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CLI A Requirenments for Physician Office Lab Services

Begi nning July 1, 1997, the Health Care Financing Adm nistration
(HCFA) has advi sed Medicare carriers to begin denying clains for
di agnostic clinical |aboratory tests perforned in physician
office | aboratories if a physician office |aboratory has an
expired CLIA certification or a | aboratory bills for tests which
are not approved for the laboratory's current CLIA certificate.
Presently these situations result in claimalerts to the Medicare
carriers who will work with the | aboratory to correct the

probl em This change, which is in keeping with CLIA requirenents,
will automatically deny clainms which presently are subject to an
alert. This nmeans that all |aboratories participating in Medicare
nmust have current, appropriate CLIA certificates and may perform
only those tests which are covered by the certificate. Presently,
i ndependent | aboratories and other providers have their clains
denied if they fail those two criteria of certification

Physi ci ans who mi ght have inadvertently let their CLIA
certificates | apse, or have questions regarding their CLIA
certification nust contact the Agency for Health Care

Admi nistration at the foll owi ng address:

Agency for Health Care Administration
2727 Mahan Drive
Tal | ahassee, FL 32308

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

(0095- 0V098: New Tenporary Lab Panel Codes WII Not Be
| mpl enment ed

Because of the extensive changes needed to Medicare's processing
systemto accept the tenporary | ab panel codes (G0095-G0098)



descri bed on the cover of the May/June 1997 issue of the Medicare
B Update!, it has been decided not to inplenment them As a

result, providers should not bill the tenporary codes (G0095-
0098). |If these codes are billed, they will be rejected as
i nval id. Permanent codes for |lab panels will be defined at a

| ater date for use in 1998.
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What's New

Changes in HPSA Classification for Lee, Jefferson, Sunter, and
Put nam Counti es

Ef fective for services rendered on or after June 1, 1997, census
tracts 5.01-5.02 and 6 in the Dunbar area of Lee county are
eligible for Health Professional Shortage Area (HPSA) incentive
paynments. Services rendered in these census tracts may be billed
with the QU (Urban HPSA) nodifier.

Ef fective for services rendered on or after May 1, 1997,
Jefferson and Sumter counties are no | onger HPSAs. Effective for
services rendered on or after August 1, 1997, Putnam county is no
| onger a HPSA. Incentive paynents will not be nmade for services
rendered in Jefferson, Sumter, or Putnam counties after the

ef fective dates noted.

New Beneficiary Education Course at Medifest
Medi f est now i ncl udes a new course on how to address questions

posed by patients regarding their health insurance questions. See
page 6 for nore information.
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A Physician's Focus

Payment for Diagnostic Tests and Rel ated Consul tations

Di agnostic tests such as x-rays, clinical |aboratory tests, and
el ectrocardi ograns are covered by Medicare Part B when they are
ordered by a physician and considered to be nmedically necessary
for the treatnment of a patient's illness or injury (or synptom or
conplaint). To determ ne whet her nedical necessity for a

di agnostic test exists, the patient's diagnosis reported on the
claimis reviewed to ensure that condition warrants the specific
test being perfornmed. Medical necessity requirements for

di agnostic tests can be found in Update! publications or in the
Medi cal Policy section of our B LINE bulletin board system (BBS).

In certain situations, the results of diagnhostic tests may
require the i nput of a second physician to deternine the best

met hod of treatnent for the patient. A clinical pathol ogy
consultation is a request fromthe patient's attendi ng physician
for assistance in interpreting the results of diagnostic tests
and advice on the proper plan of care based on these results and
the patient's condition. The consultation nust require the

pat hol ogi st's nedi cal judgnment. A witten report, which is

furni shed to the attendi ng physician, nust be included in the
patient's permanent nedical record. Clains for consultations
filed to Medicare Part B nust contain the diagnosis which led to
the request for the consultation. Please note that the ordering
of a consultation by the patient's attending physician in and of
itself does not establish nmedical necessity for the service.

Regar dl ess of who orders or perforns the test or consultation,
the entity who subnits the claimto and is paid for the service
by Medicare Part B is responsible for providing docunentation
that demponstrates the nedical necessity for that test. Providers
of diagnostic tests (clinical |aboratories, independent
physi ol ogi cal |aboratories, portable x-ray suppliers, etc.)
shoul d make arrangenents with the ordering physician to ensure



they can obtain copies of the information necessary to establish
medi cal necessity for the tests ordered. As the provider of the
test, you are required to maintain docunentation related to the
medi cal necessity for the services provided. Requesting this
information fromthe ordering physician does not violate the
patient's right to privacy; by enrolling as a Medicare
beneficiary, patients authorize the release of information needed
to substantiate nedical necessity for services rendered. |f
docunentation is required for a given test, Medicare Part B will
request this information fromthe entity who billed the test -
NOT t he physician who ordered the test. Your payments may be

del ayed or denied if this information is not provided.

| hope this information helps clarify the guidelines for paynent
of diagnostic tests and clinical pathol ogy consultations and the
need for providers of such tests to have access to docunentation
related to the nedical necessity for those services. Renenber
the entity who bills the service to Medicare Part B for paynent
is ultimtely responsible to provide any information needed to
facilitate processing of the claim

Si ncerely,

Si dney Sewell, M D
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Advance Notice Requirement

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
requirenents). Providers should refer to this information for
those articles which indicate that "advance notice" applies.

Medi care Part B allows coverage for services and itenms which are
medi cal | y reasonabl e and necessary for the treatnment/di agnosis of
the patient. For sonme services, to ensure that paynment is nmade
only for nmedically necessary services or itens, coverage may be
limted based on one or nmore of the following factors (this is
not an inclusive list):

Coverage for a service or itemmy be allowed only for specific
di agnoses/ condi ti ons.

Coverage for a service or itemmy be allowed only when
docunent ati on supports the nmedical 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
paynment nust be given to the patient if the provider does not
want to accept financial responsibility for the service or item
The advance notice nmust nmeet the follow ng requirenents:

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

The notice must include the patient's nanme, date(s) and
description of the service or item and the reason(s) why the
service or item may not be 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 assunmes financial responsibility for the service if it is
deni ed paynent as not nedically reasonabl e and necessary for the
reason(s) indicated on the advance noti ce.

When 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 medical 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 assunme 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
specific 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 Medicare 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 nhbursenent section includes information on
general and specific Part B coverage guidelines. A Genera
Informati on section includes the latest information on topics
which apply to all providers such as limting charge, correct
coding initiative, etc. The renmmi nder of this section includes
information for specific procedure codes and is structured in the



same format as the Physician's CPT book (i.e., in procedure code
order) using the follow ng categories: HCPCS Codes (A0000-29999),
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
post age 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 54), or download the text version fromour on-1line
service, the B LINE BBS (see page 55 for nore information).

Medi care Part B of Florida uses the same nailing address for al
correspondence, and cannot designate that each issue of the
Update! be sent to a specific person/departnent 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 53 for a copy of this form
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General Information
Coverage Guidelines for Limted CLIA Certificates

Under the Clinical Laboratory Inprovenent Amendments (CLIA) of
1988, all providers of clinical |aboratory, nuclear nedicine and
arterial blood gas procedures require certification under the
CLI A programto receive Part B paynent for these services.
Providers may either obtain a certificate to cover all services
subject to CLIA regulations or one which [imts the holder to
coverage for specific laboratory tests. Clains for |aboratory
services submtted to Medicare Part B should accurately reflect
only those services authorized by the provider's certificate. Two
types of certificates (Waiver and Physician Perforned M croscopy
Procedures [PPMP]) |inmt holders to only certain test procedures.
The tests that may be performed by hol ders of each certificate
are outlined bel ow

Tests Granted Wi ved Status Under CLIA (Revised 4/23/97)

TEST NAME: Dipstick or tablet reagent urinalysis - non-autonated
for bilirubin, glucose, henpglobin, ketone, |eukocytes, nitrate,
pH, protein, specific gravity, and urobilinogen

MANUFACTURER: Vari ous

CPT- CODE( S) : 81002



USE: Screening of urine to nonitor/di agnose various
di seases/conditions, such as diabetes, the state of the kidney or
urinary tract, and urinary tract infections

TEST NAME: Fecal occult bl ood

MANUFACTURER: Vari ous

CPT- CODE(S): 82270

USE: Detection of blood in feces from whatever cause, benign or
mal i gnant (col orectal cancer screening)

TEST NAME: Ovul ation tests by visual color conparison for human
| ut ei ni zi ng hornone

MANUFACTURER: Vari ous

CPT- CODE(S): 84830

USE: Detection of ovulation (optimal for conception)

TEST NAME: Urine pregnancy tests by visual col or conparison
MANUFACTURER: Vari ous

CPT- CODE( S) : 81025

USE: Di agnhosi s of pregnancy

TEST NAME: Erythrocyte sedinentation rate - non-automated
MANUFACTURER: Vari ous

CPT- CODE(S): 85651

USE: Nonspecific screening test for inflamuatory activity,
increased for majority of infections, and nbst cases of carcinona
and | eukem a

TEST NAME: Henogl obin by copper sulfate - non-automated
MANUFACTURER: Vari ous

CPT- CODE(S): 83026

USE: Mbnitors henogl obin I evel in blood

TEST NAME: Bl ood gl ucose by glucose nonitoring devices cleared by
t he FDA for hone use

MANUFACTURER: Vari ous

CPT- CODE(S) : 82962

USE: Mnitoring of blood glucose |evels

TEST NAME: Bl ood count; spun nicrohematocrit
MANUFACTURER: Vari ous

CPT- CODE(S): 85013

USE: Screen for anenia

TEST NAME: Henogl obin by single instrument with sel f-contained or
conmponent features to perform speci nen/reagent interaction
provi di ng direct neasurenent and readout

MANUFACTURER: HenmpCue

CPT- CODE(S): 85018QW effective 10/1/96)

USE: Mbnitors henoglobin Ievel in blood (HCPCS code Q116 shoul d
be discontinued for this test 9/30/96)

TEST NAME: HenmpCue B-d ucose Phot oneter
MANUFACTURER: HenoCue
CPT- CODE(S): 82947QW 82950QW 82951QW 82952QW ef fective 10/ 1/96)



USE: Di aghosis and nonitoring of blood glucose | evels (HCPCS
codes (0055, @&D056 and G0057 should be discontinued for this test
9/ 30/ 96)

TEST NAME: Chentrak Accuneter
MANUFACTURER: Chent r ak

CPT- CODE(S): 82465QW

USE: Chol esterol nonitoring

TEST NAME: Advanced Care
MANUFACTURER: Johnson & Johnson
CPT- CODE( S) : 82465QW

USE: Chol esterol nonitoring

TEST NAME: Boehringer Mannhei m Chenstrip Mcra
MANUFACTURER: Boehri nger Mannhei m

CPT- CODE( S) : 82044QW

USE: Mdnitors | ow concentrations of albumin in urine which is

hel pful for early detection in patients at risk for renal disease

TEST NAME: **Chol estech LDX

MANUFACTURER: Chol est ech

CPT- CODE(S): 82465QW 83718QW 84478QW 82947QwW 80061QW

USE: Mbnitors total cholesterol, HDL chol esterol, triglycerides
and gl ucose | evels

TEST NAME: Serim Pyloritek Test Kit

MANUFACTURER: Serim

CPT- CODE(S): 87072QwW

USE: Presunptive identification of Helicobacter pylori in gastric
bi opsy tissue, which has been shown to cause chronic active
gastritis (ulcers)

TEST NAME: Quick Vue In-Line One-Step Strep A Test

MANUFACTURER: Qui de

CPT- CODE(S): 86588QwW

USE: Rapidly detects Group A streptococcal (GAS) antigen from

t hroat swabs and used as an aid in the diagnosis of GAS infection
which typically causes strep throat, tonsillitis and scarl et
fever

TEST NAME: Boehringer Mannhei m Accu- Chek I nstantPlus Chol estero
MANUFACTURER: Boehri nger Mannhei m

CPT- CODE(S): 82465QW

USE: Chol esterol nonitoring

TEST NAME: All qualitative color conparison pH testing - body
fluids (other than bl ood)

MANUFACTURER: Vari ous

CPT- CODE(S): 83986QW

USE: pH detection (acid-base bal ance) in body fluids such as
semen, amiotic fluid and gastric aspirates

TEST NAME: Smt hKline Gastroccul t
MANUFACTURER: Smi t hKl i ne
CPT- CODE(S): 82273QW



USE: Rapid screening test to detect the presence of gastric
occult bl ood

TEST NAME: Qui ckVue One-Step H. Pylori Test for Wol e Blood
MANUFACTURER: Qui de

CPT- CODE(S): 86318QwW

USE: | munoassay for rapid, qualitative detection of I1gG
anti bodi es specific to Helicobacter pylori in whole blood

TEST NAME: Binax NOW Strep A Test

MANUFACTURER: Bi nax

CPT- CODE(S): 86588QW

USE: Rapidly detects Group A streptococcal (GAS) antigen from
throat swabs and used as an aid in the diagnosis of GAS infection
which typically causes strep throat, tonsillitis and scarl et
fever

TEST NAME: Delta West CLOtest

MANUFACTURER: Delta West Tri-Med Specialties

CPT- CODE(S): 87072QW

USE: Presunptive identification of Helicobacter pylori in gastric
bi opsy tissue, which has been shown to cause chronic active
gastritis (ulcers)

TEST NAME: *Wanpol e STAT-CRI T Hct

MANUFACTURER:  Wanpol e Laboratories

CPT-CODE(S): Pending information fromthe manufacturer
USE: Pending information fromthe manufacturer

TEST NAME: *Smit hKline Di agnostics FlexSure HP Test for 1gG
Anti bodies to H pylori in Wole Blood

MANUFACTURER:  Smi t hKI i ne Di aghostics, |nc.

CPT- CODE( S): 86318QW

USE: | munoassay for rapid, qualitative detection of 1gG
anti bodi es specific to Helicobacter pylori in whole blood

TEST NAME: *Wntek Di agnostics OSOM Strep A Test

MANUFACTURER: Wynt ek Di agnosti cs,

CPT- CODE( S): 86588QwW

USE: Rapidly detects Group A streptococcal (GAS) antigen from

t hroat swabs and used as an aid in the diagnosis of GAS infection
which typically causes strep throat, tonsillitis and scarl et
fever

TEST NAME: *G Supply HP-FAST

MANUFACTURER:  Mycosci ence Labs, |nc.

CPT- CODE(S): 87072QW

USE: Presunptive identification of Helicobacter pylori in
gastric biopsy tissue, which has been shown to cause chronic
active gastritis (ulcers)



TEST NAME: *Abbott Fl exPak HP Test for whol e bl ood
MANUFACTURER:  Abbott Laboratories

CPT- CODE(S): 86318QwW

USE: | mmunoassay for rapid, qualitative detection of 1gG
anti bodi es specific to Helicobacter pylori in whole blood

* New y-added wai ved test system

** New y-added CPT code for waived test system

Physi ci an Perfornmed M croscopy Procedures (PPMP)

Hol ders of PPMP certificates are authorized to performall of the
procedures covered under the Waiver certificate, in addition to
the foll owing tests:

81000 Urinalysis, by dipstick or tablet reagent for bilirubin

gl ucose, henogl obi n, ketones, |eukocytes, nitrite, pH, protein,
specific gravity, urobilinogen, any nunber of these constituents;
wi th mcroscopy.

81015 Urinalysis; mcroscopic only

89190 Nasal snear for granul ocytes

@0026 Fecal |eukocyte exam nation

(0027 Senen anal ysis; presence and/or notility of sperm excl uding
Huhner test

Q@111 Wet mount, including preparations of vaginal, cervical or
skin speci nens

Q112 Al potassi um hydroxi de (KOH) preparations

Q113 Pi nwor m exam nati ons

Q0114 Fern test

Q115 Post-coital direct, qualitative exam nations of vaginal or

cervi cal nucous

Provi ders who wish to obtain CLIA certification should contact
the Health Care Financing Adm nistration at (404) 331-0083 or
wite to:

HCFA CLI A Program

PO Box 26689
Bal ti nore, MD 21307-0489
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PAGE 15
Ordering a National Correct Coding Policy Manua

The National Technical Information Service (NTIS) in the
Department of Commerce has devel oped a correct codi ng manual to
promote correct coding nationwi de and to assist physicians in
correctly coding their services for reinbursenent.

To order HCFA's National Correct Coding Policy Manual for Part B
Medi care Carriers by nmail, please call the National Technica
Information Service (NTIS) sales desk at (703) 487-4650.

If requesting a paper copy of the manual for each quarter of
1997, use order # PB97-957602LOV ($65.00 plus 4.00 handling fee).
A subscription for 1997 may be purchased for $260. 00.

If you are requesting the CD- ROM version, use order # PB97-
594071LOV ($88.00 plus $4.00 handling fee).

If you are requesting the ASCII version (raw data), use order #
PB97-594081LO0OV ($140.00 plus $4.00 handling fee).

I ndi vi dual Chapters of the Correct Codi ng Manua

A one-tine individual chapter of the correct coding manual may be
purchased at $40.00 plus handling for each chapter or a one year
subscription (updated quarterly) for one chapter may be purchased
for $160.00. Listed below are the individual chapters that are
avail abl e for purchase.

CHAP DESCRI PTI ON ORDER#

2 Anest hesi a Services (00000-09999) PB97-990202L0OV

3 Surgery: Integunmentary System (10000-19999) PB97-990302LOV
4 Surgery: Muscul oskel etal System (20000-29999) PB97-
990402L0OV

5 Surgery: Respiratory, Cardiovascular, Henm c, and Lynphatic
Syst em (30000- 39999) PB97-990502L0V

6 Surgery: Digestive System (40000-49999) PB97-990602L0OV

7 Surgery: Urinary, Male & Fernale Genital, Maternity Care, and
Delivery System (50000-59999) PB97-990702LOV

8 Surgery: Endocrine, Nervous, Eye and Ocul ar Adnexa, Auditory
System (60000- 69999) PB97- 990802L0OV

9 Radi ol ogy Services (70000-79999) PB97-990902L0OV

10 Pat hol ogy and Laboratory Services (80000-89999) PB97-
991002L0OV

11 Medi ci ne, Eval uation, and Managenent Services (90000-99999)
PB97-991102LOV

Questions and Answers Regarding the Correct Coding Initiative
Manua



QIf I already own a previous edition of the Correct Coding
Initiative Manual, what is the benefit of owning the nost recent
edition?

A The benefit is that by using the nost recent manual can you be
sure of receiving full and appropriate reinbursenment for the

medi cal services you provide. A conpletely new manual is produced
quarterly because code changes fromversion to version are so
extensive that to "pen and i nk" those changes woul d be too

| aborious to users.

Q How often will the manual be updated in 1997?
A A new manual will be issued roughly every three nonths. Each
edition will represent the |atest codes avail able as authorized

by the Health Care Financing Administration. The table bel ow
shows which edition you should use to ensure full and appropriate
conpensati on.

If filing claims in 1997 from.. Then. .

July 1 to Sept. 30 you should use the 3rd edition, Version 3.2
(to be rel eased 6/1/97)

Oct. 1 to Dec. 31 you should use the 4th edition, Version 3.3
(tentatively avail able 9/1/97)
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Correct Coding Modifiers

Procedure code nodifier 59 (Distinct procedural service) should
be used only for those procedures listed in the correct coding
rel ati onshi ps which are otherw se distinct and separately

i dentifiable fromthe conprehensive procedure and for which there
is no other nodifier which can be used to identify the service as
di stinct and separate.

Procedure code nodifier 59 should never be used when one of the
follow ng Correct Coding nodifiers would be nore appropriate:

Modi fi er Description
El- E4 eyel i ds

F1-F9 fingers

FA [ eft hand thunb

TA | eft foot great toe
T1-T9 t oes

LT | eft side of body

RT ri ght side of body



25 significant, separately identifiable evaluation and
management service by the sanme physician on the day of a
procedure

78 return trip to the operating roomfor a related
procedure during a post-operative period

79 unrel ated procedure by the same physician during a
post - operative period

LC left circunflex coronary artery
LD | eft anterior descending coronary artery
RC right coronary artery

The national CCl policy has been extended to define code pairs
for which Correct Coding Modifiers will not be allowed. The use
of the CCl nodifiers listed above will not bypass the CCl edits
when such code pairs are billed to Medicare Part B. Under no
circunstances will paynent be nade for the conponent service. In
addi tion, denied conponent services will not be overturned at the
appeal s | evel.
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Retraction of Revised QL Modifier Description

Page 50 of the March/April 1997 Medicare B Update! featured
revi sed | anguage for procedure code nodifier QL effective May 1,
1997.

Until further notice the following QL nodifier description will
remain in effect:

Docunentation on file for anmbul atory or nonanbul atory patients
that indicates nycosis/dystrophy of the toenail causing secondary
i nfection and/or pain which results or would result in marked
limtation of anbulation and require the professional skills of a
provi der.
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Covered Di agnosis Codes for Post-Operative |nmunosuppressive
Ther apy

The following list includes all the diagnosis codes to be used
when the transpl ant surgeon bills an eval uati on and nanagenent
(E/M service for i munosuppressive therapy provided during the
gl obal surgical post-operative period.

If an E/M service for inmunosuppressive therapy is provided
during the global surgical post-operative period, add a 24



nodi fier (unrelated E/M service by the sane physician during a
postoperative period) to the procedure code and use one of the
followi ng I CD-9 diagnosis codes:

V420 Organ or tissue replaced by transplant, kidney

V421 Organ or tissue replaced by transplant, heart

V422 Organ or tissue replaced by transplant, heart valve

V423 Organ or tissue replaced by transplant, skin

V424 Organ or tissue replaced by transplant, bone

V425 Organ or tissue replaced by transplant, cornea

V426 Organ or tissue replaced by transplant, |ung

V427 Organ or tissue replaced by transplant, |iver

El ectronic Filing

Provi ders are encouraged to file electronically any clains for

E/ M services for imunosuppressive therapy provided by the
surgeon during the gl obal period.
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I mportant Information about Utilization Paranmeters

Medi care Part B of Florida will no |onger indicate which
procedures are subject to utilization paraneters. W will
continue to publish information related to the type of

i nformati on or documentation needed to establish medica
necessity for each procedure. This information will need to be
provi ded when the total nunber of services provided to the
pati ent exceeds the accepted standards of nedical practice for
t hat procedure.
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HCPCS Codes

Docunent ati on for Radi opharmaceuticals Not O herwi se Classified
When procedure codes A4641(Supply of radi opharnaceutica

di agnosti c imagi ng agent, not otherw se classified) or 79900
(Provision of therapeutic radi opharmaceutical[s]) are billed,
certain information nust be supplied.

Provi ders may check the August 1995 Medicare Part B Specia

Update: Pricing Changes for Radi onuclide Materials to see if
pricing has been established by the carrier

If a Price has not Been Established



If a price has not been established, subnit a paper claimwth
the following information so Medicare Part B may determine the
appropriate all owance:

the nane of the product,

a copy of the dated invoice with the product identified

the nunber of mllicuries (nmCi) or mcrocuries (uC) provided to
the patient, and

the charge to Medicare Part B

If an invoice is submitted, it should not be dated nore than 45
days prior to the patient's test.

Your charge to Medicare Part B should not be nore than your

acqui sition cost.

If a Price has Been Established

If a price has been established, supply the follow ng information
in block 19 of the HCFA-1500 claimform

the nane of the product, and

the nunber of millicuries (nCi) or microcuries (uC) provided to
the patient.

For electronic clains, enter the information in the appropriate
HAO record. One record nust be used for each "not otherw se
cl assified" code.

Cover age for Radi opharnmaceutical s
Payment for all radi opharmaceuticals is allowed only in addition
to covered nucl ear nedici ne procedures (procedure codes 78000

t hrough 78999).

Not e: Copi es of all radi opharnmaceutical invoices should be
retained in your office in case of a review
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Billing for Acupuncture



The March/ April 1997 issue of the Medicare B Update! featured an
article (p. 25) that stated acupuncture treatnents are not
covered by Medicare Part B. If a provider does submt a claimfor
acupuncture to Medicare, he/she should use one of the follow ng
procedure codes:

A9170 Non-covered service by chiropractor
A9270 Non-covered service.
Advance Notice Requirement

Applies to the procedure's investigational status (see p. 4).
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Anti gens Prepared for Sublingual Adninistration

Page 47 of the March/ April 1997 Medicare B Update! indicated that
antigens prepared for sublingual adm nistration is not covered by
Medi care Part B because such treatnent has not been proven to be
safe and effective. Wihen billing clains for this service,

provi ders are asked to report this service using procedure code
A9270 (noncovered service or item.

Advance Notice Requirement

Applies as this type of therapy has not been proven to be safe
and effective (see p. 4).
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Coverage of Indirect Calorinmetry as a Respiratory Service

A chain of rehabilitation hospitals that provides respiratory

t herapy services to skilled nursing facilities across the country
is attenpting to bill indirect calorinetry as a respiratory
therapy service. This chain is pronmoting the use of indirect
calorinmetry as an aid for proper nutritional assessnent.

Respiratory therapy is defined in Section 230.10 of the Medicare
Skilled Nursing Facility Manual as those services that are
prescri bed by the attendi ng physician, to assess, treat, nanage,
and nonitor patients with deficiencies and abnormalities of
cardi opul ronary function. The use of indirect calorimetry is not
a covered respiratory therapy service when used to assess
nutritional status.

In addition, Medicare normally does not cover screening
procedures for asynptomatic patients, based on Medicare |aw found
in Section 1862(a)(1)(A) of the Social Security Act (the Act).
This section generally permts coverage only for those services
that are considered reasonabl e and necessary for diagnosing or



treating an illness, injury, or other inpairment that has already
mani fested itself. The only exceptions under existing law with
regard to screening procedures are those specifically authorized
by the law itself, such as screeni ng mammogr aphi esand pap snears
(see Section 1862(a)(1)(F) of the Act). Therefore, clains
forindirect calorinetry used to assess nutritional status as a
respiratory therapy should be billed with procedure code A9270
(noncovered service or iten).
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Jurisdiction for DVE, Prosthetics, Othotics and Supplies

A conprehensive listing outlining the clains jurisdiction for

dur abl e nedi cal equi pnment, prosthetics, orthotics and supplies
(DMEPCS) was published on page 28 of the January/ February 1997
Medi care B Update! Since that publication, the follow ng
jurisdiction determ nations have been nade. These jurisdiction
determ nations are effective for clains with service dates on or
after January 1, 1997, with the exception of procedure codes
E1700-E1702. Clains for procedure code E1700-E1702 received on or
after June 30, 1997, will be processed by the | ocal carrier

Requi red docunentation for procedure codes E1700-E1702 is a
hi story and physicial and office progress notes to show the
medi cal necessity. In addition, a conplete description of the
servi ce nust be provided.

The following table outlines the revised clains jurisdiction for
certain durable nedical equipnment, prosthetics, orthotics and
supplies (DVEPOS). As a guide, the followi ng ternms explain the
jurisdiction requirenents:

Local Carrier: Al clains for these itens should be submtted to
Medi care Part B of Florida.

DMERC (DVE Regional Carrier): Al clains for these items should
be submtted to the DVE Regional Carrier (Palnetto GBA)

Joint: Depending on the situation, clains for these itens nay be
submtted to either Medicare Part B of Florida or the DMERC.

Procedure Code(s): A6020

Description: Surgical Dressing

Jurisdiction: Joint: Local Carrier if incident to a physician s
service (not separately payable); if other, DMERC

Procedure Code(s): E1700-E1702
Description: TMJ Device and Supplies
Jurisdiction: Local Carrier

Procedure Code(s): J7310
Description: Ganciclouir (Vitrasert)



Jurisdiction: Joint: Local Carrier if incident to a physician s
service (not separately payable); if other, DMERC

Procedure Code(s): J7500-J7599

Description: | mrunosuppressive Drugs

Jurisdiction: Joint: Local Carrier if incident to a physician s
service (not separately payable); if other, DMERC

Procedure code(s):J7610-J7699

Description: Inhalation Solutions

Jurisdiction: Joint: Local Carrier if incident to a physician s
service (not separately payable); if other, DMERC

Procedure Code(s): K0277-K0281

Description: GCstony and Urol ogi cal Supplies

Jurisdiction: Joint: Local Carrier if incident to a physician s
service (not separately payable); if other, DMERC

Procedure Code(s): K0418

Description: Cyclosporin

Jurisdiction: Joint: Local Carrier if incident to a physician s
service (not separately payable); if other, DMERC

Procedure Code(s): K0419- K0439

Description: Ostony Supplies

Jurisdiction: Joint: Local Carrier if incident to a physician s
service (not separately payable); if other, DMERC

Procedure Code(s): L7520

Description: Repair of Prosthetic Device

Jurisdiction: Joint: Local Carrier if incident to a physician s
service (not separately payable); if other, DMERC
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&0050: Codi ng Cuidelines for Bladder Scans

Anal ysis of nedical record docunentation indicates that sonme
provi ders are perform ng bl adder scans and incorrectly billing
procedure codes 76700, 76705 (Echography, abdoninal, B-scan
and/or real tinme with i mage docunentation) or 76857 (Echography,
pelvic B-scan and/or real tinme with i nage docunentation; |limted
or followup) . A bladder scan should be reported with procedure
code G0050 (Measurement of post-voiding residual urine and/or

bl adder capacity by ultrasound).
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Revi sed Fees for |njectable Drugs

Rei mbur senent anounts for nost drugs are updated quarterly,
except for chenotherapy drugs, which are updated as needed.
Payment for drugs is nade at the median of the average whol esal e



price (AWP) for generic drugs, which is based on the Drug Topics
Red Book.

The medi ans of the AWPs have changed for the follow ng injectable
drugs effective for clainms processed April 21, 1997 and after.
Their revised fees are listed as foll ows:

Not e: Procedure codes that are designated as "N.C." are non-
covered for Medicare Part B.

Procedure Code: J0270 4/21/97 Maxi rum Med B Par Al |l owance: N.C.
4/ 21/ 97 Maxi mum Med B Non-Par All owance: N.C.
Maxi mum Li miti ng Charge: N.C

Procedur e Code: J0295 4/ 21/ 97 Maxi mum Med B Par Al | owance:
7.47

4/ 21/ 97 Maxi mum Med B Non- Par Al | owance: 7.10

Maxi mum Li m ting Charge: 8.17

Pr ocedur e Code: JO0300 4/21/97 Maxi mum Med B Par Al | owance:
2.33

4/ 21/ 97 Maxi mum Med B Non- Par Al | owance: 2.21

Maxi mum Li miting Charge: 2.54

Procedur e Code: J0390 4/21/97 Maxi num Med B Par Al |l owance:
15. 32

4/ 21/ 97 Maxi mum Med B Non- Par Al | owance: 14.55

Maxi mum Li miti ng Charge: 16.73

Procedure Code: JO0515 4/ 21/ 97 Maxi mum Med B Par Al | owance:
3.70

4/ 21/ 97 Maxi mum Med B Non- Par Al | owance: 3.52

Maxi mum Li miting Charge: 4.05

Procedure Code: J0585 4/21/97 Maxi num Med B Par Al | owance: 4.19
4/ 21/ 97 Maxi mum Med B Non-Par Al |l owance: 3.98
Maxi mum Li miti ng Charge: 4.58

Procedure Code: J0620 4/ 21/ 97 Maxi mum Med B Par Al | owance:
3.35

4/ 21/97 Maxi mum Med B Non- Par Al | owance: 3.18

Maxi mum Li miting Charge: 3.66

Procedure Code: J0696 4/21/97 Maxi mum Med B Par Al | owance:
12. 35

4/ 21/ 97 Maxi mum Med B Non- Par Al | owance: 11.73

Maxi mum Li miting Charge: 13.49

Procedure Code: J0702 4/ 21/ 97 Maxi mum Med B Par Al | owance:
4. 45

4/ 21/ 97 Maxi mum Med B Non- Par Al | owance: 4.23

Maxi mum Li miting Charge: 4.86

Procedure Code: JO0725 4/21/97 Maxi mum Med B Par Al | owance: 3.50



4/ 21/ 97 Maxi mum Med B Non-Par Al |l owance: 3. 33
Maxi mum Li m ting Charge: 3.83

Procedur e Code: J0900 4/ 21/ 97 Maxi mum Med B Par Al |l owance:

1.74
4/ 21/ 97 Maxi mum Med B Non- Par Al | owance: 1.65
Maxi mum Li miting Charge: 1.90

Procedure Code: J0970 4/21/97 Maxi num Med B Par Al | owance:
4/ 21/ 97 Maxi mum Med B Non- Par Al | owance: 1.42
Maxi mum Lim ting Charge: 1.63

Procedure Code: J1000 4/21/97 Maxi mum Med B Par Al |l owance:
4/ 21/ 97 Maxi mum Med B Non- Par Al |l owance: 3.11
Maxi mum Li miting Charge: 3.58

Procedure Code: J1030 4/21/97 Maxi mum Med B Par Al | owance:
2.12

4/ 21/ 97 Maxi mum Med B Non- Par Al | owance: 2.01

Maxi mum Li m ting Charge: 2.31

Procedure Code: J1050 4/21/97 Maxi mum Med B Par Al |l owance:
10. 13

4/ 21/ 97 Maxi mum Med B Non- Par Al | owance: 9.62

Maxi mum Li miti ng Charge: 11.06

Procedure Code: J1080 4/21/97 Mxi num Med B Par Al | owance:
4/ 21/ 97 Maxi mum Med B Non- Par Al | owance: 2.05
Maxi mum Li m ting Charge: 2.36

Procedure Code: J1110 4/21/97 Maxi mum Med B Par Al |l owance:
4/ 21/ 97 Maxi mum Med B Non-Par All owance: 11.24
Maxi mum Li miti ng Charge: 12.93

Procedure Code: J1160 4/21/97 Maxi mum Med B Par Al | owance:
4/ 21/ 97 Maxi mum Med B Non- Par Al |l owance: 2.34
Maxi mum Li miting Charge: 2.69

Procedure Code: J1180 4/21/97 Mxi mum Med B Par Al | owance:
4/ 21/ 97 Maxi mum Med B Non- Par Al | owance: 4.60
Maxi mum Li miting Charge: 5.29

Procedure Code: J1190 4/21/97 Maxi num Med B Par Al | owance:
141. 10

4/ 21/97 Maxi mum Med B Non-Par Al |l owance: 134. 05

Maxi mum Li m ting Charge: 154.16

Procedure Code: J1362 4/21/97 Mxi num Med B Par Al |l owance:
4/ 21/ 97 Maxi mum Med B Non- Par Al | owance: 5.96
Maxi mum Li miting Charge: 6.85

Procedure Code: J1390 4/21/97 Maxi num Med B Par Al | owance:
4/ 21/ 97 Maxi mum Med B Non- Par Al | owance: 1.55
Maxi mum Li miting Charge: 1.78

Procedure Code: J1440 4/21/97 Maxi mum Med B Par Al | owance:
161. 30

1.49
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4/ 21/ 97 Maxi mum Med B Non-Par Al |l owance: 153. 24
Maxi mum Lim ting Charge: 176.23

Procedure Code: J1441 4/21/97 Maxi mum Med B Par Al |l owance:
256. 90

4/ 21/ 97 Maxi mum Med B Non- Par Al | owance: 244. 06

Maxi mum Li mi ting Charge: 280.67

Procedure Code: J1580 4/21/97 Maxi mum Med B Par Al |l owance: 3.13
4/ 21/ 97 Maxi mum Med B Non- Par Al | owance: 2.97
Maxi mum Li m ting Charge: 3.42

Procedure Code: J1630 4/21/97 Maxi mum Med B Par Al |l owance: 6. 30
4/ 21/ 97 Maxi mum Med B Non- Par Al | owance: 5.99
Maxi mum Li miting Charge: 6.89

Procedure Code: J1650 4/21/97 Maxi mum Med B Par Al |l owance: 16. 80
4/ 21/ 97 Maxi mum Med B Non-Par All owance: 15.96
Maxi mum Li m ting Charge: 18.35

Procedure Code: J1730 4/21/97 Maxi mum Med B Par Al | owance:
102. 89

4/ 21/ 97 Maxi mum Med B Non- Par All owance: 97.75

Maxi mum Li miting Charge: 112.41

Procedure Code: J1741 4/21/97 Maxi num Med B Par Al | owance: 3.15
4/ 21/ 97 Maxi mum Med B Non-Par Al |l owance: 2.99
Maxi mum Li m ting Charge: 3.44

Procedure Code: J1790 4/21/97 Maxi num Med B Par Al |l owance: 3.84
4/ 21/ 97 Maxi mum Med B Non- Par Al | owance: 3.65
Maxi mum Li miting Charge: 4.20

Procedure Code: J1810 4/21/97 Maxi mum Med B Par Al |l owance: 8.67
4/ 21/ 97 Maxi mum Med B Non-Par All owance: 8.24
Maxi mum Li miting Charge: 9.48

Procedure Code: J1820 4/21/97 Maxi num Med B Par Al |l owance: 1.98
4/ 21/ 97 Maxi mum Med B Non- Par Al | owance: 1.88
Maxi mum Li miti ng Charge: 2.16

Procedure Code: J1910 4/21/97 Maxi num Med B Par Al | owance:
12. 08

4/ 21/ 97 Maxi mum Med B Non-Par All owance: 11.48

Maxi mum Li miting Charge: 13.20

Procedure Code: J1940 4/21/97 Maxi num Med B Par Al |l owance: 1.00
4/ 21/ 97 Maxi mum Med B Non-Par Al |l owance: 0.95
Maxi mum Li miti ng Charge: 1.09

Procedure Code: J1980 4/21/97 Maxi num Med B Par Al | owance: 4. 40
4/ 21/ 97 Maxi mum Med B Non- Par Al | owance: 4.18
Maxi mum Li miting Charge: 4.81

Procedure Code: J2010 4/ 21/ 97 Maxi mum Med B Par Al |l owance:
1.76
4/ 21/ 97 Maxi mum Med B Non- Par Al | owance: 1.67



Maxi mum Li m ting Charge: 1.92

Procedure Code: J2175 4/21/97 Maxi nrum Med B Par Al |l owance: 1.02
4/ 21/ 97 Maxi mum Med B Non- Par Al | owance: 0.97
Maxi mum Li miti ng Charge: 1.12

Procedure Code: J2210 4/21/97 Maxi num Med B Par Al | owance: 3.17
4/ 21/ 97 Maxi mum Med B Non-Par All owance: 3.01
Maxi mum Li miting Charge: 3.46

Procedure Code: J2240 4/ 21/ 97 Maxi mum Med B Par Al | owance:
1.35

4/ 21/ 97 Maxi mum Med B Non- Par Al | owance: 1.28

Maxi mum Li miting Charge: 1.47

Procedure Code: J2321 4/21/97 Maxi num Med B Par Al |l owance: 5.99
4/ 21/97 Maxi mum Med B Non-Par All owance: 5.69
Maxi mum Li miting Charge: 6.54

Procedure Code: J2322 4/21/97 Maxi mum Med B Par All owance: 11.31
4/ 21/ 97 Maxi mum Med B Non- Par Al | owance: 10. 74
Maxi mum Li miti ng Charge: 12.35

Procedure Code: J2360 4/21/97 Maxi mum Med B Par Al |l owance: 2.38
4/ 21/ 97 Maxi mum Med B Non-Par All owance: 2.26
Maxi mum Li miting Charge: 2.60

Procedure Code: J2430 4/21/97 Maxi num Med B Par Al | owance:
199. 28

4/ 21/ 97 Maxi mum Med B Non- Par Al | owance: 189. 32

Maxi mum Li mi ti ng Charge: 217.72

Procedure Code: J2515 4/21/97 Maxi nrum Med B Par Al | owance: 1.32
4/ 21/97 Maxi mum Med B Non- Par All owance: 1.25
Maxi mum Li miting Charge: 1.44

Procedure Code: J2550 4/21/97 Maxi mum Med B Par Al |l owance: 1.11
4/ 21/ 97 Maxi mum Med B Non- Par Al | owance: 1. 05
Maxi mum Lim ting Charge: 1.21

Procedure Code: J2560 4/21/97 Maxi mum Med B Par Al | owance: 4. 99
4/ 21/97 Maxi mum Med B Non- Par All owance: 4.74
Maxi mum Li miting Charge: 5.45

Procedure Code: J2675 4/21/97 Maxi mum Med B Par All owance: 1.77
4/ 21/ 97 Maxi mum Med B Non- Par Al | owance: 1.68
Maxi mum Li m ting Charge: 1.93

Procedure Code: J2765 4/21/97 Maxi mum Med B Par Al | owance: 2.40
4/ 21/ 97 Maxi mum Med B Non-Par All owance: 2.28
Maxi mum Li miting Charge: 2.62

Procedure Code: J2800 4/21/97 Maxi num Med B Par Al | owance: 5.18
4/ 21/ 97 Maxi mum Med B Non-Par All owance: 4.92
Maxi mum Li miting Charge: 5.66

Procedure Code: J2860 4/21/97 Maxi mum Med B Par Al | owance: 8.05



4/ 21/ 97 Maxi mum Med B Non- Par Al | owance: 7.65
Maxi mum Li m ting Charge: 8.80

Procedure Code: J2910 4/21/97 Maxi mum Med B Par Al | owance: 12.99
4/ 21/ 97 Maxi mum Med B Non- Par Al | owance: 12. 34
Maxi mum Li miting Charge: 14.19

Procedure Code: J2970 4/21/97 Maxi num Med B Par Al | owance: 6. 40
4/ 21/ 97 Maxi mum Med B Non-Par All owance: 6.08
Maxi mum Li miting Charge: 6.99

Procedure Code: J3030 4/21/97 Maxi mum Med B Par All owance: 38.00
4/ 21/ 97 Maxi mum Med B Non- Par Al | owance: 36.10
Maxi mum Li miting Charge: 41.52

Procedure Code: J3070 4/21/97 Maxi mum Med B Par Al |l owance: 4.19
4/ 21/ 97 Maxi mum Med B Non-Par All owance: 3.98
Maxi mum Li miting Charge: 4.58

Procedure Code: J3130 4/21/97 Maxi mum Med B Par Al |l owance: 1.66
4/ 21/ 97 Maxi mum Med B Non- Par Al | owance: 1.58
Maxi mum Li miti ng Charge: 1.82

Procedure Code: J3150 4/21/97 Maxi mum Med B Par Al |l owance: 1.60
4/ 21/97 Maxi mum Med B Non-Par All owance: 1.52
Maxi mum Li miting Charge: 1.75

Procedure Code: J3230 4/21/97 Maxi mum Med B Par All owance: 2.15
4/ 21/ 97 Maxi mum Med B Non- Par Al | owance: 2.04
Maxi mum Li m ting Charge: 2.35

Procedure Code: J3265 4/21/97 Maxi num Med B Par Al | owance: 1.93
4/ 21/97 Maxi mum Med B Non- Par All owance: 1.83
Maxi mum Li miting Charge: 2.10

Procedure Code: J3310 4/21/97 Maxi num Med B Par Al | owance: 5.96
4/ 21/ 97 Maxi mum Med B Non-Par All owance: 5.66
Maxi mum Li m ting Charge: 6.51

Procedure Code: J3320 4/21/97 Maxi mum Med B Par Al |l owance:
19. 25

4/ 21/97 Maxi mum Med B Non- Par Al |l owance: 18.29

Maxi mum Li miting Charge: 21.03

Procedure Code: J3370 4/21/97 Maxi mum Med B Par All owance: 11.89
4/ 21/ 97 Maxi mum Med B Non- Par Al | owance: 11. 30
Maxi mum Li mi ti ng Charge: 13. 00

Procedure Code: J9015 4/21/97 Maxi mum Med B Par Al | owance:
442.00

4/ 21/97 Maxi mum Med B Non-Par All owance: 419.90

Maxi mum Li miting Charge: 482.89

Procedure Code: J9020 4/21/97 Maxi mum Med B Par All owance: 56. 80
4/ 21/97 Maxi mum Med B Non-Par Al |l owance: 53.96
Maxi mum Li m ting Charge: 62.05



Procedure Code: J9031 4/21/97 Maxi num Med B Par Al | owance:
158. 85

4/ 21/ 97 Maxi mum Med B Non- Par Al | owance: 150. 91

Maxi mum Li miti ng Charge: 173.55

Procedure Code: J9165 4/21/97 Maxi mum Med B Par Al | owance:
14. 18

4/ 21/97 Maxi mum Med B Non- Par Al |l owance: 13.47

Maxi mum Li miting Charge: 15.49

Procedure Code: J9200 4/21/97 Maxi mum Med B Par Al | owance:
133. 05

4/ 21/ 97 Maxi mum Med B Non- Par Al | owance: 126. 40

Maxi mum Li miting Charge: 145.36

Procedure Code: J9211 4/21/97 Maxi num Med B Par Al | owance:
274. 31

4/ 21/ 97 Maxi mum Med B Non- Par All owance: 260.59

Maxi mum Li m ting Charge: 299.68

Procedure Code: J9214 4/21/97 Maxi num Med B Par Al | owance:
4/ 21/ 97 Maxi mum Med B Non- Par Al | owance: 10. 74
Maxi mum Li miting Charge: 12.35

Procedure Code: J9218 4/21/97 Maxi num Med B Par Al | owance:
4/ 21/97 Maxi mum Med B Non- Par Al |l owance: 58.19
Maxi mum Li miti ng Charge: 66.92

Procedure Code: J9266 4/21/97 Mxi num Med B Par Al | owance:
1337.70

4/ 21/ 97 Maxi mum Med B Non- Par Al | owance: 1270. 82

Maxi mum Li miting Charge: 1461. 44

Procedure Code: J9270 4/21/97 Maxi num Med B Par Al | owance:
4/ 21/97 Maxi mum Med B Non- Par Al | owance: 84.29
Maxi mum Li miti ng Charge: 96.93

Procedure Code: J9320 4/21/97 Maxi mum Med B Par Al | owance:
74. 35

4/ 21/ 97 Maxi mum Med B Non- Par Al | owance: 70.63

Maxi mum Li miti ng Charge: 81.22

Procedure Code: J9340 4/21/97 Maxi num Med B Par Al | owance:
4/ 21/97 Maxi mum Med B Non- Par Al |l owance: 79.74
Maxi mum Li miting Charge: 91.70

Procedure Code: J9390 4/21/97 Mxi num Med B Par Al | owance:
4/ 21/ 97 Maxi mum Med B Non- Par Al | owance: 61.47
Maxi mum Li mi ti ng Charge: 70.69

Procedure Code: 90726 4/21/97 Maxi mum Med B Par Al | owance:
145. 50

4/ 21/ 97 Maxi mum Med B Non-Par Al |l owance: 138.23

Maxi mum Li miting Charge: 158.96

Procedure Code: 90732 4/21/97 Maxi num Med B Par Al | owance:
4/ 21/ 97 Maxi mnum Med B Non-Par Al |l owance: Not Applicable

11.

61.

88.

83.

64.

14.

31

25

73

94

71

20



Maxi mum Li miti ng Charge: Not Applicable

Procedure Code: 90745 4/21/97 Maxi num Med B Par Al | owance:
42. 15

4/ 21/ 97 Maxi mum Med B Non-Par Al |l owance: Not Applicable
Maxi mum Li miti ng Charge: Not Applicable
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Use of Locally-Assigned Procedure Codes (Level 111)

Level 111 codes and nodifiers include al pha-nuneric codes
assigned locally by Medicare Part B of Florida. Level |1l codes
descri be procedures not included in Level | (nuneric codes - CPT)
or Level Il (al pha-numeric - HCFA-assigned) and begin with an

al pha prefix of WZ (e.g., W150). Mst Level |1l or locally

assi gned, codes have been deleted as part of the standardization
of the Medicare program

The only | ocally-assigned procedure codes currently recogni zed by
Medi care Part B of Florida are the follow ng radi onuclide
procedur es:

Procedure Code Description Al | owed Anpunt
WI125 Tc-99m Technetium Pertechnetate, up to 30 nCi 26.53
Wi128 [ -131 | odohi ppurate Sodi um per uC (H PPURAN) 0. 33

Wi130 Tc-99m Technetium Mebrofenin, up to 10 nCi ( CHOLETEC)
29. 85

w131 Tc-99m Technetium Mertiatide, up to 20 nCi (MAG 3,
TECHNESCAN MAG3) 107. 25

Wi132 Tc-99m Techneti um Label ed Red Blood Cells (RBCs), up to
30 nCi (LABELED RBCs) 63. 87

Wi133 Co-57 Cobalt Cyanocobal ami n, Phase 1 -OR- 2 (SCHILLING
TEST KI T, COBATOPE-57, RUBRATOPE-57) 121. 69

Wi134 Tc-99m Techneti um Pyrophosphate, up to 30 nC (PYP,
PHOSPHOTEC, PYROLI TE, SODI UM PYROPHOSPHATE) 22.57

WI136 Xe- 133, Xenon, per 10 nCi 13. 97

WI139 Tc-99m Technetium Pentetate, up to 30 nCi (PENTETATE
DTPA, AN-DTPA, TECHNEPLEX, DTPA, TECHNESCAN DTPA) 19. 80

Wi140 | -123 Sodi um | odi de capsul e, per 100 uCi (SODI UM | ODI NE
capsul es) 21.81

w141 I -131 Sodium | odi de capsul e (diagnostic), up to 100 uCi
(1 ODOTOPE, Di agnosti c) 12.90



Wi142 I -131 Sodium | odi de capsul e (therapeutic), up to 6 nCi
(1 ODOTOPE, Ther apeuti c) 121. 44

w143 | -131 Sodi um | odi de capsul e (therapeutic), each
additional nCi (1 ODOTOPE, Therapeutic) 17. 86

Wi144 G-67, GalliumCitrate, per nCi (NEOSCAN) 13.75

w147 I -131 Sodium | odi de solution (therapeutic), up to 6 nCi
(1 ODOTOPE, Therapeutic sol ution) 115.56

Wi149 Tc-99m Technetium d uceptate, up to 30 nCi (GLUCO
GLUCGOSCAN) 13. 86

WI150 Tc-99m Techneti um Macroaggregated Al bunmin, up to 10 nCi
(PULMONI TE, MAA) 19. 80

WI153 Tc-99m Technetium Sul fur Colloid, up to 10 nCi (AN
SULFUR COLLO D, SC, TESULO D) 20. 35

W156 Tc-99m Technetium Disofenin, up to 10 nC (HEPATOLI TE
HI DA) 28. 60

Wi158 Tc-99m Techneti um Exanetazime, up to 30 nCi (CERETEC
HMPAQ) 275. 00
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Di agnhostic Tests

86880, 86885, 86886, 86900, 86903-86906, 86910-86911: Transfusion
Medi ci ne Type of Service Change

Ef fective July 1, 1997, transfusion nedicine codes nmay be
considered either "medicine" (type of service 1) or "diagnostic
| aboratory” (type of service 5).

When transfusion medicine codes are billed on a claimwi th bl ood
product codes (P9012-P9022), the transfusion nedicine codes are
pai d under reasonable charge, as type of service 1 (nmedicine). If
the transfusion codes are billed alone (i.e., no blood products),
they are processed as a type of service 5 (diagnostic

| aboratory), and will be paid under the clinical |lab fee schedule
at 100% This change affects the foll owi ng codes:

86880 Anti human gl obulin test (Coonbs test); direct, each
antiserum

86885 indirect, qualitative, each antiserum

86886 indirect, titer, each antiserum

86900 Bl ood typing; ABO



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 phenotyping, conplete

86910* Bl ood typing, for paternity testing, per individual; ABO
Rh and MN

86911* each additional antigen system

*Non- covered by Medicare

Providers are remnded that it is not appropriate to fragnent
codes. When nedi ci ne codes and bl ood product codes are provided
during the same service, they should be billed on the same claim

Rei mbur senment

Transfusi on nedi ci ne codes billed with bl ood product codes are
payabl e under reasonabl e charge. Reasonabl e charge all owances are
determ ned by taking the | ower of the customary, area prevailing
or billed ambunt, reduced by 80 percent. The reasonabl e charge

al | owances are:

Code Loc 01 Loc 02 Loc 03 Loc 04

86880 15. 00 18. 00 21. 07 18. 61
86885 11.12 11.12 11.12 11.12
86886 18. 00 17.50 18. 00 18. 00
86900 9.05 11.23 6.78 10.59

86903 7.90 7.90 7.90 7.90

86904 23.00 23.00 23.00 23.00
86905 6.00 6.00 6.00 6.00

86906 11. 00 11. 00 11. 00 11. 00
86910 NC NC NC NC

86911 NC NC NC NC

Transfusi on nedi ci ne codes billed w thout blood products are paid
under the clinical |ab fee schedule. Clinical |ab fees are
determ ned by taking the ower of the fee or the billed anount.
They are reinbursed at 100 percent of that anount.

Code: Fee:
86880 7.62
86885 8.12
86886 7.32
86900 4,23
86903 8. 37



86904 13. 49

86905 5.43
86906 11. 00
86910 NC
86911 NC
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92499: Correction to Conputerized Corneal Topography

An article was published on page 30 of the May/June Medicare B
Updat e! which outlined the covered di agnoses for conputerized
corneal topography (procedure code 92499). The di agnosi s code
371.41 was published in error. The correct diagnosis code is
371.71. See the May/June article for a conplete list of covered
di agnoses.

Advance Notice Requirement

Advance notice applies to diagnosis requirenents (see page 4).
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93015-93018: Additions to Cardiovascul ar Stress Test Coverage

Since the inplementation of the Cardi ovascul ar Stress Test policy
publi shed in the Cctober 1996 Medi care B Update! Special I|ssue:
New Local Medical Review and Focused Medical Review Policies, the
followi ng additions to the indications and covered di agnosis |ist
has occurred:

The stress test is covered when it is performed to assess for the
presence or absence of coronary di sease, appropriate heart rate
and/ or bl ood pressure response for cardiac transplant patients.
For opti mal managenent of these patients, annual testing is
recommended. When the stress test is performed for a cardi ac
transpl ant patient, diagnosis code V42.1 (Organ or tissue
replaced by transplant, heart) can be submtted.

Pl ease see the COctober 1996 Medicare B Update! Special Issue for
a conplete list of indications and covered di agnoses for
Car di ovascul ar Stress Test.
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92978-92979: Intravascul ar U trasound Type of Service Change

Ef fective for clainms processed on or after July 1, 1997, the
foll owing codes will be considered type of service 4 (diagnhostic
x-ray) and will require the referring/ordering provider's Unique
Physi ci an Identification Nunmber (UPIN):



92978 Intravascul ar ultrasound (coronary vessel or graft) during
t herapeutic intervention including inmaging supervision
interpretation and report; initial vesse

92979 each additional vessel

As a result of this change, the referring/ordering provider's
nanme nmust appear in block 17 and the referring/ordering
provider's UPIN nmust appear in block 17a of the HCFA-1500 cl aim
form For electronic clainms, supply this information in the
appropriate record
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93975, 93976: Di agnhosis Requirenents for Dupl ex Scans

Dupl ex scanning is a technique that conbines the information
provi ded by two-dimensional imaging with pul se wave doppl er
techni que which allows sanpling of a particular inmaged bl ood
vessel with analysis of the blood flow velocity.

HCPCS Codes

93975 Dupl ex scan of arterial inflow and venous outfl ow of
abdom nal, pelvic, and/or retroperitoneal organs; conplete study

93976 Ilimted study
I ndi cations and Linmitations of Coverage and/or Medical Necessity

Medi care may provide coverage for duplex scanning of arteria

i nfl ow and venous outfl ow of abdom nal, pelvic, and/or
retroperitoneal organs when perforned as part of the eval uation
of conditions described by the covered | CD-9 codes.

| CD-9 Codes That Support Medical Necessity

442. 1
442. 84
452
453.
557.
557.
572.
593. 81
902. 20
902. 25
902. 27
902. 31
902. 32
902. 39
902. 41
902. 42
902. 87

WEFR,rOWw



902.9
Advance Notice Requirement

Applies to diagnosis requirenent (see page 4).
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This section of the Medicare B Update! features new and revised
medi cal policies devel oped as a result of either the Loca

Medi cal Review (LMR) or Focused Medical Review (FMR) initiatives.
Both the LMR and FMR initiatives are designed to ensure the
appropri ateness of nedical care and that the Carrier's nedica
policies and review guidelines are consistent with the accepted
st andards of nedical practice.

Ef fecti ve Dates

The policies contained in section are effective for clains
processed August 18, 1997, and after

Sources of Information

The sources of information used in the devel opnent of these
policies nmay be obtained by accessing the B LI NE BBS. For
additional information on the B LINE BBS, refer to page 55 of the
Jul y/ August 1997 Medi care B Updat e!
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J9217: Luteinizing Hornone- Rel easi ng Hormone Anal ogs For
Di agnosed Mal i gnant Neopl asm OF The Prostate

Coserlin acetate (HCPCS code J9202) and | euprolide acetate (HCPCS
code J9217) are synthetic hornone-rel easi ng hornone (LHRH)

anal ogs indicated in the palliative treatnent of advanced

carci nona of the prostate. Both drugs offer an alternative
treatment of prostate cancer when orchiectony or estrogen

admi nistration are either not indicated or are unacceptable to
the patient. Medicare Part B of Florida has devel oped medica
policy explaining the nmethodol ogy used in pricing |uteinizing

hor none-rel easi ng hornone anal ogs. This policy is effective for
servi ces rendered August 18, 1997, and after

In order to be covered by Medicare, drugs and bi ol ogi cals nust be
safe, effective, and nedically reasonabl e and necessary. FDA
approval determ nes safety and efficacy, but nedical necessity is
deternmined by the Carrier. S1862(a)(1) (A of the Social Security
Act states that Medicare excludes coverage for "itenms or services
that are not reasonable and necessary for the diagnosis or
treatnment of illness or injury or to inprove the functioning of a



mal f ormed body nenber." The underlying issue in this statute, as
it applies to this policy, is that if two services are clinically
conpar abl e, Medicare does not cover the additional expense of the
nore costly one, because this additional expense is not
attributable to an itemor service that is nmedically reasonable
and necessary.

According to the nedical literature, there is no denonstrable
difference in clinical efficacy between goserlin acetate (J9202)
and |l euprolide acetate (J9217) in the treatnent of nalignant
neopl asm of the prostate (I1CD-9 code 185). Medicare Part B of
Florida will deny paynent for the additional expense of the nore
costly agent as not nedically reasonabl e and necessary. As with
any subnmitted charge that is not considered nedically reasonabl e
or necessary, an acceptabl e advance notice of Medicare's possible
deni al of paynment nust be given to the patient if the provider
does not want to accept financial responsibility for each

i njection. The beneficiary's liability, however, must not exceed
the difference in the Medicare all owance between the two

medi cati ons.

If there are nedical indications requiring the use of |euprolide
acetate instead of goserlin acetate, such as cachexia, infection
or allergy to goserlin acetate, Medicare will consider paynent
for the difference in cost if docunentation of nedical necessity
acconpani es the claim

Di agnosi s Requirenents

A conplete list of diagnoses for which procedure code J9217 is
covered is listed bel ow

185*
198.
233.
239.
280.
285.
617.

2

OFrR,OoOuUlh~O

-617.9

* When billing for procedure code J9217 with I CD-9 code 185,
docunent ati on substantiati ng the nmedi cal necessity of the service
nmust be submitted with the claim

Codi ng Gui del i nes

Bill for leuprolide acetate (for depot suspension) using HCPCS
code J9217. This code represents 7.5 ng.; and the nunber of
services should be adjusted to indicate the amount of the drug
being billed. Provide the correct ICD-9 code to indicate the
nmedi cal condition being treated.

Bill for goserlin acetate inplant 3.6 ng. using HCPCS code J9202.
Adj ust the nunber of services to indicate the anount of the drug



being billed. Provide the appropriate ICD-9 code to indicate the
condition being treated.

Use the -GA nodifier to indicate that the Advance Notice to
Beneficiary statenent is on file for the difference in cost of
the two drugs.

Chenot herapy admi ni stration codes 96400 through 96450, 96542,
96545, and 96579 are used only in reporting chenotherapy

adm ni stration when the drug being adm nistered is an

anti neopl astic agent, and the diagnosis is cancer. The

adm ni stration of other drugs, such as growh factors, hornones,
saline, and diuretics to patients with cancer, or the

adm nistration of antineoplastic drugs to patients with a

di agnosi s other than cancer, nust be reported with codes 90780

t hrough 90784, as appropriate.

Advance Notice Requiremnment

Applies to diagnosis requirenents (see page 4 ).

Docunent ati on Requirenents

Addi tional docunentation nust be submitted when billing for J9217
with the diagnosis of malignant neoplasm of the prostate (1CD9
code 185). This information nust docunment the medical necessity
for using leuprolide instead of the less costly teatnment with
goserlin acetate. The docunentation could include:

hi story and physi cal
of fi cel/ progress notes

letter of nedical necessity fromthe physician
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J9000: Doxor ubicin

Doxorubicin is a cytotoxic anthracycline antibiotic that
selectively kills malignant cells and produces regression in a
vari ety of human cancers. Local nedical review policy was

devel oped in 1996, defining this service and the circunstances
under which it would be considered to be reasonabl e, necessary,
and therefore covered by Medicare Part B of Florida. Due to
recent studies which provide evidence that Doxorubicin is usefu
in the treatment of cancers in addition to those cited in the
original policy, this policy is being enhanced to expand the

i ndications and limtations of coverage. It is now known that
Doxorubicin HC 10 ng has been used successfully in the treatnent
of di ssem nated neopl asns including the foll ow ng:
adrenocortical, biliary tract, transitional cell bladder, breast,
carcinoid, endonetrial, esophageal, Ew ng's sarcomm, gastric,



hepat obl astome, islet cell, Kaposi's sarcoma, , primary centra
nervous system | ynphoma, acute |ymphocytic |eukenmi a, chronic

| ynphocytic | eukem a, blast phase chronic myel ogenous | eukem a
liver, small cell lung, Hodgkin's |ynphoma, Burkitt's |ynmphonsg,
diffuse large cell |ynphoma, follicular |ynphoma, |ynphoblastic
| ynphoma, multiple nyel oma, neurobl astonm, osteosarcomm,
epithelial cell ovarian, prostate, retinoblastona, soft tissue
sarcoma, thyroid, and WIlms tunor.

Codi ng Gui del i nes

When billing for Doxorubicin HC 10mg, use HCPCS code J9000 and
the ICD-9 diagnosis code which shows the nedical condition being
treat ed.

When billing for Doxorubicin HCL Liposome 20ng (Doxil), use HCPCS
code J9999 and the name, strength and dosage of the drug in Item
19 of the HCFA- 1500 claimform EMC senders should report this
information in HAO field 05.0

Reasons for Denia

Clinical scenarios which deviate fromoutlined indications and
limtations of coverage. Lack of docunentation to support nedica
necessity.

Docunent ati on Requi renents

In the event of a pre- or postpaynent nedical review, a narrative
statement of nedical necessity clearly docunenting why the
physician feels the service(s) was nedically necessary nust be
mai ntai ned in the patient's records.
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17260- 17286: Destruction of Mlignant Lesions

Destruction of malignant |esions, procedure codes 17262, 17281
and 17282, were identified as aberrancies and sel ected as part of
the 1995 Focused Medi cal Review Process. Followup data for the
time period of January 1, 1996, through June 30, 1996 reveal ed
that these procedure codes continued to be aberrant. Analysis of
the data reveal ed that sone of the diagnoses submtted did not
substanti ate medi cal necessity. As a result, the local nedica
revi ew policy has been revised and a covered diagnosis |list has
been devel oped.

Medi care will consider the destruction of malignant skin |esions

medi cal |y necessary in the follow ng circunstances:

When a pat hol ogy report confirms the diagnosis of a skin
mal i gnancy, and or



When the description of the lesion is consistent with that of a
skin mal i gnancy.

Pol i cy enhancenents have been devel oped for the foll ow ng
procedure codes:

17260 Destruction, nmalignant |esion, any nmethod, trunk, arnms or
| egs; dianmeter 0.5 cmor |ess

17261 Lesion dianeter 0.6 to 1.0 cm

17262 lesion dianeter 1.1 to 2.0 cm

17263 lesion dianmeter 2.1 to 3.0 cm

17264 |l esion dianeter 3.1 to 4.0 cm

17266 | esion dianeter over 4.0 cm

17270 Destruction, nmalignant |esion, any nethod, scal p, neck
hands, feet, genitalia; lesion dianmeter 0.5 cmor |ess

17271 lesion dianeter 0.6 to 1.0 cm

17272 lesion dianeter 1.1 to 2.0 cm

17273 lesion dianeter 2.1 to 3.0 cm

17274 lesion dianeter 3.1 to 4.0 cm

17276 |l esion di aneter over 4.0 cm

17280 Destruction, nmalignant |esion, any nmethod, face, ears,
eyelids, nose, lips, mucous nenbrane; |esion dianmeter 0.5 cm or
| ess

17281 |l esion dianeter 0.6 to 1.0 cm

17282 lesion dianmeter 1.1 to 2.0 cm

17283 lesion dianmeter 2.1 to 3.0 cm

17284 | esion dianeter 3.1 to 4.0 cm

17286 | esion dianeter over 4.0 cm

Di agnosi s Requirenents

To ensure that paynent is nmade only for nedically necessary
servi ces, these procedures will be covered only when perfornmed
for the foll owi ng di agnoses:

145.0-145.9



171.
171.
171.
171.
171.
171.
171.
171.
172.
173.
195.
232.
234.

- 172.8
- 173.8
- 195.8
- 232.8
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If the pathol ogy report or the clinical description of the |esion
does not indicate a malignancy, these codes should not be used
when the lesion is destroyed.

Codi ng Gui del i nes

Procedure codes 17260 through 17286 are strictly for use when
destroying malignant skin | esions. They are grouped by area and
then by size. The size should reflect the size of the |esion at
time of destruction and not the size on the pathol ogy report.

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

Modi fier -25 is used to indicate that on the day a procedure or
service identified by a CPT code was perforned, the patient's
condition required a significant, separately identifiable

eval uati on and managenent servi ce.

Reasons for Deni al

These codes are not to be used for non-nmalignant |esions;
therefore, the services will be denied when billed for diagnoses
ot her than those listed in the covered |ICD-9 code(s) that support
nmedi cal necessity.

Advance Notice Requirement

Applies to diagnosis requirenents (see page 4 ).

Docunent ati on Requirenents

The nedi cal record/progress note should indicate the renoval of a
mal i gnant | esion with a correspondi ng pat hol ogy report or a
clinical description consistent with a skin malignancy.



The size and location of the |esion nust be included in the
document ati on.
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80162: Digoxin Assay

Ther apeutic drug assays are performed on blood to determine the
| evel s of drugs systemically. Medicare Part B of Florida has had
medi cal policy in place for digoxin assay since 1996. As part of
the Carrier's process of periodic review of finalized policies,
it has been determined that revisions should be made to this
policy in order to ensure that only nedically reasonabl e and
necessary services are covered.

Di agnosi s Requirenments
Medi care Part B will consider Digoxin Assay to be medically
necessary when perforned for the follow ng conditions/diagnoses:

368. 16

368.9

402. 00-402. 91
413.0
425.3-425.9
426.0

426. 10

426. 4
426.50-426. 54
426. 6

426. 7
426.81-426.9
427.0-427.9
428.0-428.9
514

783.0
787.01-787.03
972.1

V72. 84

Reasons for Denia

Di agnoses ot her than those listed as covered ICD-9 codes are
consi dered not reasonabl e and necessary and will result in denia
of coverage.

Coverage is not provided for this test when it is performed for
Screeni ng purposes.

Advance Notice Requiremnment

Applies to diagnosis requirenments (see p. 4 ).



Docunent ati on Requi renents

Docunent ati on supporting the nmedical necessity of this procedure,
such as ICD-9 codes, nmust be subnmitted with each claim C ains
subm tted without such evidence will be denied as being not

medi cal | y necessary.
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73000- 73140, 73500-73660: Comparison X-Rays of the Extremities

Ef fective for clains processed on or after August 18, 1997, al
clains for conparison x-rays subnmitted by portable x-ray
suppliers (specialty 63) nmust be acconpanied with the original x-
ray report, along with the indication and report of the
conparison x-ray. This information should be included in the

of ficel/ progress notes. The provider nust docunment the reason for
t he conparison x-ray.

If the conparison x-ray is perforned for screening purposes, it
shoul d be reported with I CD-9-CM di aghosi s code V72.5
(Radi ol ogi cal exam nation, not el sewhere classified). The patient
may be held financially liable for x-rays perfornmed for screening
pur poses.

For nore information on conparison x-rays, refer to page 23 of
the May/June 1997 Medi care B Updat e!
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80061, 82172, 82465, 83715-83721 and 84478: Coverage for Lipid
Profil e/ Chol esterol Testing

Anal ysi s of 1995 clains data indicates that LDL chol esterol

di rect neasurenent and HDL chol esterol, direct measurenent
(Procedure codes 83721 and 83718) have been billed substantially
nore in Florida than at the national level for multiple
specialties. Further analysis of the data indicates that these
procedure codes and those |isted below (which are included in the
Lipid Profil e/ Chol esterol Testing policy) are being billed with
di agnoses that do not support nedical necessity. Therefore, this
policy was created to establish the conditions/illnesses for

whi ch Medicare Part B of Florida will consider the service to be
medi cal | y reasonabl e and necessary. The Lipid Profil e/ Chol estero
Testing nedical policy includes the follow ng procedure codes:
80061, 82172, 82465, 83715, 83717, 83718, 83719, 83721, and
84478.

To ensure that paynent is being nmade only for nedically
reasonabl e and necessary services, Lipid Profile/Cholestero
Testing is covered for the follow ng diagnoses:

240.0-246.9



272.0-272.9
401. 0-405. 99
410. 00-410. 92
411. 0-411. 89
412
413.0-413.9
414.00-414. 05
414.10-414.9
414.8

414.9

429. 2
431-437.9

438

440. 0-440.9
441.00-441.9
443. 9
444.0-444. 89
786. 50

E942. 2

Note: Once lipid profile testing is perforned to rule out the
cause of a condition and/or synptom (i.e., chest pain, thyroid
di sorder, etc.) it is not considered nedically necessary to
repeat the test(s) unless the results indicate a lipid disorder
or the patient exhibits new synptonol ogy.

Medi care wi Il consider Lipid/Cholesterol testing to be nmedically
reasonabl e and necessary for the current treatnent of the
following |ist which are clearly docunented in the patient's

of fi cel/ progress notes. The goal of diet and drug therapy is nost
often to | ower LDL chol esterol

Di etary Treat nent

Sone patients may be able to be nmanaged during diet therapy on
the basis of their total cholesterol levels. If the tota

chol esterol monitoring goal is net, the LDL chol esterol should be
measured to confirmthe desired LDL chol esterol |evel has been
achi eved.

Monitoring for adherence to dietary therapy woul d be expected at
approximately 4 to 6 weeks frominitiation and at 3 nonths. |If
the desired LDL and chol esterol |evels have been achieved,
quarterly nonitoring for the first year and tw ce yearly
thereafter woul d be expected. In addition, triglyceride |evels at
the sane frequency may al so require nonitoring to assess that
desired | evel s have been achi eved.

Drug Treat nent

After drug therapy is initiated the serum chol esterol, serum
triglyceride, LDL, VLDL and HDL |evel (as applicable to the drug



t herapy) woul d be expected to be neasured at approximtely 4 to 6
weeks and again at 3 nonths. If the drug therapy response is
adequate (i.e., the LDL, serumchol esterol and triglyceride goa
has been achieved) it would be expected that every 4 nonths or
nmore frequently when drugs requiring closer followup are used to
nonitor the chol esterol response and possi ble side effects of

t herapy, would be required.

Those with desirable blood chol esterol, HDL, and LDL | evels would
expect to be tested within 5 years however, this is considered
screeni ng and not payabl e by Medicare.

Codi ng Gui del i nes

When billing procedure code 83721 only those done by direct
measurenent are appropriate to bill for Medicare. Those tests
done by the cal cul ated nmethod are not appropriate when billed for
LDL chol esterol |evels.

Reasons for Deni al

Apol i poprotein (82172) is considered to be a screening test and
t herefore, non-covered by Medicare.

Advance Notice Requiremnment

Applies to diagnosis requirements (see p. 4).

Docunent ati on Requirenents

Medi cal record docunentation mai ntai ned by the ordering/referring
physi ci an must indicate the nedical necessity for performing the
test, including:

of fi cel/ progress notes

| aboratory results

If the provider of the service is other than the
ordering/referring physician, that provider must naintain hard
copy docunentation of test results and interpretation, along with
copies of the ordering/referring physician's order for the

studi es. The physician nust state the clinical indication/medica
necessity for the study in his order for the test.
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80091- 80092, 84436-84439, 84443, and 84479-84482: Coverage for
Thyroid Function Tests and Panel s



Procedure codes 80092, 84436 and 84479 were identified as
aberranci es and sel ected as part of the 1995 Focused Medica

Revi ew Process. A local nedical review policy including procedure
codes 80091-80092, 84436-84439, 84443, and 84479- 84482 was

devel oped and published in the March/ April 1996 Medi care Updat e!
Foll ow-up data for the tine period of January 1, 1996 through
June 30, 1996 reveal ed that these procedure codes continued to be
aberrant. Analysis of the diagnosis submtted reveal ed that sone
of the thyroid tests and/or panels were being performed for
conditions that do not substantiate nedical necessity. As a
result, a revision to the policy was performed. Thyroid Function
Tests and Panels will be considered nmedically necessary and
reasonable if performed for one of the foll ow ng di agnoses:

193
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625. 3
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Once thyroid testing is performed to rule out the cause of a
condition and/or synptom (i.e., nalaise, hyperlipidema, etc.) it
is not considered nedically necessary to repeat the test(s)

unl ess the results indicate a thyroid disorder or the patient
exhi bits new synpt onot ol ogy.

Advance Notice Requirement

Applies to diagnosis requirenents (see page 4 ).

Docunent ati on Requirenents

Medi cal record docunentation maintai ned by the ordering/referring
physi ci an must indicate the nmedical necessity for performng a
thyroid function panel. Initially a conprehensive history and
physi cal exam nation should be performed and docunented t hat

i ncl udes the foll ow ng:

car di ovascul ar exam nati on

neur onuscul ar exam nation

patient's conplaints or synptomns

pul se rate



thyroid pal pation

wei ght and bl ood pressure

During foll owup visits, an appropriate interimhistory and
physi cal exami nation should be performed in conjunction with
appropriate |l aboratory tests. An interimhistory should assess
response to therapy, changes in nedication or therapy, and
eval uation of the clinical inprovenent in synptons, as well as
possi bl e side effects of the nedication or therapy.
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82105, 84702, 84703, 86316: Tunor Antigens

Radi oi munoassay and i mmunohi st ochemni cal deternination of the
serum | evel s of certain proteins or carbohydrates have been
devel oped as markers for various cancers. When el evated, serum
concentration of these markers may reflect tunor size and grade
and nmay be hel pful in nonitoring response to treatnent. However,
tumor markers are not useful for making a differential diagnosis
of cancer since the sensitivity and specificity of these tests
make it unreliable.

I ndications and Linmtations of Coverage and/or Medical Necessity

Al pha - fetoprotein; serum

Medi care Part B of Florida will consider Al pha-fetoprotein; serum
(CPT code 82105) to be nedically reasonabl e and necessary for

eval uating the extent of involvenent of hepatocellular carcinom
and germcell tunors of the testis, ovary and extragonadal sites

choosi ng therapy and predicting tunor behavi or (prognosis).

predicting effects of therapy and detecting recurrent cancer of
hepat ocel | ul ar carci noma and germcell tunmors of the testis,
ovary, and extragonadal sites.

Di agnosi s Requi renments

To ensure that paynent is nmade only for nedically necessary
servi ces, Al pha-fetoprotein (CPT code 82105) is covered when it
is perforned for the followi ng diagnoses:

155.0-155. 2
183.0
186.0
186. 9



197. 7
198.6
198. 82
V10. 43

V10. 47

Gonadot ropi n, Chorionic (hCg)

Gonadotropin is a glycoprotein hornone which is normally produced
by the devel opi ng placenta and aberrantly produced by gestationa
trophobl astic tunors, sem nomatous and nonsem nomat ous testis
cancer and ovarian tunors.

CPT codes 84702, 84703 (hCg) are considered nmedically reasonabl e
and necessary for:

eval uating the extent of involvenent of specific types of cancer
(see covered ICD-9 list);

nmonitoring therapy response and evaluating the patient's
prognosi s.

Di aghosi s Requirenents

To ensure that paynent is nmade only for nedically necessary
servi ces, Gonadotropin, chorionic (hCG is covered when it is
performed for the foll ow ng di aghoses:

181
183.0

186.0
186.9
198.6
198. 82
V10. 43
V10. 47
CA 125

The cancer antigen CA 125 is recognized by a nonocl onal anti body
OC-125. It is increased in nost patients with advanced,
nonmuci nous (serous) ovarian cancer

CA 125 is a covered service for patients with ovarian cancer (see
covered ICD-9 list). CA 125 is considered investigational for
di agnoses ot her than ovarian cancer.



CA 125 is not covered for naking a differential diagnosis of
pel vic masses since the sensitivity and specificity of the test
makes it unreliable.

CA 125 is advocated for prognostic information. When neasured
serially, it may also be useful in the detection of rel apse and
as a nonitor of patient response to chenotherapeutic agents.

Di agnosi s Requirenments

To ensure that paynent is made only for nedically necessary

servi ces, CA 125 (CPT code 86316) is covered when it is perfornmed
for the foll ow ng di agnoses:

183.0

198.6

V10. 43

Reasons for Denia

If coverage is provided for indications other than those |isted
in this policy.

Routi ne screening services are not covered by Medicare Part B of
Fl ori da.

All other tumor markers including those |isted below are
consi dered investigational and therefore, ineligible for payment.

A2- PAG pregnancy- associ ated al pha2 gl ycoprotein
BCM breast cancer nucin

CA15- 3 Cancer antigen 15-3

CA19-9 Cancer antigen 19-9

CA27. 29 Cancer antigen 27.29

CA50 Cancer antigen 50

CA72- 4 Cancer antigen 72-4

CA195 Cancer antigen 195

CA242 Cancer antigen 242

CA549 Cancer antigen 549

CA- SCC Squanous cell carci noma

CAML7- 1 Monocl onal antinucin antibody 17-1

CAM26 Monocl onal antinucin anti body 26



CAMR9

CAR3

Monocl onal antinucin anti body 29

Ant i geni c determ nant recogni zed by nonocl ona

anti body AR3

DU- PAN- 2 Si al yl at ed carbohydrate anti gen DU- PAN- 2
MCA Muci n-1i ke carci noma associ ated anti gen
NSE Neur on- speci fi c enol ase

P- LAP Pl acent al al kal i ne phosphat ase

PNA- ELLA Peanut |ectin bonding assay

SLEX Sialylated Lewis X-antigen

SLX Si al yl ated SSEA-1 anti gen

SPAN- 1 Si al yl ated carbonated anti gen SPAN-1

ST- 439 Si al yl at ed carbonated anti gen ST-439
TAGL2 Tunor - associ ated gl ycoprotein 12
TAGr2 Tunor - associ ated gl ycoprotein 72
TAGr2. 3 Tunor - associ ated gl ycoprotein 72.3

TATI Tunor - associ ated trypsin inhibitor
TNF- a Turmor necrosis factor al pha

TPA ti ssue pol ypepti de antigen

Docunent ati on Requi renents

The nedi ca
perform ng these tunor

Requi red docunentation supporting nedica

i ncl ude:

i ndi cate the nedical indications for

antigen tests.

record nust

necessity woul d

Hi story and physi cal
O ficel progress notes

Test

results

Advance Notice Requirenents

Applies to diagnhosis requirenments (see page 4).

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

page 30



82108: Coverage for Al um num Testing

Aluminumis the third nost prevalent elenent in the earth's
crust. The gastrointestinal tract is virtually inpervious to

al um num absorption being around 2percent. Factors regul ating
al umi num s crossing of the blood-brain barrier are not wel
under st ood. Serum al unmi num correl ates wi th encephal opat hy.

Al um num toxicity has been recognized in many settings where
exposure is heavy or prolonged and/or where renal function is
limted. To ensure that Medicare only pays for services that are
consi dered nedi cally reasonabl e and necessary, Al um numtesting
(procedure code 82108) is covered for signs and synptons of

al um numtoxicity associated with:

infants on parenteral fluids, particularly parenteral nutrition

burn patients through adm ni stration of intravenous al bum n,
particularly with coexisting renal failure

adult and pediatric patients with chronic renal failure who
accunul ate alum numreadily from nedi cati ons and di al ysate

adult parental nutrition patients
patients with industrial exposure
patients with prol onged exposure to or excessive doses of such

nmedi cati ons as antacids, salicylates, antilipenics,
anti at heroscl erosi s nedi cations, and antipruritics, etc.

Except for patients with chronic renal failure, one or nore of
the foll owi ng signs and synptons of alum numtoxicity nust be
present for aluminumtesting to be considered nedically necessary
for the above patients:

encephal opathy (stuttering, gait disturbance, myoclonic jerks,
sei zures, com, abnormal EEQ

osteonml aci a or apl astic bone di sease (associated with painfu
spont aneous fractures, tunorous cal ci nosis)

proxi mal nyopat hy

i ncreased | eft ventricular mass and decreased nyocardi a
function; and/or,

m crocytic anem a

Di agnosi s Requirenents

To ensure that paynent is made only for medically necessary
services, Aluminumtesting is covered only when it is perforned
for the foll owi ng di agnoses:



68. 2
280.
284.
284.
285.
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294.
348.
359.
428.
585

965.
972.
973.
976.
976.
976.
E858.
E858.
E858.
E935.
E942.
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E946.
E950.
E950.
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*Thi s code nmust be acconpani ed by the appropriate E diaghosis
code.
Advance Notice Requiremnment

Applies to diagnosis requirenents (see page 4 ).

Docunent ati on Requirenents

The reason the test was perfornmed and the test result nust be
included in the patient's nedical record.
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82728: Coverage for Serum Ferritin

Serum ferritin (procedure code 82728) was reviewed as part of the
peri odi cal evaluation of finalized policies. The revi ew concl uded
that revisions to the covered diagnosis |list were needed to
ensure that all services covered by Medicare are nedically
reasonabl e and necessary.



I ndi cations and Linmtations of Coverage

Medi care can provide coverage for a ferritin level when it is
performed for any of the follow ng conditions:

The patient has anemia with possible iron deficiency. (This

i ncl udes necessary nonitoring of serumferritin during the course
of treatnment for anem a: e.g., periodic determ nation of serum
ferritin in patient under treatnent with epoetin al pha or with
anem a due to chronic renal failure),

The patient has unexplained mcrocytic and/or hypochrom c red
bl ood cell indices,

The patient has henochromatosis or iron overload or based on
clinical findings (i.e., skin coloration, hepatonegaly
hyper gl ycem a, nultiple transfusions, polyarthropathy,
henochr omat osi s) iron overload is suspected,

The patient has suspected deficiency of iron due to factors
identified in the patient's history, e.g., prior gastrectony,
i ntestinal mal absorption, a history of gastrointestina
henor r hage.

Di agnosi s Requirenments

To ensure that paynent is being made only for nedically
reasonabl e and necessary services, Serum Ferritin is covered for
the foll owi ng di agnoses:

275.0
280. 0- 280.
281. 0- 281.
282. 0- 282.
283. 0- 283.
285. 0- 285.
585

789.1
999. 8
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Reasons for Denia

Ferritin determ nations are not a covered service when perforned
as a routine screening procedure or in the absence of
docunentation of clinical findings in the patient's medica
record indicating a confirmed or suspected iron deficient or
over | oad condition.
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82784: Gammagl obulin; IgA, 1gDb 19gG IgM each



Gammagl obul in policy (82784) was recently published in the

Mar ch/ April 1997 Medicare B Update! Since that tinme there have
been enhancenments to the "Indications and Limtations of Coverage
and/ or Medical Necessity" and there is the addition of a
"Noncovered I1CD-9 Code(s)" list. Analysis of the January through
June 1995 clains data indicated that this procedure was being
billed with nonspecific diagnoses and/or diagnoses that do not
substanti ate nedi cal necessity.

Medi care Part B will consider the test for one or nore of the

gammagl obul i ns nmedi cal |y necessary when used in the follow ng
ci rcunst ances:

When the patient has had repeated infections, a serumlIgA, an 1gG
and an 1gMcould be perforned to deternine whether a
| munodeficiency disorder exists.

When the patient presents with signs and synptons of multiple
nyel oma which include, but are not limted to, the follow ng:
anem a,

hypercal ceni a,

i ncreased susceptibility to infection, and/or

bone pain.

Serum I gA, 1gG or IgD levels are performed to nonitor nyel oma

therapy after initially diagnosing and determ ning the
gamagl obulin which is increased.

When the patient presents with signs and synptonms of suspected,
unusual autoi nmune di sorders, serum ganmagl obulin | evels could be
performed to assist with diagnosis.

When the patient presents with signs and synptons of Lynme's
Di sease.

When the patient is suspected of having hypogamragl obul i neni a or
aganmeagl obul i nem a.

The foll owi ng patient conditions/circunstances may | ead to either
of these conditions:

Long-term and or high-dose steroid use,

Nephrotic syndrome,



Patients with overwhel mi ng infections,
Chroni c | ynphocytic | eukem a
Lynphocytic | ynphons,

Mul tiple nyel oma, or

Prot ei n-1 osi ng ent eropat hy.

Pati ents who are hypogammagl obul i nem ¢ and are receiving

i ntravenous (IV) Imune d obulin could have serum ganmmagl obul i n
(1gG levels performed as nedically appropriate to nonitor their
response to this therapy. This test could be performed 3-4 weeks
after 1V Imune d obulin dependi ng upon a patient's clinica
response to the therapy.

When the patient is suspected of having Wal denstroni s

macr ogl obul i nem a (a small-cell |ynphocytic |ynphoma that
produces nonoclonal 1gM. This disease characteristically occurs
in the elderly. Signs and synptons may include, but are not
limted to, the follow ng:

Retinal henorrhages, visual inpairnment and transient neurol ogic
deficits (usually associated with the high viscosity serunj;

Bl eedi ng di at heses or henplytic anem a (associated with the
macr ogl obul i n conpl exes with coagul ation factors or binds to the
surface of red blood cells);

Raynaud' s phenonenon and peripheral vascul ar occl usions
(associated with col d-insol uble proteins [cryogl obulins]);

Spl enonmegal y on exami nati on.

Note: This disease is differentiated fromchronic |ynphocytic

| eukemi a and nultiple nmyel oma by bone marrow norphol ogy and the
finding of the I gM spike in macrogl obulinema. SerumIgM Il evels
are useful in diagnosing and nonitoring therapy for this

di sorder.

When the patient presents with signs and synptons of inflammatory
bowel di sease; gastrointestinal or hepatobiliary tract carcinong;
or cirrhosis, an IgA could be perforned to assist with diagnosis

(an elevation is usually seen with these di sease processes).

VWhen the patient is at high risk of infection related to an
i neffective i mmune response such as that associated with chronic
| ynphocytic | eukem a, nalignant |ynphomas, other bone marrow



di sorders, corticosteroid treatnments, chenotherapy, or radiation
t her apy, the gammmagl obulins may be markedly reduced or absent,
therefore, periodic nonitoring of the gammgl obulins could be
per f or ned.

When the patient presents with frequent and recurrent infections
of the paranasal sinuses, bronchi and/or |ungs, a serumIgA could
be perforned to deterni ne whether Selective |IgA Defiency exists.

Gammagl obul i ns coul d be perforned to assist in determ ning how
extensive tissue necrosis is with myocardial infarctions or in
severe burn cases.

When the patient is suspected of having Subacute Bacteria
Endocarditis (SBE), serum gamragl obulin |evels may be perfornmed
to assist with diagnosis.

VWhen the patient is suspected of having polyarteritis nodosa,
serum ganmagl obul i ns coul d be perforned to assist in diagnosis.

When the patient is suspected of having a paraproteinenm a, serum
gammagl obulin |l evels could be perfornmed to assist with diagnosis.

VWhen the patient is suspected of having biliary cirrhosis, a
serum I gA, an 1gG and an I gM may assist with diagnosis.
Typically, serumIlgAs and |1 gGs are decreased while serumIgMs are
i ncreased.

When patients are receiving plasmapheresis therapy, nore than one
| gM coul d be perfornmed per day.

Generally, the follow ng disorders may result in abnormalities in
at | east one or nore of the serum gammagl obul i ns:

Li ver dysfuncti ons,

Acut e or chronic infections,

Severe mal nutrition,

Lynphoproliferative disorders,

Myel omas (pol ycl onal or nmonocl onal),

Aut oi mmune di sorders/col |l agen di sorders,

Lyme' s Di sease

WAl denstronml s macrogl obul i nem a,



Ti ssue necrosis,
Leukem a and ot her cancers,* and

| mune deficiency disorders (congenital and/or acquired).

However, after diagnosis, perform ng serum gammagl obulin tests
may not be nedically necessary or reasonable, except in cases of
monitoring a patient's propensity to infection; nmonitoring
therapy such as is done with nyel omas (particularly 1gG or |1gA
nyel oma) or I mune G obulin Therapy; nonitoring the advancenent
of a di sease

After diagnosis of IgA or 1gG nyelomas, it would only be

consi dered nedically necessary to perform one serum gamragl obul i n
test, i.e., IgAor 1gG to determne the effectiveness of

therapy. Periodically, two or nmore of the gammmagl obulin tests may
be perforned on the sanme day when the patient has myel oma for

pur poses of monitoring therapy and/or propensity to infection

| gDs have questionable clinical significance except in the rare

i nstance of 1gD nyeloma. It would be expected that this test only
be perforned to assist with diagnosis of that condition and,
therefore, would only be rarely perfornmed. Routinely performng a
serum I gD | evel when perform ng the other tests would generally
not be nedically necessary or reasonabl e.

* Generally, in Hodgkin's Disease, B cell function is intact.
Therefore, serum inmunogl obulins are normal and general ly not
performed for diagnostic purposes when this condition is
suspect ed.

The ICD-9 code(s) that will be considered as "Noncovered | CD 9
Code(s) are as foll ows:

102
306.

w

413.
414.
414.
477.
585
586
600
693.1
789. 00-789. 09
796. 4
799.9
V745

O © o



For additional information on this policy, please refer to the
March/ April 1997 Medicare B Update (p.59-61).

Advance Notice Requirenment

Applies to diagnosis requirenents (see page 4 ).
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82947, 82948, 82962: Bl ood d ucose Testing

Bl ood gl ucose testing is used to aid in the diagnosis, treatnent,
and foll owup of carbohydrate netabolismdisorders. Wien it is
used as a screening tool, or with di agnoses which do not support
medi cal necessity, it is not covered by Medicare. Local nedica
revi ew policy has been devel oped for CPT codes 82947 (d ucose;
quantitative), 82948 (Blood, reagent strip) and 82962 (G ucose,

bl ood by gl ucose nonitoring device[s] cleared by the FDA
specifically for home use). The policy defines the service and to
identify the circunstances under which Medicare Part B of Florida
will consider it to be nedically reasonable, necessary and,

t herefore, covered.

Medi care Part B of Florida will consider blood glucose testing to
be nmedically necessary when perfornmed for the follow ng
condi ti ons/ di agnoses:

112.
112.
112.
157.
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194.
211.
211.
227.
250.
251.
251.
251.
251.
251.
252.
253.
253.
253.
255.
255.
276.
356.
357.
571.
571.
571.
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571.
571.

[0

571.
577.
577.
648. 80- 648. 84
780.
780.
780.
780.
780.
780.
783.
783.
7883.
788.
788.
790.
791.
V67.
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Codi ng Gui del i nes

Bill the service with CPT procedure code 82947 for gl ucose;
quantitative, and CPT procedure code 82948 for bl ood gl ucose,
reagent strip. Include the appropriate 1CD-9 code which describes
the synptom or condition. CPT code 82947 should not be billed on
the sane date as an automated profile (80002-80019, G0058-(G0060),
unl ess the blood is obtained at different encounters.

Separate paynment will be nmade to physicians or independent
clinical l|aboratories for drawing a bl ood sanpl e through
veni puncture (G0001).

Advance Notice Requirement

Applies to diagnosis requirenents (see page 4 ).

Docunent ati on Requirenents

Medi cal record docunentation maintai ned by the ordering/referring
physi ci an must indicate the nedical necessity for performng the
test, including:

of fi cel/ progress notes

| aboratory results

If the provider of the service is other than the

ordering/referring physician, that provider must naintain hard
copy docunentation of test results and interpretation, along with



copies of the ordering/referring physician's order for the
studi es. The physician nust state the clinical indication/nedica
necessity for the study in his order for the test.
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82985: G ycated Protein

G ycated protein nmeasures concentration of nonlabile glycated
serum proteins, giving a reliable estimte of nean bl ood gl ucose
| evel s during the preceding 2-3 weeks. This test is nobst usefu
in monitoring the treatnment of diabetics. Medicare Part B of

Fl ori da has had nedical policy in place for glycated protein
since 1996. As part of the process of periodic policy review, it
has been determined that revisions should be made to covered | CD
9 list in order to ensure that only those services which are

nmedi cal | y reasonabl e and necessary are covered.

Di aghosi s Requirenents

Medi care Part B of Florida will consider glycated protein to be
medi cal | y necessary when performed for the follow ng
condi ti ons/ di agnoses:

250. 00- 250. 03
250. 40- 250. 43
250. 50- 250. 53
250. 60- 250. 63
250. 70- 250. 73
250. 80- 250. 83
648. 00- 648. 04

Reasons for Denia
G ycated protein testing performed for indications other than
those |listed above will be considered not nedically necessary or
reasonable and will result in denial of coverage.
G ycated protein testing has not been proven reliable as a | ong
term i ndi cator of hypoglycem a.

Advance Notice Requirenment

Applies to diagnosis requirenents (see page 4 ).

Docunent ati on Requirenents

O fice nmedical records nust contain sufficicient information to
substantiate the service rendered.
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83036: d ycated Henogl obin

G ucose conbines with henogl obin continuously and nearly
irreversibly during the Iife span of normal red bl ood cells,
meki ng gl ycosyl ated henogl obi n proportional to the nean plasma
gl ucose level during the previous 4-8 weeks. Thus, the chief use
of the glycated henpglobin test is to nonitor the diabetic's
conpliance with treatnment reginen, as well as |ong term bl ood

gl ucose level control. Medicare Part B of Florida has had nedica
policy in place for glycated henoglobin testing since 1996. As
part of the process of periodic policy review, it has been
determ ned that revisions should be made to the covered |ICD-9
list in order to ensure that only those services which are

nmedi cal | y reasonabl e and necessary are covered.

Di agnosi s Requirenents

Medi care Part B of Florida will consider glycated henoglobin to
be nmedically necessary when perfornmed for the follow ng
condi ti ons/ di agnoses:

250. 00- 250. 03
250. 40- 250. 43
250. 50- 250. 53
250. 60- 250. 63
250. 70-250. 73
250. 80- 250. 83
648. 00-648.0

Reasons for Deni al

G ycat ed henpgl obin testing perfornmed for indications other than
those |listed above will be considered not nedically necessary or
reasonable and will result in denial of coverage.

G ycat ed henogl obin testing has not been proven reliable as a

l ong term i ndicator of hypoglycem a

Advance Notice Requirenent

Applies to diagnosis requirenents (see page 4 ).

Docunent ati on Requi renents

O fice nmedical records nust contain sufficient information to
substantiate the service rendered.
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83735: Magnesi um

Magnesi umis an inportant activator ion, participating in the
function of many enzynes involved in phosphate transfer



reactions. This electrolyte is critical in nearly all netabolic
processes and nost organ functions. When a magnesiumtest is used
for screening or with diagnoses which do not support nedica
necessity, it is not covered by Medicare. Local nedical review
policy has been developed to define this service and to identify
t he circunstances under which Medicare Part B of Florida wll
consider it to be nedically reasonable, necessary and, therefore,
covered.

Medi care Part B of Florida will consider nmagnesiumtesting
(83735) to be nedically necessary when perfornmed for the
foll owi ng conditions/di agnoses:

242.00-242.91

250. 10- 250. 13
250. 20- 250. 23
250. 30- 250. 33
250. 40- 250. 43
250. 50- 250. 53
250. 60- 250. 63
250. 70- 250. 73
250. 80- 250. 83
252.
252.
252.
255.
259.
260
261
262
263.
263.
275.
275.
276.
276.
276.
276.

Wk OoEFk O

~NOOBRANBADNOOO

276.8
293.0-293.1
303. 90- 303. 93
307.1

307.51

307.52

333.2

333.3

410. 00-410. 92
427.0-427. 89
458. 0-458. 2
536. 2
579.3
579.8
584. 5-
585
588. 8

584.9



593. 81
646. 80- 646. 84
763. 8
780. 01-780. 02
780. 09
780. 2
780. 3

781.
781.
783.
785.
785. 50-785. 59
787.
787.
787.
787.
790.
794.
794.
799.
958.
995.
997.
998.
V56.
V56.
V58.
V58.
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Codi ng Gui del i nes

Separate paynment will be nmade to physicians or independent
clinical l|aboratories for drawing a bl ood sanpl e through
veni puncture (G0001).

Advance Notice Requirement

Applies to diagnosis requirenents (see page 4 ).

Docunent ati on Requirenents

Medi cal record docunentation maintai ned by the ordering/referring
physi ci an must indicate the nedical necessity for performng the
test, including:

of fi cel/ progress notes

| aboratory test results

If the provider of the service is other than the

ordering/referring physician, that provider must naintain hard
copy docunentation of test results and interpretation, along with



copies of the ordering/referring physician's order for the study.
The physician nust state the clinical indication/mnmedica
necessity for the study in his order for the test.

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

84066 Phosphatase, Acid; Prostatic

Aci d Phosphat ase (84066) was evaluated as part of the carrier's
process to periodically evaluate finalized policies. Analysis of
the January through June 1996 cl ainms data indicated that this
test was being billed with nonspecific diagnoses and/or di agnoses
that do not substantiate nedical necessity. The revi ew concl uded
that a medical policy revision with a covered diagnosis |ist was
needed to ensure that all services covered by Medicare are

medi cal | y necessary and reasonabl e.

Medi care Part B will consider Acid Phosphatase (84066) to be
nmedi cal | y necessary when used in the follow ng circunstances:

To aid in the diagnosis and staging of netastatic cancer of the
prostate and to nonitor the effectiveness of treatnent.

Di agnosi s Requirenents

To ensure that paynent is made only for medically necessary
servi ces, Acid Phosphatase (84066) test is covered only when
performed for the foll ow ng di agnoses:

185
198.
199.
199.
222.
233.
236.
239.
790.
V10.

POOCTOOANEF OO
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Codi ng Gui del i nes

V70. 0-V70.9 (Ceneral nedical exam nation) should be used in the
absence of any signs or synptons to indicate screening.

Advance Notice Requirenent

Applies to diagnosis requirenents (see page 4 ).

Docunent ati on Requi renents



Medi cal record docunentation (i.e., officel/progress notes)

mai nt ai ned by the ordering/referring physician nmust indicate the
medi cal necessity for performing the test. Additionally, a copy

of the test results should be maintained in the medical records.

If the provider of the service is other than the
ordering/referring physician, that provider nust naintain hard
copy docunentation of test results and interpretation, along with
copies of the ordering/referring physician's order for the

studi es. The physician nmust state the clinical indication/nedica
necessity for the study in his order for the test.
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85007-85031: Conpl ete Bl ood Count

As part of the 1996 Focused Medical Review (FMR) process,
procedure code 85024 was sel ected as an aberrancy. Originally, a
| ocal medical review policy was devel oped which incl uded
procedure codes 85007-85027, and 85031. This policy was published
in the Cctober 1996 Special Issue. Continual enhancenents and
addi ti ons have occurred since the policy was inplenented in
Novenber 1996, therefore, the affected sections of the policy are
bei ng publ i shed.

Two additional procedure codes (85029 and 85030) have been added
to the policy. Both procedure code 85029 and 85030 are not

rei mbursabl e as they are computerized cal cul ations. This policy
change is effective for services rendered August 18, 1997.

Medi care does not pay for manual or automated percentage, ratios,
or cal cul ations.

Medi care Part B will consider a conplete blood count nedically
reasonabl e and necessary for the follow ng conditions:

Presence of abnormal signs or synptons (such as pallor, weakness,
significant tiredness, abnormal bl eeding, etc.) which my suggest
an anem c condition

Monitoring of patients with previously diagnosed anenmias (i.e.
iron deficiency, aplastic, hemolytic, etc.)

Eval uation of patients on nedications or treatnents that affect
bl ood components (i.e., chenotherapy, radiation therapy,
antibiotics, aspirin, etc.) [Note: there are certain nedications
especially Gold Salt and pencillam ne used in the rheumatol ogy
field that require CBC S every 2-4 weeks during therapy.]

Patients with known acute or chronic diseases (i.e., acute or
recurrent peptic disease, renal failure, systenic |upus

eryt hemat osus, |iver disease, rheumatoid arthritis, eating

di sorders, etc.), injury, |eukem a, infections, reaction to



i nfl ammati on, dehydration if the results can be expected to
contribute to the managenent of the patient.

Patients with acute or chronic blood | oss

Patients with splenonegaly (includes post splenectony)

Pati ents undergoing a major surgical procedure (i.e., abdom nal
thoracic, carotid, cranial or fenoral/poplitial surgery) in which
significant blood |oss nmay result.

Pl atel et counts with a henbogram would be clinically indicated
when a condition falls into one of the follow ng categories:

When signs and synptons suggest a possible henorrhagi c condition

To assess the effects of chenotherapy or radiation therapy on
pl atel et formation

To aid in the diagnosis of thronbocytopenia and thronbocytosis

To confirma visual estimate of platelet nunmber and norphol ogy
froma previous stained blood film

A conpl ete bl ood count can be ordered initially if indications
for testing are net. Repeat testing for a CBC or portions thereof
will be allowed if it can be expected to provide information for
further managenent or to evaluate a response to therapy (e.g.
several days after iron therapy for an iron deficiency aneni a)
Frequent testing is not expected except under unusua
circunstances (i.e., acute bleeding, etc.).

To ensure that conplete blood counts (procedure codes 85007-85027
and 85031) are nedically necessary, services billed with the
foll owi ng di agnoses codes are noncovered and will be deni ed:
V01.9

V07. 8-V07.9

V40. 0- V40. 9

V58. 9

V64. 0-V64. 3

V67.59

V67.6

V67.9

272.0-272.9

278.00

278.1

290. 0-290.9



295. 00- 295. 95
298. 0-298.9
307. 80-307.9
331.0

331.1

331.2
332.0-332.1
366. 00- 366. 9
369. 00-369. 9
380. 4
401.0-401.9
455.0

455. 3
455. 6

627.3

700
701.0-701.9
702. 0-702.9
724.00-724.09
735.00-735.9
736. 00-736.9
737.0-737.9
739.0-739.9
743. 30-743. 39
780. 3

780. 50-780. 59
780. 8

780. 9

796. 2
799.0-799.9
840. 0-848. 9

Codi ng Gui del i nes
CBC s performed for rheumatoid arthritis patients being treated

with the foll ow ng nedications should submt the indicated
di agnosis on the claim

Di agnosi s code E933.1 for patients on antineoplastic and
i mrunosuppr essi ve drugs such as Methotrexate and | nuran;

Di agnosi s code E935.6 (Artirheumatics) for patients on Gold
Salts; or

Di agnosi s code E933.8 (Ot her systenic agents not el sewhere
classified) for patients on a penicillam ne

Docunent ati on Requi renents



Docunent ati on to support the nedical necessity of the |aboratory
service is the responsibility of the billing entity whet her
physi ci an or independent |aboratory. Docunmentation may include

Hi story and Physical, progress notes with presenting synptons,

| aboratory results and active treatnment protocol. O ficel/progress
notes nmust contain the date of service and the signature of the
physi ci an.

Advance Notice Requiremnment

Applies to diagnosis requirenment (see page 4).
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page 36
85610: Prothronbin Tine

A prothrombin tine is utilized to determine the tine required for
a particular specinmen of prothronbin to induce bl ood plasma
clotting under standardized conditions, in conparison with a tinme
of between 11.5-12 seconds for normal human bl ood. Medicare Part
B of Florida has had a policy in place for prothronbin tine since
1996. In the Carrier's process of periodic review of finalized
policies, it was determ ned that revisions were necessary to
ensure that only reasonable and necessary services were covered.

Di agnosi s Requirenents
Medi care Part B will consider prothronbin tinme testing to be

nmedi cal | y necessary when performed for the follow ng
di agnoses/ condi ti ons:

070. 0-070.9
285.1

286. 0-286. 9
287.0-287.9
325
362. 30- 362. 37
394.0-394.9
395.0

395.2

396. 0-396. 9
410. 00-410. 92
411.1

411. 81-411. 89
413.0-413.9
414. 8

414.9
415.0-415.19
416.9

424.0
425.0-425.9
427.0-427.9
428.0-428.9



429.1-429. 4
432.0-432.9
433.00-433.91
434. 00-434.91
435.0-435.9
437.
437.
437.
444,
447 .
451.
452
453. 0-453.9
459.0

459. 1

459. 81

514
569.
571.
572.
572.
572.
573.
577.
578.
579.
599.
671.90-671. 94
673.00-673. 84
719.15-719. 19
746. 00-746. 9
782.
784.
784.
786.
789.
789.
790.
852.
964.
995.
V12.
V15.
V42,
VA2.
V43.
V43.
V43.
V43. 61-V43. 69
V58. 61

V72. 84

.
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Reasons for Denia

Screening for congenital deficiencies of factors Il, V, VII, and
X is not covered. In addition, prothrombin tine testing perforned



for indications other than those |isted above will be considered
not medically necessary or reasonable and will result in denia
of coverage.

Advance Notice Requirenent

Applies to diagnhosis requirenments (see page 4).

Docunent ati on Requirenents

Medi cal record docunentation mai ntained by the ordering/referring
physi ci an nmust indicate the nmedical necessity for performng a
prothronbin tine.
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86781: Fluorescent Treponenmal Antibody Absorption (FTA-abs)

The fluorescent treponenmal antibody absorption (FTA-abs) test is
the nost widely enployed treponemal test. It is a specific test
for the diagnosis of syphilis. The FTA-abs test includes a serum
speci men which is absorbed and then tested with

i mrunof | uorescence for the antibody to Treponema pallidum the
causative agent of syphilis.

FTA-abs is the npst sensitive test in all stages of syphilis. The
FTA-abs test is of value principally in determ ning whether a
positive nontreponemal antigen test (i.e., RPR or VDRL) is "fal se
positive' or is indicative of syphilis. Because of its great
sensitivity, particularly in the |ate stages of the disease, the
FTA-abs test is also of value when there is clinical evidence of
syphilis but the nontreponemal serologic test for syphilis is
negative. The test is positive in nost patients with primary
syphilis and in virtually all with secondary syphilis.

Medi care Part B of Florida will consider FTA-abs testing (CPT
code 86781) to be nedically reasonable and necessary when
performed under the follow ng circunstances:

Confirmation of a positive RPR or VDRL test

A patient with suspected primary syphilis who has a negative RPR
or VDRL

A patient with suspected |atent syphilis or neurosyphilis who has
a negative RPR or VDRL

Di agnosi s Requirenents



To ensure that paynent is made only for medically necessary
services, FTA-abs testing is covered when it is performed for the
fol |l owi ng di agnoses:

090. 0- 090. 9

091. 0-091.9

092.0

092.9

093.0

093.1

093. 20

093. 24

093. 81-093. 89

093.9

094.0-094. 3

095. 0-095. 9

096

097.0-097.9

386. 10-386. 19

386. 2

386.9

Docunent ati on Requi renents

The nedical record nust indicate the nedical nesessity for
perform ng the FTA-abs test. Required docunentation in support of
medi cal necessity would include office/progress notes and test
results.

Reasons For Deni a

FTA-abs tests perfornmed in the absence of those instances |isted
under the "Di agnosis Requirenents" section of this policy will be
deni ed as not nedically reasonable and necessary. Additionally,
services perfornmed as routine screening are not covered by

Medi care Part B of Florida.

Advance Notice Requirement

Applies to diagnosis requirements (see page 4).
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87086-87088: Culture, Bacterial, Urine

Bacterial urine culture testing is done when the patient exhibits
clinical synptoms indicative of a urinary tract infection

Medi care Part B of Florida has had nedical policy in place for
bacterial urine culture since 1996. In the periodic process of
policy review, it has been determ ned that revisions to the
covered ICD-9 list should be made in order to ensure that

Medi care pays only for those services which are nedically
reasonabl e and necessary.



The foll owing codes are used to report bacterial urine culture
tests:

87086 Culture, bacterial, urine; quantitative col ony count
87087 Culture, bacterial, urine; comercial kit

87088 Cul ture, bacterial urine; identification, in addition to
quantitative and comercial kit

I ndi cations and Linmitations of Coverage

Medi care will consider these | aboratory procedures to be
nmedi cal | y reasonabl e and necessary in the foll ow ng
ci rcumst ances:

An abnormal urinalysis suggestive of a urinary tract infection
e.g., hematuria, pyuria, or proteinuria.

Clinical synptons suggestive of a urinary tract infection, e.g.
burni ng and/or pain on urination.

Fever of unknown origin or septicema

In follow-up of a previously treated urinary tract infection to
confirm effectiveness of therapy.

Di agnosi s Requirenents

To ensure that paynent is nmade only for nedically necessary
services, these tests are covered only for the follow ng
di agnoses/ condi ti ons:
038.0

038.1

038. 2

038. 3

038. 40

038. 41

038. 42

038. 43

038. 44

038. 49

038.8

038.9

580.0

580. 4

580. 81

580. 89

580. 9

590. 00

590. 01

590. 10

590. 11



590.
590.
590.
590.
590.

591

592.
592.
592.
593.
593.
593.
5983.
5983.
5983.
598.
598.
593.
593.
593.
594.
595.
596.
597.
598.
599.
601.
608.
608.
608.
608.
608.
608.
608.
608.
608.
780.
788.
788.
788.
788.
788.
788.
788.
788.
788.
788.
788.
788.
788.
788.
788.
788.
788.
788.
788.
788.
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70-593.73
81

82

9
0-594.9
0-595.9
0-596.9
0-597. 89
00-598.9
0-599.9
0

0

2

4

81

84

85

86

89

9

6

0

1

20

21

30

31

32

33

34

35

36

37

39

41

42

43

61

62

7

8



790. 7
791.0
791.7

Reasons for Deni al

Bacterial urine culture will not be covered by Medicare when
performed for routine screening. Services billed with I1CD-9 codes
ot her than those listed will not be covered.

Advance Notice Requirement

Applies to diagnosis requirenments (see page 4).

Docunent ati on Requirenents

Pati ent records maintained by the ordering/referring physician
shoul d docunent the nedical necessity for this test.
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88150-88157: Di agnostic Pap Snears

Pap Snear (Papanicol aou Snmear/ Test) is a cytol ogi c exam nation of
a vaginal snmear for early detection of cancer, especially of the
cervix and uterus. The test enploys exfoliated cells and a
speci al staining technique which differentiates di seased tissue.
Medi care Part B of Florida has had a | ocal nedical review policy
for Pap snears in place since 1996. As part of the Carrier's
process of periodic evaluation of finalized policy, it has been
determ ned that revisions need to be nmade in order to ensure that
only those services which are nedically reasonabl e and necessary
are covered.

Di agnosi s Requirenents

Medi care Part B will consider a diagnostic pap snmear to be
medi cal | y necessary when performed for the follow ng
di agnoses/ condi ti ons:

16. 70-016. 76
054. 10

054. 11
054.12

078.0
078.10-078. 19
090. 0-099. 9
112.1

112. 2

131. 00-131.9
170.6

171.6

179



180. 0-180. 9
181
182.0-182. 8
183.0-183.8
184.0-184.9
198. 6

198. 82
218.0-218.9
219.0-219.9
220
221.0-221.9
233.0-233.3
233.9
236. 0- 236. 3
239.5
256. 0- 256. 9
616.0

616. 10-616. 11
616. 2

616. 50-616. 51
616.
616.
617.
617.
620.
620.
620.
620.
621.
621.
621.
621.
622.
622.
622.
622.
623.
623.
623.
623.
624.
624.
626.
626.
626.
626.
626.
627.
627.
627.
627.
627.
628. 0-628. 9
654. 10- 654. 14
795.0
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Codi ng Gui del i nes



Physician interpretation codes: This indicator identifies the

pr of essi onal conponent of clinical |aboratory codes for which
separate paynent nmay be made only if the physician interprets an
abnormal snear for hospital inpatient. This applies to codes
88151- 26, 88157-26, and 85060. No TC billing is recogni zed
because paynent for the underlying clinical |aboratory test is
made to the hospital, generally through the PPS rate.

No payment is recognized for codes 88151-26, 88157-26, or 85060
furni shed to hospital outpatients or nonhospital patients. The
physician interpretation is paid through the clinical |aboratory
fee schedul e paynment for the clinical |aboratory test.

Separate paynent is not made for ThinPrep Pap Test. Medicare
rei mbursenent is nade primarily by service, rather than by
nmet hodol ogy.

Reasons for Denia

Payment will not be allowed for 88150-88157 on the sane date of
service. Services billed with 1CD-9 codes other than those |isted
will not be covered.

Advance Notice Requirenent

Applies to diagnosis requirenents (see page 4).

Docunent ati on Requirenents

Hi story, physical, progress notes and the pathol ogy report should
be maintained in the patient's permanent record, to be nade
avai l abl e upon request.
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90845: Medi cal Psychoanal ysi s

Psychoanal ysi s uses investigative techniques to gain insight into
a person's unconscious notivations, conflicts and synbols and
thus to effect a change in nal adaptive behavi or

The primary goal of psychoanalysis is the establishment of the
transference relationship and its subsequent analysis. It is this
primary focus that distinguishes psychoanal ysis from
psychodynani ¢ psychot herapy. The specific treatnment effects of
psychoanal ysis grow fromthe experience and anal ysis of the
transference, reawakened affects, cognitions, and behaviors
linked with significant individuals in the patient's past. In the
context of the arousal associated with these figures and the

si mul t aneous under standi ng of the experience, behavior change can
occur.



The anal yst uses a nunber of techniques in his or her
interventions, including free association, therapeutic alliance,
neutrality, abstinence, defense analysis and Interpretation of
transference.

I ndi cations and Linmtations of Coverage

Medi care Part B of Florida will consider Medical Psychoanal ysis
(CPT code 90845) to be nedically reasonabl e and necessary under
the followi ng circunstances:

Psychoanal ysis is useful in the treatnment of obsessiona
di sorders, anxiety disorders, dysthym c di sorders and noderately
severe personality disorders.

I ndi viduals with substantial preoedipal pathol ogy, usually

i ndicated by chaotic life setting and an inability to establish a
supportive dyadic relationship, as is often seen in patients with
narci ssi stic, borderline, schizoid, paranoid, and schizotypa
personality disorders, are generally not indicated for
psychoanal ysi s.

Psychoanal ysis is generally considered unsuitable for psychoses.

The provider perform ng psychoanal ysis nust be trained and
credentialed in its use.

Di aghosi s Requirenents

To ensure that paynent is nmade only for nedically necessary
servi ces, Medical Psychoanal ysis (CPT code 90845) is covered when
it is performed for the foll ow ng di aghoses:

296. 20- 296. 25
296. 30- 296. 35
300. 01
300. 02
300. 11- 300. 13
300. 20- 300. 29
300. 3
300. 4
309.1
309. 21
309. 22
309. 23

Reasons for Denia

Medi cal Psychoanal ysis perfornmed in the absence of those
conditions listed under the "Diagnosis Requirements"” section of



this policy will be denied as not nedically reasonable and
necessary.

Services will also be denied if they are not provided by a
qualified provider (as defined by Medicare).

Codi ng Gui del i nes

CPT code 90845 is not tinme - related, but the code is billed once
for each daily session regardl ess of the tine involved (usually
45 to 60 m nutes).

Docunent ati on Requirenents

The nedi cal record nust document the indications for
psychoanal ysi s, description of the transference, and that
psychoanal yti c techni ques were used.

Medi cal record docunentation in support of nedical necessity
shoul d i ncl ude:

hi story and physi cal
of fi cel/ progress notes

treatnment plan

Advance Notice Requirenent

Applies to diagnhosis requirements (see page 4).
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page 39
90880: Medi cal Hypnot her apy

Hypnosis is an artificially induced alteration of consciousness
in which the patient is in a state of increased suggestibility.

Hypnosis can be used in intensive psychotherapy as a neans of

gai ning access to repressed nenories that have not enmerged using
ot her techni ques, for exanple, when both the patient and the
psychot her api st have worked on resistance i ssues and feel that
some additional |everage is necessary. Such a use of hypnosis
conmes up particularly in regard to traumatic events that may have
occurred during chil dhood and have been di ssoci at ed.

I ndications and Linmtations of Coverage and/or Medical Necessity
Medi care Part B of Florida will consider Medical Hypnotherapy

(CPT code 90880) to be nedically reasonabl e and necessary under
the follow ng circunstances:



Hypnosis can be indicated in the treatnent of dissociative

di sorders, for exanple, in identifying and controlling

di ssoci ative fugue, amesia, and identity disorder, and in
treating posttraumatic stress disorder and conversion di sorder.

Hypnosis can also be used in the treatnent of anxiety disorders,
phobi as and psychogeni c pain

Consi deration should be given to the use of hypnosis if the
patient has the requisite hypnotizability, is cooperative with
the procedure, and has a problem for which hypnosis has been
shown to be of adjunctive use.

Di agnosi s Requirenments

To ensure that paynent is made only for nedically necessary
servi ces, Medical Hypnotherapy is covered when it is perfornmed
for the foll ow ng di agnoses:

300. 11
300. 12
300. 13
300. 14
300. 15
300. 20- 300. 29
307. 80
308. 3-309. 81

Reasons for Denia

Medi cal Hypnot herapy performed in the absence of those conditions
listed under the "Di agnosis Requirenents" section of this policy
will be denied as not nedically necessary.

Codi ng Gui del i nes

When hypnosis is used therapeutically to enhance psychot herapy or
provi ded in conjunction with psychotherapy in the same session
only CPT code 90880 or the psychotherapy code should be reported.
Docunent ati on Requirenents

The nedi cal record docunmentation nmust document the indications
for nedi cal hypnotherapy (CPT code 90880) that support nedica

necessity.

Medi cal documentation in support of nedical necessity should
i ncl ude:



Hi story and Physi cal

O ficel Progress notes

Advance Notice Requirenent

Applies to diagnhosis requirenments (see page 4).
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95937: Neuroruscul ar Junction Testing (repetitive stinulation
paired stimuli), each nerve, any one nethod

Neur omuscul ar junction testing involves the stinulation of an

i ndi vi dual notor nerve by nmeans of repetitive electrical inpulses
wi th measurenment of nuscle electrical activity. Supramaxi mal

el ectrical stimuli are delivered to the skin overlying a notor
nerve. A percutaneous el ectrode, placed over the correspondi ng
nmuscl e records the evoked nuscle action potentials using standard
EMG t echni que. This procedure is unique in that the electrica
stimuli are delivered in a repetitive train (1-4 Hz). In diseases
of the neuroruscul ar junction, characteristic changes in the
conmpound action potential nay be seen upon repetitive

stimul ation.

Anal ysi s of 1995 Medicare clainms data for the state of Florida
indicates that the Carrier has allowed significantly nore

rei mbursenent per 1,000 Medicare beneficiaries than Medi care has
paid nationally for procedure code 95937 for specialties 01
(General Practice), 02 (General Surgery), 08 (Family Practice),
13 (Neurol ogy), 29 (Pulnonary Di sease), 83 (Henmtol ogy/ Oncol ogy),
and 95 (I ndependent Physiol ogical Laboratories). In addition,

anal ysis of data indicated that this procedure was being billed
usi ng nonspecific di agnoses and/or di agnoses that do not
substanti ate nmedi cal necessity. Analysis of place of service data
for aberrant specialties denonstrated that 22 percent of the
services were being performed in the hone (place of service 12).
Local nedical review policy was devel oped, defining the service
and the circumstances under which Medicare will consider it to be
medi cal |y necessary and reasonable, and to establish guidelines
for nmedical review, as well as a diagnhosis to procedure code
edit.

Medi care will consider neuronmuscul ar junction testing to be
medi cal |y necessary when used in the follow ng circunstances:

Eval uation of the patient with a disorder of the neuromnuscul ar
junction suspected on clinical grounds. This includes both
postsynaptic di sorders such as myasthenia gravis and presynaptic
di sorders such as Eaton-Lanbert syndrone (myasthenic

par aneopl asti c syndrone associated with small cell carcinoma of



the lung), botulism and disorders associated with use of
am nogl ycosi des.

Myast henia gravis usually affects the nuscles to the eyes, face,
jaws, throat, and neck first; however, as the di sease advances if
often spreads to other nuscles. Signs and synptons nay include,
but are not limted to, the follow ng: ptosis, diplopia,
difficulty in chewing and swall owi ng, dysarthria, respiratory
difficulties, linmb weakness, or some comnbination of these

probl ems. Weakness nmay remain |localized to a few nuscl e groups,
especially the ocul ar nuscles, or may become generalized. Sensory
nodal iti es and deep tendon refl exes are normal. Synptons often
fluctuate in intensity during the day. Muscle weakness tends to
increase with continued activity and rest restores strength at

| east partially.

Myast heni ¢ syndrone (Eaton-Lanmbert Syndrone) usually affects
nmuscl es of the trunk, shoulder girdle, pelvic girdle, and | ower
extremties. Oten the first synptons are difficulty in arising
froma chair, clinbing stairs, and wal ki ng; the shoul der nuscl es
are usually affected later. Other signs and synptons nmay i ncl ude
ptosis, diplopia, dysarthria, and dysphagi a. Tendon refl exes are
often di m nished. There may be a tenporary increase in nuscle
power with sustained contractions.

Botulismresults fromingestion of toxin and synptons usually
begin within 72 hours and may progress for several days.
Typically, there is diplopia, ptosis, facial weakness, dysphagi a,
and nasal speech, followed by respiratory difficulty, and finally
weakness in the linbs. OQher signs and synptons may incl ude
blurring of vision (with unreactive dilated pupils), dryness of
the nouth, constipation, and postural hypotension. Sensory

nodal iti es and deep tendon refl exes are nornmal .

Anmi nogl ycosi de anti biotics may produce clinical disturbance
simlar to botulism but synptons subside rapidly as the
responsible drug is elimnated fromthe body. These antibiotics
are particularly dangerous in patients with pre-existing

di sturbances of neuronuscul ar transm ssion and are therefore best
avoided in patients with nmyasthenia gravis. You would not expect
to see this procedure perfornmed for this reason due to the fact
that the synptomatol ogy subsides with renmoval of drug. If signs
and synptons persist after renoval of the medication, then this
shoul d be billed per signs and synptons that exist.

Di agnosi s Requirenents
To ensure that paynent is nmade only for nedically necessary
servi ces, Neuroruscul ar Junction Testing (95937) is covered only

when performed for the foll owi ng conditions/di agnhoses:

199.1



358.
358.
368.
368.
374.
378.
723.
728.
780.
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781.
781.
784.
786.
787.

NOUCGION

Codi ng Gui del i nes

Based on review of this service, it has been determ ned that this
service should be carried out in a fully equi pped

el ectrodi agnostic testing room Therefore, this service should
not be perforned in the home (POS 12) or in a custodial care
facility (PGS 33).

Advance Notice Requirenent

Applies to diagnosis requirenments (see page 4).

Docunent ati on Requi renents

Medi cal record docunentation mai ntai ned by the ordering/referring
physi ci an nmust indicate the nedical necessity for performing the
test. Medical record docunentation in support of nedica

necessity could include:

Hi story and physical (including a neurologic history,
exam nati on, and docunentation of neurol ogic synptomatol ogy)

O ficel progress notes

Repetitive neuronuscul ar junction test(s) results

If the provider of the service is other than the
ordering/referring physician, that provider must maintain hard
copy docunentation of test results and interpretation, along with
copies of the ordering/referring physician's order for the

studi es. The physician nmust state the clinical indication/nedica
necessity for the study in his order for the test.
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A Cl oser Look

In the Medicare B Update!, "A Closer Look" provides in-depth and
conpr ehensive information on topics of interest to the provider
community. In this issue, "A Closer Look" addresses the foll ow ng
t opi c:

| mportant I nformation About the Appeals Process

This information is being provided to assist you in the
processi ng of your appeal requests by providing you with an
overvi ew of the appropriate steps which should be followed if you
shoul d di sagree with Medicare's initial decision on your clains.
The following information will be addressed:

Wi ch types of appeals are avail able and the appropriate
procedures to be foll owed when requesting a specific type of
appeal

VWho can file for a review,

Whi ch types of reviews should be requested over the tel ephone,

VWi ch types of reviews should be requested in witing,

How nmuch tinme you have to request a review,

How you wi Il be notified of the review deci sion,

VWhat the next steps are to be followed if you still disagree with
revi ew deci si on, and

How to file a request for a hearing.

We hope this information will prove hel pful, and encourage you to
reference it whenever appealing an initial claimdetermnnation

Appropriate Procedures to Foll ow When You Di sagree Wth the
Initial ClaimDetermnation

When you are notified a claimhas been denied, the first step in
deternmining appropriate action to take is to revi ew your Provider
Rem ttance Notice (PRN) for the clains denial reason. |If your

cl ai mvas denied with no appeal rights afforded, then you would
need to meke the appropriate changes on the claimform and
resubmt it for processing. If the claimdenied and appeal rights
were extended then the first |evel of appeal would be a review



Before submitting the claimto review, always ensure that the
foll owing steps are foll owed

1. If it has been nobre than six nonths since the service were
originally processed by Medicare, the time |limt for requesting a
revi ew has passed. Refer to the section "How Long do | Have to
File for a Review?" for further information when this situation
exi sts.

2. If the detail information (e.g., service date, procedure,

| ocation of service) on your PRN is different than what you
originally filed, refer to the section "To Request a Tel ephone
Revi ew. "

3. If you normally receive paynent for this service(s), but
received a denial, refer to the section, "Wat Types of Reviews
are Avail abl e and Wi ch Type Should |I Request?" to determ ne your
next steps.

4. 1If you have additional documentation to submit which can
support the nedical necessity for the service(s), refer to the
section, "Procedure to Follow When Filing for a Witten Review."
Be sure to include the additional docunmentation when filing for
the revi ew.

What Types of Reviews are Avail able and Wi ch Type Shoul d
Request ?

There are two types of review which may be available to you. You
may request a reviewin witing, or, in certain situations, by
tel ephone. The following information will help you deci de which
type of review request will be hel pful for you to get the npst
timely response.

Tel ephone Revi ews

Request a tel ephone review if the claimrequires corrections
and/or changes to the itens |isted bel ow

Dat e of service (except for change in year, such as 1996 to 1997,
year of service changes nust be made via a witten request.),

Bill ed anpunt,

Pr ocedur e code,



Add, change, or delete a nodifier (except nodifiers 22, 24, 62,
64, and 66; changes to these nodifiers require a witten review
request),

Pl ace of service

| CD- 9- CM di agnosi s code, and/or

Nunber/ quantity bill ed.

When requesting tel ephone reviews on non-assigned clains where
the beneficiary is held financially liable, the beneficiary nust
remain on the phone with the provider throughout the entire
conversation (i.e., a three-way call or a conference call). If
the beneficiary is not present, only the follow ng information
may be rel eased over the tel ephone:

The date the clai mwas received;

The date the cl ai mprocessed; and

The date the beneficiary can expect a Medicare Summary Noti ce.

If, inreviewing a Limting Charge Exception Report (LCER), an
error on the original claimis detected, the error can be
corrected over the tel ephone by the Custonmer Review
Representati ve.

If the service was deni ed or paynment reduced because it was
consi dered not reasonabl e and necessary under Medicare

gui delines, the provider has liability for the claim unless an
appropriate witten advance notice was provided to the patient
before the service was furnished.

To request a tel ephone review, call the Medicare Part B Custoner
Service Departnment at (904) 634-4994. Be prepared to indicate the
provider's |icense nunber or tax identification nunber, and have
avail abl e the Medicare Part B Provider Renittance Notice (PRN)
that identifies the claim's) to be reviewed. The Custoner Service
Representative will ask for this information and the full nanme of
the caller to verify the identity of the provider and the claim

i n question.

The Custonmer Service Representative will review up to five clains
at each call. If there are nore than five clains to be revi ewed,
the representative will give you a confirmation nunmber and

instructions for faxing the review request. If you prefer to fax
your requests, no matter the nunmber, sinply tell the
representative of this preference instead of waiting for the



representative to conplete the review A "Request for Tel ephone
Revi ew' form has been created for use when faxing reviews. The
formincludes all necessary information for a tel ephone review A
copy of the "Request for Tel ephone Review formcan be found on
page 45. You may also fax a PRN, but you nust be sure to circle
the claimin question and state clearly the reason for the review
request.

NOTE: A new confirmation nunber nust be obtained each time you
fax a request or the request will be rejected.
Witten Reviews

A witten review can be filed in tw ways:

1

Hi ghl i ght on your Provider Remittance Notice (PRN) the services
you would like reviewed. Send us a detailed letter telling us
specifically why you feel the initial decision was not correct.
Pl ease include a copy of the claimand any supporting
docunentation relating to the service at issue. Please be very
specific regarding the service you would Iike reviewed to ensure
a nore tinely and accurate reply to your request.

2.
You may al so file your request for review by utilizing the HCFA-
1964 form (see page 46). Please denote clearly in section five
(5) your reason for the review request. A supply of the HCFA-1964
forms can be ordered by witing to:

Superi nt endent of Docunents

United States Government Printing Ofice

Washi ngton D. C. 20402

Where Do | Mail My Revi ew Request?

Mai | your review request with the appropriate docunentation to:

Medi care Part B Revi ews
P. O Box 2360

Jacksonville, Florida 32231-0048

How Long Do | Have To File For A Review?



A review request must be filed within six nonths fromthe date
the services initially processed. This date can be found on your
Provi der Remi ttance Notice (PRN). W can consider review requests
filed late only for reasons of a "good cause" nature. Good cause
reasons are generally linmted to:

I ncorrect or inconplete information fromthe Medicare B Carrier
Social Security Adm nistration or the Health Care Financing
Admi ni stration (HCFA)

or

Damage to your records as a result of a fire, theft, etc.

How WIIl | Be Notified of the Revi ew Deci sion?

Once a review request is processed, the provider will receive a
written response. The response varies dependi ng upon the action
t aken.

1.1f the original decision on the claimis upheld, a detailed
letter will be sent advising why additional paynment cannot be
al | owed.

2.1f the original decision on the claimcan be changed and
paynment is due, a new PRN and check wi Il be issued.

3.1f the original decision on the claimis changed, but no
further paynent is due, a letter will be sent which explains why
no paynment is forthconming. A new PRN will be issued indicating
that a correction was nade to the previously processed claim

4.1f a portion of the claimcan be allowed, a check with a

corrected PRN will be issued for the services allowed. A separate
explanatory letter will be sent advising that an adjustnent has
been made. It will include an explanation of why the other

service(s) on the clains were not allowed or why additiona
rei mbursement was not nede.

In any review decision letter, providers are advised of their
rights to a Medicare Part B hearing, should they choose to
reguest one.

What Are the Next Steps After a Review?

If after a review decision, you are still dissatisfied and the
amount in controversy is $100 or nore, you mmy request a hearing.
The ampunt in controversy is 80 percent of the difference between
the billed charge and the approved anmount |ess any deductible
remai ni ng. For exanple: You billed $1,000 for a surgica



procedure. Medicare Part B all owed $600 and the patient's
deducti ble was nmet previously. The anpunt in controversy is
det er mi ned by:

Subtracting the allowed ambunt fromthe billed amount $1,000 -
$600 = $400

Subtracting the deductible remaining fromthe difference $400
- $0 = $400

Mul tiplying the bal ance by 80 %  $400 X 80 %= $320

You may conbi ne clai ns which have been previously revi ewed or
reviews that have been reopened within the past six nonths to
meet the $100 requirenent.

VWho Can Request a Hearing?
Assi gned Cl ai s

Either the provider, the patient, or an authorized representative
may request a hearing on an unassigned claim The hearing request
nmust be in writing. You may represent yourself or appoint sonmeone
to represent you.

Nonassi gned C ai s

For nonassigned clainms, you may request a hearing only if the
paynment was denied or reduced due to nedical necessity guidelines
and you are liable for the denied paynent or paynent reduction
You may al so request a hearing if the beneficiary gives you
written authorization to submit the hearing request. As with
assigned clainms, the request nmust be in witing.

Types of Hearings

There are three different types of hearings. They differ only in
the speed with which the hearing can be conducted and the nethod
of presenting testinony. The purpose of any type of hearing is to
arrive at the correct determ nation. The three types of hearings
are:

On- The- Record (OTR) Decisions: This type is the easiest and nost
conveni ent and can save tine. A decision can be nmade quickly
based on the facts in the file and any additional information
sent to the Hearing Oficer.

Tel ephone Hearing: This type offers a convenient and | ess costly
alternative to the "in-person” hearing since the need to appear



is elimnated. Oral testinmony and oral chall enge may be conducted
via the tel ephone.

I n-Person Hearing: You are given the opportunity to appear and
present oral testinony (as with tel ephone hearings) supporting
your claimand refuting or challenging the information used to
deny the claim

NOTE: The same benefits derived fromin-person hearings are al so
avai | abl e during tel ephone hearings.

Regar dl ess of the type hearing requested, the Hearing O ficer may
first performan On-The-Record (OITR) decision. If you do not
agree with the outcone of the OIR decision, you may pursue the
formal type hearing you initially requested by conpleting the
post card sent with the OTR decision and returning it to Medicare
Part B. The hearing will be held on the date and tinme noted on

t he post card.

Heari ngs are conducted by a Hearing O ficer appointed by Medicare
Part B. The Hearing Oficer's role is to determ ne whether the
carrier has foll owed Medicare guidelines in nmaking the
deternmination in question. The hearing process should be reserved
for those unusual or unique situations permtting to a certain
procedure or course of treatnent requiring in-depth medical or
admi nistrative revi ew

How to File a Request for a Hearing

Submit your request in witing, explaining clearly why you are
dissatisfied with the review deternination, and indicate the type
of hearing you are requesting. You may use the HCFA-1965 formto
file your request.

Send the request, a copy of the review notice and any additiona
evi dence you may wi sh to include to:

Medi care Part B Fair Hearings

P. 0. Box 45156

Jacksonville, FL 32232-5156

How Long Do | Have to File a Hearing Request?
A hearing request nmust be filed within six nonths fromthe date

of the previous notification (review letter or corrected PRN).
Requests filed after this tinme period cannot be consi dered.

I's the Decision Rendered by the Hearing O ficer Final?



The deci sion made by the Hearing O ficer, in many cases, is fina
and binding. If at |least $500 remains in controversy follow ng
the Hearing O ficer's decision, further consideration my be nmade
by an Admi nistrative Law Judge (ALJ). The hearing determ nation

will include instructions for obtaining an ALJ hearing. The
request must be nmade within 60 days of receipts of the hearing
determination. The ALJ will advise you of hearing preparation

procedures.
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Be Aware of Fraud

Billions of taxpayer dollars are |ost annually to health care
fraud and abuse, noney which should be paid to legitinmte

provi ders and suppliers for actual services provided to keep our
seniors in good health. The Medicare Fraud Branch is aggressively
dealing with these issues. Please report the follow ng
activities, or any fraudul ent and abusive practices, to the

Medi care Fraud Branch (MFB) by phone, facsimle, or by nmail at
one of the follow ng:

Medi care Part A Provider Custoner Service Departnent (904) 355-
8899 Medicare Part B Provider Customer Service Departnent (904)
634- 4994 MFB Fax Line (904) 791-6716

Medi care Fraud Branch

P. O. Box 45087

Jacksonville, FL 32231-0048

Pl ease include as nmuch detail as possible including at |east one

beneficiary name who has been victinmzed, or at |east the
provi der's nane, address and code(s) at issue. You may remain

anonynmous 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.

Sem nar Advi sory

Mul ti pl e Medicare contractors have been contacted regarding a
conmpany which is advertising/pronoting Medicare semnars ai ned at
provi ders throughout the United States. This conpany uses

"Medi care” in their conpany name and acts as if they represent a
federal contractor. Actual Medicare contractors will identify

t hensel ves as such and do sponsor/provide nultiple semnars

t hroughout the year.

However, we do not advertise that we will show a provider how to
ci rcunvent reinmbursenent guidelines and/or how to mexim ze

rei mbursenent. The conpany at issue in this scamis located in
California and has been advised, by HCFA and the O G that they



may not use the term "Medicare” in their conpany nanme and mnust
clearly state that they are a private corporati on not associ ated
with any federal contract. If there is any doubt about who
sponsors a sem nar, contact your |ocal contractor or HCFA.

Ki ckbacks

Under federal law, Section 1128 (b)(7) of the Social Security Act
(42 USC 1320a-7), it is a felony for anyone to know ngly and
willfully offer, pay, solicit or receive any payment in return
for the furnishing of any itemor service that may be paid by the
Medi care or Medicaid prograns. |ndividuals convicted under this

| aw may be fined up to $25,000 or inprisoned up to five years or
bot h.

Anyone who accepts or solicits any paynent or other remuneration
for referring patients to any practitioner, durable nedica

equi pment supplier, home health agency, |aboratory, or any other
health provider or facility which furnishes itens or services
that may be paid by a federal program may be subject to
prosecution. The crimnal statute applies regardl ess of whether
the payment for a referral is made directly or indirectly,
overtly or covertly, in cash or in Kkind.

The foll owing arrangenents are just a few exanples of potentia
violations of federal law if the services are covered under the
Medi care or Medi caid prograns:

Respi ratory, physical or other therapists working in the hospita
are paid a "finder's fee" for patients they refer to DME
suppl i ers.

Hospital social workers or discharge planners receive paynent
from home health agencies or DME suppliers for referring hospita
pati ents.

Physi ci ans working in outpatient departnents are offered
percentages of prescription paynents if they refer patients to
| ocal pharmaci es.

In the precedi ng exanples, the unlawful activity is the referra
by the solicitation/offer or receipt/paynent of the kickback. A
referral of a patient that does not involve the solicitation or
exchange of payment/renunerati on woul d not be considered a
violation of the statute. These are but a few exanpl es of
situations which may be considered i nappropriate. Providers are
encouraged to seek | egal council before engaging in any financia
transaction involving patient referrals, federal and state funds,
etc.

Routi ne Foot Care Alert



Section 1862(a)(13)(C) of the Social Security Act prohibits
payment for routine foot care, including the cutting or renpval

of corns and calluses, the trimrng of toenails and other routine
hygi enic care. The only circunmstances in which the coverage of
these otherw se excluded services is permtted under the Medicare
program are described in section 2323B of the Medicare Carrier's
Manual . That is, services that are a necessary and integral part
of otherwi se nedically necessary services, such as warts, the
presence of a systenmic condition and mycotic nails.

Recently the O G rel eased a report, describing their findings
resulting froman audit of clainms submtted for toenail trimm ngs
performed by nmultiple podiatrists. This report noted the
foll owi ng findings:

The podiatrists contracted with numerous SNF's to performroutine
foot care to their residents.

The podiatrists visited the facilities every two nonths and
performed nail trinmm ng on every resident.

They submitted clainms to Medicare as covered services using
system ¢ di agnoses such as asthmm, denentia, or organic brain
syndr one.

In addition to nail trimmngs, the podiatrists billed an
eval uati on and managenent
procedure code.

The di aghoses submitted are not consistent with the systemc
conditions set forth in MCM section 2323C. This list specifies
underlying conditions that might justify coverage of routine foot
care and includes diabetes, peripheral neuropathies,
arteriosclerosis, and chronic thronbophlebitis. Also, to qualify
for routine foot care, the patient, with few exceptions, nust be
under the active care of an MD or DO who docunments the condition
There nust al so be convincing evidence that a non-professiona
could not performthe services as it would be consi dered
hazardous to the beneficiary. The nere statenment of a diagnosis,
such as those |isted above, does not of itself indicate the
severity of the condition nor does it conpletely document the
need for a physician's |level of care.

Medi care & Medi caid Fraud Actions
| ndi ct ments

A M am psychiatrist and a St. Petersburg business associate
were indicted for using Adult Living Facilities in the Tanpa Bay



area to defraud the Medicare program of about $1 million. If
convi cted, each could be sentenced to a maxi num of 90 years in
prison and a fine of $4.5 mllion. The basis of their operation
was to provide recreational services in the ALF and nursing home
envi ronnment .

Pl ea Agreenents

On April 15, 1997, a Florida man pled guilty to six of a seven
count indictnent for violation of the Medicare anti-kickback
statute and one count of filing a false tax return. The man was

i nvolved with a Florida inpotence clinic set up, who was billing
Medi care for nedically unnecessary services or services not
ordered by a physician. Nunerous nobile diagnostic | abs were
payi ng ki ckbacks whi ch were disguised as rental fees or marketing
fees.

A Florida dentist pled guilty on March 12, 1997, to mail fraud
charges. The provider was billing non-covered routine denta
services as covered by altering the procedure code and subnitted
di agnosis. Sentencing is scheduled for md-June. The dentist is
currently serving tine for federal bank fraud and enbezzl enment.

In The News/ FYI

A Hi al eah pharmacy, Cueto Pharmacy, defrauded Medi care out of
nore than $25 mllion by watering down inhal ation prescriptions
for nebulizer treatnments. This case was the result of a crackdown
on durabl e nedi cal equi prrent and pharnaci es by the DMERC fraud
unit and the FDA

O G Counsel cautions against routine waivers of Medicare co-
paynments. The chi ef counsel cautioned providers that the new

heal th i nsurance portability | aw expressly nmakes it illegal for
hospitals or other providers to routinely waive Medicare A or B
co-paynents to induce seniors to sign up for their plan or obtain
services. The action is considered illegal under the new
statute's Section 231, which provides for penalties for offering
i nducements to purchase Medicare or Medicaid services from
particul ar provider.

The Florida Attorney Ceneral's statew de grand jury has indicted
nore than 67 people and three corporations accused of defrauding
the state of nore than $24 nillion

Fl ori da Medi cai d suspended paynents to a financially troubled
counseling and drug treatnment facility in Del Ray Beach, Florida.
Total Recovery, Inc. has been plagued with conplaints from
patients, the landlord and the state.



Two fraud and abuse provisions in HR 3103 will directly affect
the managed care industry in its efforts to contract with the
government to provide Medicare services; Section 215, which
creates new i nternedi ate sanctions for Medicare risk plans; and
Section 216, which creates a new exception to the Medicare and
Medi cai d anti - ki ckback | aw.

A justice suit alleges that Florida's Charter Hospital of St.
Louis, Inc. subnmitted fraudulent billings to Medicare and
Medi caid after inproperly admtting 200 elderly, disoriented
pati ents brought from area nursing hones.

US files $1.1 mllion suit agai nst Royal Geropsychiatric
Services Inc., alleging they subnitted false clains to the
governnment for various psychiatric services provided to nursing
home patients, between 1993-1995.

IR R R R SRR SRS RS E RS E R R EEEREEEEREE SRR EEREEEREEEEREEEREREEREEESEREESESEE]

page 49
Payment Suspensi on Regul ations Revi sed

The Heal th Care Financing Administration (HCFA) has revised the
federal regulations that govern the suspension of Medicare
payments to a provider. The cite for these regulations is
42CFR405. 370ff. As a result of this revision HCFA, not Medicare
contractors, has the authority to suspend Medi care paynents to
providers for whom evidence of fraud or m srepresentation exists.
In such cases, HCFA would direct us to suspend paynments. We
continue to have the authority to suspend paynent to a provider
for other reasons, including when we believe an overpaynent

exi sts or that paynents to be nade may not be correct.

Addi tionally, HCFA has advised us that it is considering
expandi ng the scope of its suspension actions. Presently, if a
medi cal group is suspected of fraud or m srepresentation, paynent
i s suspended for services rendered by the group's physicians.
HCFA is considering, in such cases, extending the paynment
suspension to other entities billing for that group's physicians
and to clains filed directly by those physicians. Medical groups
need to be careful, therefore, before entering into reassi gnnent
agreenents with new physicians who have had their Medicare
paynments suspended, at least until the issue that necessitated

t he suspension action has been satisfactorily addressed.

Requests for Medical Records

Federal |aw requires physicians and suppliers to maintain and
make avail abl e information, including nedical records, that the
Medi care program nay need to nmake a determ nation on a Medicare
claim Additionally, Florida |aw requires physicians to keep
detail ed records of every patient encounter including referrals
for |l aboratory work and test results related to the encounter
For these reasons and because we plan to conduct nore on-site



visits to collect and review nedical records, it is critically

i rportant that you conply with these |laws. Sonme of our on-site
visits will be conducted in conjunction with representatives from
HCFA. Failure to make avail abl e requested i nformati on during such
a visit could result in suspension of your Medicare paynents
and/or referral to the Florida Medical Quality Assurance Division
for licensure revocation. Finally, when we or HCFA requests

medi cal records, you do not need to obtain the beneficiary's

aut horization to rel ease them because all beneficiaries have

aut horized us to make such requests as part of their application
for Medicare eligibility.
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Provi ders May Correct and Resubnmit Clains Denied for Certain
Reasons

Not all denied clains require a review Providers who have had a
cl ai m deni ed can often meke the necessary corrections to the
claimand sinply resubmt it either electronically or on paper
Sonme common exanpl es of when it would be appropriate to resubmit
a claiminclude:

| mproper conpl etion of block 24E of the HCFA-1500 claim form

Di agnosis not billed to the highest |evel of specificity,

| npr oper conpl etion of block 11 of the HCFA-1500 claimform

Modi fier 59 (needed to indicate a separate service), and

| mproper conpl etion of block 32 of the HCFA-1500 claimform

Resubmitting the claimcould result in receipt of paynent (when
applicable) faster, since the provider will only be bound by the
1l4-day (EMC) or 27-day (paper) paynent floor. This is
substantially less tinme than the revi ew process, which can take
up to 45 days.

Do not make any notations on the resubnitted claimsuch as

"Pl ease Review' or "Review Request". This will cause your claim
to be routed to the Medicare Part B Review Departnent, thus

def eati ng your purpose.

Be sure that you only subnmt the denied detail lines, not the

entire claim Duplicate subm ssions nmay be considered a form of
program abuse.

Resubmitting El ectronic Clains



If you are unable or unsure if you are able to resubnmt denied or
rejected clains electronically, contact your vendor

If you are resubmtting a service that has been rejected on EMC
Error Reports, after correction, resubmt the entire claim |If
you don't resubmit the entire claim the other details/lines

wi thout errors (not printed on EMC Error Report) won't be
processed for paynent.

When resubnitting an entire batch of electronic clains, be sure
to add or delete a claimfromthat batch. This allows the batch
to bypass the duplicate batch transm ssion edit.
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Updates To The Medigap I nsurer Listing
The foll owi ng updates to the Medigap Insurer List have been

performed. Please nmake the necessary corrections in your Apri
1996 Special Issue "Medigap Crossover Insurer Listing".

Medi gap | nsurer Address Changes

Nunber | nsurer Nane

30020 FELRA & UFCW 10626 YORK ROAD COCKEYSVI LLE MD 21030
48008 PENNSYLVANI A BLUE SHI ELD PO BOX 898845 CAMPHI LL PA
17089

53005 TRANSPORT LI FE222 MERCHANDI SE MART CHI CAGO I L 60654

Medi gap | nsurer Name/ Address Change

Nunber For mer Nane Changed To

45004 BCBS MUTUAL OF OHI O MEDI CAL MUTUAL OF OHI O 2060 E NI NTH
STREET CLEVELAND OH 44115

45154 BCBS MUTUAL OF N REG ON MEDI CAL MUTUAL OF CHI O 2060 E
NI NTH STREET CLEVELAND OH 44115

31051 CUSTOM BENEFI T PLAN | BA HEALTH & LI FE ASSURANCE PO BOX

51100 KALAMAZOO M 49005
Medi gap | nsurer Nunbers Changed to Exenpt

The foll owing Medigap I nsurer Numbers have been changed to an
Exenpt status. We will not crossover Medicare paynent data to
these Medi gap insurer nunmbers. Please change the Nto an Y in
your update

Nunber | nsurer Nane

28021 ASSOCI ATED HEALTH PLANS
19566 CAC HEALTH PLAN HMO
48372 FI DELI TY LI FE

40068 GP BENEFI T ADM NS

24011 GRACE BUSI NESS GROUP

40056 HEALTH WAYS



19223 HMO HEALTH PLAN CAC

53130 I NLAND FI NANCI AL MUTUAL
19597 JEFFERSON PI LOT LI FE
19397 STATE MJUTUAL LI FE
40077 STATE MJUTUAL LI FE

28019 SOUTHEAST MEDI CAL PLAN
42231 THE ELDER PLAN CARD

LR S S S I R R R I R R R S I I R

page 51

Ensure Your Software Supports Mdst Current National Standard
Format s

Medi care Part B of Florida supports electronic clains subnitted
in one of the two national standard formats: The Anerican
National Standard Institute (ANSI) and the National Standard
Format (NSF). We are required by the Health Care Fi nancing

Admi nistration to support the current version and the npst recent
prior version.

When sel ecting your software for electronic clains subm ssion
make sure that it supports the nobst current version of one of the
nati onal standard formats:

Ver si on NSF  ANSI
Pri or: 001. 04 3032, 2B
Current: 002. 00 3051, 3B

Upgrades to the current version are as foll ows:

Descri ptor of Change: Version Code - National Prior: The version
code nust be

00104. Current: The version code nust be 00200.

(NSF) 00104: AA0/19/244-24800104

(NSF) 00200: AA0/19/244-24800200

(ANSI) 3032, 2B: 1/01/ REF/ 02/ 2B

(ANSI) 30351, 3B: 1/01/REF/ 02/ 3B

Descriptor of Change: Billing ProviderNSF Only: Prior: Billing
provider is housed in record BAO, field 02. Current: Billing
provi der is housed in record BAO, field 09.

(NSF) 00104: BAO/ 02/ 04-18

(NSF) 00200: BAO/ 09/ 48-62

(ANSI') 3032,2B: No Change

(ANSI') 30351, 3B: No Change

Descriptor of Change: Clainms Editing |IndicatorCurrent: Added two
new i ndi cat ors.

(NSF) 00104: No change

(NSF) 00200: CAO0/23/183

(ANSI') 3032, 2B: No Change

(ANSI) 30351, 3B: 2/130/CLM 03



Descri ptor of Change: Source of PaymentCurrent: Added four new
i ndi cat ors.

(NSF) 00104: No change

(NSF) 00200: DAO/ 05/ 24

(ANSI ) 3032, 2B: No change

(ANSI') 30351, 3B: 2/130/ClI M 03

Descri ptor of Change: Medi gap I ndicatorCurrent: nust have the "MG'
i ndi cator for Medigap crossover.

(NSF) 00104: No Change

(NSF) 00200: DA002/ 06/ 25-26

(ANSI ) 3032, 2B: No Change

(ANSI) 30351, 3B: 2/290/ SBR/ 05

Descriptor of Change: Provider Assignnment |ndicatorCurrent

Added new indicator "P: for "Patient refuses to assign benefits".
(NSF) 00104: No change

(NSF) 00200: EAO0/34/199

(ANSI') 3032, 2B: No change

(ANSI) 30351, 3B: 2/130/CLM 07

Descri ptor of Change: Honebound IndicatorCurrent: New field.
(NSF) 00104: N/ A

(NSF) 00200: EAO0/ 48/ 283

(ANSI) 3032,2B: N A

(ANSI) 30351, 3B: 2/ 130/ CLM 13

Descri ptor of Change: Facility Provider Number Change the way you
enter the facility nunmber:Prior: Add the "10" state code and drop
the first al pha prefix (i.e., 10NNNN). Current: Dropped the "10"
prefix and enter the nunber as assignhed by the Medicare carrier
(i.e., ANNNN)

(NSF) 00104: NO CHANGE

(NSF) 00200: EAL1/04/23-27The prefix "10" is no |onger required.
(ANSI) 3032, 2B: NO CHANGE

(ANSI) 30351, 3B: NO CHANGE

Descriptor of Change: Service From Date/ Service To Date Current
versions support the century positions: CCYYMVDD

(NSF) 00104: No change

(NSF) 00200: All dates of service fields

(ANSI) 3032, 2B: No change

(ANSI') 30351, 3B: 2/455. A/ DTP/ 03

Descri ptor of Change: Units of Service Prior: Supports two whole
nunmbers. Exception logic to bring in three whole nunbers for
speci fic procedure code (i.e., anbulance nileage).Current:
Supports three whol e nunbers for all procedure codes.

(NSF) 00104: NO CHANGE

(NSF) 00200: FAO0/18/82-85

(ANSI) 3032, 2B: NO CHANGE

(ANSI) 30351, 3B: 2/370/ SV/ 04

Descri ptor of Change: Drug Di scount AmountCurrent: New field.



(NSF) 00104: NO CHANGE

(NSF) 00200: FAO/ 49/ 231- 237
(ANSI) 3032, 2B: NO CHANGE
(ANSI) 30351, 3B: NO CHANGE\
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| NDEX TO PUBLI CATI ONS BY TOPI C
Not available in this formt
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Physi ci ans Shoul d Provi de Laboratories with | CD 9-CM Di aghosi s
Codes and/ or Advance Beneficiary Notice

Medi care Part B of Florida is asking physicians to provide the
| CD-9- CM di agnosi s code to | aboratories when ordering tests.
Clinical laboratory tests outlined in our local nedical review
policies submtted without a diagnosis to substantiate the

nmedi cal necessity of the service may be denied.

Al t hough Medi care Part B does not require physicians to provide
the 1 CD-9-CM di agnosis codes to the | aboratories, we strongly
encourage you to do so to hel p expedite paynent of clains
submitted by clinical |aboratories. Again, w thout a diagnosis to
substantiate nmedi cal necessity, the | aboratory may not be paid
for its service

If you believe the test nmay be deni ed because it does not neet
Medi care Part B of Florida's nmedical necessity criteria, please
obtain a signed advance beneficiary notice and forward it to the
| aboratory along with your specinen. The | aboratory needs this
notice in order to bill the beneficiary for tests denied due to
medi cal necessity. If you are not sure about the nedica
necessity criteria for a specific test, contact our Provider
Cust oner Service representatives at (904) 634-4994.
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Revi sed Custoner Service Hours of Operation

Medi care Part B of Florida's provider and beneficiary tel ephone
Cust oner Service Representatives can be reached from9 a.m unti
4:30 p.m, Monday through Thursday, and from8 a.m - noon on
Fri day. The Autonmated Response Unit (ARU) systens are avail abl e
from7:30 a.m until 5:30 p.m on Mnday, and from7:30 a.m
until 6:30 p.m Tuesday through Friday.
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