fenur.

Wr ni ngs
1. Studi es have not been conducted on patients with evidence of
| atex sensitivity and therefore patients with this condition nust

be treated with caution.

2. In the Prostatron clinical study, patients with a pre-
treat ment post-void residual urine of greater than 150 nLs and a



prostate vol une of greater than 40 nmLs had a hi gher incidence of
transient urinary retention after TUMI than other patients. The
retention is likely to be due to a degree of detrusor failure in
t hese nen.

3. Prior to discharge, such patients should be carefully assessed
to determine their risk of experiencing post-treatnent retention
A reasonabl e period of catheterization may be prudent to avoid
the occurrence of acute urinary retention post-discharge.

Precauti ons

1. The safety and effectiveness of treatnent with the Prostatron
have not been established in patient with the foll ow ng

condi tions:

Interest in the preservation of future fertility.

Di sorders of coagul ation

Renal i npairnent.

Neur ol ogi cal di sorders which m ght affect bladder function.

Post -voi d residual urine volunes greater than 350 nL.

Urinary retention requiring an i ndwelling catheter

Large medi an | obe of the prostate protruding into the bl adder
Active urinary tract infections.

Bacteri ol ogi cal evidence of bacterial prostatitis.

Bl adder stones.

Previ ous pel vic surgery or pelvic radiotherapy.

Previ ous rectal surgery (other than henorrhoi dectony).

2. The use of the Prostatron nust be prescribed and adm ni stered
under the direct supervision of a qualified and trained
physi ci an, after appropriate urologic evaluation of the patient.
The treating physician should be present at all tines during the
treatment.

VWhen the TUMI is perforned, procedure code 55899 with diagnosis
600 (hyperpl asia of prostate) nust be subnmitted on a paper claim
wi th docunmentation. A concise description of the procedure nust
be indicated in Item 19 of the HCFA-1500 claimform The nedica
records such as office/progress notes nust docunment the patient's
prostatic | ength, duration of BPH, AUA synptonms or Madsen synptom
i ndex, the peak flow rate and post void residual. In addition

t he operative report docunenting the TUMI procedure nust be
received.



Note: An operative report is not required provided that the nanme
of the device is clearly noted in the office/progress notes.

Advance Notice Requirenment

Applies to medical necessity requirenments (see page 4).
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68810- 68815: ASC- Approved Procedures

The foll owi ng procedures have been added as ASC- approved
procedures effective for services furnished on or after January
1, 1997:

Code Group 68810 1 68811 2 68815 2

Note: Cl ains for new ASC-approved procedures which were
previ ously deni ed paynent will be automatically adjusted for
paynment. It is not necessary to request reviews for these clains.

Ef fective for services furnished on or after April 1, 1997,
procedure code 68825 is no | onger an ASC-approved procedure.
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Di agnhostic Tests
73000- 73140, 73500-73660: Conparison X-Rays of the Extremities

Conparison x-rays are used to assess simlarities. When they are
performed to conpare the correspondi ng extrenity/opposite side in
t he absence of abnormal signs or synptons, they are considered
screening and are not covered by Medicare. There are, however,

i nstances in which conparison x-rays woul d be consi dered

medi cal |y necessary and reasonabl e. Local nedical review policy
was devel oped in 1996 to define this service and identify the

ci rcunmst ances under which Medicare Part B of Florida wll

consider it to be nedically reasonable, necessary and, therefore,
covered.

Medi care Part B will consider conparison x-rays to be nedically
necessary when perforned in the foll ow ng circunstances:

For children (infant-16 years of age) with possible injury
i nvol vi ng the epiphysis of a bone.

When an extremty x-ray does not provide a definitive diagnosis
and a subsequent x-ray of the opposite extremity is required for
conpari son.



If a beneficiary has an x-ray taken of an extrem ty which has
synpt omat ol ogy and a definitive diagnosis cannot be made, naking
it reasonable that a conparison x-ray would assist in diagnosis,
then a conparison x-ray can be made. The provi der nust docunent
the reason for the conparison x-ray. It is expected, however,
that one would rarely see the need to performa conparison x-ray.

Codi ng Gui del i nes

The appropriate procedure code with the applicable RT or LT
nodi fier should be billed when these services are perfornmed.
Modi fier 50 should not be used.

Reasons for Denia

One woul d not expect to see x-rays of the opposite extremties,
for conparison, performed simultaneously unless the x-ray is
taken on a child with possible epiphyseal injury, or on a
beneficiary who exhibits synptomatology in an extrenity which
cannot be di agnosed without a conparison x-ray. Providers who
routinely or frequently perform conparison x-rays may be subject
to medical review and denial of reinbursement if the services are
not found to be nedically reasonabl e and necessary.

Advance Notice Requirement

Applies to medical necessity guidelines. (See page 4).

Docunent ati on Requirenents

Medi cal record docunentation maintai ned by the referring and
perform ng physician nust indicate the nmedical necessity for a
conparison x-ray. The original x-ray report, along with the

i ndi cati on and report of the comparison x-ray, should be

mai ntai ned in the office/progress notes, and must be avail able
upon request.
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(0095- 0098: Tenporary Codes for New Lab Panel s Approved

New | aboratory panels were approved by the Anerican Medica
Associ ati on (AMA) Current Procedural Term nol ogy (CPT) Board at
their Novenber 1996 neeting. CPT codes for these new | aboratory
panels will not be available for use until January 1, 1998.

The Heal th Care Financing Adm nistration (HCFA) has decided to
permit billing for the the new | aboratory panels and has
established tenporary codes to be used fromJuly 1, 1997, to
Decenmber 31, 1997. (On January 1, 1998, the new CPT codes becone
effective.)



The new | aboratory panel codes are effective for services
rendered on or after July 1, 1997. Clains received with the new
| ab panel codes for services rendered before July 1, 1997, wll
be denied by the Medicare system as containing invalid codes.

The following table outlines the new | aboratory panels, their
conponent | aboratory tests, and the CPT procedure codes for their
conponent | aboratory tests:

Tenporary Code/ Descriptor: G0095Hepati c Function Panel A (with
Bilirubin

Tests Included in New Code: Al bumin, serum (82040)Bilirubin,
total AND direct (82251)Phosphatase, al kaline (84075)Transferase,
aspartate am no (AST) (SGOT) (84450) Transferase, al ani ne am no
(ALT) ( SGPT) (84460)

Not es: The current Hepatic Function Panel, code 80058, includes
Bilirubin (total OR direct) which when coded separately is code
82250. However, the new Hepatic Function Panel A includes
Bilirubin (total AND direct) which when coded separately is code
82251.

Tenporary Code/ Descriptor: G0096Basi c Metabolic Pane

Tests Included in New Code: Carbon di oxide

(bi carbonate) (82374) Chl ori de; bl ood (82435)Creatinine; bl ood
(82565) G ucose; quantitative (82947)Potassi uny serum

(84132) Sodi um serum (84295)Urea nitrogen; quantitative (84520)

Not es: NA

Tenporary Code/ Descriptor: GO097El ectrol ytes Pane

Tests Included in New Code: Carbon di oxide
(bi carbonat e) (82374) Chl ori de; bl ood (82435) Pot assi unt serum
(84132) Sodi ump serum (84295)

Not es: NA

Tenpor ary Code/ Descriptor: G098 Compr ehensi ve Met abol i ¢ Pane

Tests Included in New Code: Al bunmin; serum (82040)Bilirubin;
total (82250) *Calcium total (82310)Chloride; blood

(82435) Creatinine; blood (82565)d ucose; quantitative

(82947) Phosphat ase; al kal i ne (84075) Pot assi uny serum
(84132)Protein; total. except refractometry (84155) Sodi um serum
(84295) Transferase; aspartate am no (AST)(SGOT) (84450) Urea
nitrogen; quantitative (84520)



Notes: *Normelly, CPT code 82250 may be used for either total or
direct Bilirubin. The Conprehensive Metabolic Panel includes only
the total Bilirubin. Code (0098 may be used only if tota
bilirubin is perforned.

Codi ng Gui delines for the New Panel Tests

As with any other |aboratory panel, all of the conponent tests
included in the definition of the new | aboratory panel codes nust
be performed in order to bill using those panel codes.

If the laboratory has a custom panel that includes other tests in
addition to those included in the definition of CPT or HCPCS
panels, the additional tests (whether on the list of automated
tests or not) are billed separately in addition to the CPT or
HCPCS panel code if any of the CPT or HCPCS panel code(s) is/are
bi | | ed.

Each of these new panels is conposed solely of tests which are
subj ect to the automated profile payment rules. However, if
additional automated tests are perforned along with any one (or
nore) of the new autonmated profile codes, the |aboratory may use
one of the following billing options:

Option No. 1

Use the new automated profil e panel codes (procedure codes G0095-
0098) and, as needed, other CPT disease and organ panel codes
and/or individually |listed codes of any additional autonmated
tests perfornmed (i.e., each additional test would be a separate
line itemusing its appropriate CPT code). Do not use procedure
codes 80002- 80019 or G0058- G0060.

Option No. 2

Use the current automated nultichannel procedure codes (procedure
codes 80002-80019 and GD058- G0060) and any other current CPT
codes that apply. Do not use the new automated profile codes
(G0095- (0098.

If aclaimis submtted with both the new panel codes (procedure
codes (0095- 0098) and the automated nul ti channel procedure codes
(procedure codes 80002-80019 and G0058-A0060), it will be denied
by the Medicare Part B system

Provi ders are encouraged to bill using the first option, since
effective January 1, 1998, this will be the only nethod by which
| aboratories will be allowed to bill these tests.

Payment for New Panel s

The following pricing is effective for the new tenporary codes:



&0095 $11. 10

&0096 $11. 60
@097 $9. 96
0098 $12. 81
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80500, 80502: Coverage for Clinical Pathology Consultations and
Clinical Laboratory Interpretation Services

Anal ysi s of January through June 1995 Medicare clainms data for
Florida indicated that the Florida carrier has all owed
significantly nore rei nbursenment per 1,000 Medi care beneficiaries
than Medi care has paid nationally for procedure code 80500 for
specialties 01 (General Practice), 22 (Pathology), 69

(I ndependent Lab), and 83 (Hemat ol ogy/ Oncol ogy). In addition
medi cal records for clinical pathology consultations have been
revi ewed through the Provider Audit List process and reveal ed
that clinical pathology consultations were often not documented
and justified as medically necessary and reasonable. As a result
of the above findings, and review of the previous policy, it was
determined that there was wi despread inappropriate billing for

t hese codes. Therefore, it was concluded that a revision was
needed to reflect the MCM requirements including nedica
necessity requirenents for Cinical Pathology Consultations
(procedure codes 80500 and 80502) and Clinical Interpretative
Services. This revision of policy was devel oped with extensive

i nput fromthe Pathol ogy society, and is effective for clains
processed June 17, 1997, and after

A clinical pathol ogy consultation and clinical |ab
interpretation are services generally rendered by the pathol ogi st
to assist the attending physician in planning care for his/her
patient.

Clinical Pathology Consultations

A clinical pathology consultation results froma request fromthe
attendi ng physician for assistance in interpreting the results of
a test (or tests) and advice on the plan of care for the patient
inlight of the patient s clinical condition. This consultation
includes a witten report containing the interpretive judgnment
and clinical recommendations of the pathologist. In order for
Clinical Consultations (procedure codes 80500 and 80502) to be
rei mbursed by Medicare Part B, all of the follow ng requirenents
nmust be met:

1. Medical necessity requirenents. A Clinical Pathol ogy
Consultation is considered nedically reasonabl e and necessary
when the ordering physician is unsure of the clinical relevance
of the result(s) of a conplex or infrequently ordered test(s) and
requi res the nedical judgnment of a Pathol ogist to appropriately
apply the data to the managenent of his/her patient. The results
of the test(s) would generally be reviewed by the ordering



physician prior to a consultation being requested to determn ne
the need for further consultation by a pathol ogist.

2. Are requested specifically by the patient's attending

physi cian. The clinical record/ nmedical docunmentation nust clearly
i ndicate that the attendi ng physician requested a clinica

pat hol ogy consultation and specifically what test or tests the
consultation is to address. The need for this consultation nust

al so be clear in the patient's record. The ordering of the test
itself does not constitute an order for the consultation

3. Relate to a test result or results that |lie outside the
clinically significant nornmal or expected range in view of the
condition of the patient. It is not considered nedically
reasonabl e and necessary for a consult to be perforned on test
results that are not outside the clinically significant cant
normal or expected range in view of the condition of the patient.
Agai n, unless the nmedical reason for the clinical consultation is
clearly docunented in the clinical record/ medi cal docunentation
consul tations perfornmed on patients with normal test results wll
not be considered nedically reasonabl e and necessary.

4. Result in a witten narrative report included in the patient s
record. This may be in the formof a consultative report, a clear
notation in the progress notes or a narrative on the lab slip

i ndi cati ng the pathol ogi st perform ng the service. Routine
conversations a |aboratory director has with attendi ng physicians
about test orders or results are not consultations unless al

five requirenents are net. Laboratory personnel, including the
director, may fromtinme to tinme contact attendi ng physicians to
report test results or to suggest additional testing or be
contacted by attendi ng physicians on simlar matters. These
contacts do not constitute clinical consultations. However, if in
the course of such a contact, the attendi ng physician requests a
consul tation fromthe pathol ogist, and if that consultation neets
the other criteria and is properly docunented, it is paid under
the fee schedul e.

5. Require the exercise of nedical judgnment by the consultant
physi ci an/ pat hol ogi st .

Clinical pathol ogy consultations are commonly billed for the
following test result(s). In order to determ ne whether these
consul tati ons neet the above coverage requirenments including
nmedi cal necessity requirenents, supporting nedical docunentation
may be required. However, we woul d expect the need for
consultative advice on these tests to be infrequent.

Cardi ac Enzynmes (82552, 83625)

Unusual Urine Sedinent with exam and report



*Coagul ation Profiles (Clotting inhibitors or anticoagul ants
[ 85300])

M ni mum | nhi bi tory Concentrati ons

G ucose Tol erance Tests (82951-82952)
Endocri ne Chem stry Battery

Li poprotein El ectrophoresis (83715)
Drug Screens (80100-80101)

El ectrophoretic technique, not el sewhere classified (Al kaline
Phosphat ase | soenzynes) [82664]

Body Fluid Cell counts and differential (89051)

Ova and Parasites direct snears, concentration and identification
(87177)

Dark field exam any source, w thout collection (87166)

Sensitivity studies, antibiotic; mcrotiter, mnimminhibitory
concentration (MC), any nunber of antibiotics (87186)

Henogl obi n, el ectrophoresis (eg, A2, S, C)(83020)
Mol ecul ar di agnostics; interpretation and report (83912)
Protein; electrophoretic fractionation and quantitati on (84165)

Western Blot, with interpretation and report, blood or other body
fluid (84181)

Western Blot, with interpretation and report, blood or other body
fluid, imunol ogical probe for band identification, each (84182)

Fi bri nol ysi ns; or coagul opathy screen, interpretation and report
(85390)

Pl atel et; aggregation (in vitro) any agent (85576)
Fl uorescent anti body; screen, each antibody (86255)
Fl uorescent antibody; titer, each anti body (86256)
I mmunoel ectrophoresis; serum (86320)

| mmunoel ect rophoresis; other fluids (eg, urine, CSF) with
concentration (86325)

I mmunoel ect rophoresis; crossed (2 dinmensional assay) (86327)

I munofi xation el ectrophoresis (86334)



Dark field exam nation, any source (eg, penile, vaginal, oral
skin); includes specinmen collection (87164)

Snear, primary source, with interpretation; special stain for
i nclusion bodies or intracellular parasites (eg, malaria, kala
azar, herpes) (87207)

Protein analysis of tissue by Western Blot, with interpretation
and report (88371)

Protein analysis of tissue by Western Blot, with interpretation
and report; inmmnol ogi cal probe for band identification, each
(88372)

Crystal identification by light mcroscopy with or w thout
pol ari zing | ens analysis, any body fluid (except urine) (89060)

The coverage of clinical pathol ogy consultations for |aboratory
test(s) not |isted above will be determined in a simlar fashion
However, we woul d expect the medi cal reasonabl eness and necessity
of such consultations to be uncommon. In addition, we expect the
need for nore than one clinical pathology consultation per day to
be an infrequent occurrence. However, if additional consultations
are billed, they nmust neet all the criteria of nedical necessity
and reasonabl eness.

Clinical Laboratory Interpretation Service

A clinical lab interpretation service provides a witten
interpretation of the result of a specific lab test by the

pat hol ogi st for a specific patient, at the request of the
attendi ng physician. This interpretation includes a witten
narrative report by the pathol ogi st and may include conputer
generated findings. Conputer generated findings nmay not, however,
substitute for, or be the only information provided, in the
interpretation by the pathol ogi st.

There are a |limted nunmber of clinical |aboratory codes that have
been identified as needing the pathologist to furnish an
interpretation. Therefore, only for the | aboratory tests |isted
below, will the clinical |aboratory interpretation service be
considered nedically necessary. Additionally the follow ng
criteria nust be met for the clinical |aboratory interpretive
service to be covered by Medicare Part B

Are requested by the patient's attendi ng physician;

Result in a witten narrative report included in the patient's
medi cal record; and

Require the exercise of nedical judgnent by the consultant
physi ci an.



In addition, the general criteria for physicians services in the
hospital nust be net. These are:

The services are personally furnished for an individua
beneficiary by a physician;

The services contribute to the diagnosis or treatnment of an
i ndi vi dual beneficiary; and

The services ordinarily require performnce by a physician.

Clinical interpretative services do not involve the patient s

hi story or condition of the patient. When clinical interpretative
services are perfornmed on these tests, the applicable procedure
code with a nodifier 26 (professional conponent) should be
billed. It is not appropriate to bill for a clinical pathol ogy
consul tation (procedure codes 80500 or 80502) in addition to the
interpretation unless the five requirenents for a consultation
are nmet. Finally, although conputer-generated findi ngs may be
included with the interpretation, they cannot serve as the

medi cal judgnent of the pathol ogist. Therefore, the docunentation
of the interpretation should include a narrative statenment from

t he pathol ogi st.

The followi ng | aboratory tests are identified as clinica

| aboratory interpretative services:

83020 Henogl obin, el ectrophoresis (eg, A2, S, O

83912 Mol ecul ar di aghostics; interpretation and report

84165 Protein; electrophoretic fractionation and quantitation

84181 Western Blot, with interpretation and report, blood or
ot her body fluid

84182 Western Blot, with interpretation and report, blood or
ot her body fluid, imunol ogical probe for band identification
each

85390 Fi brinolysins; or coagul opathy screen, interpretation and
report

85576 Pl atelet; aggregation (in vitro) any agent

86255 Fl uorescent anti body; screen, each anti body
86256 Fl uorescent antibody; titer, each antibody

86320 | nmrunoel ectrophoresis; serum

86325 | nmunoel ectrophoresis; other fluids (eg, urine, CSF) with
concentration



86327 | nmunoel ectrophoresis; crossed (2 di mensional assay)
86334 | mmunofi xati on el ectrophoresis

87164 Dark field exam nation, any source (eg, penile, vaginal
oral, skin); includes specinen collection

87207 Snear, primary source, with interpretation; special stain
for inclusion bodies or intracellular parasites (eg, malaria,
kal a azar, herpes)

88371 Protein analysis of tissue by Western Blot, with
interpretation and report

88372 Protein analysis of tissue by Western Blot, with
interpretation and report; i mrunol ogical probe for band
identification, each

89060 Crystal identification by light mcroscopy with or w thout
pol ari zing |l ens analysis, any body fluid (except urine)

Docunent ati on Requirenents

For clinical pathology consultation services, the clinica

record/ nmedi cal docunentation must clearly indicate that the
attendi ng physician requested a clinical pathol ogy consultation
and specifically what test or tests the consultation is to
address. The nedical necessity for this consultation nust al so be
clear fromthe documentation in the patients record. In addition
a copy of the lab test(s) result(s), and the witten narrative of
the pathol ogists findings is required.

For clinical |aboratory interpretation services, the nedica
docunent ati on nmust support that one of the eighteen listed
procedure codes were ordered. In addition, the patient record
must contain the lab results and a witten narrative report from
t he pat hol ogi st.

Advance Notice Requirenent

Applies to nmedical necessity (see page 4).
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82378: Carci noenbryoni c Antigen (CEA)

Car ci noenbryoni c antigen (CEA) is a glycoprotein that can be
el evated in certain types of nmlignancies, and thus is useful as
a tunor marker.

Car ci noenbryoni ¢ antigen (CEA) is covered by Medicare Part B of
Florida when it is medically reasonabl e and necessary for the



patient's condition. CEA (procedure code 82378) is considered
medi cal | y reasonabl e and necessary and therefore covered provided
it is used:

As a serumtunor marker to monitor the status of various kinds of
mal i gnant tunors (see covered ICD-9 |ist);

To determ ne the adequacy of antineoplastic therapy.

CEA is not useful for making a differential diagnosis of cancer
since the sensitivity and specificity of this test makes it
unreliable. Therefore, CEA is not indicated as a screening test
for cancer. This policy is effective for clains processed on or
after June 16, 1997.

Di agnosi s Requirenments

To ensure that paynent is made only for nedically necessary
services, CEA is covered only when it is perforned for the
foll owi ng di aghoses:

151.0-151.9

152.0-154.8

159.0

162.0-162.9

174.0-174.9

175.0-175.9

197.4

197.5

235.2

V10. 03

V10. 04

V10. 05

V10. 06

V10. 11

V10. 3

Docunent ati on Requi renents

O fice records nust include docunentation in support of nedica
necessity, such as a history and physical, office/progress notes
and |l ab reports.

Advance Notice Requiremnment

Applies to diagnosis requirenents (see page 4).
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86592, 86593: Syphilis Testing

Syphilis is an infectious, chronic venereal disease resulting in

various |l esions of structural and cutaneous nature. Synptons
range froma small red papule in the initial stage to



cardi ovascul ar syphilis or neurosyphilis in the |ater stages of
t he di sease. Syphilis testing is done to di agnose syphilis.

Medi care Part B will consider syphilis testing (CPT codes 86592,
86593) to be nedically reasonabl e and necessary when perforned
under the follow ng circunstances:

To assist in the diagnosis of primary and secondary syphilis and
system ¢ | upus erythemat osus;

To confirmprimary or secondary syphilis in the presence of
syphilitic |esions;

To nmonitor response to treatnment for primary and secondary
syphilis.

This policy is effective for clainms processed on or after June
16, 1997.

Di agnosi s Requirenents

To ensure that paynent is made only for nedically necessary
services, syphilis testing is covered only when it is perforned
for the foll ow ng di agnoses:

042
090. 0- 090.
091. 0- 091.
092. 0- 092.
093. 0- 093.
094. 0- 094.
095. 0- 095.
096
097. 0- 097.
099.0
104.0

290. 0-290.9
356.9

710.0

V01. 6

© O O © O

©

Codi ng Gui del i nes

The service should be billed with CPT code 86592 or 86593 and the
appropriate I CD-9 diagnosi s code.

It is expected that individuals w th noncontagi ous di agnoses

woul d receive one VDRL, RPR or ART to rule out the m mc di sease
of syphilis.

Reasons for Denia



Services submitted with di agnoses other than those |isted as
covered 1CD-9 codes will not be eligible for coverage. Screening
services are not a benefit of Medicare.

Advance Notice Requirenent

Applies to diagnhosis requirenments (see page 4).

Docunent ati on Requi renents

The nedi cal necessity of the test nust be docunented in the
physician's office/progress notes. In addition, the test results
shoul d be included in the docunentation.
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88348: El ectron M croscope; Diagnostic

The el ectron mcroscope uses el ectron beans, instead of light, to
forman inmage for viewing, allow ng greater magnification and
resolution. The inage may be viewed on a fluorescent screen, or
it may be photographed. The el ectron microscope has been used in
the exam nation of biopsies for years; its efficacy, and
therefore, its Medicare coverage is not in question. However,
there are |l ess costly nethods for exam ning biopsies which are
normal | y adequat e.

Medi care Part B will consider electron mcroscopy (CPT code
88348) to be nedically reasonabl e and necessary when used in the
foll owi ng circunstances:

To di stinguish various types of nephritis fromrenal needle
bi opsi es

When there is an uncertain diagnosis fromthe pathol ogi st

When an uncertain diagnosis fromthe pathologist results froma
| ess expensive nethod of exam nation, and an el ectron m croscope
exam nation is therefore necessary, both biopsy exaninations are
covered. Where the additional expense for an electron m croscope
exam nation is not warranted, paynment is base upon the |ess
costly nethods of exam ning biopsies.

Di agnosi s Requirenents

El ectron m croscopy is covered when it is used for the foll ow ng
condi ti ons/ di agnoses:

274.0



580.0

580. 4

580. 81
580. 89
580.
581.
581.
581.
581.
581.
581.
581.
582.
582.
582.
582.
582.
582.
582.
583.
583.
5883.
5883.
5883.
5883.
583.
583.
583.
586
588.
588.
5983.
599.
710.
753.10-753. 19
753. 3

756. 89

759. 81-759. 89
V42. 0
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Codi ng Gui del i nes

El ectron m croscopy should be billed with CPT code 88348 and the
appropriate | CD-9 diaghosi s code.

Reasons for Denia

Any service billed with a diagnosis code other than those listed
inthe ICD-9 list for "Di agnosis Requirenents" will be denied.

El ectron m croscopy woul d never be allowed for screening

pur poses.

Advance Notice Requiremnment

Applies to diagnosis requirenents (see page 4).



Docunent ati on Requi renents

Medi cal records nust contain sufficient information to docunent
nmedi cal necessity for using the el ectron mcroscope.
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90780, 90781, 90782-90788: Coverage for Therapeutic or Diagnostic
I nf usi ons/ I njections

Ef fective for clains processed June 16, 1997 and after, if an
ot herwi se covered injectable drug/substance is deni ed paynent,
the correspondi ng therapeutic or diagnostic infusion (procedure
codes 90780 and 90781) or therapeutic or diagnhostic injection
(procedure codes 90782-90788) will al so be deni ed paynent.

When a covered infusion/injection is the only service provided to
a patient, the provider should bill the appropriate

i nfusion/injection adni nistration code and the appropriate code
for the drug/injected substance.

If a noncovered infusion/injection is provided to a patient, both
the drug/injected substance and the adm nistration of the

i nfusion/injection are noncovered itens. In this instance, it is
not appropriate to bill a covered CPT-4 code for the

adm nistration. If the provider wi shes to subnmit a claimto

Medi care for a noncovered service, the claimshould be billed
with HCPCS code A9270 (noncovered service).

I nj ections/Infusions Provided During the Course of an E/M Service

CPT code 99211 cannot be used to report a visit solely for the
pur pose of receiving an injection which neets the definition of
CPT codes 90782, 90783, 90784 or 90788. Medicare Part B will not
pay for CPT codes 90782-90788 if an eval uati on and managenent
(E/M service was billed on the sane day by the sane physician
because paynent for the E/M service includes the paynent for an
injection that neets the definition of CPT codes 90782-90788 when
it is provided on the sanme day as the E/ M code.

If a covered injection is provided during the course of a
significant, separately identifiable E/M service, the provider
shoul d bill the appropriate E/ M code based on the | evel of care
provided. In addition, the procedure code used to report the
drug/injected substance may be billed. Procedure codes 90782-
90788 should not be billed in addition to an E/ M service. The

rei mbursenent for the adm nistration of the injection is included
in the E/M service.

If a covered infusion is provided during the course of a
significant, separately identifiable E/M service, the provider
shoul d bill the appropriate E/ M code based on the | evel of care
provi ded; the appropriate procedure code used to report the



drug/injected substance; and the appropriate infusion code (90780
or 90781).

If a noncovered infusion/injection is provided to a patient
during the course of a covered E/M service, the provider my
report the appropriate E/M service based on the level of care
provi ded. The noncovered adm nistration of the infusion/injection
shoul d be billed with HCPCS code A9270 (noncovered service) if
the provider wishes to subnmit a claimto Medicare Part B
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page 30
94642: Pentam di ne | sethionate

The only place of service payable for Pentan dine |Isethionate
(procedure code 94642) is place of service 11 (office).

A conprehensive article on Pentanidine |Isethionate was published
on page 46 of the March/ April 1997 Medi care B Updat e!
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92499: Conputerized Corneal Topography

Conmput eri zed corneal topography (procedure code 92499) is covered
by Medicare Part B when it is nedically reasonabl e and necessary
for the patient's condition. To ensure that paynment is nmade only
for nedically necessary services, conmputerized corneal topography
is covered only for the foll owi ng di agnoses. Refer to the npst
current version of the I CD 9-CM codi ng book for conplete

descri ptions.

372. 42
371. 60

371. 46
371. 48
371. 41
V42.5
V45. 6

Advance Notice Requirenment

Advance Notice applies to diagnosis requirements (see page 4).

EIE R R I R I R R I R R I R R R R R

94010- 94240, 94360, 94375, 94620: Coding of E/M Services with
Pul monary Servi ces

In the Septenber/Cctober 1996 Medicare Part B Update! you were
notified that effective for clains processed Cctober 14, 1996,
and after, a 25 nodifier nust be submitted with an eval uati on and



managenment service (procedure codes 99201-99353) if billed on the
sanme day as pul nonary function studies (procedure codes 94010,
94060, 94070, 94150, 94160, 94200, 94240, 94360, 94375, and
94620). Effective immediately, this is no |onger required.
However, if an eval uation and managenent code is billed on the
same day as the pul nonary studies, it nust contain the required
conponents for the E & Mservice billed (i.e., history,

exam nation, and nedi cal decision nmaking).
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95900- 95904, 95999: Nerve Conduction Studies/Current Perception
Threshol d Testi ng

Nerve conduction studies are standard procedures in the study of
peri pheral nerve di sease. The neasurenent of nerve conduction is
useful as an initial diagnostic tool because it can distinguish
maj or categories of disease (axonal vs. denyelinating) and can

| ocalize entrapnents and ot her nobnoneuropathies. A baseline
measurement nmekes it possible to differentiate progression of the
peri pheral neuropathy fromother clinical conditions at future
points in tine.

Anot her type of test for the quantitative evaluation of nerve
integrity is Current Perception Threshold (CPT) Testing, which
measures the functional integrity of a given sensory nerve by
recording the current intensity |level of a painless sensation
percei ved by the patient. These coverage guidelines are effective
for clains processed June 16, 1997, and after

Medi care Part B will consider nerve conduction studies to be
nedi cal | y reasonabl e and necessary when perforned under the
foll owi ng circunstances:

Nerve conduction tests are indicated for the diagnosis of
suspected, or the followup of known peripheral nerve disease
af fecting conductivity.

Nerve conduction studies are typically used to diagnose foca
neur opat hi es or conpressive | esions such as carpal tunne
syndrone or ul nar neuropathies. They are al so useful for

di agnosi s or confirmation of suspected generalized neuropathies,
such as diabetic, uremc or netabolic neuropathies. Traumatic
nerve | esions may al so require nerve conduction studies for

di agnosi s

and prognosis.

In the absence of a definitive diagnosis, synptom based di agnoses
such as pain or nunbness in an extremity, can be an acceptable

i ndi cation for nerve conduction studies provided the clinica

hi story unequi vocal ly supports the need for the study.

Di agnosi s Requirenments for Nerve Conduction Studies



Nerve conduction studies are covered when perfornmed for the
fol | owi ngcondi ti ons/ di agnoses:

250. 61- 250. 63

354.0-354.9
355. 0-355.6
355.71-355.79
355.8-355.9
356. 0-356. 9
357.0-357.9
722.80-722. 83
723.1

723. 4

724. 4

729.5

780.7

782.0

Current Perception Threshold (CPT) Testing

Ef fective for services rendered June 16, 1997, and after, CPT
testing (95999) is covered by Medicare Part B once a presunptive
di agnosi s of sensory nerve dysfunction has been nade. Sensory
nerve inpairnment has four basic categories, including

pol yneur opat hy, conpressive neuropathy, radicul opathy, and foca
nerve |l esions. CPT testing will be considered nedically
reasonabl e and necessary when perfornmed under the foll ow ng

ci rcunst ances:

To identify and | ocalize areas of abnormal function
To determ ne the severity of the abnormality
To aid in diagnosis, prognosis, and treatnent

CPT testing should be perforned on conditions being actively
treated or on patients who are exhibiting synptonmatol ogy. Repeat
testing would only be necessary to determ ne the progression or
heal ing of actively treated conditions.

Di agnosi s Requirenents for Current Perception Threshold Testing

CPT testing is covered when perfornmed for the follow ng
condi ti ons/ di agnoses:

250. 61- 250. 63
350.1

354.0
354.2
355.0



355.1
355.3
355.5
355.9
357.2
357. 4
357.5
585

722.71
722.72

722.73
722.81
722. 83
723.1
723.2
723.3
723. 4
724.3
724. 4
724.5
729. 2

Codi ng Gui del i nes

Clains for Nerve Conduction Studies should be billed using
procedure codes 95900, 95903, and 95904. Clains for Current
Perception Threshold (CPT) Testing should be billed using
procedure code 95999. When using an unlisted code, a concise
description of the procedure nust be indicated in Item 19 of the
HCFA- 1500 claimform Any claimreporting CPT Testing as nerve
conduction and/or | atency studies would not be appropriate and
wi || be denied.

One woul d not expect to see both nerve conduction studies and
current perception threshold testing billed during the sanme
pati ent encounter or on alternate visits.

Use of technical conponent (TO or professional conponents (26)
nodi fier is appropriate in billing diagnostic procedures (for
codes 95900, 95903, and 95904).

Reasons for Denia

Routi ne screening and nedi cally unnecessary services are not
covered by Medicare. Therefore, services for conditions not
listed in the "Diagnosis Requirenents” will be denied as either
screening or not nedically necessary.

Consi stent excessive use of units of testing, repeated testing on
the sane patient, or testing every patient referred for pain
weakness, or paresthesia nay beconme evident on review. In these
cases, denial may occur



Advance Notice Requirement

Applies to diagnosis requirenents (see page 4).

Docunent ati on Requirenents

In the event of a pre- or post-paynment review, the follow ng
docunent ati on gui delines must be net.

The patient's nedical records, including history and physical

of fi ce/ progress notes, and nerve conduction or CPT test results,
nust clearly docunent the nmedical necessity of the test. Sensory
nerve dysfunction should be docunented in the patient's history.

Clinical exam nation should denpnstrate qualitative signs of
sensory dysfunction with the exception of patients with netabolic
di sorders such as diabetes nellitus. Frequently, these patients
can be di agnosed with neuropathy prior to the presence of overt
clinical synptons.
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Billions of taxpayer dollars are |lost annually to health care
fraud and abuse, noney which should be paid to legitimte

provi ders and suppliers for actual services provided to keep our
seniors in good health. The Medicare Fraud Branch (MFB) is
aggressively dealing with these issues. Please report the
following activities, or any fraudul ent and abusive practices, to
the MFB by phone, facsimle, or by mail at the follow ng:

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

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 nanme of
at | east one beneficiary who has been victimzed, or at |least the
provi der's nane, address and code(s) at issue. You may remain
anonynous and the information will not be shared beyond | aw
enforcenent entities. Al reports are held in the strictest
confidence, and the concerned individual will not be exposed.



Avoi d M sunder st andi ngs: Advise Your Patients

Si npl e m sunder st andi ngs are responsible for the majority of the

fraud and abuse conplaints received by the Florida carrier fraud

unit. To avoid unnecessary fraud reviews, your patients should be
rem nded of the follow ng things:

Co- paynent and deducti ble responsibilities;

O fice name changes such as nergers, additional physicians, etc.

Anest hesi ol ogi sts and CRNAs billing for the sane surgica
procedure tine;

Unusual | y coded procedures/services, such as joint injection or
bl ood drawi ng which are both |isted under surgery procedure
codes;

Services which are usually furnished outside of the office (i.e.
referred | aboratory charges); and

Care for certain inpatients nmay require help from unnmentioned
provi ders such as radiol ogists or cardiol ogists who interpret
tests and X-rays.

Medi cal Necessity and Nursing Honme Visits

The assessnent and treatnent of patients residing in nursing
facilities nmust neet medical necessity requirenents to qualify
for Medicare rei nbursenent. Services of other providers ordered
by the attendi ng physician generally neet the medical necessity
criteria, but not necessarily so. Wen the attendi ng physician
sinply checks off services on an order sheet, there may not be
cl ear evidence of nedical necessity and the services nay be

deni ed. Likewi se, if other practitioners, such as speech

pat hol ogi sts, physical and occupational therapists, podiatrists,
opht hal mi ¢ providers, and nental health providers evaluate or
treat nursing facility patients w thout clear evidence of nedica
necessity in the nedical record, such services will be denied.

The HCFA's nursing facility regulations require a conprehensive
assessnment and a plan of treatnment that enbraces the full range
of services the resident needs. Accordingly, nedical reviewers
will presune that the infornmation needed to support paynment of a
claimis in the nursing facility's record, if the infornmation
exi sts.

Evi dence of nedical necessity in the nmedical record includes
pertinent progress notes by the attendi ng physician or evidence
of a Resident Assessnent Protocol (RAP) that a problem has arisen



which requires intervention by an appropriate provider. The
patient or fanm |y may request intervention by a specific category
of provider, but, again, there nust be evidence in the record
that such intervention is nedically necessary and covered by

Medi care regul ations for Medicare to reinburse for those
services. Al providers are remnded that it is recomended that
the attendi ng physician be contacted whenever a nursing facility
patient is tobe seen, unless the patient specifically requests

ot herwi se.

Nat i onal Medi care Fraud Al ert

This section is a conpilation of the nbst recent Nationa

Medi care Fraud Alerts, which are produced as a result of the
findings of various Medicare carrier fraud units, state and
federal agencies. These alerts are distributed in full to various
state, federal, provider and beneficiary associations and
agencies. They are highlighted in this section to further reach
the Florida provider and beneficiary comunities.

M srepresentation of the Status of Inpatient Hospital Patients: A
schene was recently uncovered involving both Medicare Part A and
B false billings for oncol ogy services. Miltiple hospital-based
oncol ogy centers have been identified as providing radiation
therapy services to inpatients, and subnitting these services as
outpatient in an effort to gain reinbursenent for the technica
conmponent of the service. Physicians have al so been billing for

t he professional conponent of these same services as
officelclinic services in an effort to obtain higher

rei mbur senent .

Ot her identified conmponents of this schenme include:

Up-codi ng of radiation therapy services fromsinple to conpl ex;

Provi ding nore conplex treatnent than is necessary; ie. nore
fields, blocks, wedges, than can be clinically justified; and,

Billing for nedically unnecessary or undocunented services.

| nappropriate Billing for Psychotherapy Procedure Codes:
Physi ci ans have been found to be billing procedure code 90855
(interactive individual nedical psychotherapy) when they are
suppl yi ng 90862 (pharmacol ogi ¢ managenent with no nore than

m ni mal medi cal psychot herapy) shoul d have been bill ed.

Evi dently, a psychiatric publication in md-1993 stated that it
was appropriate for physicians to bill for the higher |evel code
as a nethod to inproving rei nbursenent. Be advised that it is

i nappropriate for a provider of medical services to up-code a
service in an effort to maxi m ze rei nbursenment. This is

consi dered fraud agai nst the federal governnent.



Fraud and Abuse in the Provision of Services in Nursing
Facilities: Sonme of the illegal practices that the O G has
uncovered in nursing facilities include, but are not linmted to
the foll ow ng:

Clains for services not rendered or not provided as cl ai nmed
(i.e., speech, physical/occupational therapy, psychotherapy and
di agnostic services); and,

Fal sification of clains to circunvent coverage limtations on
nedi cal specialties, (i.e., podiatry, optonetry, and audi ol ogy
servi ces).

If you have know edge of these issues, please call 1-800-HHS-TIPS

Honme Health Referrals: A Rem nder

Physi ci ans have recently received notice fromthe HCFA which

advi ses themthat they may be fined up to $5, 000.00 for

i nappropriately referring a beneficiary for home health care
services. This was nmeant as an advi sory to our physician

popul ation (i.e., that for home health care services to be a
covered benefit under the Medicare programmultiple criteria nust
be nmet to obtain covered services). Miultiple audits of various
Home Heal t h Agenci es throughout the nation have taken place in
the recent nonths; the audits reveal that many services do not
neet coverage criteria and were not nedically necessary.

Pl ease do not avoid home health referrals in an effort to

saf eguard yourself frompotential financial liability. These
services are an excellent mechanismfor patients to return to
their hones safely and at a | ower cost to the Medicare program
Just be aware of this as a possibility and act according to your
practice standards. For nore information on the Medicare hone
heal th benefit and coverage criteria, consult your Regi onal Hone
Heal th Internediary.

On-Site Audits of Provider Practice Settings

Mul tiple on-site audits are being perforned by the carrier, the
AHCA, and the HCFA on providers which appear to have aberrant
billing practices or for particular service providers. This is
bei ng done to assure that the services are docunented and
medically indicated, that state and |ocal |aws are being upheld,
and even to see if the provider has the equi pnent to provide the
services they are billing. The Florida carrier has al so been
perform ng on-site evaluations in Dade and Broward counties of
any new providers who want to become part of the Medicare

provi der networKk.



Pl ea Agreenents

Ostony Unlimted, Inc.: Miultiple individuals pled guilty in a
M chi gan federal court in |late February 1997, in a case that

i nvol ved urinary incontinence and gastrostony feeding supplies
which were fraudulently billed to the Florida and M chi gan
carriers. The individuals charged agreed to w thdraw any
current/pending litigation and face up to $12 mllion in fines.

Settl ements and Ot her Fraud News

Franklin Laboratory, Inc. Settlenent: The owners of Franklin
Laboratory, Inc. were ordered to nmake restitution of $5 mllion
The owners waived all rights to noney withheld because of the
suspensi on taken on the provider in 1996. The | aboratory and its
owners are permanently excluded from participation in any federa
and state prograns.

Corning to Pay $119 MIlion to Settle A Case of Medicare Billing
by Danpbn: A subsidiary of Corning Inc. agreed to plead guilty to
one count of crimnal conspiracy. The diversified conpany will
pay $119 million to settle charges that the subsidiary bilked
Medicare in a billing scheme before acquisition by Corning. The
settlenment, which includes a $35 million crimnal fine and an $84
million civil fine, is the largest settlenment for a health care
fraud prosecution. The Justice Departnment took pains to point out
that Corning Labs stopped the phony billing schenme and took steps
to ensure conpliance with Medicare laws following its acquisition
of Danon.

Sent enci ng

Dr. Wall ace Pickett, who was convicted of filing false clains to
Medi care, Medicaid, and Chanpus, was sentenced on January 22
1997, in federal court in Olando, Florida to 33 nonths

i ncarceration, followed by three years of supervised rel ease
During the tinme of Dr. Pickett's supervised release he will have
to perform 150 hours of comunity service. Dr. Pickett was
ordered to nmake restitution in the amobunt of $215, 000. 00,

(%45, 000.00 to Medicare) with a special assessnent of $1,700.00
added to his fines related to court costs. Additionally, the
Agency for Health Care Administration (AHCA) suspended Dr
Pickett's nedical |icense for reasons related to his conviction.

The O fice of the Inspector General has urged the Health Care
Fi nanci ng Administration to demand that Hospice of Florida
Suncoast repay alnost $9 million for patients the auditors
believe were ineligible for Medicare's hospice benefits. The
Largo, Florida hospice said the paynents were proper



Laboratory Corp. to pay $187 million for over billing Medicare
and ot her governnment prograns for blood tests. Laboratory
Corporation will pay a $182 mllion civil fine, while its Allied
Clinical Laboratory subsidiary in San Diego, CA, pleaded guilty
to one crimnal count and agreed to pay a $5 mllion fine and
will be barred from Medi care and Medi cai d.

The U. S. Attorney in Chicago, IL, sued a Kentucky diagnhostic
firm Transcor, Inc., for allegedly cheating Medicare out of $1.6
mllion by mscoding EKG tests perfornmed in nursing hones.

Hori zon/ CMS Heal thcare Corporation agrees to pay $5.8 million to
settle fal se Medicare and Medicai d rei nbursenent cl ains.

Spectra Labs agrees to pay $10.1 million to the federa
government to settle allegations that it submitted false clains
to Medicare and other federal health programs for |ab tests on
patients with end-stage renal disease.
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Primary Care Services Rendered by Optonetrists

Medi care Part B has recently been nade aware that a new concept
called "Primary Care 2000" is being pronoted to optonetrists.
"Primary Care 2000" encourages an optonetrist to be a "comanager
of medical conditions," including acne, carotid disease,
hypertensi on, and di abetes. To further this pronotion, classes
have been held with titles |ike: Hypertension and the Eye,
Vascul ar Di sease and the Eye, Neurol ogy and the Eye, Cinica
Laboratory Testing for the Primary Care Optonetrist and
Der mat ol ogy and the Eye. A class was al so conducted on

exam nation techniques for ear, nose, throat, sinuses, heart,

I ungs, and the neurol ogi cal system

Section 1862 (a) (1) (a) of the Social Security Act provides that
Medi care can pay only for "itens and services that are reasonabl e
and necessary for the diagnosis or treatnment of illness or injury
or to inprove the functioning of a mal forned body nenber."

Medi care paynent for eval uati on and nanagenent services provi ded

by optonetrists can therefore only be nade if the services are:

1) nedically necessary; and,

2) perm ssible under the scope of practice requirenents of state
licensure | aw.

Optonetrists are reminded that all services they provide to
Medi care patients are subject to national and | ocal nedica



policy guidelines, and are subject to the state |icensure scope
of practice requirenments.
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Sanctioned Provider Information Avail able on |nternet

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

i ndi vidual s/entities that are excluded fromrei nbursement under
Medicare (Title XVIII of the Social Security Act). Previously,
Medi care Part B of Florida published this information as it
relates to Florida providers in the Medicare B Update!

As of March 17, 1997, the entire exclusion list is now avail able
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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Billing Consultants Maxim zi ng Revenue

The information bel ow was recently published in the Medicare Part
A Bulletin, and is being republished here to ensure that al
provi ders are aware of the problem

An investigation into | aboratory billing irregularities in
several OChio hospitals has shown that the practice of fragmenting
lab billings was pronoted by consulting firns that promised to

i ncrease hospital revenue in return for a conm ssion consisting
of a percentage of the first year's increase. The departnent
heads of several hospitals were interviewed for insight into the
deci si on- naki ng process which resulted in the subm ssion of false
| aboratory clains by hospitals. Wen interviewed, technical and
financi al supervisors of Ohio hospitals indicated that there are
a nunber of consulting firms which offer to maximze billings for
radi ol ogy, emergency room and |aboratory services by discovering
and correcting coding "errors” in return for a percentage of the
resulting revenue increase.

There is little incentive for consultants to correct coding
errors which do not increase their consulting fees. This
arrangenent is ripe for upcodi ng, unbundling, and other
mani pul ati on which increase costs to the Medicare program
However, hospital business nmanagers tend to rely heavily on
representati ons nmade by the consultant, and fixing responsibility
in a hospital organization can be difficult. Organizationa
charts, reporting relationships, and lines of authority can and
shoul d be expl ored and docunented in personal interviews with
hospital officials. These can be essential elenments in devel oping
a crimnal case



This information was distributed in an attenpt to ensure that al
Medi care Part A providers are aware of this potential fraud
situation. Educated consumers and providers are less likely to
becone victinms of fraud scanms. However, all providers should pay
close attention to how their clains are billed, and that the
items billed correctly reflect the service(s) provided. The
ultimate responsibility for the integrity of any clains billed to
Medi care rests with the provider.

IR R RS SRR SRR R R R R R R R R R R R R R SRR EEEEREEERE SRR EEREEEEEEEREE SR

"Fel | ows,
Medi car e

Approved Residency Prograns, and Filing Clains to

Since the publication of the new Medicare policy for the services
of teaching physicians (defined as physicians who involve
residents in the care of their patients), there have been nmany

i nquiri es about Medicare's policy on paynent for the services of
"fellows." The new policy did not change the guidelines for the
definition of an approved medi cal residency program or the

ci rcunmst ances under which the services of residents and fell ows
are consi dered physicians' services payable by the carriers.
However, the final rule did revise existing regulations for the
services of residents, and al so expl ai ned when teaching
physi ci ans may properly bill under Part B

Questions have been rai sed about Medicare Part B' s paynent
gui delines for the services of residents and "fell ows".

The rel ati onshi p between the teachi ng physician policy and the
services of "fellows" mght be unclear because the term"fell ows"
can be assigned to different individuals for different reasons.
It can be used to designate:

An individual who has conpleted a basic residency programand is
now in a formally organi zed approved subspeci alty program which
may or may not be recogni zed as an approved residency program
under Medicare; or

An individual who has conpleted all residency prograns but who is
staying at the teaching hospital/nedi cal school conplex for a
vari ety of reasons such as a faculty appointnent or a chance to
develop or refine his or her skills outside the context of a

resi dency program

Section 2020.8 of the MCM st ates:

Where a senior resident has a staff or faculty appointnment or is
desi gnated, for exanple, a "fellow', it does not change the
resident's status for the purposes of Medicare coverage and
paynment. As a general rule, services of interns and residents are
pai d as provider services by the internediary.



This article discusses the paynent policy for individuals
designated as fell ows under various conditions.

Fellows in an Approved Program

As defnined in 42 Code of Federal Regul ations (CFR) 416.86(b), a
"resident" neans an intern, resident, or fell ow who participates
in an approved nedi cal residency programincluding prograns in
ost eopat hy, dentistry, and podiatry. This defines an approved
medi cal residency program as incl uding:

a program approved by 1 of 4 national organization cited in 42
CFR 415. 152;

a programthat counts toward certification in a specialty or
subspecialty listed in either the Directory of Graduate Medica
Educati on Prograns published by the American Medical Association
(AMA) or the Annual Report and Reference Handbook published by
the Anmerican Board of Medical Specialties (ABMS); or

a fellowship programin geriatric nedicine approved by the
Accreditation Council for Graduate Medi cal Education.

A fellow who is in a program neeting any of the above criteriais
considered a resident in an approved program Under the |aw, the
costs associated with the services of the resident in an approved
programin a hospital are payable as hospital services. It does
not make any difference whether or not the hospital incurs
conpensation costs for the services of the resident. The hospita
is entitled to receive direct GVE paynents for the tine the
resident or fellow spends working in the hospital (including al

i npati ent and outpatient settings that are a part of the
hospital). For exanple, if the services are furnished in a clinic
that is a part of the hospital, such as a conponent of the

hospi tal outpatient departnment, the services are payabl e through
the direct GVE paynent mechani sm The teachi ng physician presence
policy would apply to any services in which residents are

i nvol ved for which teaching physician seeks carrier paynents.

If the fellow furnishes services in an entity which is not a part
of a hospital, there is a provision under which the tine the
resident or fellow spends in nonprovider settings, such as a
freestanding clinic, may be included in the hospital direct GVE
count. This pays the hospital for the resident's tinme. Such
settings would then becone "teaching settings." The tine spent in
the nonprovi der setting nust be spent in patient care activities,
and there nmust be a witten agreement between the hospital and
the clinic indicating that the hospital bears the costs of the
resident or fellow s tinme in the nonprovider setting. The

t eachi ng physician presence policy would apply to any services in
which the residents or fellows are involved for which the
teachi ng physician seeks carrier paynents.



If there is no such agreenent under which the tinme in the
nonprovi der setting is included in the direct GVE count and the
resident or fellowis fully licensed, the resident or fellow s
services in the nonprovider setting may be covered and billable
as physicians' services. The clains nmay be billed by the fellow
or reassigned to the fellow s enployer. Thus, there is nore
flexibility regarding the way the services of a fellow are paid
outside the hospital setting.

Fellows Not in Any Formally Organi zed Program

Regardi ng the services of individuals designated as fell ows who
are not in any formally organized training programand who are
fully licensed to practice are payabl e as physici ans' services,
the teachi ng physician presence policy does not apply to their
servi ces because these individuals are furnishing services in the
capacity of physicians.

Fellows in an Unlisted Program

There have been many questions about the status of fell ows who
have conpl eted a general residency program and who are in
subspecialty programs not listed in either the AMA or the ABMS
publications. The services of individuals who have successfully
conpl eted one or more residency prograns and who are in another
subspeci al ty program whi ch does not neet the definition of an
approved nedi cal residency program are covered as physicians
servi ces payabl e under the physician fee schedule. Virtually al
physicians who fall into this category would be fully |icensed;
however, if this were not the case, for whatever reason, it m ght
be appropriate to classify the individual as a resident not in an
approved program

"Moonl i ghting" Fell ows

Services of "noonlighting" residents (which would include fell ows
in an approved progran) are defined in 42 CFR 415.208 as services
that licensed residents perform outside the scope of an approved
GME program Services are often performed in settings away from
the site of the resident or fellow s training activities and may
be payabl e as physicians' services under the physician fee
schedule. In addition, "moonlighting" by a resident or fellow in
the outpatient or emergency department of his or her program
hospital may be payabl e under the physician fee schedule if
certain conditions are nmet. However, the nature of sonme of the
guestions received seens to indicate that this provision is being
explored by hospitals and faculty practice plans as a neans of
getting around the physician presence policy of the teaching
physician rules. Wiile it is possible to nmoonlight in one's
program hospital, the information in the foll ow ng paragraphs
shoul d be taken into account in these situations.



A residency program (including approved fell owship progranms) in a
hospital is generally a full-tine activity that would include
such elenments as "on-call"™ tinme and the training of junior
residents and others as well as the learning activities of an

i ndi vidual resident or fellow In developing the direct GVE
payment policy, Medicare did not establish a standard nunber of
hours for an approved resident program It was recogni zed that
progranms woul d vary fromspecialty to specialty and hospital to
hospital in this regard. There was a presunption that everything
a resident did in the hospital was related to the residency
program Therefore, noonlighting services furnished by a resident
in the same hospital that he or she is a resident in nust be
based on evidence that the services are furnished during off-
hours and that rebuts the presunption that the services are being
furnished as a part of the requirenments of a residency or

fell owshi p program

The foll owi ng noonlighting situations nmay be appropriate for
billing outside the scope of one's training program

An outpatient setting or emergency departnment (but not an

i npatient unit) at the "hone" or affiliated hospital where the
fell ow or resident trains when the conditions discussed above are
met; or

An outpatient setting, emergency department, or inpatient unit at
a hospital or institution not affiliated with the training
program

Sone prograns Wi sh to enploy noonlighting fellows or residents
for certain inpatient settings. For exanple, there have been
inquiries as to whether a fellowin a Pain Fell owship program can
bill for inpatient anesthesia. Another frequent inquiry is

whet her fellows in a subspecialty of surgery or nedicine my bil
for general surgery procedures or general nedicine services in
inpatient units at the "honme" hospital. Paynment for the resident
or fellow s services in connection with these services or
procedures is nmade through the direct GVE paynment mechanism The
services of the resident or fellow are not payable as physician
servi ces, and teaching physician presence requirenments woul d have
to be net for carrier paynment to be nmde.

For additional information about teaching physician guidelines,
refer to the follow ng issues of the Medicare B Update!

Mar ch/ April 1997, page 77

HCPCS Speci al Update, Decenber 1997, page 16

Sept enber/ Cct ober 1996, page 27.
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Where to Send Teachi ng Physician Exception Requests

Teaching facilities may apply for an exception to the teaching
physi ci an presence requirenment for certain | owlevel evaluation
and nmanagenent services rendered by residents. To do so, a letter
outlining certain information nust be filed with Medicare Part B

In the March/ April 1997 Medicare B Update!, a sanple letter for
this exception was included. However, the address to send the
request to was not included. Send requests for exceptions to:

Medi care Regi stration

P. 0. Box 44021
Jacksonville, FL 32231
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Updates To The Medigap Insurer Listing
The foll owi ng updates to the Medigap i nsurer updates have been

performed. Please nmake the necessary corrections in your Apri
1996 Medicare B Special |ssue Medigap Crossver |nsurer Listing.

Medi gap | nsurer Address Changes

Nunber I nsurer Name

26004 V. F. W | NSURANCE110 G BRALTAR ROADHORSHAM PA 19044

New Medi gap | nsurer Nunber

Nunber I nsurer Name

18057 AMERI CAN Pl ONEERPO BOX 130PENSACOLA FL 32591

Medi gap | nsurer Nunbers Changed to Exenpt

The followi ng Medigap i nsurer nunbers have been changed to an

exenpt status. We will not cross over Medicare paynent data to

these Medi gap i nsurer nunbers. Please change the Nto an Y in
your Update.

Nunmber | nsurer Nane
15110 UNI TED M NE WORKERS
56028 UNI TED M NE WORKERS

I TT Hartford

The Hartford has recently conpleted a nmajor automation for

el ectronic claimsubm ssion. They have consolidated their clains
processing centers to receive clains electronically from an

el ectroni c cl eari nghouse operated by Mitual of Omraha.



Medi gap i nsurer nunbers were fornerly devel oped to include
various Hartford | ocations, Hartford cl ai mprocessing centers,
and Hartford Medi gap policies. However, due to the automation to
el ectronic crossover, nost of Hartford's Medi gap nunbers are no
| onger needed.

A nunber of changes have been nmade to the Medi gap i nsurer nunbers
formerly assigned to Hartford. They are outlined in the foll ow ng
sections.

Active Medigap Insurer Numbers for Hartford Al exandria Virginia
ClaimOfice (Mitual of Omrmha)

Nunber: 56037

Nanme/ Addr ess: HARTFORD HLTH CLM OFFI CEPO BOX 11910ALEXANDRI A VA
22312

Nunber to use: Miin Nunmber

Nunber: 56036
Nanme/ Addr ess: HARTFORD | NSURANCEPO BOX 11910ALEXANDRI A VA 23212
Nunmber to use: X-REF to 56037

Nunber: 56013
Name/ Addr ess: HARTFORD LI FE | NSPO BOX 11910ALEXANDRI A VA 22312
Nunber to use: X-REF to 56037

Nunber: 17049

Nanme/ Addr ess: HARTFORD | NSURANCE COPO BOX 11910ALEXANDRI A VA
22312

Nunmber to use: X-REF to 56037

Active Medigap Insurer Nunbers for Hartford Des Mdines lowa Cl aim
O fice (Kirke-Van O sdel)

Nunber Nanme/ Addr ess

17011 KVI /1 TT HARTFORD1776 WEST LAKES PKWYDES MO NES | A 50398
24002 MEDI PLUS/ | TT HARTFORD1776 WEST LAKES PKWYDES MO NES | A
50398

Hartford Medigap | nsurer Numbers Changed to Exenpt/ Del et ed

The foll owi ng Medigap insurer nunbers for Hartford have been
changed to an exenpt status and noted in our insurer files as
"NOT IN USE." W will not cross over to these Medigap insurer
nunbers; please use the ACTIVE Medi gap i nsurer nunbers for
successful crossover. Please change the Nto a Y in your Update.

* Nunmber was fornerly exenpt

HARTFORD (Vari ous Locations)



ID  #NAME

15048*

17024*

17025*

17039

17051~

19240*

19480*

19517*

19579

19758

19847*

19896

19948*

19968*

19974*

19990

20062*

20069*

23121*

23212

26018*

35036

39002*

40042*

40066*

42073*

42159*

HARTFORD

HARTFORD

HARTFORD

HARTFORD

HARTFORD

HARTFORD

HARTFORD

HARTFORD

HARTFORD

HARTFORD

HARTFORD

HARTFORD

HARTFORD

HARTFORD

HARTFORD

HARTFORD

HARTFORD

HARTFORD

HARTFORD

HARTFORD

HARTFORD

HARTFORD

HARTFORD

HARTFORD

HARTFORD

HARTFORD

HARTFORD

LI FE

LI FE

I NS

LI FE

I NS

LI FE

ACCl DENT

I NS

ITT

I NS

I NS

LI FE

I NS

I NS

LI FE

FI RE

LI FE

I NS

I NS



48066

48091~

51002

53027

53057*

90160*

HARTFORD
HARTFORD ACCI DENT
HARTFORD | NS
HARTFORD
HARTFORD

HARTFORD (I TT)

HARTFORD CLAI M OFFI CES

I D # NAME

16015*

16113

16114

18053

20112

43038

45157*

53037

61079

NATI ONAL | NS ADM

NATL/ I NS ADM

FEDERATI ON OF AMER CONSUMERS

EMPLOYEE BENEFI T PLANS

PARAGON BENEFI TS

| NTERACTI VE MED SYSTEMS

SELMAN & COMPANY

TOTAL PLAN SERVI CE

SEABURY & SM TH

KVI/ITT HARTFORD POLI Cl ES

I D # NAME

25041

25042

25043

25044

25045

56006

AMER ASSN OF UNI'V WOVEN

AMER ASSN OF UNI'V PROF

Al R CRAFT OMNERS & PI LOTS

PREFERRED ASSN

THE ASSN OF US ARWY

RETI RED OFFI CERS ASSOC

HARTFORD MEDI GAP POLI CES

I D # NAME



56039 AANA GRP | NS

56040 ABI GRP I NS

56041 ACADEMY OF MEDI CI NE

56042* ACT MANAGEMENT CORP

56043 AMERI CAN CHI RO ASSN
56044 AMERI CAN OSTEOPATHI C ASSN
56045 AMER STND BENEFI T TRUST
56046 ARATEXT

56047 BETA SI GVAN PHI

56048 COMVUNI TY HOSPI TAL
56049 EASTERN FI NANCI AL FED
56050 NATL FARMERS UNI ON
56051 GEORG A BANKERS ASSN
56052 ALLEN M LLWORK

56053 AMSPEC CHEM CAL CORP
56054 BANCFLORI DA

56055 CHELSEA PROVI DENT BANK
56056 CHESTER TELEPHONE

56057 ENCYCLOPEDI A BRI TANNI CA
56058 FI DELI TY FEDERAL

56059 G & H TON NG

56060 HOME | NNOVATI ONS | NC
56061 | NDEPENDENT LI FE

56062 JEFFERSON COUNTY

56063 JOURNAL PUBLI SHI NG
56064 MARTHAS VI NEYARD NATL
56065 MERCHANTI LE BANCORP

56066 SPORTRAN | NC



56067 TALLOWOOD BAPTI ST CHURCH

56068 | NDEPENDENT LI FE

56069 I NFI NI TY TRUST

56070 I NTL BROTHERHD OF TEAM
56071 MCM CORPORATI ON

56072 MEDI - PARK

56073 MEMBERS BENEFI T TRUST
56074 MERCHANTS | NDUSTRY FUND
56075 MULTI PLE UNDER WRTN TRUST
56076 HAGI T NEW JERSEY DENT ASN
56077 PHYSI CI ANS BENEFI T TRUST
56078 PLUMERS & PI PEFI TTERS
56079 PROFESSI ONAL | NS TRUST
56080 RETI RED Al RLI NE PI LOTS
56081 RODNEY HUNT COMPANY

56082 SEVEN LAKES LANDOWNERS
56083 TRUSTEES FOR | NS EDUCATI ON
56084 MEMBERSHI P ASSN HLTH | NS
56085 NATL ASSN OLDER WOMANS
56086 NATI ONAL COLLEG ATE | NS
56087 UNI TED SENI OR ASSCC

56088 UNI TED STOCKYDS CORP
56089 PALMER CAY/ CARSVEELL

56090 US CONFERENCE OF MAYCRS
56091 ZAGAR

56092 ZI ONI ST ORGIN OF AMERI CA
56093 AMER SR CI TI ZENS ASSN
56094 BENEFI TS ADVI SORY TST

56095* AF & AM OF OREGON



56096

56097

56098

56099

56100

56101

56102

56103

56104

56105

56106

56107

56108

56109

56110

56111

56112

56113

56114

56115

56116

56117

56118

56119

56120

56121

56122

56123

BROWARD NELSON FTN
CLAYTON COUNTY WATER AUTH
COLTS PLASTI CS

EASTERN BANCORP

HAPPY APPLI QUES

JEW SH COWM CNTR RI CHMOND
JOHNSON CONTRCLS
MARTI N COUNTY
OKEECHOBEE

OI'TO CANDI ES

ROYCO

AKAR ALUM NUM

TOWN OF ABI NGDON

I NTL UNI ON OF OPER ENG
MAXI MUM GROUP TRUST
MOOSE | NTL | NC
MOUNTAI N AMER

NATL TRUST

NETWORK TRUST

W JEFFERSON MED CNTR
YALE UNI VERSI TY

AF & AM OF OREGON

BRI CKELL PLACE CONDO
FLORI DA DENTAL ASSN
AMER GEN LI FE I NS
ATLANTI C BOTTLI NG CO
CORPUS CHRI STI

DI AMOND MARI NE OF BROWARD



56124 DURHAM COCA COLA

56125 NATL AGRI CULTURAL ASSN
56126 SI STER OF ST DOM NI C
56127 STEWARTS PRI VATE BLEND
56128 UNI VERSI TY OF TAMPA
56129 WC & AN M LLER CO
56130 HUNT VALVE CO

56131 | NDEPENDENT
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Overpaynment |nterest Rates

Medi care Part B assesses interest on overpaid amounts which are
not refunded in a tinmely manner. The interest rate was

i mpl enented to help ensure the tinely repaynent of overpaid funds
due to the Medicare program

The interest rate is based on the higher of the follow ng rates:
the Private Consunmer Rate (PCR) or the Current Val ue of Funds
(CVF). The following table lists the current interest rates
assessed to overpaid funds.

Peri od Interest Rate

October 24, 1995-January 29, 1996 13.875%
January 30, 1996-April 29, 1996 13. 75%
April 30, 1996-July 18, 1996 13.625%

July 19, 1996-Cctober 23, 1996 13. 50%
Oct ober 24, 1996-January 22, 1997 13.375%
January 23, 1997-April 23, 1997 13.625%
April 24, 1997 to present 13.50%

EIE R I R R I R R R R R R R R R R R

Heart, Liver, and Lung Transplant Centers in Florida
Below is a |ist of Medicare-approved heart transplant centers and
liver transplant centers in Florida. (There are no approved | ung

or heart-lung transplant centers in
Fl ori da.)

Medi care Heart Transplant Centers

Nanme and Address Ef fective Date



Tanpa CGeneral Hospital Davis |Islands, P. O Box 1289Tanpa, Florida
33601 August 19, 1988

Shands Hospital (University of Florida)Box J-286,
JHWVHCGai nesvill e, Florida 32610 January 19, 1990

Jackson Menorial Hospital 1611 NW Twel fth AvenueM ami, Florida
33136 Septenber 29, 1995

Medi care Liver Transplant Centers

Name and Address Ef fective Date

Jackson Menorial Hospital 1611 NW Twel fth AvenueM am, Florida
33136 February 15, 1995

Shands Hospital at University of FloridaP.O Box

100251Gai nsville, Florida

32610- 0251 June 2, 1995
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Cl ai m Conpl eti on Requirenents for Hospital-Based Physicians

The following information is a rem nder on how to conplete itens
24K and 33 when submitting clainms for services rendered by a
hospi t al - based physi ci an. These guidelines apply to both paper
and electronically subnmitted clainms.

Item 24K

Enter the carrier-assigned Provider Identification Nunber (PIN)
of the hospital-based physician.

Item 33

Enter the name, address, ZIP code and phone nunber of the
hospital. Enter the hospital nunber of the hospital where
physi ci an i s based.

Failure to adhere to these claimfiling requirements will result
cl ai m processi ng del ays or denial s.
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Return all Additional Devel opment Information

An additional devel opnent letter is generally sent when
information is needed to process a claimor nake a coverage
deci si on.

Dependi ng on the type of information requested, a provider
usually has thirty or forty-five days fromthe date of the letter
to respond. These responses must be received tinely to avoid
unnecessary clai mdenials. Wen responding to additiona



devel opnent letters, providers nmust submt all information
requested by the carrier. Failure to do so or a partial response
may result in a reduction in allowance or a claimdenial

To avoi d additional devel opnent requests, insclude all supporting
docunent ation (progress notes, history and physical, office
records/notes, etc.) with the original claimsubmssion if the
type of service being billed requires you to do so. |If you are
submitting electronic clains, include supporting docunentation
via a certificate of nedical necessity if one is available.
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MSP El ectroni ¢ Paynent Sheets Avail able

Did you know that since January 1, 1994, Medicare B of Florida
has been able to receive Medi care Secondary Payer cl ai ns

el ectronically? If your office subnmits clains electronically, it
is no | onger necessary to generate paper HCFA- 1500 fornms for
Medi care Secondary Payer (MSP) clainms in order to attach a
paynment sheet.

As we work toward a total electronic environnent, HCFA designed
all the necessary fields to contain information from paynent
sheets into the electronic clains subm ssion National Standard
Formats (NSF and ANSI).

If your practice has the need to submt these type clains,
contact your electronic clains subn ssion software support vendor
to find out if they have the required records and fields
available. If not, they may be willing to devel op them at your
request.

Note: All the electronic specification manuals for software
support vendors and progranmers are avail abl e under the EMC
Support section on the Medicare BLine BBS el ectronic bulletin
board for downl oadi ng.
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end of file



