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| MPORTANT NOTE: To best view this text document, download it to
your own conputer and open it, as you would any other document,
wi t hin any wordprocessing program (i.e., Wrd, WrdPerfect,
WordPad, etc.). After downl oading, articles containing columm
are best viewed by revising the font to COURIER, 10 PO NT.
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Changes are on the Horizon for 1999!

Several adm nistrative changes will take place to the Medicare
Part B program for 1999. These changes will|l affect how providers
receive participation agreenents, the MEDPARD (Medicare's
directory of participating providers), and the fee schedul e.
These have potentially large inpacts to your office, so read the
follow ng information carefully!

Participation Agreenents WIl Not Be Mailed Separately

There will be no special mailing of the participation enroll nent
packages for 1999. Instead, the Novenber/Decenber edition of the
Medi care B Update! will include all participation agreenent

i nformation, including the agreement formitself. Providers are
rem nded that the open enrollment period from November 15 through
Decenber 31 is the only tine that they can change their
participation status, unless they are new y-practicing providers,
or have set up a new | ocation. Providers who do not want to
change their status do not need to conplete a participation
agreenent. Providers who want to change their status should be
sure to look for the participation information in the next
edition of the Update!

Har dcopy MEDPARDs W | Not Be Produced



The MEDPARD, Medicare's directory of participating providers,
wi |l not be produced in hardcopy version for 1999, but will be

| oaded on the Medicare Online Bulletin Board System (BBS).

I nformati on about how to access the BBS can be found on page 63.

Fee Schedules WIIl Not Be Routinely Miiled to Providers

The Medi care Fee Schedule will not be automatically mailed to
providers for 1999. Providers who want a hardcopy fee schedul e
can purchase one at cost (see page 66 for an order form, or they
can access the information on the Medicare Online BBS (see page
63). All orders for hardcopy fee schedul es nust be pre-paid and
mai | ed no sooner than October 1, 1998.

The Novenber/ Decenber edition of the Medicare B Update! will
i nclude nmore information on these and other changes to the
Medi care program so watch for it
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VWhat's New
Di abet es Qut patient Sel f-Managenent

The Bal anced Budget Act of 1997 includes a provision for the
coverage of di abetes outpatient self-managenent training
services. The inplenentation of the provision is scheduled for
October 1, 1998, and is retroactive for dates of service on or
after July 1, 1998. Details about outpatient diabetes self-
managenent and trai ning progranms are published on page 24.

Travel Allowance for Specinen Collection

Medi care Part B will reinmburse for specinen collection and trave
al  owance when the collection is perfornmed for a nedically
necessary reason and the patient is either in a nursing hone or

i s honebound. |nformation about codi ng and paynment gui delines can
be found on page 27.

Medi care Part B Crossovers
Everything you ever wanted to know about crossovers, including

i nformati on about automatic crossovers, Medicaid crossovers, and
Medi gap crossovers, is found on page 42.

Year 2000

I's your office ready for the nmillenniun? Read our information
about the possible inpacts of Year 2000. See page 51 for details.



New Provi der Applications

Medi care Part B of Florida has received the new provider
enrol | ment applications. The previous version of the applications
will not be accepted after Septenber 30, 1998. See page 54 for
nore information.
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Are You M I I ennium (Y2K) Ready?

magine, if you will, your first day at the office in year 2000
(Y2K). Your 1995 auto sputtered all the way to work because one
of the chips in the pollution control equipnent was not Y2K
ready. \Wien you arrived at the office, your enployees were al
mlling around the parking | ot because no one could get the tine
| ock on the door to work. After you paid the |ocksnmth hundreds
of dollars for an emergency call to unlock the doors, you

di scovered that none of your appointnents showed up because your
conmputer failed to mail out the rem nder notices. (The conputer
t hought the appointnents were a hundred years ago.) A few

Medi care patients did walk in, but when your staff tried to
submt the clains electronically, they kept getting the "reject”
message. Wien they tried to call Medicare, they found that the

t el ephone system you purchased in 1995 could not dial out of the
office. Alarm st fiction? Don't be too sure.

The Year 2000 conputer problem also known as the m |l ennium
bug, arises because nost conputer chips and software unti
recently, were progranmed to use only two digits rather than four
digits to represent the year. Therefore, "97" is recognized as
the year 1997. On January 1, 2000, conputer systens which are not
Y2K ready will consider the date to be January 1, 1900. This
failure may cause conputer systens to shut down (hard crash).
Sonme systems may attenpt to generate cal cul ations (such as
i nterest cal cul ations) based on the year 1900 rather than the
| eap year 2000, resulting in incorrect calculations (soft crash).

Now is the tine to take aggressive action to insure that all of
your office equipment, devices and processes are Y2K ready. Y2K
readi ness i s HCFA' s nunber one priority, but it won't work for
you if your office is not ready.

As of October 1, 1998, all Medicare providers nust submt HCFA-
1500 claimfornms followi ng the specific changes required to
accomodate the millennium Failure to adhere to these
requirenents will result in the clains being returned as



unprocessabl e. For information on these changes, refer to page 53
of this issue of the Medicare B Update

We will continue to provide infornmation about the Year 2000
changes i npacting your practice on an on-goi ng basis through the
Medi care B Updat e!

Si ncerely,

Sidney R Sewell, MD.

Medi cal Director
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Advance Notice Requirenent

Note: The following information applies to all articles in this
publication referencing services which must neet nedica
necessity requirenments (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
nmedi cal | y reasonabl e and necessary for the treatnent/di agnosis of
the patient. For some services, to ensure that paynment is nmade
only for nedically necessary services or items, coverage nay be
limted based on one or nore of the follow ng factors (this is
not an inclusive list):

Coverage for a service or itemmy be allowed only for specific
di agnoses/ condi ti ons. Always code to the highest |evel of
specificity.

Coverage for a service or itemmy be all owed 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 nmay
not be covered as nedically reasonabl e and necessary, an
accept abl e advance notice of Medicare's possible denial of
payment must be given to the patient if the provider does not
want to accept financial responsibility for the service or item
The advance notice nust neet the follow ng requirenents:

The notice nust 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 is not covered based on the diagnosis of
the patient, the frequency of the service was furnished in excess
of the utilization screen, etc.).

The notice nmust be signed and dated by the patient indicating
that the patient assunmes financial responsibility for the service
if it is denied paynment as not nedically reasonabl e and necessary
for the reason(s) indicated on the advance notice. The signature
of the provider of service is not required.

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 nbursenent 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 limiting charge, correct
coding initiative, etc. The renmmi nder of this section includes
information for specific procedure codes and is structured in the
sane format as the Physician's CPT book (i.e., in procedure code
order) using the follow ng categories: HCPCS Codes (A0000-2Z9999),
Anest hesi a/ Surgery (00100-69999), Di aghostic Tests (70000-89999),
and Medi ci ne (90000-99999).

Di stribution 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 neet 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. For additional copies, providers nay purchase a
separate annual subscription for $75 (order formin FYl section),
or downl oad the text version fromour on-line service, the

Medi care Online BBS (see this issue for nore information).

Medi care Part B of Florida uses the same nmailing address for al
correspondence, and cannot designate that each issue of the
Update! be sent to a specific person/departnent within a
provider's office. To ensure continued receipt of all Medicare
correspondence, providers nust keep their mailing addresses
current with the Medicare Provider Registration Departnment.
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MEDI FEST
Medi care Part A and B Sem nars for 1998

REFER TO " EDUCATI ONAL EVENTS" at Main Menu
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Addi ti onal Commercial Edits

Ef fective October 1, 1998, the Medicare Part B clainms processing
systemw || be nodified to detect inappropriate billing code
conmbi nations (i.e., procedure to procedure code conbi nations),

i ncl udi ng those considered nmutual ly exclusive and those

consi dered incidental procedures.

Mut ual Iy excl usive procedures are two or nore procedures that are
usual ly not performed during the same patient encounter on the
sane date of service. An incidental procedure is performed at the
same time as a nore conplex primary procedure. The incidenta
procedure requires little additional physician work and/or is
clinically integral to the performance of the prinmary procedure.

Medi care considers all the services necessary to acconplish a
gi ven procedure to be included in the description of that
procedure by CPT (copyright by the Anerican Medical Association).

Note that these additional edits are not part of the Correct
Coding Initiative (CCl). These edits will not be available to the
public in a mass publication |ike CCl because they are
proprietary. The new conmercial edits will not be published by
the National Technical Information Service (NTIS). However, these
edits have been reviewed for consistency with Medicare policy and
approved by HCFA for Medicare inplenmentation.
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Wai ver of Liability: Providing Patients with Acceptabl e Advance
Noti ce

I nformati on concerning Advance Notice Requirenents was published
in the Novenber/ Decenber 1992 and Jul y/ August 1993 editions of
the Medicare Part B Update! Providers have asked us to revisit
what constitutes acceptabl e advance beneficiary notice for
services likely to be reduced or denied as "not reasonable and
necessary." The following information will help clarify the
requi renents of the provisions of |aw that mandate advance
beneficiary notice and provi de exanpl es of "acceptable
statenments” of reasons why Medicare Part B is likely to deny
payment .

Reason for the Law

Beneficiary Protection: The beneficiary should be told before the
service is performed that Medicare may not pay for the service
and why. The patient can then decide if he wants the service and
if he iswilling to pay for it.

Provi der Protection: The provider is not held liable if he did
not know or could not reasonably have been expected to know t hat
Medi care woul d not pay for a particular service. The provider is
not liable if he provides proper advance notice to the patient
that Medi care might not pay. A provider will be considered
informed if the informati on has been published in the Medicare
Part B Update! or Specialty Update!, or if he has received a
previous Provider Remittance Notice (PRN) explaining the reason
for denial of paynment, or if he has received a letter resulting
froma review request explaining the reason for deni al

To What Services Does Advance Notice Apply?

Services Usually Covered: Advance notice applies to those
services which usually are covered by Medicare but may not be
covered in a particul ar case because of Medicare program
standards (e.g., the utilization linmts have been exceeded or the
service is not covered for a particul ar diagnosis).

Noncovered Services: Advance notice does not have to be given for
those services that fall into the category of "noncovered
services". These are services that are never covered by Medicare
(e.g., routine physicals, dentures, etc.).

When i s Advance Notice Required?

Assigned Cl ai ns: Wen assignnment is accepted, all physicians and
suppliers nust inform beneficiaries about any services they
believe may be denied as "not reasonabl e and necessary" if they
do not want to assune financial responsibility for the services
rendered. This advance notice is required by the Waiver of
Liability provisions of the Arendnents to the Social Security Act
passed in 1972.



Unassi gned Cl ai ns: When a nonassigned claimis filed for
physi ci an services which the physician believes nmay be denied as
"not reasonabl e and necessary,"” advance notice nust be provided
to the beneficiary if the physician does not want to assune
financial responsibility for the services rendered. This advance
notice is required by the "medically unnecessary services"

provi sion of the Omibus Budget Reconciliation Act (OBRA) of
1986.

VWhat About Services That Are Reduced, Not Deni ed?

Both the Waiver of Liability and "nedically unnecessary services"
policies apply when a procedure is reduced to a | esser procedure
during clains processing because the | esser procedure was

consi dered reasonabl e and necessary. For exanple, a conprehensive
office visit may be reduced to an internediate office visit
because the nore extensive visit was consi dered "not reasonable
and necessary."
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In these situations, nonparticipating physicians may not bill the
patient nmore than the limting charge for the | esser service and
ot her providers may not bill the patient nore than the all owabl e

charge for the | esser service unless acceptable advance notice
was provided or the provider had no way of knowi ng the service
woul d be reduced during processing.

Exanpl es of Acceptable Statenents
The foll owing are sone exanpl es of acceptable statenments of
reasons why Medicare is likely to deny paynent. You are free to

use these or sinilar statenents as appropriate to a particular
case:

- Medicare usually does not pay for this many visits or

treat ments

- Medicare usually does not pay for this service for this

di agnosi s/ condi ti on.

- Medicare usually does not pay for this many services within
this period of tine.

- Medicare usually does not pay for |like services by nore than

one doctor of the sane specialty.

Unaccept abl e Advance Notice Language



Many providers are submitting advance notices that are nerely
vague statenents used on a bl anket basis. Medicare considers such
non-specific statements as unacceptabl e advance notice. Exanples
of unacceptabl e | anguage are found bel ow

- Medicare or any other insurance nay or may not pay for this
servi ce.

- Based on new Medi care Part B guidelines, sone services nay be
deni ed as not nedically necessary. |, therefore, acknow edge and

accept liability for paynent of these service.

- | acknow edge and accept responsibility for paynent of
noncovered services.

- Patient is aware that Medicare will not pay on any charges.

- Patient signed statenent: "l acknow edge and accept
responsibility for paynment of noncovered services" on file in our
of fice.

- These services may not be nedically necessary.

Failure to provide acceptabl e advance notice could result in the
provi der being held financially |iable for denied services.

How Do | | nform Medi care That Advance Notice Was Provi ded?

For Paper Cl ai ns:

- Include a copy of the advance notice with the claim

- In Block 24 of the HCFA-1500 claimform wite "Proper advance
notice given"

- Gve a copy of the advance notice formto the patient

- Keep a copy in the patient's file

For El ectronic C ains:

- Use GA nodifier

- Gve a copy of the advance notice formto the patient and
retain a copy in the patient's file for future data verification

How OFt en Shoul d Advance Notice Be G ven?

Advance notice should be given to the patient when a service is
provi ded that Medicare Part B nmay deem not nedically necessary.



A written notice covering an extended course of
treatment/services is acceptable as long as the notice identifies
all the services and the dates of services that the provider

beli eves Medicare Part B may not pay.

If additional services are furnished which the provider believes
Medi care Part B may not pay, the provider nust provide another
advance notice and obtain the patient's signature and agreenent
to pay for the services.

Failure to provide acceptabl e advance notice for services which
may not be nedically necessary could result in the provider being
held financially responsible for the denied services.

What Happens if a Service |Is Not Reasonabl e and Necessary?

Once the beneficiary receives an explanation of benefits which
i ndi cates the service was not covered because it was not
reasonabl e and necessary, the beneficiary may request

i ndemni fication (security against |oss) from Medicare Part B

If the provider gave advance notice to the beneficiary that the
services may not be covered and provi des proof that the
appropriate advance notice was given, then the provider woul d not
be held financially liable for the services.

If the provider is found liable for the services, Medicare Part B
sends a letter to the provider requesting that a refund is nmade
to the beneficiary within 15 days. The provider nust then notify
Medi care Part B when the refund was made. If the refund is not
made within 15 days of the notice, Medicare Part B will pay the
beneficiary and collect the refund fromthe provider

To assi st providers, we have provided on the follow ng page an
exanpl e of an advance notice formthat fulfills the notification
requi renents mandated by the Health Care Financing

Admi nistration. Please note that the form makes provision for the
speci fic reason for Medicare's probable denial or reduction
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Provi der Notice to Beneficiary Regarding Service(s) That Are
Likely to Be Denied Paynment by Medicare Part B as "Not Reasonabl e
and Necessary"

Beneficiary's Nane:

Heal th | nsurance Cl ai m Nunmber




Physi cai n/ Supplier Notice to Beneficiary:

Medi care will pay only for services that it deternmines to be
"reasonabl e and necessary under section 1862(a)(1) of the

Medi care Law. |f Medicare determ nes that a particul ar service,
although it will otherw se be covered, is not "reasonable and
necessary" under Medicare program standards, Medicare will deny
paynment for that service. | believe that, in your case, Medicare
is likely to deny paynent for the follow ng services(s) for the
reason(s) noted bel ow

Dat e and Description of Service/ Reason for Medicare's Denial of
Paynment :

Beneficiary's Acknow edgrment and Agreenent to Pay:

I have been notified by my physician/supplier that he believes
that, in my case, Medicare is likely to deny paynent for the
services identified above, for the reasons stated. |[If Medicare
deni ed paynment, | agree to be personally and fully responsible
for paynment.

Beneficiary's Signature:

Dat e:
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Private Contracts Between Beneficiaries and
Physi ci ans/ Practitioners

As provided in 4507 of the Bal anced Budget Act of 1997 (BBA), a
"private contract” is a contract between a Medicare beneficiary
and a physician or other practitioner who has "opted out” of

Medi care for two years for all covered itens and services he/she
furni shes to Medicare beneficiaries. In a private contract, the
Medi care beneficiary agrees not to seek Medicare paynent for
services furnished by the contracted physician or practitioner
and to pay that physician or practitioner w thout regard to any
l[imts that would otherwi se apply to what the physician or
practitioner could charge.



The March/ April 1998 Medicare B Update! included a Iist of
Questions and Answers (Q s and A's), to give providers

i nformati on on this provision of the BBA. The foll owi ng provides
additional information regarding two of these Qs and A's.

What rules apply to urgent or energency treatnment?

A

Payment may be nmade for services furnished by an "opt out”

physi cian or practitioner who has not signed a private contract
with a Medicare beneficiary for energency and urgent care itens
and services furnished to, or ordered or prescribed for such
beneficiaries on or after the date the physician "opted out." In
ot her words, where the physician or practitioner provides
energency or urgent services to the beneficiary, he/she nust
submt a claimto Medicare, and may collect no nore than the
Medicare limting charge in the case of a physician or the
deducti bl e and coi nsurance in the case of a practitioner.The |aw
specifies that a contract may not be entered into when the
beneficiary is in need of emergency or urgent care. Since the
services are excluded from coverage only if they are furnished
under private contract, they are not excluded in energency or
urgent situations where there is no private contract, even though
they were furnished by an "opt out" physician or practitioner
Hence, they are covered services furnished by a nonparticipating
physi cian or practitioner and the rules in effect absent the "opt
out" would apply in these cases. Specifically, the physician may
choose to take assignnent (thereby agreeing to collect no nore
fromthe beneficiary than the Medi care deducti bl e and coi nsurance
based on the all owed ambunt) or not to take assignment (and to
collect no nore than the Medicare limting charge). However, the
practitioner nust take assignment In this circunstance the
physician or practitioner nmust subnmit a conpleted Medicare claim
on behalf of the beneficiary with the appropriate HCPCS code and
HCPCS nodifier (new nodifier GJ - see below) which indicates the
services furnished to the Medi care beneficiary were enmergency or
urgent and the beneficiary does not have a private agreenent with
hi m or her.

Definition of the new national HCPCS nodifier: G = "OPT OUT"
PHYSI Cl AN OR PRACTI TI ONER EMERGENCY OR URGENT SERVI CES.

This nodifier nust be used on clains for services rendered by an
"opt out" physician or practitioner for an enmergency/urgent
service. The use of this nodifier indicates that the service was
furni shed by an "opt out" physician or practitioner who has not
signed a private contract with a Medicare beneficiary for
energency or urgent care itens and services furnished to, or



ordered or prescribed for such beneficiary on or after the date
t he physician or practitioner "opted out."

Paynment for energency or urgent care itens and services to both
an "opt out" physician or practitioner and the beneficiary if
these parties have entered into a private contract will be

deni ed.

Under the enmergency and urgent care situation where an "opt out”
physi cian or practitioner renders energency or urgent service to
a Medi care beneficiary who has not entered into a private
agreenent with himher (i.e., reduction of a fractured |eg), as
stated above the physician is required to submt a claimto

Medi care with the appropriate nodifier and is subject to all the
rul es and regul ations of Medicare including |imting charge.
However, if the "opt out" physician or practitioner asks the
beneficiary, whom he/she has no private contract with, to return
for a followup visit (i.e., return within 5 to 6 weeks to renove
the cast and exanmine the leg) the physician or practitioner shal
ask the beneficiary to sign a private contract. In other words,
once a beneficiary no | onger needs energency or urgent care
(i.e., nonurgent follow up care), Medicare cannot pay for the
foll owup care and the physician or practitioner can and mnust,
under the "opt out" affidavit agreement, ask the beneficiary to
sign a private agreement as a condition of further treatnent.

In the above exanpl e, the physician or practitioner would bil

Medi care for the setting of the fractured leg with the emergency
"opt out" modifier (GJ) and the surgical care only nodifier (54).
The physician or practitioner would then either have the
beneficiary sign the private contract or refer the beneficiary to
a Medi care physician or practitioner who would bill Medicare
using the post op only nodifier to be paid for the post op care
in the gl obal period.
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However, if the beneficiary continues to be in a condition that
requi res emergency or urgent care (i.e., unconscious or unstable
after surgery for an aneurisn), the followup care would continue
to be paid under energency or urgent care until such time as the
beneficiary no | onger needed such care. Such services can be
billed without the 54 nodifier, but still require the use of the
G nodifier.

Definition of Energency and Urgent Care Situations._ Energency or
urgent care services are defined as being services furnished to



an individual who has an energency nedi cal condition or who
requires services to be furnished within twelve hours after the
determ nation of need is made to avoid adverse health
consequences.

An "energency nedical condition" is a medical condition

mani festing itself by acute synptons of sufficient severity
(including severe pain, psychiatric disturbances and/or synptons
of substance abuse) such that the absence of imedi ate nedi ca
attention could reasonably be expected to result in:

Pl acing the health of the individual (or, with respect to a
pregnant wonman, the health of her unborn child) in serious
j eopar dy;

Serious inpairment to bodily functions; or

Serious dysfunction of any bodily organ or part; or

Wth respect to a pregnant wonan who i s having contractions:

That there is inadequate tinme to effect a safe transfer to
anot her provi der before delivery; or

That transfer nmay pose a threat to the health or safety of the
wormen or unborn child.

HCFA has adopted this definition of emergency nedical condition
since it has been a | ongstanding definition in Medicare with
respect to when a hospital must furnish emergency care to an

i ndi vi dual who appears at their door. However, the term
"emergency or urgent care services" is not limted to energency
services since it also includes "urgent care services." An urgent
care service could be any service that needs to be furnished

wi t hout significant delay to avoid adverse health consequences.
For purposes of the "opt out" provision, an urgent care service
is one that needs to be furnished within twelve hours of the
determ nati on of need to avoid adverse consequences. For exanple,
if a beneficiary has an ear infection with significant pain,

Medi care woul d view that as requiring treatnment to avoid the
adver se consequences of continued pain and perforation of the ear
drum The patient's condition would not nmeet the definition of
enmergency nedical condition since i mediate care is not needed to
avoid placing the health of the individual in serious jeopardy or
to avoid serious inpairment or dysfunction. However, although it
does not neet the definition of emergency care, the beneficiary
needs care within a relatively short period of time (which is
defined as 12 hours) to avoid adverse consequences, and the



beneficiary may not be able to find another physician or
practitioner to provide treatment within 12 hours.

Q

Are there any situations where a physician or practitioner who
has not opted out of Medicare does not have to subnmit a claimfor
a covered service provided to a Medicare beneficiary?

A

Yes. A physician who has not opted out of Medicare nust subnmt a
claimto Medicare for services that may be covered by Medicare
unl ess the beneficiary, for reasons of his or her own, declines
to authorize the physician or practitioner to subnmit a claimor
to furnish confidential medical information to Medicare that is
needed to subnit a proper claim Exanples would be where the
beneficiary does not want information about nental illness or

HI V/ AIDS to be disclosed to anyone. Mreover, if the beneficiary
or their legal representative |later decides to authorize the
subm ssion of a claimfor the service and asks the physician or
practitioner to subnit the claim the physician or practitioner
nmust do so. Once a physician or practitioner who has not opted
out of Medicare has furnished a covered itemor service to a
beneficiary who is enrolled in Part B of Medicare, the | aw
requires that the physician or practitioner submt a claimto
Medi care for the covered services unless the beneficiary refuses
to authorize the subnmi ssion of the claim
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ASC Approved Procedures

The following is an inclusive list of surgical procedures that
may be rei mbursed when billed by an Anmbul atory Surgical Center
(ASC). Facility charges for procedures other than those on the
list are not covered by Medicare, although the physician's fee
may be payabl e. The beneficiary is liable for such non-covered
facility charges; waiver of liability does not apply.

The first colum lists the procedure code and the second col um
indicates its paynent group. This list is effective for services
rendered on or after January 1, 1998, and is valid through
Decenber 31, 1998.

Note: The following five-digit, nuneric codes are Current
Procedural Term nology (CPT) codes. CPT codes and descriptions
only are copyright 1998 Anerican Medical Association (or other
such date of publication of CPT). All Rights Reserved.
Appl i cabl e FARS/ DFARS apply.

ASC Approved Procedures



&0105
11404
11446
11470
11626
11772
12006
12020
12037
12054
13101
13150
14000
14041
15000
15121
15240
15400
15505
15550
15576
15625
15720
15740
15758
15842
15933
15940
15950
15955
15964
15971
15980
16030
19110
19140
19260
19330
19364
20005
20225
20525
20663
20694
20920
20960
20972
21026
21050
21208
21235
21245
21270
21310
21335
21343
21386

2

QONNOUONNANWONEERERPRP WOWWNDNOORPRORNPEP WORAOPRPOWWPRWONNWWONWNWWNOWONWWOWNNENWNDNDDNPE

10180
11406
11450
11471
11644
11960
12007
12021
12044
12055
13120
13151
14001
14060
15050
15200
15241
15412
15510
15555
15580
15630
15732
15750
15760
15845
15934
15941
15951
15956
15965
15972
15981
16035
19112
19160
19290
19340
19366
20200
20240
20650
20665
20900
20922
20962
20973
21034
21060
21209
21240
21246
21275
21315
21337
21355
21387

2

GQWNNNNDPRPOONOPRPRWOWRWNNOONPFPOWONDPOPRPOPRPWOWWEANNWOWWWWPRARWWWNWWWNNNENNNDNDDNDN

11042
11424
11451
11604
11646
11970
12016
12034
12045
12056
13121
13152
14020
14061
15100
15201
15260
15414
15515
15570
15600
15650
15734
15755
15770
15920
15935
15944
15952
15958
15966
15973
15982
19020
19120
19162
19291
19342
19370
20205
20245
20660
20670
20902
20924
20969
20975
21040
21070
21210
21242
21248
21280
21320
21338
21360
21390

2

NAEAPRARNOONONONNPERERPNOOPPWORPRPNWONORAREARPRPOWPRPWWWWAWWERWNDNNWWWWNDNNDNOWONDNDNDN

11043
11426
11462
11606
11770
11971
12017
12035
12046
12057
13131
13160
14021
14300
15101
15220
15261
15416
15540
15572
15610
15700
15736
15756
15840
15922
15936
15945
15953
15960
15967
15974
15983
19100
19125
19180
19318
19350
19371
20206
20250
20661
20680
20910
20926
20970
21010
21041
21100
21215
21243
21249
21282
21325
21339
21365
21395

2

~NO OO NONNNNAEAR,OWLOWOWRARRARPPORPPOANEEREARAREADPPOORPWOWWRWNDNOPRWONDNNNNNREREWODNDNDN

11044
11444
11463
11624
11771
12005
12018
12036
12047
13100
13132
13300
14040
14350
15120
15221
15350
15500
15545
15574
15620
15710
15738
15757
15841
15931
15937
15946
15954
15961
15970
15975
16015
19101
19126
19182
19328
19357
19380
20220
20251
20662
20690
20912
20955
20971
21025
21044
21206
21230
21244
21267
21300
21330
21340
21385
21400

2

NORROONNNNONNPERONOWROORPRARWONNBENPORPRPOPRPROONPEPONWNDNNONBPBRWONNDNNDNWOWDNNE



21401
21440
21453
21470
21494
21510
21610
21800
21925
22102
22325
22900
23040
23076
23106
23140
23156
23182
23331
23406
23430
23462
23490
23520
23545
23585
23620
23660
23700
23931
24075
24102
24120
24136
24150
24160
24320
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WNWNWEAEANNPFPWOFRPRWORPRPONAEANPPPORRBERNOPRAPWOWWONENOMOOWW®W

21406
21445
21454
21480
21495
21550
21620
21805
21930
22103
22326
23000
23044
23077
23107
23145
23170
23184
23395
23410
23440
23465
23491
23525
23550
23600
23625
23665
23800
23935
24076
24105
24125
24138
24151
24164
24330

WWEANWWNNPENNPFPWORWOWOAORROOOAOBRARNOOR,R WOWREANWWOWNNNERAPRPORMDS
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24342
24356
24365
24430
24500
24535
24565
24579
24605
24665
24800
25020
25040
25077

WOITWArBEANWNRPPWOOWW

24350
24360
24366
24435
24505
24538
24566
24582
24615
24666
24802
25023
25065
25085

WFRPR WO WNNNERMMOIOTW

21407
21450
21461
21485
21497
21555
21700
21810
21935
22305
22327
23020
23065
23100
23120
23146
23172
23190
23397
23412
23450
23466
23500
23530
23552
23605
23630
23670
23802
24000
24077
24110
24126
24140
24152
24201
24331

24351
24361
24400
24470
24515
24545
24575
24586
24620
24670
24925
25028
25066
25100

WNWWWNWANWOIONDPWOPRPNOONNPENOONENWRERWNNDNNNNRAWO

khkkkhkkkhkkkkkxx

NNFRPWERLRNPPORARPRWOWPMOOW®

21421
21451
21462
21490
21501
21556
21720
21820
22100
22310
22328
23030
23066
23101
23125
23150
23174
23195
23400
23415
23455
23480
23505
23532
23570
23615
23650
23675
23921
24065
24100
24115
24130
24145
24153
24301
24340

24352
24362
24410
24495
24516
24546
24576
24587
24635
24675
25000
25031
25075
25101

WEAPRPRWWWRPWNRPARPPAPRPANOONOONDDOAONNPEPWORPRWERWONMNNWORMASS

khkkkhkkkhkkkkkxx

WNNWPFRPR WOaOFROMANPMOI®W

21422
21452
21465
21493
21502
21600
21725
21920
22101
22315
22505
23035
23075
23105
23130
23155
23180
23330
23405
23420
23460
23485
23515
23540
23575
23616
23655
23680
23930
24066
24101
24116
24134
24147
24155
24310

24354
24363
24420
24498
24530
24560
24577
24600
24655
24685
25005
25035
25076
25105

WWNNWAEANPWRPRARPPRPWONONNEROOOOBRARNWONNOWRERWONNWANDO

PWONWWRRPRPPRPPOWOWN®



25107
25116
25126
25150
25230
25260
25274
25301
25317
25332
25365
25392
25420
25442
25447
25491
25525
25574
25624
25670
25690
25820
26011
26035
26060
26105
26121
26140
26200
26235
26261
26356
26373
26415
26428
26440
26455
26477
26485
26496
26502
26517
26530
26541
26551
26557
26562
26585
26596
26645
26676
26715
26756
26841
26852
26910
26992

NWRARARNDENEPNORRWRARNWWORWONPFPWOWWWRWPRWWONNPEAEPNARPRARPWONWPAPWOOOAORWWAWWDREREDNWPEA®

25110
25118
25130
25151
25240
25263
25280
25310
25318
25335
25370
25393
25425
25443
25449
25492
25526
25575
25628
25675
25695
25825
26020
26037
26070
26110
26123
26145
26205
26236
26262
26357
26390
26416
26432
26442
26460
26478
26489
26497
26504
26518
26531
26542
26552
26558
26565
26587
26597
26650
26685
26727
26765
26842
26860
26951
27000

NNWRAENWONWOOAOUUONPEAEANWPRPRWOWWRWWWWEARERNWWWPRARENAEANOONPFPOWOAWOAOJAWPRWWWWERNEDNWND®W

25111
25119
25135
25170
25248
25265
25290
25312
25320
25350
25375
25400
25426
25444
25450
25505
25535
25605
25635
25676
25800
25907
26025
26040
26075
26115
26125
26160
26210
26250
26320
26358
26392
26418
26433
26445
26471
26479
26490
26498
26508
26520
26535
26545
26553
26559
26567
26590
26605
26655
26686
26735
26776
26843
26861
26952
27001

WEANWNERWWONOOONNREOOWWPRWERPNWWRARWAEANWONWOWENAERPRPWOANPWORPPWORWOPRPWWPRWWNWWWW

25112
25120
25136
25210
25250
25270
25295
25315
25330
25355
25390
25405
25440
25445
25455
25515
25545
25611
25645
25680
25805
25922
26030
26045
26080
26116
26130
26170
26215
26255
26350
26370
26410
26420
26434
26449
26474
26480
26492
26499
26510
26525
26536
26548
26554
26560
26568
26591
26607
26665
26705
26742
26785
26844
26862
26990
27003

WERPPRARWONNNBENWWONNREOWWWWWNWWPRERWPRARPRPWWWWNRERWNWANWWWWWARPRPWWIAWWREPL WWWA

25115
25125
25145
25215
25251
25272
25300
25316
25331
25360
25391
25415
25441
25446
25490
25520
25565
25620
25660
25685
25810
25929
26034
26055
26100
26117
26135
26180
26230
26260
26352
26372
26412
26426
26437
26450
26476
26483
26494
26500
26516
26527
26540
26550
26555
26561
26580
26593
26615
26675
26706
26746
26820
26850
26863
26991
27030

WRPRWPRPRUOONNPWOOWWNRAIORPPPOWRWWWWAEARWONWPRWNDNNWOOAOWRONPWNOOWPRWAWWWE RANWN



27033
27048
27062
27087
27110
27230
27265
27305
27320
27330
27335
27356
27385
27393
27400
27418
27427
27437
27443
27507
27513
27530
27552
27603
27610
27618
27630
27641
27658
27676
27687
27696
27707
27734
27752
27762
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PEPNNNWOWWERPNWONMNNNRPRPPRPORMRIORWWWNWOWARRARERENNRPEPRPAAOWOWW

27035
27049
27065
27097
27111
27238
27266
27306
27323
27331
27340
27360
27386
27394
27403
27420
27428
27438
27500
27508
27516
27532
27560
27604
27612
27619
27635
27650
27659
27680
27690
27698
27709
27740
27756
27766

WWNNNNPERWONWWWWNRPRPPRPPPRPORRWORPRWOWWIAWRERPWNEAAWOAOWRN
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27780
27792
27818
27826
27831
27848
28002
28030
28050
28072
28092
28106
28113
28120
28171

WAWWWWNPAPWWPFRPRWERLWER

27781
27808
27822
27827
27832
27860
28003
28035
28054
28080
28100
28107
28114
28122
28173

WWWWNWNPAWEFERPNWWERE -

27040
27050
27066
27098
27193
27246
27275
27307
27324
27332
27345
27372
27390
27395
27405
27422
27429
27440
27501
27509
27517
27535
27562
27605
27613
27620
27637
27652
27664
27681
27691
27700
27715
27742
27758

27784
27810
27823
27828
27840
27870
28005
28043
28060
28086
28102
28110
28116
28130
28175

ANPOOERANNOWRARPRPRPPRPORPWONOARNPPWOPRPNPRPPRARRPONRFPRPRPOWOWE

khkkkkhkkkkhkkkkkxx

WWWWWNNNWRAPRPPAPWOPERL W

27041
27052
27080
27100
27194
27250
27301
27310
27327
27333
27350
27380
27391
27396
27407
27424
27430
27441
27502
27510
27520
27538
27566
27606
27614
27625
27638
27654
27665
27685
27692
27704
27730
27745
27759

27786
27814
27824
27829
27842
27871
28008
28045
28062
28088
28103
28111
28118
28140
28192

A WNNOWWONWWAEANENRPEPEPNOORARWOPAWONEPRARENPAPWORERERNAEAENLODN

khkkkkhkkkkhkkkkkxx

NWPRPRWWNWWWRAREPNPEP®WERE

27047
27060
27086
27105
27202
27252
27303
27315
27328
27334
27355
27381
27392
27397
27409
27425
27435
27442
27503
27511
27524
27550
27570
27607
27615
27626
27640
27656
27675
27686
27695
27705
27732
27750
27760

27788
27816
27825
27830
27846
27884
28020
28046
28070
28090
28104
28112
28119
28150
28193

PEFRPDNNNWONNNAONRPPRPOPRPOAORARANPRP WOWWWEARWNDNDNNRARON

PWOPRPWONWWWNWWEDNE PR



28200
28225
28250
28280
28292
28298
28305
28310
28322
28400
28435
28476
28545
28585
28636
28705
28737
28810
29819
29825
29836
29844
29851
29874
29880
29885
29894
30117
30130
30320
30435
30580
30802
30920
31051
31086
31233
31240
31249
31256
31263
31268
31276
31283
31300
31513
31528
31536
31570
31580
31588
31612
31625
31635
31656
31717
31785

APRPEPNMNNPRPOOONWONNOOOWWWWWNNREARAWOWRPRPIONWWWWPRWPRPRWWWWNOORWWENNEPRWWWNDNWEW

28202
28226
28260
28285
28293
28299
28306
28312
28340
28405
28436
28485
28546
28605
28645
28715
28740
28820
29820
29826
29837
29845
29855
29875
29881
29886
29895
30118
30140
30400
30450
30600
30903
31020
31070
31090
31235
31245
31251
31258
31264
31269
31277
31284
31320
31515
31529
31540
31571
31582
31590
31613
31628
31640
31659
31720
31800

NEFPEPNMNNNOOONWNENOOWAOOWWWRUONNREPEANRARNWWOWWRERRWOWDWWWONEDRWOERPNAEANNPPWOMNOOWWWE W

28208
28236
28261
28286
28294
28300
28307
28313
28341
28406
28445
28496
28555
28606
28665
28725
28750
28825
29821
29830
29838
29846
29856
29876
29882
29887
29897
30120
30150
30410
30520
30620
30905
31030
31075
31200
31237
31246
31252
31260
31265
31270
31280
31286
31510
31525
31530
31541
31576
31584
31595
31614
31629
31641
31700
31730
31820

PEFRPEPNNNNBENBENENOOOORPRWONNONNPAOPRPNPIOORPRWOWOWRARPROWOWWWONEDIDREDNNNONENENOPRARONDN®

28210
28238
28262
28288
28296
28302
28308
28315
28344
28415
28456
28505
28575
28615
28666
28730
28755
29804
29822
29834
29840
29847
29870
29877
29883
29888
29898
30124
30160
30420
30540
30630
30906
31032
31080
31201
31238
31247
31254
31261
31266
31271
31281
31287
31511
31526
31531
31560
31577
31585
31600
31615
31630
31645
31710
31750
31825

NOFRPEFEPNEPENENOOWONNOWOOOOOWWRORAMDMPNOOORRPWWWRARWWLWWWWWEAEARWWRWNWEAENNWWPAW®W

28222
28240
28264
28290
28297
28304
28309
28320
28345
28420
28465
28525
28576
28635
28675
28735
28760
29815
29823
29835
29843
29850
29871
29879
29884
29889
30115
30125
30310
30430
30560
30801
30915
31050
31084
31205
31239
31248
31255
31262
31267
31275
31282
31288
31512
31527
31535
31561
31578
31586
31611
31622
31631
31646
31715
31755
31830

NNEFEPERPNPFPONNOONENOWONWOAOOOWRWEAEANNENWERPNNWOWWWOWWRARWWLWWWRARPRPWOPRPWWWREARREREDNWDNEDNE



32000 1 32002 2
32405 1 32420 1
36261 2 36262 1
36531 2 36532 1
36640 1 36800 3
36821 3 36825 4
36840 4 36845 4
37700 2 37720 3
37780 3 37785 3
38500 2 38505 1
38530 2 38542 2
38740 2 38745 4
40510 2 40520 2
40650 3 40652 3
40806 1 40814 2
40820 1 40831 1
40844 5 40845 5
41007 1 41008 1
41016 1 41017 1
41110 1 41112 2
41116 1 41120 5
41500 1 41510 1
41806 1 41827 2
42107 2 42120 4
42180 1 42182 2
42215 7 42220 5
42281 3 42300 1
42325 2 42335 3
42409 3 42410 3
42450 2 42500 3
42509 4 42510 4
42725 2 42802 1
42810 3 42815 5
42836 4 42860 3
42950 2 42955 2
ER R R R S S S I R R S S I I I
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42960 1 42962 2
43215 1 43216 1
43226 1 43227 2
43239 2 43241 2
43247 2 43248 2
43255 2 43258 3
43262 2 43263 2
43268 2 43269 2
43451 1 43453 1
43600 1 43750 2
44312 1 44340 3
44361 2 44363 2
44369 2 44372 2
44385 1 44386 1
44391 1 44392 1

32005
33010
36489
36533
36810
36830
36860
37730
38300
38510
38550
38760
40525
40654
40816
40840
41000
41009
41018
41113
41250
41520
42000
42140
42200
42225
42305
42340
42420
42505
42600
42804
42821
42870

* kkkkkkk

43200
43217
43228
43243
43249
43259
43264
43271
43455
43760
44345
44364
44373
44388
44393

WOIRPREFRPAENNNOOOONDNNNNERERENNONNONPONDDOWOENDN
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PEPNNBAEAERPNNNWONNNEREPRE

32020
33011
36491
36534
36815
36832
36861
37735
38305
38520
38555
38790
40527
40801
40818
40842
41005
41010
41105
41114
41251
41800
42104
42145
42205
42235
42310
42405
42425
42507
42700
42806
42826
42880

* kkkkkkk

43202
43219
43234
43245
43250
43260
43265
43272
43456
43870
44346
44365
44380
44389
44394

OO BRENPFPWONNRPRPOCGONENNNERPRORPNNERARNNOWORWONENDN
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PRPEPNAERPNNNNNNRRPRE

32400
34101
36530
36535
36820
36835
37609
37760
38308
38525
38700
40500
40530
40805
40819
40843
41006
41015
41108
41115
41252
41805
42106
42160
42210
42260
42320
42408
42440
42508
42720
42808
42831
42900

* kkkkkkk

43204
43220
43235
43246
43251
43261
43267
43450
43458
44100
44360
44366
44382
44390
45000

P ANFPRAPOWORLRPORPDNENRPRPERPRPORPNNNNNMNNONPPORPOWE

RPRRNONNRPNRNNMNNNR R R



45005
45170
45309
45321
45336
45378
45384
45560
46000
46060
46220
46260
46280
46612
46760
47000
47553
49000
49250
49400
49426
49525
49560
49585
50390
50398
50557
50574
50688
50957
50974
51010
51500
51725
51880
52007
52234
52270
52283
52310
52325
52336
52500
52620
53000
53210
53240
53400
53430
53450
53515
54015
54105
54152
54360
54500
54550

AP WORPREPAEANENONOOREFP ORABENNNMNNNRPRARPRRPRPRPRPRPRPRPAREREAENRPRPARPORNEPRORPNWONNDNEREREDNDN

45020
45180
45310
45331
45337
45379
45385
45900
46030
46080
46250
46261
46285
46700
46922
47510
47554
49080
49300
49401
49505
49540
49565
49590
50392
50520
50559
50576
50690
50959
50976
51020
51600
51726
51900
52010
52235
52275
52285
52315
52330
52337
52601
52630
53010
53215
53250
53405
53440
53460
53520
54057
54110
54161
54420
54505
54600

AP BAEANNENENNNOORPNDEBENNMNNNONAREPRPRARPRPRPRPRPRPRPOBEARNPEERENNMNONMNRFRPORPPRAPOWORENNRERPRERPON

45100
45305
45315
45332
45338
45380
45500
45905
46040
46200
46255
46262
46608
46750
46924
47525
47555
49081
49301
49420
49510
49550
49570
50020
50393
50551
50561
50578
50951
50961
50978
51030
51605
51772
51920
52204
52240
52276
52290
52317
52332
52338
52606
52640
53020
53220
53260
53410
53442
53502
53605
54060
54115
54205
54435
54510
54620

WNADRRERPNNRPNNNRPNRANRPNWWONWRRPARRRPRERRPRERRNAMORMRONWRRPORDMONWRNNRRRRR

45108
45307
45317
45333
45339
45382
45505
45910
46045
46210
46257
46270
46610
46753
46937
47530
47630
49085
49302
49421
49515
49552
49575
50040
50395
50553
50570
50580
50953
50970
50980
51040
51610
51785
52000
52214
52250
52277
52300
52318
52334
52340
52612
52650
53040
53230
53265
53420
53447
53505
53665
54065
54120
54220
54440
54520
54640

P WOPRERPNEPEPNPEPWONNNNNOWONNNAEAENRPRPREPRPRARRPRPRPRPRPPRPORPPIORPRWONWORPNWORPWOWWNNENNRERERERPEDN

45150
45308
45320
45334
45355
45383
45520
45915
46050
46211
46258
46275
46611
46754
46938
47552
48102
49180
49303
49425
49520
49555
49581
50200
50396
50555
50572
50684
50955
50972
51005
51045
51710
51865
52005
52224
52260
52281
52305
52320
52335
52450
52614
52700
53200
53235
53275
53425
53449
53510
54001
54100
54125
54300
54450
54530
54660

NEAPRPWNENNENNORPNPEPOWOAONDNNNNAPRPRARPRRPRPRPPRPRPRPRPPRPRAONNORPENMNNRPRPOONRPRENRPRERREDN



54670
54830
54901
55110
55200
55535
55680
56301
56306
56343
56354
56363
56605
56740
57020
57180
57240
57300
57410
57550
58120
60000
60281
61070
61888
62268
62274
62279
62294
62362
63610
63744
64415
64442
64575
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PRPRPRPOFRPNWORPPRPRPRPPRARRPNONWIORNOPRPOOWAOARWERANNPALO®

54680
54840
55040
55120
55400
55540
55700
56302
56307
56344
56356
56405
56620
56800
57065
57200
57250
57310
57513
57700
58145
60200
61020
61215
62194
62269
62275
62280
62350
62365
63650
63746
64417
64443
64590

NFEFEPNNMNNNRPRPRPPRPOERPNOORPNWOORPFPWOAONPPOOOOOOWNOOERDNWRA®

ASC Approved Procedures

64595
64622
64704
64716
64726
64738
64771
64782
64788
64830
64836
64858
64865
64890
64896
64905

NWNPEANWAOWWNNREFRPWERE R

64600
64623
64708
64718
64727
64740
64772
64783
64790
64831
64837
64859
64870
64891
64897
64907

PWONPRPPRPARAONMNNNENNERPRE

54700
54860
55041
55150
55500
55600
55705
56303
56309
56350
56360
56440
56625
56810
57105
57210
57260
57311
57520
57720
58800
60220
61026
61790
62225
62270
62276
62282
62351
62367
63660
63750
64420
64510

64605
64630
64712
64719
64732
64742
64774
64784
64792
64832
64840
64861
64872
64892
64898
65091

P RPARPNNRPRPRPPRPWORPNOONPOONNONNNPERPOOONPEFPOREROWDN
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WWNNWNREFPWWNNNNNNPRE

54800
54861
55060
55175
55520
55605
55720
56304
56316
56351
56361
56441
56700
57000
57130
57220
57265
57320
57522
57800
58820
60225
61050
61791
62230
62272
62277
62288
62360
62368
63685
63780
64421
64520

64610
64680
64713
64721
64734
64744
64776
64786
64795
64834
64856
64862
64874
64893
64901
65093

RPRNNNNRPRRPNOROWORNONWONRPRPRPOONMIRRE,AMRDANR
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54820
54900
55100
55180
55530
55650
56300
56305
56317
56352
56362
56515
56720
57010
57135
57230
57268
57400
57530
57820
58900
60280
61055
61885
62256
62273
62278
62289
62361
63600
63688
64410
64430
64530

64620
64702
64714
64722
64736
64746
64778
64787
64802
64835
64857
64864
64876
64895
64902
65101

P RPRPEPNNPFPPRPEPNNMNEPROOONWWONNPERPOWONNPPORAEANE AR

WNWWWNWNNNNNEDNPRPPRE



65103 3 65105 4 65110 5 65112 7 65114 7
65130 3 65135 2 65140 3 65150 2 65155 3
65175 1 65235 2 65260 3 65265 4 65270 2
65272 2 65275 4 65280 4 65285 4 65290 3
65400 1 65410 2 65420 2 65426 5 65710 7
65730 7 65750 7 65755 7 65770 7 65800 1
65805 1 65810 3 65815 2 65850 4 65865 1
65870 4 65875 4 65880 4 65900 5 65920 7
65930 5 66020 1 66030 1 66130 7 66150 4
66155 4 66160 2 66165 4 66170 4 66172 4
66180 5 66185 2 66220 3 66225 4 66250 2
66500 1 66505 1 66600 3 66605 3 66625 3
66630 3 66635 3 66680 3 66682 2 66700 2
66710 2 66720 2 66740 2 66821 2 66830 4
66840 4 66850 7 66852 4 66920 4 66930 5
66940 5 66983 8 66984 8 66985 6 66986 6
67005 4 67010 4 67015 1 67025 1 67030 1
67031 2 67036 4 67038 5 67039 7 67040 7
67107 5 67108 7 67109 5 67112 7 67115 2
67120 2 67121 2 67141 2 67218 5 67227 1
67250 3 67255 3 67311 3 67312 4 67314 4
67316 4 67318 4 67320 4 67331 4 67332 4
67340 4 67350 1 67400 3 67405 4 67412 5
67413 5 67415 1 67420 5 67430 5 67440 5
67450 5 67550 4 67560 2 67715 1 67808 2
67830 2 67835 2 67880 3 67882 3 67901 5
67902 5 67903 4 67904 4 67906 5 67907 3
67908 4 67909 4 67911 3 67914 3 67916 4
67917 4 67921 3 67923 4 67924 4 67935 2
67950 2 67961 3 67966 3 67971 3 67973 3
67974 3 67975 3 68130 2 68320 4 68325 4
68326 4 68328 4 68330 4 68335 4 68340 4
68360 2 68362 2 68500 3 68505 3 68510 1
68520 3 68525 1 68540 3 68550 3 68700 2
68720 4 68745 4 68750 4 68810 1 68811 2
68815 2 68825 2 69110 1 69120 2 69140 2
69145 2 69150 3 69205 1 69310 3 69320 7
69421 3 69424 1 69436 3 69440 3 69450 1
69501 7 69502 7 69505 7 69511 7 69530 7
69550 5 69552 7 69601 7 69602 7 69603 7
69604 7 69605 7 69620 2 69631 5 69632 5
69633 5 69635 7 69636 7 69637 7 69641 7
69642 7 69643 7 69644 7 69645 7 69646 7
69650 7 69660 5 69661 5 69662 5 69666 4
69667 4 69670 3 69676 3 69700 3 69710 3
69711 1 69720 5 69725 5 69740 5 69745 5
69801 5 69802 7 69805 7 69806 7 69820 5
69840 5 69905 7 69910 7 69915 7 69930 7
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Change to Bl ock 32 of the HCFA-1500 Form

Page 20 of the July/August 1998 issue of the Medicare Part B
Updat e! included an article about a change to the HCFA-1500 cl aim
forminstructions for block 32 for processing physician clains
under the Cardiac Artery Bypass G aft (CABG gl obal paynent



denonstration project. The effective date for this change is
January 1, 1999.
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Revi sions to 1998 MPFSDB

The Medi care Physician Fee Schedul e Database (MPFSDB) is updated
annually with the Health Care Financing Admnistration's Conmon
Procedural Codi ng System (HCPCS) update. The MPFSDB revi sions for
1998 were outlined in the Decenber 1997 Medi care B Updat e!
Speci al |ssue: 1998 HCPCS and MPFSDB Updat e.

Thr oughout the year, the MPFSDB is re-evaluated by the Health
Care Financing Administration (HCFA) to ensure that services are
appropriately rei nbursed based on the specific paynent rules to
which they are subject. This re-evaluation is generally perforned
on a quarterly basis and, as a result, some revisions to the
MPFSDB are required.

The changes outlined below are for the third quarter MPFSDB
update. Unl ess ot herwi se noted, these changes are for services
rendered on or after January 1, 1998.

Limted Access Cardiac Surgery

There has been sonme confusion noted regarding the use of limted
access surgery techniques in the field of cardiothoracic
surgeries. Perform ng a cardi othoracic procedure using limted
access is a covered Medicare service. In the future, HCFA expects
to do a review of the appropriate RVUs for these services. In the
meantime, they will be paid at the sane | evel as anal ogous open
procedures.

Rout i ne Foot Care and Modifier 25

It has been observed that in many instances, an eval uation and
managenment service with a nodifier 25 is routinely being billed
in conjunction with the routine foot care codes (11055, 11056,
11057, 11719, and (0127). Medicare Part B of Florida indicated
its concerns regarding this practice in the March/ April 1998

i ssue of the Medicare B Update! (page 33). In addition,

gui delines for the use of nodifier 25 were published in the
Decenber 1997 Medi care B Update! Special |ssue: 1998 HCPCS and
MPFSDB Updat e.

Modi fier 25, by definition, is to be used when a significant,
separately identifiable evaluation and nanagenent service is
provi ded by the sanme physician on the sane day as a base
procedure. Unless the evaluation and nmanagenent service provi ded
is clearly a significant, separately identifiable service, it is
i nappropriate to submit such services with nodifier 25. Providers
are rem nded that the continued overuse of nmodifier 25 in



association with routine foot care services may result in such
billings being considered program abuse.

Change to Billing CGuidelines for Coronary Artery Bypass Codes

Before billing secondary procedure codes 33517 - 33523, one of
the foll owing procedure codes nmust be billed: 33533 - 33536. In
ot her words, procedure codes 33517 through 33523 should only be
billed in conjunction with one of these primary codes.

This is an additional change for the third quarter. The second
quarter MPFSDB update contai ned changes to the way providers
should bill for coronary artery bypass procedure codes 33518 -
33523. Procedure code 33517 [Coronary artery bypass, using venous
graft(s) and arterial graft(s); single vein graft (Ilist
separately in addition to code for arterial graft)] is now added
to the range of codes previously defined as secondary procedures.

Ri t uxan

It has been determ ned that Rituxan appropriately qualifies as an
antineoplastic drug. Therefore, it is appropriate to bill Rituxan
with one of the chenotherapy adnmi nistration procedure codes
(96400 t hrough 96450, 96542, 96545, and 96549). Providers should
bill using procedure code J9999 (anti neoplastic drugs, not
otherwi se classified); be sure to specify the nanme, strength and
dosage.

(30108, G0109: Di abetes Qutpatient Self Mnagenent

Information regarding this provision of the Bal anced Budget Act
(BBA) of 1997 is contained in a separate article in this Update!
found on the follow ng page.
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HCPCS Codes

(0108, G0109: Coverage of Di abetes CQutpatient Self-Managenent
Trai ni ng Services

Section 4105 of the Bal anced Budget Act of 1997 pernits Medicare
coverage of di abetes outpatient self-nmanagenent training services
when these services are furnished through a certified program
that nmeets certain quality standards. This provision is effective
July 1, 1998.

The inplenmentation of this provision is scheduled for October 1
1998, and is retroactive for dates of service on or after July 1,
1998. Paynent for clainms received prior to Cctober 1, 1998, will
be held in the Medicare systemuntil the inplementation date. The
applicable interest amount will be issued with paynent.



A di abetes outpatient self-nmanagenent and training service is a
program whi ch educates beneficiaries in the successful self-
managenent of diabetes. An outpatient diabetes self-nmanagenent
and training programincludes:

education about self-nonitoring of blood glucose,

education on diet and exercise,

an insulin treatnent plan devel oped specifically for the patient
who is insulin-dependent, and

notivates patients to use the skills for self-nmanagenent of
di abetic condition.

CQut pati ent sel f-nmanagenent training services may be covered under
Medi care only if the physician who is managi ng the beneficiary's
di abetic condition certifies that such services are needed under
a conprehensive plan of care. This plan of care nust be rel ated
to the beneficiary's diabetic condition to ensure therapy
conpliance, or to provide the individual with the necessary
skills and know edge (including skills related to the self-

adm nistration of injectable drugs) to successfully manage their
condi tion.

Certified Training Prograns

To provi de di abetes outpatient self-nmanagenent training services,
the Health Care Financing Administration considers a certified
training programto be one conduced by:

Physi ci ans, individuals or entities that are paid under the
physi ci an-fee schedul e and neet the National Di abetes Advisory
Board Standards (NDAB), and

Ot her nonphysician practitioners whose services are paid for
under the physician fee schedule and who neet the NDAB st andards.
These nonphysician practitioners include: physician assistants
(PAs), nurse practitioners (NPs), nurse mdw ves (NMs), clinica
psychol ogi sts (CPs) and clinical social workers (CSW).

Note: It is the provider's responsibility to ensure that the
programis NDAB-certified.

A list of the National Diabetes Advisory Board (NDAB) standards
is included later in this article.



In keeping with the requirements of the |egislation, services
provi ded by individuals other than physicians are covered when
the services are provided within the current coverage

requi renents. These services may be provided in two ways. First,
the services performed by nonphysician practitioners nmay be
incident-to a physician's professional services, nust be an

i ntegral, although incidental part of the physician's persona

pr of essi onal services, and nust be performed under the
physician's direct personal supervision. Second, a nonphysician
practitioner such as a physician assistant or nurse practitioner
may be |icensed under state law to perform a specific nedica
procedure and nay be able to performthe procedure without
physi ci an supervi sion and have the services separately covered
and paid for directly by Medicare as physician's assistant or
nurse practitioner services. Medicare only covers procedures and
services that are perfornmed in accordance with state |icense

Billing Requirenments

Prior to billing for diabetes outpatient self-managenent training
services, all providers nust submit to the Medicare contractor an
Educati on Recognition Program (ERP) certificate fromthe Anerican
Di abet es Associ ation (ADA). Send the ERP certification to:

Medi care Regi stration
P. O. Box 44021
Attn: ERP Certificate

Jacksonville, FL 32231-4021

To avoid delays in paynent for services, be sure to include a
cover letter and your Provider ldentification Number (PIN) with
the ERP certificate. Note: For multiple providers in a group
setting, each individual provider nust submit a copy of the ERP
certificate with a cover letter and his/her individual PIN

I ndividuals or entities interested in obtaining an ERP
certificate should contact the American Di abetes Association
National O fice at 1-888-232-0822. A certificate of recognition
fromthe ERP ensures that the recogni zed educati onal program has
met the National Diabetes Advisory Board Standards.
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HCPCS Codi ng

The foll owi ng HCPCS codes have been established for the
out pati ent diabetes sel f-managenent training services:



(0108: Di abet es outpatieit self-managenment training services,
i ndi vi dual session, per 60 mnutes of training

0109: Di abet es out pati ent sel f-nmanagenent training services,
group session, per individual, per 60 mnutes of training.

Rei mbur senent anmounts are:

Partici pating:

Code: (0108

Loc 01/02: 52.91
Loc 03: 57.78
Loc 04: 60. 82

Code: (@0109

Loc 01/02: 31.39
Loc 03: 34.33
Loc 04: 36. 21

Non- Parti ci pating:

Code: (0108

Loc 01/02: 50.26
Loc 03: 54.89
Loc 04: 57.78

Code: (0109

Loc 01/02: 29.82
Loc 03: 32.61
Loc 04: 34. 40

Li m ting Charge:

Code: Q0108

Loc 01/02: 57.80
Loc 03: 63.12
Loc 04: 66. 45

Code: (0109

Loc 01/02: @G0109
Loc 03: @0109
Loc 04: 39.56

General Billing Guidelines

Services for diabetes outpatient self-nmanagenment training nust be
billed with the appropriate HCPCS code (0108 or G0109, in one
hour increnents only. If the training session lasts 90 ninutes,
only 60 minutes can be billed for that session



The billing of an eval uati on and managenent code i s not mandatory
before the billing of the di abetes self-managenent education
codes.

The nunber of patients in a group does not need to be identified
when billing for procedure code G0109.

Clains received prior to subnmitting the ERP certification or for
services performed outside of the certification period will be
deni ed paynent. Appeal rights will not be honored. Providers are
encouraged to refile any denied clains after receiving
notification from Medi care Registration that the ERP
certification has been received and Medicare Part B of Florida's
files have been updat ed.

Di abet es outpatient sel f-managenent training services rendered in
a Federal Qualified Health Center (FQHC) or a Rural Health Center
(RHC) setting by a nonphysician practitioner will be denied
paynment, since the paynment to the facility covers the charges for
t he professional services of Nurse Practitioners (NPs), Physician
Assistants (PAs) and Clinical Nurse Specialists (CNSs).

Di abet es out patient sel f-managenent training services are subject
to deducti bl e and coi nsurance.

Billing Guidelines for Non-Physician Practitioners

Enpl oyers of physician assistants (PAs) mnust bill the Medicare
Part B program for professional services furnished by the PA as
wel | as services furnished as an incident-to the professiona
services of a PA. The PA' s physician supervision (or a physician
desi gnated by the supervision physician or enpl oyer as provided
under State |law or regulation) is primarily responsible for the
overall direction and nmanagenent of the PA's professiona
activities and for assuring that the services provided are

nmedi cal |y appropriate for the patient. Pursuant to section 4512
(c) of the Bal anced Budget Act, Medicare payment for PA services
is made only to the PA's enpl oyer regardl ess of whether the PAis
enpl oyed as a W2 enpl oyee or whether the PAis acting as an

i ndependent contractor. Also, while a PA has an option in terns
of selecting enploynment arrangenents, only the enpl oyer can bil
a carrier or internediary for the PA's services.

Any service furnished by a PA nust be furnished under the genera
supervi sion of a physician. General supervision does not require
the physician to be present on the prem ses and i medi ately
avail abl e while all services are being furnished. Rather, the
physi ci an may be reached by tel ephone in case of an emergency.
However, any services furnished incident-to the professiona
services of the PA nust be furnished while the PA is present on
the premises and inmedi ately available in case of an energency
while these ancillary services are being furnished. Accordingly,
any services furnished incident to the professional service of a
PA must conply with all of the "incident-to" requirenents

menti oned above.



Clinical nurse specialists and nurse practitioners may bill the
Medi care Part B programdirectly for services that are perforned
in collaboration with a physician. They may also bill the program
directly for services furnished as an incident to their

pr of essi onal services in which case the direct supervision
requirenent in particular and all the incident-to requirenents

apply.

HCFA requires that CNs, NPs and the enployers of the PAs to
submit clains to the Part B carrier under their own respective
billing numbers for their professional services furnished in
facilities or other provider settings except in the case where
the services of these nonphysician practitioners are furnished to
patients in rural health clinics (RHCs) and federally qualified
health centers (FQHCs). Paynment for these services of these
nonphysi ci an practitioners in the RHC FQHC setting is bundl ed
under the facility cost paynent that is nade by the internediary
under the all inclusive rate.

Advance Notice/Liability Information

Providers are liable for denials that are the result of lack of
certification, and delils when the services are rendered outside
the certification period. The beneficiary cannot be held liable
for denials in these situations. This applies to both assigned
and nonassi gned cl ai ns.

IR RS SRR SRR EEEEREEEEEEEREEEEREEEEREEREEEEREEEREEEEREE SRR EEREEEEE SRR SRR S S

Page 26

Nat i onal Di abetes Advi sory Board Standards ( NDAB)

A certified provider nust neet all of the foll owi ng NDAB
standards and be recogni zed by the Anerican Di abetes Association
| . STRUCTURAL STANDARDS

A. Organi zational support by sponsoring organization

Standard 1: Maintain witten policy affirm ng education as
i ntegral conponent of diabetes care.

Standard 2: Provide education resources needed to achieve
obj ectives for target popul ation, including adequate space,
personnel, budget and instructional naterials.

Standard 3: Clearly define and document organizationa
rel ati onships, lines of authority, staffing, job descriptions,
and operational policies.



B. Comrmunity needs assessnent

St andard 4: Assess service area to define target popul ati on and
determ ne appropriate allocation of personnel and resources.

C. Program managenment

Standard 5: Establish standing advisory commttee including at

| east a physician, nurse educator, dietitian, behavioral science
expert, consuner, and comrunity representative to oversee the
program

Standard 6: The advisory committee should participate in annua
pl anning to deternine target popul ati on, program objectives,
partici pant access, and foll ow up nechanisns, instructiona

nmet hods, resource requirements, and program eval uation

Standard 7: Professional programstaff should have sufficient
time and resources for |esson planning, instruction
docunent ati on, eval uation, and follow up

Standard 8: Assess community resources periodically.

D. Program st aff

Standard 9: Designate a coordi nator responsible for program
pl anni ng, inplenentation, and eval uation

Standard 10: Programinstructors should include at |east a nurse
educator and dietitian with recent didactic and experientia
training in diabetes clinical and educational issues.
Certification as di abetes educator by the National Certification
Board of Di abetes Educators is recommended.

Standard 11: Professional program staff should obtain continuing
education about diabetes, educational principles, and behaviora
change strategi es.

E. Curriculum

Standard 12: The program nust be capabl e of offering, based on
target popul ati on needs, instruction in the follow ng 15 content
ar eas:



di abet es overvi ew

stress and psychosoci al adj ustment
fam ly invol venent and soci al support
nutrition

exercise and activity

medi cati ons

nmoni toring and use of results

rel ati onshi ps anong nutrition,
| evel s

preventi on,
preventi on,
and dental care

foot, skin,

behavi or change strategi es,
and probl em sol vi ng

benefits,
contr ol

ri sks and managenent

preconception care, pregnancy,

use of health care systenms and

Standard 13: Use instructiona
for the target popul ation.

F. Participant Access

Standard 14: Establish a systemto informthe target

and potential referra

t he program

sources

Standard 15: The program must
avai l abl e.

Standard 16: The program nust

and heal th agenci es.

I'l. PROCESS STANDARDS

goal

exerci se, nedication, and gl ucose

detection and treatment of acute conplications

detection and treatnment of chronic conplications

setting, risk factor reduction,

options for

i mprovi ng gl ucose

and gestational diabetes

connunity resources.

nmet hods and materials appropriate

popul ati on
of availability and benefits of

be conveniently and regularly

be responsive to requests for
information and referrals from consuners,

heal t h professional s,



A. Assessnent

Standard 17: Devel op and update an individualized assessnent for
each participant, including nedical history and health status;
health services utilization; risk factors; diabetes know edge and
skills; cultural influences; health beliefs, attitudes, behavior
and goal s; support systens; barrier to |earning; and

soci oeconomni c factors.
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B. Plan and | nplenentation

Standard 18: Devel op an individualized education plan, based on
the individualized assessnent, in collaboration with each
parti ci pant.

Standard 19: Docunent the assessnent, intervention, evaluation
and follow up for each participant, and coll aboration and
coordi nati on anobng program staff and other providers, in a

per manent record.

C. Follow up

Standard 20: Offer appropriate and tinely educationa
i ntervention based on periodic reassessnents of health status,
know edge, skills, attitude, goals, and self-care behaviors.

[11. OUTCOVE STANDARDS

A. Program

Standard 21: The advisory conmittee should revi ew program
performance annually, and use the results in subsequent planning
and program nodi fication.

B. Participant

Standard 22: The advisory conmittee should annually review and
eval uate predetermn ned outcones for program participants.
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P9603, P9604: Medicare Travel Allowance Fees for Coll ection of
Speci nens



Medi care Part B covers a specinen collection fee and trave

al  owance for a |laboratory technician to draw a specinmen from
ei ther a nursing hone patient or homebound patient; payment is
made based on the clinical |aboratory fee schedul e.

The information contained in this article is effective for clains
received on or after October 1, 1998, for services rendered on or
after January 1, 1998.

The travel codes allow for paynment either on a per mnileage basis
(procedure code P9603) or on a flat rate per trip basis
(procedure code P9604). Paynment of the travel allowance is made
only if a specinmen collection fee and | aboratory procedure(s) for
which it is drawn are al so payable. The travel allowance is

i ntended to cover the estimated travel costs of collecting a
speci men i ncluding the | aboratory technician's salary and trave
expenses.

Under either nethod, when one trip is made for nultiple specinen
collections (e.g., at a nursing home), the travel paynent
conmponent is prorated based on the nunber of specinmens collected
on that trip for both Medicare and non-Medi care patients, the
pur pose being to exclude paynment for non-Medicare patients. The
billing | aboratory nust prorate clains based on the instructions
and exanples that follow

Per Mle Travel Allowance (P9603)

Rei mbursenent is nade based on 75 cents per mle for a per mle
travel allowance (procedure code P9603). The per mle trave
allowance is to be used in situations where the average trip to
patients' honmes is longer than 20 mles round trip, and is to be
pro-rated in situations where speci nens are drawn or picked up
from non- Medi care patients in the sanme trip. At no tinme will the
| aboratory be allowed to bill for nore miles than are reasonable
or for mles not actually traveled by the | aboratory technician
In exanples 1 and 2 that follow, the actual mles traveled is
entered in the days or units field (block 24G on the HCFA 1500
claimform.

Exanple 1: A laboratory technician travels 60 mles round trip
froma lab in acity to a renote rural |ocation, and back to the
lab to draw a single Medicare patient's blood. The tota

rei mbursenent would be $45.00 (60 miles x $.75 per nile).

Exanple 2: A |l aboratory technician travels 40 nmiles fromthe | ab
to a Medicare patient's home to draw bl ood, then travels an
additional 10 miles to a non-Medicare patient's honme and then
travels 30 mles to return to the lab. The total niles traveled
woul d be 80 mles. The claimsubmitted for the Medicare patient
woul d be for one half of the mles traveled or $30.00 (40 x .75).

Fl at Rate Travel Allowance (P9604)



Rei mbursement is made based on an all owance of $7.50 one way. The
flat rate travel allowance is to be used in areas where average
trips are less than 20 mles round trip. The flat rate travel fee
is to be pro-rated for nore than one blood drawn at the sane
address, and for stops at the hones of Medicare and non- Medi care
patients. The pro-ration is done by the |aboratory when the claim
is submitted based on the nunber of patients seen on that trip
The specimen collection fee will be considered for paynent for
each patient encounter. In exanples 3, 4 &5, the units billed
must equal 2, in order to be reinbursed for the return trip

Exanple 3: A laboratory technician travels fromthe | aboratory
to a single Medicare patient's hone and returns to the | aboratory
wi t hout nmaking any other stops. The flat rate billed would be
calculated as follows: 2 x $7.50 for a total anpunt of $15.00,
with a units billed equal 2.
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Exanpl e 4: A laboratory technician travels fromthe |aboratory to
the hones of five patients to draw blood, four of the patients
are Medicare patients and one is not. An additional flat rate
woul d be charged to cover the 5 stops and the return trip to the
lab (6 x $7.50 =$45.00). Each of the clains submtted would be
for $9.00 ($45.00 /5 = $9.00). Since one of the patients is non-
Medi care, four clains would be submitted with a pro-rated fl at
rate of $9.00 each, and the units billed equal to 2.

Exanple 5: A |l aboratory technician travels froma |aboratory to a
nursing home and draws blood from5 patients and returns to the

| aboratory. Four of the patients are on Medicare and one is not.
The $7.50 flat rate is nmultiplied by two to cover the return trip
to the | aboratory (2 x $7.50 = $15.00) and then divided by five
(1/5 of $15.00 = $3.00). Since one of the patients is non-

Medi care, four clainm would be subnmitted with a pro-rated fl at
rate of $3.00 each, and the units billed equal to 2.
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Q159: Corrected Pricing for Adenoscan

In the July/August 1998 edition of the Medicare B UPDATE!, the
price for Adenoscan 90 ng/30 m (procedure code Q159) was
published incorrectly. The correct pricing is:

Code: Q0159

Descriptor: Adenoscan 90 ng/30 m single use via
Par All owance: $212.56

Non- Par Al | owance: $201.93

Limting Charge: $244.44
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Di agnostic Tests:



76090, 76091: Billing for a Diagnostic Manmogram Converted from a
Screeni ng Manmogr aphy

An article on page 34 of the July/August 1998 edition of the

Medi care B Update! discussed the new coverage benefit that allows
a radiologist to order additional mammography views without an
additional order fromthe treating physician when a screening
manmogr aphy shows a potential problem This article indicated
that when a radiologist's interpretation results in additiona
films on the sanme day, the mamography is no | onger considered a
screeni ng exam and that only the diagnostic X-rays may be billed
usi ng procedure codes 76090 (Manmography, unilateral) or 76091
(Manmogr aphy, bilateral).

New Modi fi er Devel oped

Ef fective for clainms processed on or after Cctober 1, 1998, when
billing a diagnostic manmogram that has been the result of a
screeni ng manmogram t hat showed a potential problem providers
must use nodifier GH (diagnostic mamogram converted from
screeni ng mamogram on the sane day).

UPI N Required

VWhen a radi ol ogi st orders additional filns based on the findings
of the screeni ng mamogr aphy, the radi ol ogi st becones the
ordering physician, and nust supply his or her UPIN. If the UPIN
is not included on the claim the claimw |l be returned as
unprocessabl e.

For additional information about this benefit, see the article
ref erenced above.
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84999QW 86308QW 86588QW Additional CLIA Waived Tests

On June 19, 1998, several tests were granted wai ved status under
the Clinical Lab |Inprovenment Amendnent (CLIA): The tests, their
assi gned procedure codes, and the 1998 clinical |aboratory fee
schedul e amobunts for these tests are:

CODE:  84999QW

DESCRI PTI ON:  Litrus Concepts FemExam TestCard (from vagi na
swab)

REI MBURSEMENT | NDI VI DUAL CONSI DERATI ON

CODE: 86308QwW
DESCRI PTI ON:  Wynt ek Di agnostics OSOM Mono Test (whol e bl ood)
REI MBURSEMENT  $7. 15

CODE:  86308QW



DESCRI PTI ON:  Seradyn Col or Q Mbno (whol e bl ood)
REI MBURSEMENT  $7. 15

CODE: 86588QW

DESCRI PTI ON:  Meridi an Di agnostics | munoCard STAT Strep A
(direct fromthroat swab)

REI MBURSEMENT  $13. 05

CODE: 86588QwW

DESCRI PTI ON:  Jant Pharmacal AccuStrip Strep A (lI1) (direct from
t hroat swab)

REI MBURSEMENT  $13. 05

Entities performng waived tests are required to report the
procedure code for the test plus procedure code nodifier QN (CLIA
wai ved test) where applicable (e.g., 86588QW. Such CLIA waived
tests submitted without procedure code nodifier QWw Il be denied
payment .

Providers issued a certificate for waived CLIA tests may only
performservices liste in the waived CLIA tests category. A list
of tests granted waived status under CLIA was published on page
68 of the Decenber 1997 Medicare B Update! Special |ssue: 1998
HCFA Common Procedure Codi ng System and Medi care Physician Fee
Schedul e Dat abase Update, page 27 of the May/June 1998 Updat e!
and page 18 of the March/April 1998 Update!
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Medi ci ne
90723, 90724: Pronoting Influenza and Pneunpbcoccal Vaccinations!

The flu season is here! Please renenber to pronote influenza and
pneunococcal vaccinations, both Medicare Part B covered
preventive health care benefits. These vaccines greatly reduce
hospi tal adm ssions for pneunpnia and deaths due to conplications
frominfluenza. Research shows that a provider's recommendation
appears to be a strong nmotivator for a patient to get vaccinated.
Research al so shows that systens-oriented, provider and
beneficiary interventions, or a conbination of all three, work in
promoting these two vacci nations.

St andi ng orders are one exanple of a systens-oriented
intervention that a hospital, public health clinic, nursing hone,
or home health agency can use to increase imunization rates. For
exanpl e, a physician could wite a standing order in the hospita
i npatient setting requiring the assessnment and vacci nati on of al
Medi care patients. A nmissed opportunity in the inpatient hospita
setting occurs when a beneficiary is discharged w thout being

of fered and receiving an influenza and/ or pneunpbcocca

vacci nation. M ssed opportunities can often result in a
beneficiary being readmtted to a hospital for influenza and

related illnesses, |ike pneunpnia. Unfortunately, missed
vacci nation opportunities occur in all settings. Systens-oriented
i nterventions, |ike standing orders, are one way of reducing

m ssed opportunities. Please note that a standing order is not



requi red for Medicare coverage of influenza i mruni zations, but it
is required for coverage of pneunobcoccal vaccinations.

Provi der and beneficiary interventions are also effective in
reduci ng m ssed vacci nati on opportunities. Physicians and their
of fice personnel can pronote influenza and pneunbcocca

vacci nations by hangi ng posters on their walls as a rem nder to
them and their patients, and using wall charts to track

i mruni zations. Mst inportantly, physicians can nake influenza
and pneunococcal vaccinations available in their office or refer
patients to other health care providers for these vaccinations.
Beneficiary interventions, |like direct mail and phone calls, are
al so worthwhile. Postcards and phone calls to beneficiaries help
remnd themto get vacci nated.

A conbi nation of system provider and beneficiary interventions
has been proven effective in increasing i munization rates,
especially when the provider intervention is part of the
strategy. Sinply put, Medicare beneficiaries are nost likely to
get inmuni zed when their physician specifically recomends
vacci nation. W ask that providers realize their significant
roles and di scuss and pronote influenza and pneunpcocca
vaccinations with their patients.

Pl ease renmenber that while influenza i muni zati ons are seasona
and should be given every year in the fall, pneunpbcocca
vacci nations can be given at any tinme of the year
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General ly, one pneunpbcoccal vaccination after the age of 65 is
all that a person needs to protect hinself/herself for a
lifetime. However, persons who are considered at highest risk,

like persons with chronic illnesses, |like diabetes, and
cardi ovascul ar or pul nonary di sease, and people with conpromn sed
i mune systens, |like chronic renal failure, should ask their

doctor if a booster pneunpbcoccal vaccination is necessary. If any
person 65 and over is unsure of his/her pneunbcoccal vaccination
status, revaccination is recommended and will be covered by

Medi care Part B

Your Medi care contractor can provide you with brochures and
posters free-of-charge to display in your offices to pronote both
i nfluenza and pneunobcoccal vacci nations. To request these
materials or for instructions on howto bill Medicare for

i nfl uenza and pneunococcal vaccinations, please call the Provider
Cust oner Service Department at (904) 634-4994.

Thank you for your help in bringing this inmportant preventive
health care benefit to Medicare beneficiaries.
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99238, 99239: Hospital Discharge by Tel ephone is Not Payabl e by
Medi car e



Hospi tal discharge codes (99238-99239) are to be utilized by the
physician to report all services provided to a patient on the
date of discharge (if the discharge is other than the date of
adm ssi on).

The di scharge includes: a final exam nation of the patient,

di scussion of the hospital stay, instructions for continuing
care, preparation of discharge records, prescriptions, and
referral fornms (if a referral is nmade). These services are
expected to be furnished to the patient face to face. Thus, a
physi ci an cannot discharge a patient via tel ephone and receive
rei mbursenent from Medicare
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Modi fier 22 - Unusual Procedural Services

Procedure code nodifier 22 (Unusual procedural services) is used
to describe services provided which are greater than that usually
required for the listed procedure. Clains submitted with nodifier
22 require additional docunentation to justify the nedical need
and additional paynent for the services. This docunentation nust
consi st of a separate narrative statenent describing services
that exceed the procedure code submitted in addition to an
operative report. Procedures submtted wi thout this docunentation
wi |l not be considered for additional paynent, even at the

i ndi vidual review | evel.
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Top Additional Information Request Letters Affecting |ndependent
Practici ng Physical / Cccupati onal Therapists

This article outlines the "top" additional information requests
identified during the first and second quarter of fiscal year
1998. Additionally, we have outlined the billing requirenents and
a few key tips to avoid receiving additional information request
letters. There has been a significant increase in requests for
"uni que physician identification nunbers (UPINs)"and "date the
pati ent was | ast seen by attendi ng physician" for clains

subm tted by | ndependent Physical/Occupational Therapists.

Additional information request letters may result from sinple
processi ng/ conpletion errors. To ensure that you are aware of the
appropriate actions to take when you receive an additiona

i nformati on request letter, we have provided tips to avoid

deni al s/ additional information request letters.

The followi ng information outlines the claimconpletion(HCFA-
1500) and the billing requirenments for services rendered by an
i ndependent|ly practicing physical or occupational therapist only.

DOCUMENTATI ON:  Date patient was | ast seen by the
attendi ng/referring physician and UPI N nunmber of that physician
(e.g. 020198 D12345 )

HCFA 1500 BLOCK#: Bl ock 19



Exanpl e: Date Last Seen (bl ock #19)

19 Reserved For Local Use
020198 D12345

EE R I O I R R R I I R R O I R R R R I R R O

Page 31
Devel opnent Questions 019 and 411

DEVELOPMENT QUESTI ON: 019
DEVELOPMENT MESSAGE: Please indicate the full nanme and UPI N of
the referring/attendi ng physician for services performed on

TIPS TO AVO D DEVELOPMENT: A UPIN is required on services filed
by i ndependent physical/occupational therapists. Indicate UPIN of
the attendi ng physician in block 19 of the HCFA 1500 claimform

If filing electronically refer to instructions bel ow.

DEVELOPMENT QUESTI ON: 411

DEVELOPMENT MESSAGE: Pl ease provide the date the patient was

| ast seen by the attending physician for physical/occupational

t herapy services performed on __ .

TIPS TO AVO D DEVELOPMENT: The date | ast seen by the attending
physi ci an (MVDDYY) format as well as the UPIN of the attending
physi ci an nmust be indicated in block 19 of the HCFA 1500 form |If
filing electronically refer to instructions bel ow

El ectronic Filing

RECORD/ FI ELD:  EA0. 20
FI ELD NAME: Referring physician provider |ID nunber
PCOSI Tl ONS: 80- 94

RECORDY FI ELD: EA0. 22
FI ELD NAME: Referring physician |ast nane
POSI TI ONS:  120- 139

RECORD/ FI ELD: EA0. 23
FI ELD NAME: Referring physician first nane
PCSI TI ONS:  140-151

RECORD/ FI ELD: EA0. 24
FI ELD NAME: Referring physician mddle initial
POSI TIONS:  140- 151

RECORD/ FI ELD: EA0. 46

FI ELD NAME: Date |ast seen by attendi ng physician ( CCYYMVDD)
f or mat

PCSI TIONS: 267-251



ANSI 837

TABLE: 2

SEQUENCE: 250.B

SEGVENT  NML

DATA ELEMENT: 09 (UP)

FI ELD NAME: Referring provider |D nunbe

TABLE: 2

SEQUENCE: 250.B

SEGVENT  NML

DATA ELEMENT: 03 (DN, 1)

FI ELD NAME: Referring provider |ast nane

TABLE: 2

SEQUENCE: 250.B

SEGVENT  NML

DATA ELEMENT: 04

FI ELD NAVE: Referring provider first name

TABLE: 2

SEQUENCE: 250.B

SEGVENT  NML

DATA ELEMENT: 05

FI ELD NAME: Referring provider mddle initia

TABLE: 2

SEQUENCE: 135.D

SEGVENT DTP

DATA ELEMENT: 03 (304)

FI ELD NAME: Date | ast seen
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Local and Focused Medical Review Policies

This section of the Medicare B Update! features new and revised

nmedi cal policies developed as a result of either the Loca

Medi cal Review (LMR) or Focused Medical Review initiatives. Both
initiatives are designed to ensure the appropriateness of nedica
care, and that the Carrier's nedical policies and review

gui delines are consistent with the accepted standards of nedica

practice.

Ef fecti ve Dates
The policies contained in this section are effective for clains

processed October 19, 1998, and after, unless otherw se noted.

Advance Notice Information



This is to rem nd readers that advance notice applies to al
medi cal policies published in the Focused and Local Medica
Revi ew section of the July/August Medicare B Update!

Sources of Information

The sources of information used in the devel opnent of these
policies my be obtained by accessing the Medicare Online BBS.
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J9999 O f - Label Use of Chenptherapy Drugs

The following are the conpl ete docunentation requirenents for the
of f-1abel use of chenotherapy drugs. The nedical policy, which
was effective for clains processed on or after August 17, 1998,
was published on page 46 of the July/August 1998 issue of the
Medi care B Update



Docunent ati on Requirenents

Medi cal record docunentati on mai ntai ned by the performng
physi ci an nust substantiate the nedical necessity for the use of
t hese chenot herapy drugs by clearly indicating the condition for
whi ch these drugs are being used. This docunentation is usually
found in the history and physical or in the office/progress

not es.

Advance Notice

Applies to nedical necessity (see page 4).
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Skilled Nursing Facility CGuidelines for Part B Services
Descri ption

According to Florida Statute [408.032(19), a Skilled Nursing
Facility (SNF) is an institution, or a distinct part of an
institution, which is primarily engaged in providing skilled
nursing care and related services to inpatients who require
medi cal or nursing care, or rehabilitation services for the
resident's rehabilitation

Federal regulations require SNFs and Nursing Facilities (NFs) to
provi de each resident with an initial and periodic conprehensive
assessment. This is done to ensure that the residents' nedical,
nursi ng, nental and psychol ogi cal needs are identified, a plan of
treatment is executed, and the needs are net through the
treatment plan. The care plan nmust be devised by an

i nterdisciplinary team which, at a mininmm includes the
attendi ng physician and the regi stered nurse responsible for the
resident's primary care. The components of the care plan, as
defined by the needs of the patient, are docunented on the

physi cian's order sheet and is signed by both the attending
physician and the resident's primary care regi stered nurse.

The physician's order sheet is used to |ist nedications, diet,
activities, and hygi enic needs which are generally dictated by
the plan of care. In addition, the physician's order sheet nmay be
used to list various provider specialities that will participate
in the total care of the resident such as audi ol ogy, optonetry,
podi atry, psychol ogy, psychiatry, physical therapy, and

occupati onal therapy.

The physician should never order, authorize or certify services
whi ch are not nedically necessary. Medical necessity of a service
nmust be docunented in the resident's nedical record by the
physi ci an.

Indications and Limtations of Coverage and/or Medical Necessity



Medi care will consider only those services and procedures

medi cal |y necessary if used for the diagnosis or treatment of an
illness or injury or to inprove the functioning of a malfornmed
body menber.

Laboratory tests, electrocardi ograns, portable chest x-rays and
ot her services and procedures are considered screening if they
are not performed to diagnose an illness, not performed to assist
the physician in treating an illness and/or not performed to nake
a change in the treatnment plan of the resident.

"PRN' or "standing" orders which are used when a new resident, or
when a new provi der sees the resident, are screeni ng and not

rei mbursabl e. Al so, procedures and services for the purpose of
obt ai ni ng baseline data fromthese services and procedures woul d
be consi dered screening and, therefore, noncovered by Medicare.
An exception woul d be any service specified as covered in the
Medi care Manual s whi ch woul d ot herwi se be consi dered screening or
preventative such as mamogranms, pap snmears, flu and pneunpcocca
pneunoni a vacci nations.

Al'l consults which the attendi ng physician requests nust be

medi cal |y necessary and not part of the care in which nost or al
residents receive as part of "routine" or "standing" orders,
i.e., the care a resident receives fromany provider nust be
specific, nedically necessary and appropriate for that resident.
If the attending physician consults another physician, for
exanpl e, a physiatrist, the consult nust neet the sane

requi renents as any other consult, i.e., it nust be nedically
reasonabl e and necessary. The consulted physician may assess the
patient and order services which are nedically necessary and
reasonabl e. The docunentation requirenments for the physician who
has been consulted are the sane as for the attendi ng physician
i.e., all ordered services must be nedically necessary and
reasonabl e.

Any service or procedure ordered because it is required by a
third party, such as insurance conpanies or state regul atory
agencies, and is not related to an illness, injury, synptom or
conplaint, is considered screening in nature and, therefore,
noncovered by Medicare.

Medi care of Florida has published nunmerous policies related to

| aboratory and other diagnostic testing. The requirements as set
forth in those policies should be the sane when ordering and
performing in a nursing facility (e.g., skilled, internediate or
custodi al levels of care).

HCPCS Codes



Vari ous di aghostic and therapeutic testing and other services and
procedures which could be considered screening in nature.

| CD-9 Codes That Support Medical Necessity

N A for this policy specifically, however, Medicare of Florida

may have a written policy which includes appropriate di agnoses

for the services performed. Therefore, these policies should be
adhered to when ordering services and procedures in the nursing
facility.
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Reasons for Denia

When a service or procedure is not clearly docunmented in a
resident's nedical record with respect both to its nedica
necessity and appropri at eness.

When a resident's attendi ng physician does not evaluate the
resident prior to authorizing or ordering for a non-energent
service or procedure.

VWhen anot her physician, whose attendance is requested by a
resident or a resident's interested famly nmenber or |ega
guardi an, does not evaluate the resident prior to but authorizing
or ordering the service or procedure.

When a "PRN' or "standing order" is authorized by a physician for
any provider specialty when the services of that provider are not
nmedi cal | y necessary and appropri ate.

VWen a "PRN'" or "standing order” for any routine screening
service is authorized by the physician and is not nedically
necessary and/or appropriate based on the resident's eval uation
and/ or assessment.

While all nursing facility residents require a conprehensive
assessnment, not everyone needs physical, occupational, or speech
t herapy eval uations or therapy services furnished by skilled

t herapi sts. Therefore, there is no requirenment that the nursing
facility provide further therapy evaluation or treatnment when
there has been no indication that the resident needs such

servi ces.

Noncovered | CD-9 Code(s)

N A except where indicated in another Medicare of Florida policy
that describes the service or treatnent ordered.



Codi ng Gui del i nes

N A

Docunent ati on Requirenents

HCFA requires SNFs to conduct periodic, conprehensive assessment
of each resident to determ ne which services the resident needs.
These assessnents and a conprehensive plan of care/ change in
pl an of care that relates to the assessnents should be clearly
docunent ed.

The nedi cal necessity for each service, procedure or therapy
performed nmust be clearly docunented by the physician in the
resident's nedical record. The service or procedure ordered mnust
clearly relate to an injury, an illness, a synpton(s), and/or
conplaint(s) of the resident. Docunentation of nedical necessity
may be found in the physician's order sheet and resident's
progress note.

In addition, when other providers are asked to eval uate and/or
treat the resident, the nedical necessity of the evaluation and
treatment and who requested it should be on the physician's order
sheet and in the resident's progress note. The provi der requested
to evaluate the resident nust docunent the evaluation and the
findi ngs of that eval uation

O her Conments

Physi ci ans shoul d refuse to order therapy eval uations, sign for

t herapy services, or sign certificates that the resident requires
skilled therapy unless they believe the services are 1) nedically
necessary and appropriate and 2) require the skills of a

t herapi st (for exanple, an order for services which could not be
furni shed by nursing staff because this would endanger the
resident or it would not have the desired effect on the
resident's outcone if perfornmed by other than a skilled
therapist). This applies regardl ess of whether the request for
physi ci an approval cones fromthe facility in connection with its
annual assessnents of all residents, or directly fromthe
therapist with regard to specific services for a particul ar

resi dent.

Any service, procedure, or therapy ordered for the resident nust
be nmedically necessary and appropriate for that particular
resident and should clearly be docunented by the physician
ordering the service, procedure, or therapy.

Emergency services nay be ordered prior to the physician
eval uating the patient.

Rati onal e For Creating Policy



This policy was developed in order to determ ne when it is
appropriate to order/performtherapeutic or diagnostic services
for nursing facility patients. Also, it clearly indicates that
t he physician who wites the order for a service must al so have
docunented in the resident's nmedical records the nedica
necessity of the service ordered.

CAC Not es

This policy does not express the sole opinion of the carrier or
the Carrier Medial Director. Although the final decision rests
with the carrier, this policy was devel oped in cooperation with
the Carrier Advisory Commttee which includes representatives
fromthe Florida Acadeny of Fami |y Physicians.

Advance Notice Statenment

Applies to medical necessity (see page 4).
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52282: Correction to Urethral Stents Article

The coverage for urethral stents was published on pages 49-50 of
t he Jul y/ August 1998 Medi care B UPDATE!. Two of the
contraindications listed were incorrectly published. On page 49
under the second list of contraindications, number 4 should read,
"Patients with known or suspected prostate cancer." The word
"treatabl e" has been renpved. Al so on page 50, contraindication
nunber 10 should read, "Patients with bl adder stones or

neur ogeni ¢ bl adder." The word "current" has been renoved.

As with the article pubished in the July/August edition, this
information is effective for clainms processed on or after August
17, 1998.

Advance Notice Statenment

Applies to nmedical necessity (see page 4).
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76075, 76076, 76078, 78350, (G0130-0133: Bone M neral Density

St udi es

The Bal anced Budget Act of 1997 has nmde provisions for

st andardi zati on of Medi care coverage of bone mass neasurenents.
Thi s standardi zed coverage is effective for clains with dates of
service furnished on or after July 1, 1998. The Local Medica

Revi ew Policy (LMRP) for Bone M neral Density Studies (76075) has
been revised to incorporate this national provision. This policy
revision is effective for clainms with dates of service furnished



on or after July 1, 1998. Listed belowis the revised LMRP for
Bone M neral Density Studies.

Ost eoporosis has classically been defined as skeletal fragility
due to | ow bone mass, which results in fractures associated with
mnimal trauma. To quantify this concept, osteoporosis has been
defined as bone mass nmore than 2.5 standard devi ati ons bel ow t he
mean of young nornmals. Osteoporosis is a mgjor health problem
and it has been estimted that 70% of fractures in wonen age 45
and ol der are the types associated with osteoporosis. Miltiple
risk factors have been identified that increase the risk for
devel opi ng osteoporosis (heredity, estrogen deficiency,

al coholism race and sex being the nost prom nent).

Bone m neral density studies are perforned to establish the

di agnosi s of osteoporosis and to assess the individual's risk for
subsequent fracture. Bone densitonetry includes the use of single
phot on absorptionetry (SPA), single energy x-ray absorptionetry
(SEXA), dual photon absorptionmetry (DPA), dual energy

radi ographi c absorptionetry (DEXA), quantitative conputed

t omogr aphy (QCT), and bone ultrasound densitonetry (BUD). Low
radi ati on dose, availability and ease of use have made DEXA the
nost widely used technique for neasuring bone density in clinica
trials and epi dem ol ogi cal studies.

Bone density can be neasured at the wist, spine, hip or

cal caneus. The nedical literature is divided on the accuracy of
predi cting osteoporosis of the spine or hip by neasuring

peri pheral sites (wist, calcaneus). It does appear, however,

t hat measurenent of bone density of the bone involved gives a
better neasurenent of osteoporosis than does nmeasurenent of
anot her bone not known to be invol ved.

Precise calibration of the equipnent is required for accuracy and
to reduce variation of test results and risk of m sclassification
of the degree of bone density. Lack of standardization in bone

m neral neasurenent renains an issue, and tests are best done on
the sanme suitably precise instrument to insure accuracy. It is

i mportant to use results obtained with the same scanner when
conparing a patient to a control population, as systematic

di fferences anobng scanners have been found. To ensure reliability
of bone mass neasurenents, the densitonmetry technol ogi st nust
have proper training in performng this procedure. Ml positioning
of a patient or analyzing a scan incorrectly can |ead to great
errors in bone mineral density studies.

A stationary bone densitoneter is a device that is permanently

| ocated in an office. A nobile densitoneter is one that is
transported by vehicle fromsite to site. A portable densitoneter
is one that can be picked up and noved fromone site to another

I ndications and Linmtations of Coverage and/or Medical Necessity
A bone mneral density study is covered for the follow ng

i ndications. In addition, all coverage criteria |isted bel ow nust
be net.



- Apatient with vertebral abnormalities as demponstrated by an x-
ray to be indicative of osteoporosis, osteopenia (low bone mass),
or vertebral fracture. For this indication use |ICD-9 code 733.02
for idiopathic osteoporosis, ICD-9 code 733.90 for osteopenia, or
| CD-9 codes 805.00-806.9 for vertebral fractures.

- A patient being nonitored to assess the response to or efficacy
of an FDA-approved osteoporosis drug therapy. Use | CD-9 code
733.00 for unspecified osteoporosis, ICD-9 code 733.01 for

post menopausal osteoporosis, I1CD-9 code 733.02 for idiopathic

ost eoporosi s.

- A patient with known prinmary hyperparathyroidism Use |CD9
code 252.0 for hyperparathyroidi sm

IR RS SRR SRR EEEEREEEEEEEREEEEREEEEREEREEEEREEEREEEEREE SRR EEREEEEE SRR SRR S S

Page 36

- A patient on receiving (or expecting to receive) corticosteroid
therapy (greater than 3 nonths, on the equival ent dose of 30 ngy
cortisone [or 7.5 ng prednisone ] or greater per day. Use ICD-9
code 733.09 for drug-induced osteoporosis and | CD-9 code E932.0
for adrenal cortical steroids.

- A worman who is estrogen-deficient and at clinical risk for
ost eoporosi s, based on her medical history and other findings.
For this indication use ICD-9 code 256.2 (postablative ovarian
failure) or 256.3 (other ovarian failure).

Coverage criteria for bone nmass neasurenments are as foll ows:

- There nust be an order by the individual's physician or
qual i fi ed nonphysician practitioner treating the patient
foll owi ng an eval uati on of the need for a measurenment, including
a deternmination as to the nedically appropriate neasurenent to be
used for the individual

- This service must be furnished by a qualified supplier or
provi der of such services under at |east the general |evel of
supervi sion of a physician;

- This service nust be reasonable and necessary for diagnosing,
treating, or nmonitoring a individual as defined above; and

- This service nmust be performed with a bone densitoneter or a
bone sononeter device approved or cleared for marketing by the



FDA for bone mass nmeasurenent purposes, with the exception of
dual photon absorptiometry devi ces.

Medi care may cover a bone mass neasurenent for a patient once
every 2 years. However, if nedically necessary, Medicare may
cover a bone mass neasurenent for a patient nore frequently than
every 2 years. Exanples of situations where nore frequent bone
mass neasuremnments procedures may be nedically necessary include,
but are not limted to, the foll ow ng nedical circunstances:

- Mnitoring patients on long-term glucocorticoid (steroid)
therapy of nore than 3 nonths; and

- Allowing for a confirmatory baseline bone nmass neasurenent
(either central or peripheral) to permit nonitoring of patients
in the future if the initial test was perforned with a techni que
that is different fromthe proposed nonitoring nmethod (for
exanple, if the initial test was performed using bone sononetry
and nonitoring is anticipated using bone densitonetry, Medicare
will allow coverage of baseline nmeasurenent using bone
densitonetry).

A bone mneral density study code should be billed only once
regardl ess of the nunmber of sites being tested or included in the
study ( i.e., if the spine and hip are perfornmed as part of the
same study only one can be billed).

HCPCS Codes

0130 Single energy x-ray absorptionetry (SEXA) bone density
study, one or nore sites, appendicul ar skel eton (peripheral)
(e.g., radius, wist, heel)

0131 Conputerized tonography bone m neral density study, one or
nore sites; axial skeleton (e.g., hips, pelvis, spine).

(0132 Conputerized tonography bone mneral density study, one or
nore sites; appendicul ar skel eton (peripheral) (e.g., radius,
wrist, heel).

(0133 U tra-sound bone m neral density study, one or nore sites,
appendi cul ar skel eton (peripheral) (e.g., radius, wist, heel)

76075 Dual energy x-ray absorptionetry (DEXA), bone density
study, one or nore sites; axial skeleton (e.g., hips, pelvis,
spi ne)



76076 Dual energy x-ray absorptionetry (DEXA), bone density
study, one or nore sites; appendicul ar skel eton (peripheral)
(e.g., radius, wist, heel)

76078 Radi ographi c absorptionetry (photodensitonetry), one or
nore sites

78350 Bone density (bone mineral content) study, one or nore
sites; single photon absorptionetry

| CD-9 Codes That Support Medical Necessity

252.0
256. 2
256. 3
733. 00
733.01
733. 02
733. 09
733.90
805. 00- 805. 9
806. 00- 806. 9
E932.0

Reasons for Deni a

- When perfornmed for indications other than those listed in the
"Indications and Limtations of Coverage" section of this policy.

- Tests not ordered by the appropriate physician or qualified
nonphysi ci an practitioner who is treating the beneficiary are not
reasonabl e and necessary. A physician or qualified nonphysician
practitioner treating the beneficiary for purposes of this
provision is one who furnishes a consultation or treats a
beneficiary for a specific nmedical problem and who uses the
results in the managenent of the patient.
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Bone density studies of any type including DEXA scans are not
covered under the portable x-ray benefit. The benefit allows for
x-ray filnms of the skeleton, chest or abdonmen. Although bone
density studies are radi ol ogy procedures, they are not x-ray
films. Also, to be a benefit of portable x-ray services the

equi pnent nust be portable to provide services in the hone.

CPT 78351 (Dual Photon Absorptionetry) is noncovered by Medicare
Cover age |ssues Manual 50-44).

Noncovered | CD-9 Code(s)



Any di agnoses not listed in the "ICD-9 Codes That Support Medica
Necessity" section of this policy.

Codi ng Gui del i nes

When perform ng bone mneral density studies, the CPT Code that
reflects the procedure that was perforned should be billed. See
t he HCPCS section for the appropriate CPT Codes.

Effective July 1, 1998, CPT Code 76070, 76070-26, and 76070-TC
changed froman "A" (active code) to a "G (not valid for

Medi care purposes) status. Medicare uses ot her codes for
reporting of, and paynent for these services. Conputerized

t omogr aphy bone mineral density study should now be reported with
HCPCS Codes (0131 and (0132.

Dual photon absorptionetry (CPT code 78351) renmins a noncovered
servi ce under Medicare and may not be reported under HCPCS codes
(76075) or (76076).

Phot odensi tonetry (a noni nvasi ve radi ol ogi cal procedure that
attenpts to assess bone nmass by neasuring the optical density of
extremty radi ographs with a photodensitoneter) is reported using
code 76078. Since this procedure is performed by taking an X-ray
of the hand sinmultaneous with an X-ray of a "phantoni, the X-ray
of the hand is not reinbursed separately.

One of the indications listed in this policy under the

"I ndi cations and Linmtations of Coverage and/or Medica

Necessity" section of this policy requires a dual diagnosis to be
submtted. Refer to this section of the policy.

Docunent ati on Requirenents

Medi cal record documentation maintained by the ordering/referring
physi ci an must indicate the nedical necessity for performng the
test and the test results. In addition, if the service exceeds
the frequency paraneter listed in this policy, docunmentation of
nmedi cal necessity nust be submitted. This information is usually
found in the history and physical, office/progress notes, or 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

studi es. The physician nmust state the clinical indication/nedica
necessity for the study in his order for the test.
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78460- 78465, 78478, and 78480: Myocardi al Perfusion |naging

On pages 37-38 of the May/June 1998 Medicare Part B Update, the
| ocal medical review policy for Myocardial Perfusion |mging



(procedure codes 78460- 78465, 78478, 78480) was published. Since
that time, procedure codes 78464 and 78465 were eval uated based
on a 1997 Focused Medi cal Review (FMR) aberrancy.

Anal ysis of 1997 Medicare clains data for the state of Florida
indicated that the Florida Carrier has allowed significantly nore
rei mbursenent per 1,000 Medicare beneficiaries than Medi care has
pai d nationally for procedure codes 78464 and 78465 by the

speci alties of Cardiology, Internal Medicine, Famly Practice,
Vascul ar Surgery, and Di agnostic Radi ol ogy.

According to the data for procedure code 78464, it appears that
sone providers are billing the single study procedure code on

di fferent days, when a patient is having the rest portion and
stress portion of the nyocardial inmmging on two consecutive days.
As a result of these findings, a revision of this policy was
needed to indicate the appropriate billing of nyocardia
perfusion i magi ng.

Based on the above information the follow ng indication for
perform ng a nyocardi al perfusion scan has been added to the

policy:

- Followup within 48 hours of an abnormal nultiple nmyocardia
perfusion scan to determ ne whether the perfusion defect is
related to nyocardial scarring or nyocardial ischem a. Usually
only a single study is needed to evaluate this indication

In addition, the foll owi ng coding guideline has been added:

- When perfornmng both the rest and stress portions of the
myocardi al perfusion imging for any one of the covered

i ndications, a nultiple study procedure code (78461, 78465)
shoul d be billed regardl ess of whether the imgi ng occurs on the
same day or two different days.

Al so, the information provided in the Codi ng Guideline section

regardi ng specific nyocardial imaging agents such as Cardiolite
and Thal | i um have been renopved. The new statenment reads as

foll ows, "Mocardial imaging agents used for cardi ac perfusion

studies both at rest and at stress are covered when billed with
procedure codes 78460-78465, 78478, and 78480."
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80061, 82172, 82465, 83715- 83721 and 84478: Lipid Profile/
Chol esterol Testing

Page 27 of the July/August 1997 Medicare B UPDATE! featured a
list of diagnoses for which Lipid Profile/Cholesterol Testing
(procedure codes 80061, 82178, 82465, 83715-83721, and 84478)
woul d be considered nedically necessary. Diagnosis range 414.10-
414.9 (Aneurysm of heart), was changed to 414.10-414.19 (Aneurysm



of heart). This change is effective for claims processed on or
after August 17, 1998

Advance Notice Statenent

Applies to nmedical necessity (see page 4).
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82330: lonized Cal cium

The Jul y/ August edition of the Update! included an article (page
53) about coverage for ionized calcium The diagnosis |ist
published in that article is inconplete. The follow ng diagnosis
list is conplete, and is effective for clainms processed on or
after August 17, 1998.

| CD-9 Codes That Support Medical Necessity

038.0
252.0
252.1
259.3
275.2
275. 41

275. 42

275. 49

278. 4

577.0-577.1
585
586.
588.
7383.
780.
781.
781.
787.
787.
788.
996.

o

-787.03

OALANONO~NO O

=N

=
N
o

V45. 1
V56. 0

Advance Notice Statenent

Applies to diagnosis (see page 4).
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80299, 81099, 84999, 85999, 86849, 86999, 87999, 88099, 88199,
88299, 88399, and 89399: Pathol ogy and Laboratory Unlisted
Procedures

According to the Current Procedure Term nol ogy (CPT-4) book, the
foll owi ng procedure codes are identified as unlisted services in
t he Pat hol ogy and Laboratory section: 80299, 81099, 84999, 85999,



86849, 86999, 87999, 88099, 88199, 88299, 88399, and 89399. Any
time one or nore of the unlisted procedure codes are bill ed,
docunent ati on supporting the medical necessity of the test nust
be submtted. Other pertinent information that should be included
in the docunentation is an adequate definition or description of
the nature, extent, and need for the procedure; and the tine,
effort, and equi pnment necessary to provide the service.
Additional itenms which nmay be included in the docunentation are:
conplexity of the synptons, final diagnosis, pertinent physica
findi ngs, diagnostic and therapeutic procedures, concurrent
probl ems, and follow up care

When docunentation is submtted to support the unlisted procedure
code(s), the nedical review personnel nmust be able to
differentiate the information which supports the nedica

necessity for the unlisted service fromthe information for other
| aboratory services billed on the sane day. It is expected that
the nmedi cal records be clearly marked or | abel ed on the
docunentation in order to determne the informtion pertaining to
the unlisted code. This can be done by highlighting, underlining,
in a cover letter, or any other means. If the nedical review
personnel cannot determ ne the applicable docunentation for the
unlisted procedure code, the service will be denied.
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84484, 84512: Coverage for Troponin

Troponin is a nuscle protein that attaches to both actin and
tropomyosin. It is concerned with cal ci um bindi ng and i nhibiting
cross-bridge formati on. The distribution of these isofornms varies
bet ween cardi ac nmuscle and slow and fast-twi tch skel etal muscle.
Their inportance lies in the fact that the isoforns troponin

and troponin T show a hi gh degree of cardiac specificity, and
therefore, have an inportant role in the diagnostic eval uation of
a patient presenting with synptons suggestive of a cardiac
origin.

Cardiac Troponin I (cTnl) is highly specific for nyocardia
tissue, is thirteen times nmore abundant in the myocardi umthan
CK-MB on a weight basis, is not detectable in the bl ood of
heal t hy persons, shows a greater proportional increase above the
upper limt of the reference interval in patients with nyocardia
infarction and renmins el evated for seven to ten days after an
epi sode of nyocardi al necrosis. In addition, neasurenents of cTnl
are useful to clarify which increases in CK-MB are due to
myocardi al injury and which ones reflect acute or chronic

skel etal nuscle abnormalities.

Troponin T, the troponyosin-binding protein of the regulatory
conplex located on the contractile apparatus of cardiac myocytes,
is also a sensitive and specific marker for nyocardi al necrosis.
Damaged heart mnuscle rel eases the protein, troponin T, which
increases in the bloodstreamas early as 3 hours after the onset
of chest pain and renmains at an elevated level for 2 to 7 days.



Troponin | evels are considered nedically reasonabl e and necessary
to rule out nyocardial injury only under the follow ng
condi tions:

- patient presents with signs and synptons of an acute nyocardi a
infarction (prolonged chest pain often described as squeezing,
choki ng, stabbing, etc., usually spreading across chest to the

| eft arm dyspnea, diaphoresis) which is confirnmed by an

el ectrocardi ogram (EKG ECG) ;
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- patient presents with vague or atypical synptons suggestive of
a cardiac origin, which is not confirnmed by an el ectrocardi ogram
or

- patient presents with the diagnosis of unstable angina and a
non Q wave nyocardial infarction with no ST elevation on the EKG

Initially, it is expected that a qualitative Troponin | eve
(procedure code 84512) is perforned on a patient with suspected
myocardial injury. If the results of the qualitative Troponin
level is positive, then the quantitative level of Troponin I or
Troponin T (procedure code 84484) is performed, usually with the
same bl ood specinen, to determne if the synptons are cardiac in
nature. The Troponin Cisoformis not useful in the management of
myocardial infarction and it is not necessary to nonitor both the
T and | isoform

The quantitative test is normally performed every 8-12 hours the
first 24 hours. Once the determination is made whet her myocardi a
injury has occurred, it is expected that a Troponin level will be
performed only when the results are to be used in the active
treatment of the patient.

Also, it is not necessary to use Troponin in addition to Creatine
Ki nase (procedure codes 82550-82554) in the nanagenent of
patients with nmyocardial infarction

To ensure the services are nedically necessary, Troponin |evels
are covered only for the follow ng di aghoses:

410. 00- 410. 92

411.1

413.0-413.9

427.0-427.9

785.0



786. 09
786. 50-726. 59

794. 31

Reasons for Denia

Troponin levels are not a covered service when perforned as a
routi ne screening procedure or in the absence of docunentation of
clinical findings in the patient's nedical record indicating
suspected myocardial injury.

When performed for indications other than those listed in the
"Indications and Limtations of Coverage and/or Medica
Necessity" section of this policy.

Noncovered | CD-9 Code(s)

Any di agnosis not included in the "ICD-9 Codes That Support
Medi cal Necessity" section of this policy.

Codi ng Gui del i nes

One unit of troponin is equivalent to one order for 84484 or one
order for 84512 regardl ess of the nunmber or mx of isoforns
provi ded. Therefore, regardless of the isofornms or mxture of

i sof orms provided, only one unit nmay be billed for each code.

Docunent ati on Requirenents

The nmedi cal records nust docunent the nedical necessity of the
test including the test results. This information is usually
found in the office/progress notes, energency/hospital notes,
and/or | aboratory results.

If the provider of the service is other than the
ordering/referring physician, that provider nmust 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.

Advance Notice Statenent

Applies to nmedical necessity (see page 4).
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85007-85031: CBC Di agnosi s Revi sion

Page 35 of the July/August 1997 Medicare B Update! featured the
policy on Conplete Blood Count. The di agnosis range for "other
der mat oses" was changed from 702.0-702.9 to 702.0-702.8. In



addition, the diagnosis for "acquired deformties of toe" was
changed from 735.00-735.9 to 735.0-735.09.

Advance Notice Requirenment

Applies to nmedical necessity
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93555, 93556: Billing for Radiol ogi c Supervision for Cardiac
Cat heteri zation

Based on sone recent questions regarding the billing of the
radi ol ogy codes in the 70000 series of the Current Procedura
Term nol ogy (CPT-4) book for the supervision and interpretion of
the injection procedures perforned during a Cardi ac
Catheterization, clarification is being nmade.

According to the 1998 Current Procedure Term nol ogy (CPT-4) book
the reporting of the imaging supervision, interpretation and
report for the injection procedures (93539-93545) during cardi ac
catheterization should be billed with procedure codes 93555
and/ or 93556. These codes represent the radiol ogy conpani on codes
for the injection procedures. Therefore, it is not appropriate to
bill the radi ol ogy codes identified in the 70000 section of the
CPT-4 book in addition to procedure codes 93555-93556.
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94760-94762: Noni nvasi ve Ear or Pulse Oxinetry for Oxygen
Sat ur ati on

Pul se oxinetry provides a sinple, accurate, and noni nvasive
techni que for the continuous or intermttent nonitoring of
arterial oxygen saturation. A small |ightweight device attaches
to the finger or toe and directs through the nail bed two

wavel engt hs of |ight; a photodetector neasures absorption
Arterial pulsation is used to gate the signal to the arteria
conponent of blood contained within the nail bed.

Ear oxinetry is a noninvasive nethod for evaluating arteria
oxygenation. Ear oxineters are comonly used in sleep studies.

The policy published here is effective for clainms processed on or
after August 17, 1998.

I ndications and Limtations of Coverage and/or Medical Necessity
Single and Multiple Determ nations

Medi care Part B in Florida will consider ear or pulse oxinetry
for oxygen saturation (CPT Codes 94760, 94761) to be nedically

necessary when the patient has a condition resulting in hypoxem a
and there is a need to assess the status of a chronic respiratory



condi tion, supplenmental oxygen requirenments and/or a therapeutic
regi men (see Covered | CD 9 Codes).

HCPCS Codes

94760 Noni nvasi ve ear or pulse oxinmetry for oxygen saturation
singl e determ nation

94761 Noni nvasi ve ear or pulse oxinmetry for oxygen saturation
mul tiple determ nations (e.g., during exercise)

| CD-9 Codes That Support Medical Necessity

162. 2-162.9
428.0

428.9

491. 20-491. 21
492.0-492.8
493. 00-493. 01
493.10-493. 11
493. 20-493. 21
493. 90-493. 91
494

496

515

518.5

518. 81

518. 89

786. 09

Conti nuous Overni ght Monitoring
Medi care Part B in Florida will consider ear or pulse oxinetry
for oxygen saturation by continuous overnight nonitoring (CPT

code 94762) to be medically necessary in the follow ng
ci rcunmst ances (see Covered | CD-9 Codes):

The patient nust have a condition for which intermttent arteria
bl ood gas sanpling is likely to miss inportant variations and

The patient nust have a condition resulting in hypoxem a and
there is a need to assess suppl emental oxygen requirements and/or
a therapeutic regimen.

HCPCS Codes

94762: Noni nvasive ear or pulse oxinetry for oxygen saturation by
conti nuous overni ght nonitoring (separate procedure)

| CD-9 Codes That Support Medical Necessity



Appropriate 1CD-9 codes for ear or pulse oxinetry for oxygen
saturati on by continuous overnight nonitoring (CPT code 94762)
i nclude the foll ow ng:

162. 2-162.9
428.0

428. 9

491. 20-491. 21
492.0-492.8
493. 00-493. 01
493.10-493. 11
493. 20-493. 21
493. 90-493. 91
494

496

515

518.5

518. 81

518. 89

780. 51

780. 53

780. 57

786. 09

Reasons for Denia

The use of ear or pulse oxinetry for indications other than those
listed in the "Indications and Limitations of Coverage and/or
Medi cal Necessity" section of this policy.

Noncovered | CD-9 Code(s)

Any di agnoses not listed in the "ICD9 Codes That Support Medica
Necessity" section of this policy.

Codi ng Gui del i nes

Rei mbur senent for noninvasive ear or pulse oxinetry for oxygen
saturation : single determ nation (CPT code 94760) is included in
the basic all owance of noninvasive ear or pulse oxinmetry for
oxygen saturation, multiple determ nation (CPT code 94761) when
performed on the sane day by the sanme provider

Docunent ati on Requi renents

Medi cal record docunentation maintai ned by the ordering/referring
physician (i.e., officel/progress notes) nust indicate the nedica
necessity for perform ng ear or pulse oxinmetry studies.
Additionally, a copy of the study results should be naintained in
t he nedi cal records.

If the provider of oximetry studies 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 study.
The ordering/referring physician nust state the clinica

i ndi cation/ nmedi cal necessity for the oxinetry study in his order
for the test.

Advance Notice Statenment

Applies to nmedical necessity (see page 4).
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Cal cul ation of EPO Paynents

On page 10 of the Novenber/Decenber 1997 Medicare Part B Update,
the cal cul ati on of EPO paynents based on a 90-day rolling average
hematocrit measurenent was published. Effective immediately, this
nmet hod of cal culation, referred to as the Hematocrit Measurenent
Audit (HVA) will not be used.

It is expected that chronic renal failure patients receiving EPO
for synptomati c anem a are being nonitored through hematocrit

| evel s (or equival ent henmogl obin) to nmaintain the hematocrit
level within the target hematocrit |evel of 30-36 percent. The
dosage of EPO required to naintain target hematocrit levels is
subj ect to individual patient variation and should be cal cul at ed,
according to patient response, with a goal not exceeding a
hematocrit of 36 percent.
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95900, 95903, 95904: Nerve Conduction Studies

On pages 49-51 of the May/June 1998 Medi care B Update, the
coverage for nerve conduction studies was published. Since the
publication of the article, a range of diagnosis codes, 335.0-
335.9, has been added to the "I CD-9 Codes That Support Medi cal
Necessity" section of the policy. This addition is effective for
clainms processed on or after Septenber 14, 1998.

Advance Notice Statenment

Applies to diagnosis (see page 4).
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A CLOSER LOOK
Al'l You Ever Wanted To Know About Crossovers!
Crossover is defined as the exchange of claiminformation from

Medi care Part B carrier to another insurance carrier, such as an
Aut omat ed Suppl emental Insurer, to Medicaid, or to a Medigap



i nsurer. These type of crossovers elimnate the need for
providers or beneficiaries to nmanually file paper clains for
suppl emental i nsurance to another insurer

This article is designed to help providers understand the

ci rcunmst ances under which Medicare Part B of Florida wll
crossover Medicare paynent data to various supplenental insurers.
In this article, the followi ng issues will be addressed:

- Automatic Crossover

- Medi caid Crossover

- Medi gap Crossover

- How to Bill Medigap

- Medi gap Paynment Issued to Patient

- Medigap Listing

- Exceptions for Certain Insurers
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Aut omati ¢ Crossover

Medi care Part B of Florida enters into contracts with private
insurers to automatically cross over Medicare claiminfornmation
el ectronically to the private insurer after our paynent
deterninati on has been nmade. This type of crossover does not
require the subnission of policy information on each claim

i nstead Medicare clains are automatically sent to the private



i nsurer based on the patient's eligibility (as defined by their
policy) for this transfer.

The private insurer provides the Medicare carrier an eligibility
file (tape) of the subscribers eligible for the automated
crossover. This eligibility file updates the individual's

Medi care record for the automated crossover. The Medicare carrier
does not nmanually add or delete an automated crossover. Only the
eligibility file provided by the private insurer updates the

Medi care records for the automated crossover.

A comprehensive |ist of the insurers and/or policies which have
clainms automatically crossed over from Medicare Part B of Florida
follows. This information is now avail able on the Medicare Online
Bull etin Board System (BBS) under the "Medigap Crossover Listing"
section. Additions to this listing will be maintained, as well as
bei ng published in future issues of the Medicare B Update!

Not all policyholders of a particular insurer have policies that
allow their clains to automatically crossover. Providers who are
unsure of whether a patient's contract includes this autonmated
crossover option shoul d:

- Ask the patient if their supplenmental policy includes the
automat ed crossover option; or

- Contact the patient's supplenental insurer to verify this
i nformati on.
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Pl ease keep in mnd that the Medicare carrier does not have
knowl edge if the patient's plan has the automated option

Aut omati ¢ Crossover | nsurers/Plans:

AARP/ Uni t ed Heal t hCare

Aetna Health Pl ans

AFSA Flightcare Suppl enmental (Adm nistered by KVI)

Ai d Association for Lutherans (Adm nistered by Miutual of Omraha)
American Family Life Assurance (AFLAC)

Anerican Genera

Anerican | nsurance Adm nistrative Group (Al AG

American Life and Accident (Adm nistered by United Anmerican
I nsur ance)



Ameri can Pioneer Life Insurance Conpany
Ameri can Postal Workers Union (APW)
Ant hem BCBS (| ndi ana)

AUSA Mast ercare Suppl enental (Adm nistered by KVI)
Bankers Life & Casualty

Bl ue Cross Blue Shield of Al abama

Bl ue Cross Blue Shield of Florida

Bl ue Cross Blue Shield of Illinois

Bl ue Cross Blue Shield of M chigan

Bl ue Cross Blue Shield of Wsconsin
Caterpillar Incorporated

Central States Insurance

Cl ai ms Adni ni stration

Col ogne Life Reinsurance

Col oni al Penn Life Insurance

Conti nental Ceneral Insurance (Adm nistered by Miutual of Omramha)

Continental Life |Insurance

Enmpire Blue Cross Blue Shield

Enpl oyers | nsurance of Wausau (Adm nistered by Mutual of Omaha)
Federal Hone Life Insurance (Adm nistered by Miutual of Omaha)
First Providian Life and Health (Adm nistered by Providi an)

FRA Fl eet Reserve Supplenmental (Adm nistered by KVI)

Garden State Life Insurance (Adnm nistered by Providian)

Gerber Medicare Select (Adm nistered by Col ogne Life Reinsurance)

G obe Life and Accident (Adm nistered by United Anerican
| nsurance)

Gover nment Enpl oyee Hospital Association (GEHA)
Group Health Insurance (CHI)

@ulf Life (Adm nistered by Anerican General)



Hartford-Al exandria Virginia (Adm nistered by Miutual of Omaha)
Hartford-Des Mines lowa (Adm nistered by KVI)
Harvest Life Insurance (Adm nistered by Mutual of Omaha)

Health and Life Insurance Co. of Anerica (Adninistered by Pioneer
Life)

Heal t hSour ce Provident (Adm nistered by Mutual of Oraha)
H ghmark I nc. (Formerly Pennsylvania Bl ue Shiel d)

Hurmana Heal th Pl an

I deal i fe I nsurance- Aneri plus (Adm nistered by Al AG
Kirke-Van Orsdel (KVI)

Li berty National (Adm nistered by United American |nsurance)
Mai | Handl ers Health Benefit Plan (Adm nistered by C ains
Adm ni stration)

Medi caid (TITLE 19)

Medi cal Mutual of Chio (Formerly BCBS of OChio)

Medi co Life Insurance (Adm nistered by Miutual of Omaha)
Mennonite Mutual Aid (Adm nistered by Mitual of Omaha)
Monunent al Cener al

Mut ual of Onmha

Mutual Protective (Adnm nistered by Miutual of Omaha)

Nati onal Association of Letter Carriers (NALAC

Nat i onwi de

Physi ci ans Mut ual

Pi oneer Life

Providian Life and Heal th Insurance

Pyram d Life Insurance (Adm nistered by Mutual of Omaha)
Retired Oficers (Adm nistered by KVI)

SAMBA

Secure Care (Adnm nistered by Providian)



Standard Life & Accident

State Mutual | nsurance Conpany (Adm nistered by Miutual of Onaha)
TROA Medi pl us (Adm nistered by KVI)

Uni on Bankers | nsurance

Uni care Life Insurance

Uni on Labor Life (Plans Adni nistered by Providian)

Uni on Labor Life (Plans Adm nistered by Al AG

United Anerican Insurance - d obe

United Commercial Travelers

United HealthCare (fornmerly Metrahealth)

Uni versal Fidelity Life (Adm nistered by Pioneer Life)
USAA Life I nsurance Conpany

Veterans Life Insurance (Adm nistered by Providian)
Wakely | nsurance (Adm nistered by Miutual of Oraha)
Worl d I nsurance (Adm nistered by Mutual of Omramha)

World Mutual of Providian (Adm nistered by Providian)
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Medi cai d

Medi cai d provides the Medicare carrier with an eligibility file
(tape) of the Medicaid enrollees. The eligibility file updates
each enroll ees Medicare record and the clains will automatically
crossover to Medicaid for processing. Currently, this activity
takes place without block 10d of the HCFA-1500 cl aimform being
conpleted. In the future, it may be required to conplete bl ock
10d.

As a reminder, providers treating patients who are entitled to
both Medi care and Medicaid the provider nust accept assignnent
for Medicare services, regardl ess of your participation status in
ei ther program For providers who accept Medicaid assignnment, the
total of Medicare and Medicaid' s paynent represent paynent in
full for the services rendered. In cases where Medi caid does not
make payment for certain services based on programlimtations,
provi ders should follow Medicaid' s guidelines for collection of

t hese anounts.



Medi cai d requires the issuance of a separate provider number for
processi ng purposes. Medicaid will accept clains crossed over
from Medi care only when the provider has a valid Medicaid

provi der nunber. If clainms are crossed over to Medicaid and the
provi der does not have a Medicaid provider nunmber, they are not
accepted by Medicaid. Therefore, Medicaid has no record of these
crossovers.

For providers who do not have a valid Medicaid provider nunber, a
Medi cai d enrol Il nent form nmay be obtained by witing to:

Medi caid Enrol | nent Unit
PO Box 7070
Tal | ahassee FL 32314

Medi gap Crossover

Medi gap is a Medicare supplenental policy offered by a private
entity to persons entitled to Medicare benefits and is
specifically designed to suppl enent Medicare benefits by filling
sone of the "gaps" in Medicare coverage. Medigap policies are
governed by individual state insurance departnents under federa
gui delines and regulations and fit into 10 standard Medi gap

pl ans.

Medi gap does not include Iimted benefits coverage such as
"specified disease" or "hospital indemity" coverage. Also, it
explicitly excludes a policy or plan offered by an enpl oyer to
enpl oyees or former enpl oyees, as well as plans offered by | abor
organi zati ons. These types of plans are generally NOT Medi gap
policies and are exenpt fromthe Medi gap crossover process.
Private insurers are not required to process crossover data for a
subscri ber whose policy is not a Medicare suppl enental plan. See
"Special Exceptions" in this article for nore information.

Under the Omi bus Budget Reconciliation Act (OBRA ) of 1987, The
Medi care carrier is required to transfer (crossover) claimdata
to private insurers for clainms submitted froma participating
provi der where the beneficiary maintains a "Medigap Policy." The
beneficiary nmust agree to assign his/her benefits under a Medi gap

policy to the Medicare provider. The insurer will process the
cl ai m based on the information received fromthe Medicare carrier
and paynent for the supplenental benefit will be nade directly to

the participating provider.

This type of crossover is perforned on a claimby-claimbasis for
partici pati ng Medi care providers. The Medi gap policy data nust be
subm tted on each claim See "HCFA-1500 Conpl etion Requirenments”
inthis article for conplete instructions.

Li stings of Medigap insurers are available on the Medicare Online
Bull etin Board System (BBS) under the "Medigap Crossover Listing"
section. Revisions to the list will be naintained, as well as
bei ng published in future issues of the Medicare B Update!



HCFA- 1500 Conpl eti on Requirenments for Medigap

Medi care will crossover Medicare paynent data to a Medigap
insurer only if requested to by the participating physician and
suppliers. By adhering to the follow ng guidelines,

provi ders/suppliers, whether they bill electronically or on
paper, paynment data can be forwarded to the Medi gap i nsurer

The followi ng information nmust be included on the HCFA-1500 claim
formin order for Medicare paynment data to be forwarded to the
Medi gap i nsurer. These instructions apply to specific blocks on

t he HCFA- 1500 claim form designated to contain Medi gap

i nformati on. For conpl ete HCFA-1500 cl aimform conpl etion

i nstructions, please refer to ther Septenber/Cctober 1997

Updat e! : HCFA- 1500 Conpl eti on Requirenents.

Payer ldentification (PAYERI D)

PAYERI D is a project spearheaded by the Health Care Fi nancing
Admi ni stration (HCFA) in which a unique identifier will be
assigned to every payer of health care clains. The inplenentation

date for this initiative has not been established.

Pl ease continue using the Florida carrier-assigned five-digit
Medi gap i nsurer nunmber where the PAYERID is referenced.
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Medi gap Field Requirenents

Item 9

Enter the |ast nanme, first nane, and niddle initial of the
enrollee in a Medigap policy, if it is different fromthat shown
initem2. OQherw se, enter the word SAME. |f no Medigap benefits
are assigned, |eave blank

Item 9a

Enter the policy and/or group nunber of the Medigap insured
preceded by MEDI GAP, M5 OR MGAP

NOTE: Item 9d must be conpleted if you enter a policy and/or
group nunber in Item 9a

Item 9b

Enter the Medigap insured's eight-digit birth date ( MVDDCCYY) and
sex.

Item 9c



Leave blank if a Medigap PAYERID is entered in item 9d. O herw se
enter the clainms processing address of the Medigap insurer. Use
an abbreviated street address, two |letter postal code, and zip
code copied fromthe Medigap insured' s Medigap identification
card. For exanple: 1257 Anywhere St MD 21204

Item 9d

Enter the nine-digit PAYERI D nunber of the Medigap insurer. If no
PAYERI D number exists, then enter the Medigap insurance program
or plan nane.

NOTE: PAYERI D has not been inplenented. Please continue using the
Florida carrier-assigned five-digit Medigap insurer nunber

ltem 13

The signature in this item authorizes paynent of mandated Medi gap
benefits to the participating physician or supplier if required
Medi gap information is included in item9 and its subdivisions.
The patient or his/her authorized representative signs this item
or the signature nmust be on file as a separate Medigap

aut horization. The Medi gap assignment on file in the
participating provider of servicel/supplier's office must be
insurer specific. It nmay state that the authorization applies to
all occasions of service until it is revoked.

NOTE: Only participating physicians and suppliers are to conplete
item9 and its subdivisions, and only when the beneficiary w shes
to assign his/her benefits under a nedigap policy to the

partici pati ng physician or supplier

Do not |ist other supplemental coverage in item9 and its

subdi visions at the tine a Medicare claimis filed. O her

suppl enental clains are forwarded automatically to the private
insurer if the private insurer contracts with the carrier to send
Medi care claiminformation electronically. If there is no such
contract, the beneficiary nust file his/her own suppl enenta

cl ai ns.

Florida Carrier-Assigned Medi gap | D#

We encourage the use of the Medigap insurer's carrier-assigned
nunber (item9d). This sinplifies the Medigap clai msubm ssion
and i nproves processing efficiency of the clains. The Florida
carrier-assigned nunbers can be found in the "Medigap Crossover
Li sting" on the Medicare Online Bulletin Board System (BBS).

El ectronic Filing



Providers billing electronic clainms should also follow the

st andar di zed HCFA-1500 cl ai m form conpl eti on requirenments when
subm tting Medigap information. If you are unsure about how to
enter the Medigap information into your conmputer, contact your
El ectroni ¢ Software Support Vendor.

Paper Filing

It is inportant for providers who subnmt clainms on paper to be
sure that all entered information is aligned within the field
paraneters, typed or machine printed in courier font, 12-point
size, and dark print. This will enable the Optical Character
Recogniti on (OCR) automated scanni ng systemto accurately read
and interpret the character entries.

How W Il You Know If The Crossover Was Successful ?

The provider will be notified when Medi care paynent data is
forwarded to the supplenental insurer. This notification will be
made on the Standard Paper Renmittance Advice Notice (PRN) sent to
the provider.

The foll owing Medicare Cl ai mLevel Renmarks Codes will be sent to
the provider on the PRN

If the claimis automatically crossed over to the supplenenta
i nsurer based on patient's eligibility. In some cases the nanme of
t he suppl emental insurance carrier will be given;

MA18: The claiminformation is also being forwarded to the
patient's supplenental insurer. Send any questions regarding
suppl enental benefits to them

If the claimis crossed over to the Medigap insurer

MA18: The claiminformation is also being forwarded to the
patient's supplenental insurer. Send any questions regarding
suppl enental benefits to them
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If conplete Medigap information is not provided on the HCFA-1500
claimform or if nore than one Medigap insurer is listed, the
Medi care paynent information will not be crossed over;

MA19: Information was not sent to the Medigap insurer due to
incorrect/invalid informati on you submitted concerning that

i nsurer. Please verify your information and submt your secondary
claimdirectly to that insurer.



It is the responsibility of the provider to collect any

suppl enental i nsurance paynent fromthe beneficiary when the
beneficiary's insurer is not a Medigap insurer, or the provider
does not participate in Mdicare;

MAO8: You should also submit this claimto the patient's other
i nsurer for potential paynment of supplenmental benefits. We did
not forward the claiminformation as the suppl enmental coverage is
not with a Medigap plan, or you do not participate in Medicare.

Adj ust nent s

Cl ai ns which require adjustnents by the carrier will be crossed
over to the Medigap insurer if paynment information was previously
crossed over to the Medigap insurer. However, not all insurers

who of fer automatic crossovers based on patient eligibility
accept the crossover of adjustnent paynent information.

Ret urned Medi gap Crossover C ai ns

Situations arise when the Medigap insurer may return the actua
crossover claimto the Medicare carrier. This could be the result

of :

- Not a Medicare Suppl enmental "Medigap” Plan

Unable to ldentify the Individua

Invalid Policy Nunber

Lapsed Cover age

When this occurs, we send the return crossover claimto the
provider with the reason identiied for the return.

Shoul d you receive our notification of a returned Medi gap
crossover claim please verify the patient's current supl enmental
i nsurance and subnit the claimdirectly to the appropriate
insurer if additional benefits are due. Please do not refile the
returned Medigap claimto the Medicare carrier

To avoid returned crossover claimnms, please verify the patient's
records to ensure you have current supplenmental insurance
information on file and al so understand the type of suppl enental
pl an.

Medi gap Paynent Made to the Patient
Any private Insurer who offers Medigap policies is regul ated

under the federal |egislation as outlined in the Omibus Budget
Reconciliation Act (OBRA) of 1987.



If the Insurer sends the paynment to the patient, you nust first
verify if the patient's supplemental policy is a true Medigap
policy. It may be indicated on the patient's suppl enent al

i nsurance card, or contact the supplenental insurer to verify the
type of plan.

No, the patient's policy is NOT a Medigap policy. The insurer

wi || rmake paynment based on the patient's contract. Retirenent

pl ans of fered by enployers or unions are not subject to the rules
that apply to Medigap policies.

Yes, the patient's policy is a Medigap policy. You should contact
that insurer and remind themthat they are required by OBRA 1987
to make their supplenental paynent directly to you when you have
conplied with all requirenents.

If the insurer persists in paying the patient on valid Medigap
policy holders, you may report this to the State Insurance
Department for the state in which the insurer is located. The

Fl ori da Departnment of Insurance Consuner Hel pline can provide you
with additional information. The hel pline nunmber is 1-800-342-
2762.

O, you may wite our Medigap coordinator for assistance.

Medi care Part B

PO Box 2078

Jacksonville FL 32231
Attn: Medi gap Coordi nator

Medi gap Listing for Medicare Part B of Florida
Where Can You Get the Listing?

The Medi gap Crossover Listing is available on the Florida

Medi care Online Bulletin Board System (BBS) to view, search, or
copy (download). This listing provides the Insurer Nane, Address,
the five-digit Florida carrier-assigned ID nunmber, and if the
claimis cross to the insurer

Medi gap i nsurers are added, revised, and del eted on an ongoi ng
basis. The Medicare Online BBS is updated as these changes are
made. You shoul d check the Medigap section of the Medicare Online
BBS on a regular basis (nmonthly), or check future issues of the
Medi care B Update! for insurer updates.

Since the Medigap Listing is available on the Medicare Online BBS
and the listing is continuously changing we will no |onger be
publ i shing a paper Medigap |isting.
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Fl orida Medicare Online Bulletin Board System (BBS)



The Florida Medicare Online BBS is an unattended persona

conmput er that accepts calls fromyour own conputer. This allows
you to access the Medi gap Crossover Listing, and other

i nformati on such as the UPIN Directory, Publications, Fee
Schedul es, and much nore! The Medicare Online BBS is available 24
hours a day, 7 days a week. And now the service is toll-free for
partici pati ng Medi care providers.

You can access the Medicare Online BBS using any conmuni cati ons
program you wi sh (i.e., ProComm QuickLink, HyperTerminal, etc.).
If you are unable to use your comunication software or do not
have any, we offer a FREE communications program The Medicare
Onl i ne access nunber is (800) 838-8859, or the Jacksonville
Flori da area should use 791-6991. If you have questions regarding
the Medicare Online BBS, contact our Help Line at (904) 791-8384.

Speci al Exception for Certain Insurers

Certain insurers notified Medicare Part B of Florida of
exceptions that apply to their plans. Specifically, they provided
information to help identify their "Medigap" plans. The follow ng
exceptions should be made when using the Medigap crossover for
the foll owi ng insurers.

Ant hem BCBS, Cincinnati OH
Medi gap | D Nunber 45016

Ant hem BCBS (Chi 0) individual Medicare Suppl emental Medigap plans
can be identified by the Identification Card. The ID card for

I ndi vi dual Medi gap plans have the letter "B" shown before the
identification nunber.

O her plans in which the nunber is preceded with |letters such as
"LOR, NGM HBI, and ARM' are CGROUP PLANS. These types of plans
are not Medi care Suppl emental Medi gap pl ans and shoul d not be
subm tted as Medi gap.

Bankers Commercial Life, Dallas TX
Medi gap | D Nunber 53008

Bankers Commercial Life Medicare Suppl enental Medi gap policy
nunbers begin with the letters MP, MW, and SM These letters are
then followed by up to six nunbers.

O her plans in which the nunber is preceded with letters such as
MVED or MHMS are not Medigap Pl ans. These plans shoul d not be
subm tted as Medi gap

BCBS of California, Chico CA
Medi gap | D Nunber 15111

BCBS of California' s Medicare Suppl enental Medigap plans can be
recogni zed by the follow ng plan nunbers:



500913, 500914, 500916, 500917, 500918, 500919, 500920, 500921
50922, 500923, 500924, 500927, 50028, PS2901, PS2902, PS2911
PS2912, SANOO1, SAS001, SFNOO1l, SFS001, SHNOO1l, SHS001, SINOO1,
and SI S001.

Ot her plans issued by BCBS of California not |isted above are not
Medi gap pl ans and shoul d not submtted as Medi gap.

BCBS of Hawaii, Honolulu H
Medi gap | D Nunber 21001

BCBS of Hawaii only processes Medigap clains for Hawaii Medica
Servi ce Association (HVSA) nenbers. The HMSA nenbers can be
identified with policy nunbers beginning with XLA or XLB

BCBS of Northeastern New York, Al bany NY
Medi gap | D Nunber 42157

BCBS of Northeastern New York Medicare Suppl enmental Medi gap pl an
identification card list the type of coverage as "Conplinmentary".
The Medi gap plans include the follow ng G oup Nunbers:

0956600, 0957300, 0963200, 0964200, 0966600, 0983200, 0984300,
0987200, 0987300, 0988000, 0988200, and W988000.

O her types of coverage plans issued by BCBS of Northeastern New
York are not Medicare Suppl emental plans and should not be

subm tted as Medigap. Only Conplinmentary plans listed in the
above group nunbers are Medicare Suppl enental plans.

Kanawha | nsurance, Lancaster SC
Medi gap | D Nunber 50019

Kanawha Medi care Suppl enental Medi gap pl ans can be identified by
t he Policy Nunber.

If the policy nunber is the individual's social security nunber
this is a GROUP PLAN. These types of plans are not Medicare
Suppl enent al Medi gap pl ans and should not be subnmitted as

Medi gap.

However, policy nunmbers other than the individual's socia
security number, the plan may be a Medi care Suppl enental Medi gap
pl an.

If unsure about the type of plan, you may call Kanawha to verify
the type of supplenental coverage. Their toll-free nunber is:
800- 635- 4252.

Principal Miutual Life, Omaha NE
Medi gap | D Nunber 37015



Princi pal Miutual Life designated their Onaha Nebraska Cl aim
Center as their sole claimpaying office for their Medigap
clainms. Al Medigap crossovers from Medicare carriers are sent to
their Omaha Cl aim Center, instead of other processing |ocations.

Principal Miutual Life's Medigap plans can be identified by the

I nsurance Card. Their Medigap identification card (reverse side)
will provide the statenent "Medi gap Coverage NOTE: PLEASE NOTI FY
YOUR DOCTOR/ MEDI CAL PROVI DER THAT THI S | S MEDI GAP COVERAGE"

Al so, the Medigap policy nunbers begin with the follow ng prefix:
N81493, N81494, N81496- N81498, N82112, N82332, N83125, N83350,
N83373, N83500, N83634, N83980, N84020, N84740, N84775, N85418,
N85561, N86558- N86581, NB86583- N86585, N86587- N86589, N86591-
N86598, N87748, N88118- N88156.

Ot her Principal Mitual Life plans (enployer or group) which the
identification card does not include the above statenent and the
policy nunber does not begin with the prefix above are not

Medi gap pl ans and shoul d not be submitted as Medi gap
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State Farm Regi onal, Wnter Haven FL
Medi gap | D Nunber 19033

State Farm Medi care Suppl enental Medi gap pl ans can be identified
by the policy nunber. The Medigap policies are identified by
policy nunbers which begin with "H' followed by up to el even
nunbers. An exanple is "H12345675959. These pl ans can be

subm tted as Medi gap

Anot her plan issued by State Farmis a Group Medical Plan. This
is a conprehensive nedical plan, not a Medicare Suppl enent al

pl an. The group nedical plan can be identified by policy nunbers
whi ch begin with "HG0003 or HGE0004". An exanple is
"HG000049999". The Group Medical plans should not be submitted as
Medi gap

Crossover Tips:

The following tips have been devel oped to assist providers in the
Crossover process.

- Make a copy of your patient's insurance card for your office
records.

- Talk to your patients about the types of supplenmental insurance
they may have. Deternmine if the insurance is a Medigap policy or
an Automated crossover. If the patient has a policy which

i ncl udes the automated crossover feature, no further action is
necessary. However, if the plan is NOT Medigap and we do not
contract with that private insurer for automated el ectronic
crossover the patient should file his/her own supplemental claim



- Verify whether the patient's secondary insurance has changed at
each visit.

- Use only the five digit Medigap insurer nunber on both paper
and el ectronic clains. Use of this nunber on your clains
elimnates the need for other insurer information (nane, address)
and sinplifies the conpletion, subm ssion, and processing of

Medi gap cl ai ns.

- Report only one Medigap insurer on your claimform |f nore
than one Medigap insurer is listed, the Medicare claimdata wll
not be crossed over. The beneficiary should deci de which insurer
to report when he/she has nore than one suppl emental insurer

- Renenber to allow at |east 45 days after receipt of the

St andard Paper Renittance Advice Notice for the processing of
clains crossed over to a supenental insurer before inquiring to
that insurer about the status of a claim

- Check the Medigap section of the Medicare Online BBS on a
regul ar basis (i.e., nonthly) or future issues of the Medicare B
Update! for insurer updates. Medigap Insurers and Autonated
Crossover Insurers are updated on an ongoi ng basis.

It is inmportant to renenber that if a beneficiary assigns his/her
Medi gap benefits to a participating provider, the provider may
not collect the co-insurance prior to filing the Medicare claim
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WHAT' S NEW FOR EMC?

El i m nati on of Funding EMC Toll-Free Lines for Participating
Physi ci ans and Suppliers

As part of incentives to increase participation, the Health Care
Fi nanci ng Admi ni stration (HCFA) made available toll-free lines to
providers for electronic nedia claims (EMC) transm ssion
Unfortunately, because of budget constraints, HCFA can no |onger
continue this incentive. Effective January 1, 1999, we can no

| onger provide EMC toll-free tel ephone service to participating
physi ci ans and suppliers. As your Medicare carrier, it is
extrenely inportant for us to assist you during this transition
in order to avoid any interruption in your subm ssion of

el ectronic clainms. It is our goal to help you obtain quality,

af fordabl e | ong di stance tel ephone service. While the decision on
whi ch conmpany to select is yours, there are a variety of charge
features fromwhich to choose. Please be aware that we cannot pay
any long distance service to deliver your electronic clains

subm ssions to us. As your Medicare carrier, we nust also renind
you that, at this tinme, we cannot accept electronic clains via
the Internet as this would risk the privacy of Medicare
beneficiary data. However, HCFA is exploring the Internet option



We will provide additional information to our participating

el ectronic providers and their senders and vendors in future
editions of this publication, and in separate mailings. This
information will include the toll numbers which will replace the
toll-free nunbers (this information is not available at this
writing).
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GENERAL EMC | NFORMATI ON

VWhat Can Prevent Claim Rejects?

This article was published in the last edition of the Medicare B
UPDATE! The HCFA-1500 fields in this article differ fromthose
previ ously published. The fields referenced in this article are
the correct ones. This article is being republished in its
entirety for readers' convenience.

The Provider Electronic Services departnent is striving to reduce
t he amount of clainms that reject for front-end edit errors. These
clains are not entered into the processing system which causes no
payment on your Medicare clains. We have listed below the top
three high volune errors for the nonth of May 1998 along with
preventive actions. Do not transmt any clains until these errors
are resol ved.

Error Message: |INV/MSS CLIA

Locati onRecord & Fi el d/ HCFA 1500 Form NSF FAO - 34 Position -
164- 178, 1500 claimform Block 23

Expl anation: CLIA # is invalid or mssing fromthe claimAs of
1/1/98 all physician offices and | aboratories billing clinica
di agnostic | ab services require a CLI A nunber.

Preventive Action: Read Medicare B Update! article (Jan/Feb' 98-
pg 43) for HCFA' s CLIA requirenents. Make corrections and re-
transmt the entire claim Talk with your vendor to have edits
pl aced in your systemto prevent this error fromobccuring. |If you
do not have a CLIA nunber call the Agency for Heal thcare
Admi ni stration at 850/ 487-3063

Error Message: PRV NOT | N GROUP

Locati onRecord & Fi el d/ HCFA 1500 Form NSF FAO - 23, 1500 claim
form Block 24K

Expl anation: You have entered a perform ng provider nunber that
is not a part of the PA group billingfor services.

Preventive Action: Verify suffix of the perform ng provider you
have entered. Make corrections and re-transmit the entire claim
If you are sure you have entered the correct provider nunber



with/w thout suffix, contact the Custoner Service Area at
904/ 634- 4994.

Error Message: | NV PROV NBR

Locati onRecord & Fi el d/ HCFA 1500 Form NSF 1.04 BAO - 02, NSF
2.0 BAO - 09, 1500 claim form Block 33

Expl anati on: The nunber you have entered for the billing
provider is not valid on the Medicare B provider files

Preventive Action: Verify the nunmber you have entered as the
billing provider. Make correction and re-transmt the entire
claim If you are sure you have keyed the correct nunber, then
contact the Customer Service Department at 904/ 634-4994.
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Conpl eti on of EDI Enrol |l nent Form

Effective for clainms transmtted July 1, 1998 and after

provi ders who have not conpl eted the HCFA- mandated EDI enrol | nent
formauthorizing electronic transm ssion of claims will not be
able to send clains electronically. The clainms will reject with
error nmessage "NO EDI ON FILE." The EDI enrollnment form nust be
on file for the provider nunber indicated in the BAO record field
02.0 (NSF version 1.04) or the BAO record field 09.0 (NSF version
2.0).

Procedure codes Q181 (Unspecified oral dosage form of anti-
emetic drug) effective 3/30/98, and J8999 (Prescription drug
oral, chenotherapeutic, not otherw se specified) effective
6/ 29/ 98, have been approved for electronic transm ssion. The
narrative record (HAO 05.0) has been opened for providers to
submit supporting docunentation for clainms processing.
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El ectronic Cl ai m Status

The Electronic Claim Status (ECS) systemis an aut omated
mechani sm used to obtain the status of pending claims for the

el ectronic nedia claim(EMC) sender |ocation. To access the data,
a sender dials into the Blue Cross Blue Shield of Florida
conputer to retrieve a file containing claiminformation for both
EMC and paper claimsystens that are pending in the Medicare Part
B system for 14 days or nore. The ECS file is organized by the
patient's |ast nanme for each billing provider. Using the ECS
systemelimnates the need for the provider/supplier to request
claiminformation fromthe Provider Custoner Service and the EMC
Support areas.

The sender nunber and the mail box identification assigned for EMC
transm ssions nust be used to retrieve the ECS file. The

conmuni cati on requirements are the sane as the requirenents for
EMC transm ssions. For nore information about Electronic Claim



Status, please, contact the Electronic Data |Interchange (EDI)
Department at (904) 791-6895.

DON' T DELAY!!! CALL (904) 791-6895 FOR MORE DETAILS
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PC- ACE : Medicare's Free Software

PC- ACE and the Pentium || Processor

If you plan to purchase or have purchased a personal conputer

with a Pentium Il Processor, be aware that the Bananacom
Communi cations we supply with the PC-ACE(tm) product will not
support the Pentium Il Processor. We suggest purchasing Procomm

Connections Data Term nal & FTP software for Wndows 95 or

W ndows NT 4.0 at a cost between $100.00 and $150.00. If you are
havi ng trouble | ocating the Comruni cati ons software pl ease
contact the PC-ACE(tm) Support at (904) 355-0313. Once you have
recei ved the software please contact our office and we will
provide you with a script and installation instructions.

PC- ACE Software Repl acenent

We are funded by the Health Care Financing Administration (HCFA)
to provide the PC-ACE(tm software product free of charge to
providers who are interested in sending their clains

el ectronically. No additional nonies, however, are allocated for
t he repl acenent of |ost or mssing software. Wth this in mnd
the PC-ACE(tm departnent is forced by budget restraints to begin
charging a nom nal administration fee of $25.00 for each

repl acenent set of diskettes effective i mediately.

Testing Requirenments for PC ACE

Prior to transmitting your first Commercial clainms in PRODUCTI ON
you nust send and pass a TEST transmni ssion. When preparing clains
for transm ssion, you will see the nessage: "lIs this to be a test
or production transm ssion". Answer T for test. The transni ssion
will be reviewed to ensure valid Commercial payers are used, and
to ensure potential errors, which could cause the clains to
reject, do not exist. You will be contacted within one business
day regarding the results of your test. Only after you have
passed your test, will you placed in a production status. C ains
sent in production wi thout a sucessful test will not be forwarded
to the cl earinghouse payer.
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When Was the Last Tinme You Transmitted a Clainf?

Any electronic submtter identification nunber issued to a

physician, a billing service, or a clearinghouse that has not
been used within the last six nmonths may be deleted from our
files. If you are still interested in transmtting your Medicare

B clainms electronically, please call the PES Marketing Depart nent



at (904) 791-8767. We are here to assist you with your nove into
the world of electronic production
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YEAR 2000

HCFA Sets Up A Vaccination Program Agai nst The M| enni um Bug

Everyone who hasn't been marooned on a desert island nust have
heard of the m Il ennium bug by now

Many conputer systens in the public and private sectors will be
affected by the Year 2000 M Il ennium (Y2K) bug if no action is
taken in a necessary debuggi ng procedure.

For many years, conputer systenms have carried two-position date
fields. Unless nodified, the fields will assune the year 2000 is
1900. This misinterpretation will cause systems to shutdown,
result in calculation errors or place at risk the inter-action
with other data systens.

Year 2000 bugs have already run anpok in a few data systens as

di scussed in recent newspaper articles. A commonly reported error
is that some credit card processing systens cannot accept credit
cards with expiration dates of 2000 or later. Such systens reject
the "0" as invalid, thereby causing a mjor problemfor both

busi nesses and their custoners. A simlar error may already have
occurred in sone health care providers' offices data systens when
patients attenpted to pay their bills with credit cards having
expiration dates of 2000 and beyond.

In essence, health care providers have many chances of becom ng
bedevil ed by Y2K bugs not only in the credit card processing
system but in their other systens such as automated payroll
billing, appointment, and patient records. This sane Y2K probl em
al so applies to many di agnostic and treatnent machi nes that have
an internal clock built in their conputer chips or software,

i ncl udi ng personal conputers.

To avoid the Y2K bug, conputer users should contact the vendor
who provided the software, hardware, or nedical equipnment, to
make sure that it is certified to continue working properly in
the year 2000.

The Y2K bug is not only an operational nuisance but a |ega
liability issue as well. Many attorneys believe that unless a
busi ness (health care provider) takes "reasonabl e and prudent™
measures to avoid Y2K bugs, they could be liable for any harm or
damage that their custonmers (patients) and suppliers nmay incur

While the systenms in your health care organizati on may be bug-
free, the cashfl ow operation can still be disrupted if the
managed care and fee-for-service payers have bugs in their



systenms that prevent clainms from being received, processed, or
pai d.

In conjunction with Medicare carriers and intermediaries, the
Health Care Fi nancing Admi nistration (HCFA) is working diligently
to make sure that Medicare's conputer systens and networks wil |
be Y2K bug-free. For exanple, HCFA has a programto
systematically assess, renovate and test each mission critica
systemin all its facilities, as well as those of each carrier
and i nternedi ary by Decenber 31, 1998

This target will have given HCFA a full year to fix any problens
that m ght have escaped detection during renovation and testing.
In addition, Medicare carriers and intermediaries will test their
el ectronic data inter-changes with the hospital information
system billing system and billing service. This testing ensures
that these systens interface and work properly with no
interruption in clainms and paynents processing after the clock
ticks at midnight on January 1, 2000.

From President Clinton to Donna E. Shalala to Nancy-Ann DeParl e,
there is support and urgency for the Y2K project. "At HCFA,
everyone has a commtnent to ensure that Medicare custoners will
not encounter paynent disruptions caused by a bug in our
systens," Gary Christoph, HCFA's Chief Information Oficer
recently said.

In addition to vendors, the Internet is a good place to | ook for
nmore information about Y2K problems. The followi ng Wb sites
contain useful information:

http:\\ww. year 2000. con( general technical and |ega
i nformation);

http: \\www. FDA. gov/ cdr h/yr 2000/ yr 2000. ht ml (medi ca
equi pnent) ;

http:\\ww. HCFA. gov (Medicare).
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Rem nder to Paper ClaimFilers: MIIennium Update Changes to the
HCFA- 1500 Instructions Effective Cctober 1, 1998

As of October 1, 1998, you will be required to enter 8-digit
birth dates on Form HCFA- 1500 for Medicare, Part B claims. This

i ncludes entering 2-digit nonths (MM and days (DD), and 4-digit
years (CCYY). The reporting requirenment for 8-digit birth dates
will not require a revision to the HCFA-1500 claimform However,
the instructions and printing specifications for the HCFA-1500
claimformwere changed so 8-digit birth dates can be reported.

HCFA- 1500 Fi el ds Affected by New Reporting Requirenent
I[ltem3 - Patient's Birth Date

Iltem9b - O her Insured' s Date of Birth
ltem l1lla - Insured's Date of Birth



Pl ease note that 8-digit birth dates nust be reported with a
space between nonth, day, and year (i.e., MM DD _CCYY). On the
HCFA- 1500 claimform the space between nonth, day, and year is
delineated by a dotted, vertical line.

To illustrate, if the patient's birthdate is January 21, 1935,
then you would enter the following in item 3 of Form HCFA- 1500:

3. Patient's Birth Date
MM DD YY
01 21 1935
If you do not submit 8-digit birth dates as of October 1, 1998,
your claimwi |l be returned to you as unprocessabl e.

HCFA- 1500 Fi el ds Not Affected by New Reporting Requiremnment

[tem 11b - Enpl oyer's Nane or School Nane
Item 12 - Patient or Authorized Person's Signature Date

Item 14 - Date of Current I|llness, Injury, or Preghancy
Item 16 - Dates Patient Unable to Work in Current Cccupation
Item 18 - Hospitalization Dates Related to Current |l1lness

Item 19 - Reserved for Local Use
Item 24a - Date(s) of Service
Item 31 - Signature of Physician/ Supplier

NOTE: Item 15 is not required for Medicare, Part B services.

You may enter either a 6- or 8-digit date for these fields (itens
11b, 12, 14, 16, 18, 19, 24a, or 31) as of Cctober 1, 1998.

If you choose to enter 8-digit dates for these fields, please
note the follow ng:

- Form HCFA- 1500 does not have to be revised to capture 8-digit
dates for the above fields.

- Al date fields, except for item 24a, must be reported with a
space between nonth, day, and year (i.e., MM DD CCYY). On Form
HCFA- 1500, the space between month, day, and year is delineated
by a dotted, vertical line.

- Item 24a nust be reported as one conti nuous numnber (i.e.
MVDDCCYY), wi thout any spaces between nonth, day, and year. By
entering a continuous nunber, the date(s) in item24a wll

penetrate the dotted, vertical |lines used to separate nonth, day,
and year. Qur clains processing systemw ||l be able to process
your claimif you penetrate these vertical |ines. However, all 8-

digit dates reported must stay within the confines of item 24a.



- Do not conpress or change the font of the "year" field in item
24a to keep the date within the confines of item24a. If you
enter a continuous number in item 24a with no spaces between
nmont h, day, and year, you will not need to conpress the "year"
field to remain within the confines of item 24a

- The "front' date in item 24a nust not run into the "to" date

field, and the "to" date nmust not run into item 24b.

- Dates reported in item 24a nust not be reported with a sl ash
bet ween nonth, day, and year

- If you decide to enter 8-digit dates for itens 1l1lb, 12, 14, 16,
18, 19, 24a, or 31, you nust enter 8-digit dates for all these
fields. For instance, you are not permtted to enter 8-digit
dates for itenms 11b, 12, 14, 16, 18, 19, 31 and a 6-digit date
for item 24a. The sane applies to those who wish to submit 6-
digit dates for these fields.

If you do not adhere to the above requirements, your claimwl]l
be returned to you as unprocessable as of October 1, 1998.

Note for Electronic ClaimSenders

El ectronic Media Clains (EMC) filing requirenments differ from
t hose above. Vendors have been notified of these changes. To find
out how the Year 2000 issues affect you, contact your vendor
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What Does Y2K Readi ness Mean?

The Year 2000 (Y2K) conputer problem affects nyriad types of

mai nframe, m d-range and personal conputer hardware, and diverse
forms of software. Experts are predicting that the cost to
correct the Year 2000 problens worldwide will be in the range of
hundreds of billions of dollars. In addition, some experts have
expressed concerns that sone conpani es may not conplete the
corrective work on time and may suffer some Y2K-rel ated conputer
system shutdowns. The nmain reasons for these concerns are:

- Over 500 software | anguages are involved, wth automated
corrective tools being available for only a few of the |anguages;

- There is an apparent shortage of trained programmers to do the
manual corrective work required; and

- A substantial nunber of conpanies are reportedly behind

schedule in their corrective work and testing.

Many conpani es, including your Medicare contractor, are actively
and aggressively working the Y2K readi ness issues. Ot her entities



that may affect you if a plan for the Year 2000 readi ness is not
i mpl enented are banks, credit unions, credit cards, pharnacies,
nortgage and i nsurance comnpani es.

As we approach the year 2000, many changes nust be inpl emented,
not only to the conputer systens but to the procedures that
provi de i nput data for the conmputer systens. Places of business
may be vul nerable to inpacts caused by the Year 2000 issue. Sone
of the equi pment and devices that nay be affected by the Y2K

i ssue are:

- PC hardware and software

- X-ray machi nes,

- Electronic/digital medical equipnent that uses date/tine
entries,

- Electronic/digital nonitoring equi pment that uses date/tine
entries,

- Electronic nmedia claim (EMC) software if you submit clains
el ectronically.

Conmput ers and conputer software are not the only itens that can
be affected by the Year 2000 issue. The following is a |ist of
conmon devi ces used in the home or office which could al so be
af f ect ed:

- Answering machi nes

- Fax machi nes

- Security systens

- Fire and snoke al arns

- Sprinkler systens

- I ndoor and outdoor lighting (set on a tiner)

- Itens with automatic tinmers such as a pool punp
- El evator panels

- Air conditioner systens

- Safety vaults with tinme | ocks

- Tel evisions and VCRs

- Radi os and stereo systemns

- Tel ephones

- Clocks and al arm cl ock radios

- Autonpbil es contai ning sophisticated conmputer chips in the
el ectronic system

CGeneral information about the Year 2000 is avail able on the
foll owi ng web sites:

http://ww. fcc. gov/year2000
http://ww.y2k. gov

http://ww Rx@000. org
http://ww. hcfa. gov/ Medi care/ edi /edi . ht m

Pl ease note: We do not endorse the infornmation contained at these
sites.
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Duplicate Medicare Renmittance Notices



Duplicate copies of Medicare Rem ttance Notices (MRNs) are not
avail abl e except in unusual circunmstances (e.g., original MRN was
destroyed, original had m ssing pages, etc.).

In these unusual situations, providers may request duplicate MRNs
by calling (904) 634-4994 or by witing to:

Medi care Part B
PO Box 2360
Jacksonville FL 32231
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Ref und of Medicare Part B Funds

One of the accountabilities of the Medicare Part B Fi nancia
Services Departnment is the collection of Medicare Part B funds
t hat have been overpaid for various reasons.

The departnent receives checks from providers' offices refunding
substantial anmounts of noney after detecting the existence of
Medi care Part B overpaid funds. The providers' offices detect
these overpaynents as a result of internal audits, review of

of fice records, identification and detection of billing errors,
cl eaning of patient's accounts, etc.

Very often, these refund checks are received with insufficient or
no information to properly credit the refunded amount to the
appropriate beneficiaries' accounts.

Any tinme an overpaynent is identified in our office you need to
refund the overpaid anount to Medicare Part B. It is not
necessary for you to wait for our office to request the

over paynent .

To ensure tinely and accurate posting of these overpaynents,
pl ease include, along with the refund check

- a detailed explanation of the reason for the refund,

- alist of the beneficiaries involved in the refund. The |i st
nmust include for each beneficiary:

- the beneficiary's first and | ast nane

- the beneficiary's health insurance clai m nunber

- the date of service(s) in question

- the procedure code(s) involved in the overpaynent

- the anount being refunded for each overpaid service.



Make the refund check payable to Medicare Part B and send the
refund check and the appropriate docunentation to:

Medi care Part B

Fi nanci al Servi ces Depart nent
P. 0. Box 44141

Jacksonville, FlI 32231-0048

Requests for underpaynents or request for additional paynment nust
be sent to

Medi care Part B
P. 0. Box 2360
Jacksonville, FI 32231-0018

Refer to the Financial Services Departnent insert in the
March/ April 1998 Medicare B Update! for additional information.
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Document ati on for Rehabilitation Medicine Visits

The followi ng are the docunmentation requirenments for physiatrist
rehabilitation nedicine visits that have exceeded the accepted

st andards of nedical practice:

- Progress notes for dates of service in question

- Witten periodic reassessnent that nust include a statenent
addressing all of the follow ng:

Beneficiary's inprovenent, decline or stabilization froma
nmedi cal and rehabilitation perspective.

This may i ncl ude:
- Psychol ogi cal support utilized for psycho/social adjustnent

- Laboratory results

- Eval uation of therapeutic appliance and/or nodification of
activities of daily living

- Medi cal / paranedi cal consults which expedite the rehabilitative
process

Progress of the patient's integration into the community

- Changes in treatnment indicative of the beneficiary's progress

Estimated | ength of treatnent

Justification for extending the | ength of treatnent

Di scharge pl anni ng



Docunent ati on from a team conference directed by a physician that
contains all of the required information will be considered
reassessnent.
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New Provi der Applications are Available for Distribution

The Heal th Care Financing Adm nistration (HCFA) has rel eased new
provi der enroll nent applications. W have been instructed to
utilize these new applications and to no | onger accept the

previ ously used applications after Septenber 30, 1998. W
encourage the utilization of the new forms for new applicants,
groups enrolling new nmenbers, and changes that are not currently
in progress. For identification purposes, the previous
applications have the form nunber and revision date (5/97) in the
| ower | eft corner of the application where the |atest version has
the form nunber and revision date (1/98) indicated in the | ower

| eft hand corner.

All 5/97 revised versions of form HCFA-855 that are in progress
prior to Septenber 30, 1998, will continue to be processed

t hrough conpletion. This includes but is not linmted to
applications that have been returned to the applicant by the

Medi care contractor, (e.g., application initially received by the
Medi care contractor or State Agency prior to Septenber 30, 1998
(postnmark date) then returned to the applicant for any reason and
subsequently resubnitted to the Medicare contractor or State
Agency after Septenmber 30, 1998). All 5/97 versions of form HCFA-
855 received by the Medicare contractor or State Agency for the
first time after Septenber 30, 1998, will be returned to the
applicant.
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What's the Difference?

Qutlined bel ow are the nost significant changes regarding the new
Medi care General Enrollnent Application form (HCFA-855), the

I ndi vi dual Reassi gnnment of Benefits form (HCFA-855R), and the
Change of Information form ( HCFA- 855C)

The entire application formmy no | onger be copied or reproduced
with original signatures. Only original blue (HCFA-855), pink
(HCFA-855C) and green (HCFA-855R) applications will be accepted.
Certain sections within the application nmay be copied and
submitted with the original application forns.

AW formis no |onger acceptable as tax identification
docunentation. A copy of the CP 575 or any I RS docunent
confirm ng the Tax ldentification Nunber (e.g., 8109 tax coupon)
nmust be included with the application. G oups/organizati ons who
have never conpl eted a HCFA-855 application form (inplenmented
5/96) nust submit a copy of the IRS docunment with HCFA-855C and
HCFA- 855R forns to prevent delays in processing. Not-for-profit
organi zati ons nmust submit a copy of the 501(c)(3) approva
notification fromthe I|IRS.



Certification/Attestation statenments on all forms nust be signed
by the applicant or authorized representative. The authorized
representative nmust be an officer, chief executive officer

senior or majority partner, director, owner, or soneone who can
obligate and commt the individual or entity to Medicare |aws and
regul ations. Entities may appoint an authorized representative by
submtting a docunented del egation of authority froma conpany

of ficer. The del egation of authority nust include a statenent

i ndi cating the appointed representative understands and agrees to
abi de by the conditions outlined in the certification statenent
(section 18) of the HCFA-855 form The Social Security Number of
t he appoi nted representative nust be indicated with the effective
date. The conpany officer and all appointed representatives nust
sign the application or delegation of authority to certify that
he/ she is authorized to bind the entity. |f changing authorized
representatives, form HCFA-855C nust be signed by a conpany

of ficer. An appointed authorized representative may not change
this information.

For m HCFA- 855R conpl etely repl aces form HCFA-855G | ndividuals
reassigning their benefits must conpl ete form HCFA-855R. Section
13 of form HCFA-855 should only be conpleted by business

organi zations (e.g., groups reassigning benefits to a hospital).

Two individuals requesting rei mbursenment under the same tax
i dentification nunber nmust enroll as a group

Pl ease ensure you read the hel pful hints docunment included in
t he application package as well as the application instructions
in order to prevent delays in processing and returns. It is
better to supply too nuch information, rather than | eave sections
bl ank and have the application returned as inconplete.

If you are enrolling a new provider, updating information on an
exi sting provider, or adding a group nenber, please call the

Cust oner Service Department at (904) 634-4994 to obtain a new
application. The matrix on the foll owi ng page may assist you in
det erm ni ng which sections of the HCFA-855 form nust be conpl eted
for new providers.

Changes

Changes to any provider information should be reported utilizing
f orm HCFA- 855 or form HCFA-855C. Although all changes may be
reported utilizing form HCFA 855, form HCFA-855C may be used for
reporting changes such as nanme, address, phone, specialty,
requests for cancellation of provider nunbers, addition or
del etion of an authorized representative, or potentia
term nation of current ownership. |If the changes are not one of
these itens, they nust be reported utilizing form HCFA-855. The
certification statement nust always be signed by an authorized
representative (see above for definition of authorized
representative) when submtting form HCFA-855 or HCFA- 855C.



Certified Providers

If you are a provider with one of the specialties |isted bel ow
and are interested in becoming a Medicare provider, the Agency
For Health Care Adm nistration (AHCA) should be contacted to
begin the enroll nent process. The tel ephone nunber for AHCA is
(850) 487-2717.

Accredited Hospita

Ambul at ory Surgical Center

Christian Science Hospita

Community Mental Health Center

Conprehensive Qutpatient Rehabilitation Facility (CORF)
ESRD Facility

Federally Qualified Health Center

Home Heal th Agency

Hospi ce

I ndi an Health Service Facility

Non- accredi ted Hospita

Occupational Therapi st

Physi cal Ther api st

Portabl e X-ray Supplier

Rehabilitation Facility/ Qutpatient Therapy Facility
Rural Health Clinic

Rural Primary Care Hospita

Skilled Nursing Unit/Facility
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COVPLETI NG THE HCFA 855 NON- CERTI FI ED PROVI DERS
--formnot available in this format--
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VWhen |s Medicare Primary or Secondary?

Medi care identifies a beneficiary for secondary paynent when

i nformati on provided indicates there nmay be other primary

i nsurance i nvolvenent. This information nmay cone from cl ai ns
submitted to Medi care where other insurance involvenent has been
indicated or if the Social Security Adm nistration provided
Medi care with this information. Sonetines, other insurance
carriers notify Medicare that there is other insurance

i nvol vemrent. In any of these instances, the beneficiary's
entitlenment records are identified as having other insurance
primary to Medicare. Future clainms are then processed accordi ng
to the Medicare Secondary Payer (MSP) guidelines.

How Can | Get My Cl ai m Reprocessed When Medicare Is the Prinmary
Payer ?

Cl ai ns deni ed by Medicare due to other insurance involvenment may
be reprocessed if there is no other insurance primary to



Medi care. I n such cases, providers may instruct the beneficiary
to contact Medicare Part B to have the beneficiary's eligibility
records updated. The beneficiary may call the Medicare Part B
Beneficiary Custoner Service Area, where the information can be
easily taken over the phone, or the beneficiary may wite to
Medi care. When writing, the beneficiary nust indicate that

Medi care is the primary insurance, and provide the necessary
informati on (generally, retirenent dates of both the beneficiary
and spouse are needed). Once the beneficiary has contacted the
Medi care office, the beneficiary's file will be updated and al
clains involved will be reprocessed. Until this information is
updated on the beneficiary's file, subsequent clains may continue
to be denied paynment; however, all clains will be reprocessed.

NOTE: This information can only be provided by the beneficiary,
the beneficiary's legal representative, or the beneficiary's
spouse.

VWhat Happens Wen the Beneficiary's Eligibility Records Are
Updat ed?

Once it is established that a beneficiary is not covered by other
i nsurance, several things will happen

- The beneficiary's file is updated to reflect Medicare as
pri mary payer;

- Al pending clainms awaiting a response for MSP information are
rel eased for processing; and

- Al clainms denied based on suspected Medi care Secondary Payer
i nvol venent will be reprocessed.

The beneficiary may call 1-800-333-7586 to provide the necessary
i nformati on to update our records.

O wite to:

Medi care Secondary Payer (MSP)
P. O. Box 44078
Jacksonville, FL 32231

VWhat if Medicare |I's the Secondary Payer?

In cases where the beneficiary or their spouse are not retired
and have other insurance coverage, or have other liability

i nsurance consideration, that insurance plan is required by |aw
to pay first (it is considered the primary plan). Dependi ng on
the type of other programinvol venent, Medicare may have to
consider the clainms for secondary benefits.

When filing a claimfor secondary consideration, you should
i nclude a copy of the Enployer Group Health Plans (EGHP) payment



sheet or Explanation of Benefits. This information is needed to
cal cul ate any Medi care Secondary Payer benefits consideration

If your claimhas been deni ed because you did not supply the EGHP
paynment sheet, and Medicare is the beneficiary's secondary
insurer, you may refile your claimw th the paynment sheet to the
address bel ow

Medi care Secondary Payer (MSP)
P. 0. Box 44078
Jacksonville, FL 32231

What if the Service Was Related to an on-the-Job Injury and
Wor kers Conpensation Wl I Pay?

Medi care does not pay secondary benefits on charges paid by
Wor kers Conpensation. The claimshould be filed with the Wirkers
Conpensation insurer only.

If your claimwas paid by Medicare in error, due to eligibility
for Workers Conpensation, the noney should be refunded to the
address below with an explanation that Wrkers Conpensati on has
paid the claim

Medi care Part B

Fi nanci al Services
P. 0. Box 44141
Jacksonville, FL 32231

What if the Service Was Related to an Auto Accident or a "Slip-
and-Fall" Situation (No-Fault Policies)?

If a beneficiary is in an accident where the autonobile insurer
is responsible for charges on an injury which resulted from an
auto accident, the claimand the primary paynment sheet shoul d be
submtted to the MSP departnent for consideration if the

aut onobi |l e benefits do not cover all charges. Medicare will pay
once all autonpbile benefits are exhausted, |IF a claimfor
damages has not or will not be filed. Medicare pays as the

primary insurer if the entire allowance on the auto insurance
claimwas applied to the deductible, regardl ess of the amunt of
t he deducti bl e.
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If a claimfor damages will be filed, whether it is related to an
autonobil e accident or a liability suit brought against an

organi zati on due to an accident which occurred on the preni ses,
Medi care may nake paynents on a "conditional basis".
"Conditional" paynment is where the individual is responsible for
refundi ng the paynent when an autonobile or liability insurer
makes paynent.



The followi ng represents the current policies with respect to
provi der and supplier billing options when Medicare is secondary
to liability insurance.

- |If the provider/supplier chooses to bill Medicare for a
condi tional paynment, they nust withdraw cl ai ne agai nst the
liability insurer or a claimplaced on the beneficiary's
settl enent.

- If the provider/supplier chooses to continue their clains
against the liability insurance settlenent, they may not al so
bill Medicare

- If the provider/supplier chooses not to bill Medicare during
the Medicare filing period, they may not bill Medicare after this
period has expired even if they are unable to collect fromthe
proceeds of the liability insurance settlenent. Medicare claim
filing limts apply in these situations.

- The provider/supplier nmust bill only the liability insurer

unl ess they have evidence that the liability insurer will not pay
within the 120 day "pronpt" period. If there is such evidence,
Medi care may be billed for conditional paynent, provided the
docunentation is submtted to support the fact that paynent will
not be made pronptly.

- If the liability insurance claimis not finally resolved after
the 120 day "pronpt" period has ended, the provider/supplier may,
but is not required to bill Medicare for conditional paynent.

Medi care Secondary Payer Limting Charge CGuidelines

According to the Social Security Act Anendnents of 1994,

| egi sl ation prohibits a non-participating provider who does not
accept assignment frombilling or collecting amounts above the
applicable Iimting charge, regardl ess of who would be
responsi bl e for payment.

Additionally, regardless of which insurance conpany is the
primary insurer, if a patient is covered by Medicare, a non-

participating provider must bill no nore than the Medicare
limting charge for any date of service after Decenmber 31, 1994.
No person(s) may bill or collect an actual charge for the service

in excess of the linmting charge.

If an assigned claimis filed, the provider may not charge a
beneficiary for Medicare covered services if the provider

recei ved an anount which equals or exceeds Medicare's all owance
fromboth a Goup Health Plan (GHP) and Medicare. |f the anopunt
pai d by the GHP exceeds this anount, the provider may accept the
GHP paynent as full paynment without violating Medicare's

assi gnment agreenent. A Medicare participating provider does not
have to submit an assigned claimto the GHP; however, any claim
submtted to Medicare nust be assigned.



IR R R SRR RS R R R R R R R R SRR EREREEREEEEREEREREEEREEEREREEEREEEERE SRR EREEES

New Cl ean ClaimInterest Rate

Effective for clains processed on or after July 1, 1998, clean
paper and electronic clains that have not been paid by the
thirtieth day after the date of receipt will accrue 6.0 percent
i nterest.
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New I nterest Rate for Overpaynents

Medi care Part B assesses interest on overpaid amounts which are
not refunded in a tinmely manner. Medi care Regul ati on CFR 405. 376
provi des for the assessnent of interest if the overpaid anount is
not refunded within 30 days fromthe overpaynent demand |letter
date. The interest rate on overpaynents is based on the higher of
the private consuner rate (PCR) or the current value of funds
(CVF) rate.

Ef fective July 31, 1998, the interest rate applied to Medicare
overpaynments is 13.75 percent based on the new revised PCR rate.
The following table lists the interest rates for prior periods.

Period: COctober 24, 1996 - January 22, 1997
Interest Rate: 13.375

Period: January 23, 1997 - April 23, 1997
Interest Rate: 13.625

Period: April 24, 1997 - July 24, 1997
I nterest Rate: 13.50%

Period: July 25, 1997 - October 23, 1997
Interest Rate: 13.75%

Period: COctober 24, 1997 - January 27, 1998
Interest Rate: 13.875%

Period: January 28, 1998 - May 12, 1998
I nterest Rate: 14. 50%

Period: My 13, 1998 - July 30, 1998
I nterest Rate: 14. 00%

Period: July 31, 1998 - to the Present
Interest Rate: 13.75%
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Medi gap | nsurer Updates

The foll owi ng updates have been perfornmed to the Medi gap | nsurer
listing on our Florida Medicare Online Bulletin Board System
(BBS). You can view these changes in the Medigap Section of the
Medi care Online BBS.



Addr ess Changes:

Nunber : 14002
I nsurer Nane: Arkansas BCBSPO Box 2181Little Rock AR 72203

Nunber: 4214
I nsurer Nanme: Anmerican Progressi vePO Box 130Pensacola FL 32591

Nunmber: 27004
I nsurer Nane: BCBS of KentuckyPO Box 37690Louisville KY 40233

Nunber : 50003
I nsurer Nanme: BCBS of South CarolinaPO Box 100133Col unbi a SC
29202

Nunber: 46027
I nsurer Nanme: MEGA Life & Health | nsurancePO Box 5488010kl ahoma
City OK 7315

Nunber: 14006
| nsurer Nane: USAbl e Life I nsurancePO Box 46337Madi son W 53744

Name Changes:

Nurmber: 24003
Former Nanme: Acordia Senior Benefits
Changed To: Ant hem BCBS *

Nunber: 24045
Former Nane: BCBS of |ndi ana
Changed To: Anthem BCBS *

Nunber: 57007
Former Nane: King Co Med Blue Shield
Changed To: Regence Bl ue Shield

Nurmber: Regence Blue Shield
Former Nane: Pennsylvania Blue Shield
Changed To: H ghmark, Inc

* Ant hem Bl ue Cross Blue Shield | ocated in |Indiana.

Exenpt " Non- Medi gap | nsurers”

These insurers do not offer Medicare Suppl enmental "Medigap"” plans
and are exenpt fromthe Medi gap crossover process.

Qur Medigap I nsurer List has been updated to change each insurer
identification nunber |isted belowto an EXEMPT status. Each
nunber is inactive and we will no | onger crossover paynment data
to these insurers.

Nunber: 48137



| nsurer

Nunber :
| nsurer

Nunber :
| nsurer

Number :
| nsurer

Nunber :
| nsurer

Nunber :
| nsurer

Number :
| nsurer

Nunber :
| nsurer

Nunber :
| nsurer

Number :
| nsurer

Nunber :
| nsurer

Nunber :
| nsurer

Number :
| nsurer

Nunber :
| nsurer

Nunber :
| nsurer

Number :
| nsurer

Nunber :
| nsurer

Nunber :
| nsurer

Number :
| nsurer

Nunber :

Name:

19322
Nane:

27018
Nane:

31022
Name:

27011
Nane:

4221
Nane:

32017
Name:

34008
Nane:

4001
Nane:

23096
Name:

15020
Nane:

19812
Nane:

30052
Name:

4206
Nane:

4213
Nane:

53085
Name:

53126
Nane:

53128
Nane:

59020
Name:

19096

Benefit Pl an

Fl ori da Commerci al Trust

Freedom Li fe | nsurance

Harvard Community Health

HCP

Heal th Care Pl an

HRM Cl ai m Managemnent

Intercontinental Life

Intercontinental Life

I nt ernati onal Brotherhood Team

Lockheed Medica

Lockheed

VEBA

Nat i onal Benefit Life

Nati onal Benefit Life

Nat i onal Heal th | nsurance

Nat i onal Heal th I nsurance

Nat i onal Heal th | nsurance

M dwest ern Nati ona



I nsurer Nanme: Pepsi Col a

Number: 19042
I nsurer Nanme: Senior Service Agency

Nunber: 42117
I nsurer Nanme: TIAA Major Medica

Nunber: 15036
I nsurer Nane: Western States

LR R R R EEREEEREEEEEEREEEEEEEREEEEREEEEREEEE SRR SRR SRR SRR EEREEEREE SRR EEEE S

New Medi care Part B Cl ai m Revi ew Form

Medi care Part B has devel oped a new Request For Revi ew formthat
sinmplifies and standardi zes filing requirements for reviews. The
new review formallows the provider of service to clearly specify
the reason(s) he or she disagrees with the original claim
determination (section 5). The new form al so provi des space for a
conprehensi ve and detail ed explanati on of any additiona

i nformati on that should be considered when the claimis reviewed
(section 7). Conpletion of these two sections are critical to the
correct processing of your review request.

Using the new review formwi || make handling requests for reviews
easier and nore efficient for providers' offices. If all related
i nformati on (dates of service, procedure codes, etc.) are filled
in on the formas requested, copying and mailing of additiona
medi cal records should be significantly reduced (the current

requi rements for docunmentation for certain review types have not
changed). In pilot testing, Medicare has found that when the new
Request For Review formwas submtted with all sections

conpl eted, processing tinme was substantially inproved.

A copy of the new review formis provided on the follow ng page.
The form al so can be downl oaded or printed from Medi care's
Bul l etin Board System (BBS).

Begi n using the new forminmedi ately. Follow the instructions on

the reverse side of the formand submt your request to:

Medi care Part B Revi ew Depart nent
P. O. Box 2360
Jacksonville, Florida 32231

NOTE: one form should be submitted per Medicare patient, per
claim
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Request For Review of a Medicare Part B Claim

-- formnot available in this format --
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I nstructions for Conpleting the Request For Review Form

-- formnot available in this format --
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| MPORTANT ADDRESSES:

CLAI M5 SUBM SSI ONS

Routi ne Paper Cl ainms

Medi care Part B

P. O Box 2525
Jacksonville, FL 32231-0019

Participating Providers

Medi care Part B

Partici pating Providers
P. O. Box 44117
Jacksonville, FL 32231-4117

Chiropractic C ai nms

Medi care Part B Chiropractic Unit
P. O Box 44067

Jacksonville, FL 32231-4067

Ambul ance C ai ns

Medi care Part B Anmbul ance Dept.
P. O Box 44099

Jacksonville, FL 32231-4099

Medi care Secondary Payer

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

Jacksonville, FL 32231-4078

ESRD Cl ai s

Medi care Part B ESRD C ai ns

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

COVMUNI CATI ONS

Revi ew Requests



Medi care Part B

Cl ai 8 Revi ew

P. O Box 2360

Jacksonvill e, FL 32231-0018

Fair Hearing Requests

Medi care Part B Fair Hearings

P. O Box 45156

Jacksonville, FL 32232-5156

Admi ni strative Law Judge Heari ng
Adm ni strative Law Judge Hearing

P. 0. Box 45001

Jacksonville, FL 32231-5001

St atus/ General Inquiries

Medi care Part B Correspondence
P. O Box 2360
Jacksonville, FL 32231-0018

Over paynent s
Medi care Part B
Fi nanci al Services

P. O. Box 44141
Jacksonville, FL 32231-0048

DURABLE MEDI CAL EQUI PMENT ( DVE)

DME, Orthotic or Prosthetic Clains
Pal rett o GBA
Medi care DMERC Oper ati ons

P. 0. Box 100141
Col umbi a, SC 29202- 3141

ELECTRONI C MEDI A CLAI M5 (EMO)
EMC Cl ai ns, Agreenents and lnquiries
Medi care EDI

P. O Box 44071
Jacksonville, FL 32231-4071

MEDI CARE PART B ADDI TI ONAL DEVELOPMENT



Wthin 40 days of initial request:

Medi care Part B Cl ai ns
P. O Box 2537
Jacksonville, FL 32231-2537

Over 40 days of initial request:

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

Medi care Part B Cl ai s
P. O Box 2525
Jacksonville, FL 32231-0019

M SCELLANEOUS

Fraud and Abuse

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

Medi care Clains for Railroad Retirees:

Met r aHeal t h

RRB Medi care

P. O Box 10066
Augusta, GA 30999-0001

Provi der Change of Address:

Provi der Regi stration Departnen

t Blue Cross Blue Shield of Florida
P. O Box 41109

Jacksonville, FL 32231-1109

and

Medi care Regi stration
P. 0. Box 44021
Jacksonville, FL 32231-4021

Provi der Educati on:

For Educati onal Purposes and Revi ew of Custonmary/Prevailing
Charges or Fee Schedul e:

Medi care Part B

Provi der Educati on Depart nent



P. O Box 2078
Jacksonville, FL 32231-0048

For Sem nar Registration:
Medi care Part B

Provi der Educati on Depart nent
P. O Box 45157

Jacksonville, FL 32231

Lim ting Charge Issues:
For Processing Errors:

Medi care Part B
P. 0. Box 2360
Jacksonville, FL 32231-0048

For Refund Verification:

Medi care Part B

Conpl i ance Monitoring

P. 0. Box 2078

Jacksonville, FL 32231-0048

Provi der Participation and G oup Membership |ssues;
Witten Requests for UPINs, Profiles & Fee Schedul es:

Medi care Regi stration
P. O. Box 44021
Jacksonville, FL 32231
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MEDI CARE ONLI NE
El ectronic Bulletin Board System (BBS)

FREE - Florida Electronic Bulletin Board System (BBS)

WHAT IS THE BBS?

The BBS is a Bulletin Board System mai ntai ned in a conputer
simlar to your own, |ocated at Medicare of Florida. It enables
you to access vast ampunts of inportant Medicare (Part A and B)
clainms processing information and is avail able to anyone (there
are no restrictions), fromanywhere (not restricted to FL) and is
avail abl e 24 hours a day, 7 days a week. Access can be obtai ned
by using your office and/or hone conputer, via a TOLL FREE

t el ephone |ine.



WHAT' S AVAI LABLE

Once you' ve connected to the BBS you can view and search through

information while on line. You will also be able to copy the sanme
information to your own conputer by downl oading for future
access. You'll find information on the BBS |ike:

Medi care Part A - Medical Policies, Bulletins, Reason Codes, etc.

Medi care Part B - UPIN Directory, Medigap Listing, Publications
(UPDATE! ), Fee Schedul es, Local Medical Policies, ED Format
Speci fications Manuals, Medpard Directories, etc.

Conmput er Based Training (CBT) - Free Interactive electronic
educational software prograns for Part A and B are available to
downl oad for use in your office. These prograns can be used as
training and/or hiring tools. Avail able nodul es: Fraud and Abuse,
ICD-9-CM Front O fice, World of Medicare, CPT Coding for

Begi nners, Eval uation and Managenent, Clains Conpl etion

Requi renents for Part B - HCFA 1500 and Part A - HCFA 1450.

(CBT is also available on |ine at ww. nedi caretraining.con

WHAT YOU NEED TO ACCESS:
- Personal Conputer (PC)

- Tel ephone Line with |ong distance access - a dedicated line is
suggested but not required.

- Mbdem - internal or externa

- Conmuni cation Software - There are dozens of prograns avail able
such as Hyperterm nal, PCAnywhere, Procomm etc. Mst conputers
purchased within the last five years that have nodens, include
communi cation software. Foll ow your conmuni cation software
instructions to set up access to the BBS using the Medicare
Onl i ne BBS phone nunbers.

The following are some of the conmunication software options
avai | abl e:

- Wndows95 comes with a built in termnminal based comruni cation
software cal |l ed Hyperterm nal and can be accessed by: selecting
Start, then Prograns, then Accessories and then Hyperterm nal
Foll ow the set-up instructions on screen to access the BBS.

- FREE W ndows- based comuni cation software is available for your
use. Once you access the BBS you can downl oad this programfrom



the Conputer Based Training section. If you are unable to use
your existing comrunication software (i.e., Hyperterm nal, etc.)
to access the BBS to download this program it can be mailed to
you. Fax your request on office |etterhead which indicates your
of fice name, address and contact nane, to (402)895-5816.

TOLL- FREE ACCESS
Al'l users - outside Jacksonville FL: (800)838-8859

Users within Jacksonville FL area: (904)791-6991

USER | D AND PASSWORD:

Upon initial access to the BBS, you will be taken through an on-
line registration process that will enable you to assign your own
User-1D and Password. It's very inportant that you wite this

i nformati on down exactly as you entered it (including any specia
characters)! You will need your User-1D and Password for future
access to the BBS.

VO CE BBS HELP LI NE:

Questions, comments and concerns: (904)791-8384

IR RS SRR SRR EEEEREEEEEEEREEEEREEEEREEREEEEREEEREEEEREE SRR EEREEEEE SRR SRR S S

Page 64

W ndows 95 Access to the "Medicare Online BBS"
-- not available in this format --
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conti nued
W ndows 95 Access to the "Medicare Online BBS"
-- not available in this format --
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1999 Medicare Part B of Florida

PYYSI Cl AN AND NON PHYSI Cl AN PRACTI ONER FEE SCHEDULE OF ALLOWANCES

The 1999 Medicare Part B fee schedule will be available for
PURCHASE AND DI STRI BUTI ON ON OR AFTER NOVEMBER 16, 1998 in either
bookl et or diskette format. The bookl ets and di sks contain 1999
paynment rates for all Florida localities. These fees apply to
servi ces performed between January 1 and Decenber 31, 1999

While these fees are subject to change during the course of a
year, neither the booklet nor the diskettes are updated as these



changes occur. Revisions to fees will be published in future
i ssues of the Medicare B Update!

Pl ease note that the booklet and di skette DO NOT | NCLUDE 1999
paynment rates for clinical |aboratory services, mamography
screeni ngs and DVEPCS itens, These anounts will be published in
future i ssues of the Medicare B Update!

The 1999 Medicare Part B fee schedule will be avail abl e FREE of
charge through the MEDI CARE ONLINE BBS (El ectronic Bulletin Board
Systen) . Refer to page 63 of this Update! for information on
how to access it. In addition, the fee schedule rates will also
be avail abl e through the Express Line Audio Response Unit (ARU)
at (904) 353-3205. Callers will have 15 m nutes on each call to
obtain current fees using a touch tone phone.

To order the 1999 Medicare Fee Schedul e Bookl et or Disk, please
conplete this form ON OR AFTER OCTOBER 1, 1998 and return with
payment to:

Provi der Educati on Depart nent
Medi care Part B

PO Box 2078
Jacksonville FL 32231-0048

Pl ease make check/ noney order payable to:

BCBSFL- FCSO ACCOUNT #754-250
(CHECKS MADE TO " PURCHASE ORDERS" NOT ACCEPTED)

Check format requested:

Bookl et $9. 39 S Quantity: ___
Di skette $9. 39 S Quantity: ___
Sal es Tax $ .61 (6.5% +_

TOTAL $10. 00 S

PLEASE PRI NT

Practi ce/ Conpany Nane

Addr essee

Last First M

Addr ess

City



State Zip

Phone Nunber

Cont act Name

ALL ORDERS MUST BE PREPAI DI ------ DO NOT FAXI ------
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ORDER FORM - 1998 PART B MATERI ALS

The following nmaterials are avail able for purchase by
Medi care providers. To order these itens, please conmplete and
submt this formalong with your check/ noney order payable to
Bl ue Cross Blue Shield of FL with the account nunber |isted by
each item PLEASE NOTE: Paynent for fee schedul es cannot be
conmbi ned with paynment for other itens; separate paynents are
required for purchases of itens fromdifferent accounts.

UPDATE SUBSCRI PTI ON - For non-provider entities or providers who
need additional copies at other office |locations, an annua
subscription is available. This subscription includes all issues
publ i shed during cal endar year 1998 (back issues sent upon
recei pt of order).

Nunber Ordered:

Account Nunmber: 754245  Cost Per Item $75.00
PROCEDURE/ DI AGNOSI S RELATIONSHIP FILE - This is a printout of
the nost current file used during clainms processing to deterni ne
coverage for procedures subject to specific diagnosis criteria.
Thi s docunent is designed to assist providers by outlining
coverage criteria in order to limt their financial liability for
t hese procedures.

Nunber Ordered:

Account Number: 754245 Cost Per Item $15.00-------------------
MEDI CARE ONLI NE BULLETI N BOARD (BBS) SOFTWARE - This self-
installing conmunications software allows you to dial into our

el ectronic BBS to obtain various clains processing informtion
(i.e., Physicians Fee Schedule, UPIN and Medigap |istings, Part A
and B nedical policies, Part B publications, Part A Bulletins,
MEDPARD di rectory etc.).

Nunber Ordered:

Account Number: N A Cost Per Item FREE------------------------

Subtotal $

Tax (6.5% $




Tot al $

Mail this formw th paynment to:

Medi care Part B Provider Education Departnent
P. 0. Box 2078
Jacksonville, FL 32231-0048

Cont act Nane:

Provi der/ Offi ce Nane:

Phone Number (including area code):

FAX Number (i ncluding area code):

Mai | i ng Address:

City:

State: Zip
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ORDER FORM - 1998 MEDI FEST AND SPECI ALTY SEM NAR BOOKS

1998 MEDI FEST BOOK - This is the sanme nanual provided to Medifest
attendees and includes information on claimformconpletion
i nstructions, local nedical review policies, home health services
and nore. Nunber Ordered:
Account Nunber: 754245 Cost Per Item $75.00-------------------
-------------------------------------------- 1998 SPECI ALTY
SEM NAR BOOKS - This is the sanme manual provided to specialty
sem nar attendees and includes information on coding, coverage
and nedi cal policy, basic CPT, ICD.9.CM prinmary care, evaluation
and managenent documentati on guidelines and nore.

ASC Anmbul ance Anest hesi a

Car di ol ogy Clinical Lab

Gast roent er ol ogy

| PL/ | DTF

Ment al Heal th

Nephr ol ogy

Neur ol ogy/ Neur osur gery

Nurse Practitioner/CNS/ Physician Assistant
Oncol ogy

Ot hopaedi cs

Physi cal / Cccupati onal Therapy
Podi atry

Radi ol ogy



Ur ol ogy

NOTE: Please indicate (X) the books you would |ike to purchase.
Nurmber Ordered:
Account Number: 754245 Cost Per Book: $25.00-------------------

Subtotal $
Tax (6.5% $
Tot al $

Mail this formw th paynment to:

Medi care Part B Provider Education Departnent
P. 0. Box 2078
Jacksonville, FL 32231-0048

Cont act Nane:

Provider/ O fi ce Nane:

Phone Number (including area code):

FAX Number (i ncluding area code):

Mai | i ng Address:

City:

State: Zip
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bl ank page
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| NDEX TO PUBLI CATI ONS BY TOPI C
NOT AVAI LABLE I N THI S FORMAT
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bl ank page
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PHONE NUMBERS



PROVI DERS
Express Line/ ARU
Status Inquiries:

904- 353- 3205

Speci alty Custoner Service Reps:

904- 634- 4994

Medi care Onli ne BBS
Access:
1- 800- 838- 8859

1-904-791-6991

Techni cal Probl ens:

1-904-791- 8384

BENEFI CI ARY
CQut si de Duval County (in Florida):

1- 800-333- 7586

Duval County (or outside Florida):

904- 355- 3680

Hearing | npaired:
1-800- 754- 7820
Not e: The toll-free custoner service lines are reserved for

Medi care beneficiaries only. Use of this service by providers is
not permtted and may be consi dered program abuse.

EMC Billing Probl ens/ Guidelines:

904- 354- 5977



EMC Start - Up:

904-791-8767

EMC Front-End Edits/Rejects:

904-791- 8767

PC- ACE Support:

904- 355- 0313

Testing:
904- 354- 5977
Hel p Desk (Confirmation/ Transm ssion):

904-791- 9880

Printer Specifications/ Test C ains:

904-791-6912
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(END OF FILE)



