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Thi s docunment is a year 2000 disclosure made pursuant to the Year 2000
I nformati on and Readi ness Disclosure Act (S.2392). Your legal rights
regardi ng use of the statenments made herein nay be substantially
l[imted as provided in the Act.
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The I CD-9-CM codes and their descriptions used in this publication are

copyright (c) 1998 under the Uniform Copyright Convention. All rights
reserved.
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CPT codes, descriptions and other data only are copyright 1999 Anerican
Medi cal Association (or such other date of publication of CPT). Al

Ri ghts Reserved. Applicabl e FARS/ DFARS Apply.
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Bal anced Budget Act of 1997

The Bal anced Budget Act of 1997 was signed into | aw by President
Clinton on August 5, 1997. Several provisions of the Bal anced Budget
Act have direct inpact to the Medicare program The foll ow ng

i nformation highlights some of the major changes to the Medicare
program

- Expansion of coverage for screeni ng mammograns, Screening pap snears
and pel vic exans.

- New coverage for prostate cancer screening tests.

- Coverage for col orectal cancer screening services.

- National coverage policy for bone mass neasurenent studies.

- Several new anti-fraud and abuse provi sions.

- Use of private contracts between Medicare recipients and their
physi ci ans.

- Expansion of coverage for nurse practitioners, clinical nurse
speci al i sts and physici an assi stants who furnish physician services.

- Provision of diagnostic information by non-physician practitioners
and by practitioners who order diagnostic services.

Many of the Bal anced Budget Act provisions are effective for services
furni shed on and after January 1, 1998. Coverage and claimfiling
instructions for some of these provisions of |aw may have been
publ i shed either in this Update! or in the Decenber 1997 Updat e!



Speci al |ssue: 1998 HCPCS and MPFSDB Update. However, final coverage
and claimfiling instructions for the remai ning provisions have not yet
been conpl eted. Information regardi ng these changes will be published
in future issues of the Update! as they becone avail abl e.
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VWhat's New
1998 HCPCS/ Bal anced Budget Act Policy Revisions

Coverage policies have been established or revised as a result of the
1998 HCFA Common Procedure Codi ng System (HCPCS) update and the

Bal anced Budget Act of 1997. Specific information on these policies,
such as the proper reporting of Routine Foot Care services, begins on
page 13. In addition, our Medical Director, Sidney Sewell, MD., has
provi ded a brief overview of the BBA on page 3.
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Questions and Answers on Private Contracts Between Beneficiaries and
Provi ders

Section 1802 of the Social Security Act, as anmended by 0O 4507 of the
BBA of 1997, pernmits a physican or practitioner to enter into private
contracts with Medicare beneficiaries to provide covered services, if
specific requirenents are net. See page 36 for details.

R I I R R R I O O R S I R R I A R R R

Provi si on of Diagnosis Information

A provision of the BBA of 1997 now requires diagnosis information

(i.e., 1CD-9-CM codes) to be reported on clainms for non-physician
practitioner services. In addition, physicians and non-physician
practitioners who order diagnostic services will be required to provide

di agnosis information to the entity providing the service. See page 36
for nore details.
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CLI A Conpl i ance

Begi nni ng January 1, 1998, the CLIA nunber nust be included on al
clains for |aboratory services, including purchased tests. This
informati on applies to both clinical diagnostic |aboratory services and
surgi cal anatomnmi cal pathology services. If the CLIA nunber is omtted
fromthe claim it will be returned as unprocessable. See page 43 for
addi ti onal information.
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Hi ghl i ghts

- 1998 Medi fest Schedule (p. 5)

- Standing Oders for Clinical Consultations (p. 35)

- Routine Screening/ Noncovered Diagnosis Codes (p. 41)

- Purchased Di agnostic Tests (p. 46)



- Remittance Format Changes (p. 56)

- Medicare Registration Information (p. 75).
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A Physician's Focus
A Physician's Focus

As nost of you have probably heard, Congress made sweeping changes in
Medi care coverage in the Bal anced Budget Act of 1997. This is
officially known as PL 105-33 and was enacted August 5, 1997. A
detail ed account of these changes appears on page 13 of this issue of
the Medi care B Updat e!

A brief synopsis of the changes under "Subtitle B-Prevention
Initiatives" are as follows:

A. Section 4101 provi des enhanced screeni ng manmogr aphy. The effective
date is January 1, 1998. This section provides coverage for annua
screeni ng mammograns for asynptonmmtic wonen over 39 years of age. As of
January 1, 1998, screening mamograns are no | onger subject to the Part
B deductible. There is no change in coverage of manmmograns for wonen in
ot her age groups. Paynent nay be made for one screening between a
woman's 35th and 40th birthdays. No paynment may be made for a woman
under age 35.



B. Section 4102 provides increased coverage for screening pap tests and
pel vic exans (including clinical breast exans). The effective date is
January 1, 1998. This section of the BBA provides coverage every three
years for a screening Pap snear and pelvic exam nation (including a
clinical breast exam nation) or annual coverage for wonen (1) at high
risk of cervical or vaginal cancer, or (2) of childbearing age who have
had a Pap snear during the preceding three years indicating the
presence of cervical or vaginal cancer or other abnormality. The Part B
deducti ble for screening Pap snear and pelvic exam nations is waived.
Pel vi c examinations will be paid under the physician fee schedul e.

C. Section 4103 provides coverage for screening tests for prostate
cancer. The effective date is January 1, 2000.

D. Section 4104 provides coverage for colorectal screening. The
effective dates are January 1, 1998, and January 1, 1999. This section
provi des specific coverage of the followi ng screening tests for

col orectal cancer effective January 1, 1998: screening fecal -occult

bl ood tests, screening flexible signmoidoscopy, and screening

col onoscopy. A conprehensive article on colorectal screening was
publ i shed on page 84 of the Decenber 1997 Medicare B Update! Specia

| ssue: 1998 HCFA Common Procedure Coding System Update and Medi care
Physi ci an Fee Schedul e Dat abase Updat e.

E. Section 4105 provides di abetes sel f-nmanagenent benefits. The
effective date is July 1, 1998. In establishing paynent anounts, HCFA
will consult with appropriate organizations representing individuals or
Medi care beneficiaries with diabetes, e.g., American Di abetes
Associ ati on. Medicare coinsurance and deductibles will apply.

F. Section 4106 provi des standardi zati on of Medicare coverage of bone
mass neasurenents. The effective date is July 1, 1998.

G Section 4107 extends the |Influenza and Pneunpcoccal Vaccination
Canpai gn through fiscal year 2002. The effective date is October 1
1997.

F. Section 4108 funds a study on preventive and enhanced benefits. The
report is due within two years of enactnent.

That is about the extent of the Medicare coverage changes for this
year. There are many additional provisions of the Act dealing with the
technical details of admi nistering the Medicare program All providers
are urged to carefully read the articles beginning on page 13, and/or
obtain a copy of the Bal anced Budget Act for further details. This

i nformati on was al so contained in the 1998 Fact Sheet that was included
in the 1998 participation packages.

Sidney R Sewell, MD.
Medi cal Director
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Advance Notice Requiremnment



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

nmedi cal | y reasonabl e and necessary for the treatnment/di agnosis of the
patient. For sone services, to ensure that paynent is made only for

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

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

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

- Coverage for a service or itemmy 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 tinmeframe for which the service may be covered).

In cases where the provider believes that the service or item may not
be covered as nedically reasonabl e and necessary, an acceptabl e advance
noti ce of Medicare's possible denial of paynent must be given to the
patient if the provider does not want to accept financia

responsibility for the service or item The advance notice nust neet
the foll owi ng requirenents:

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

- The notice nmust include the patient's nanme, date(s) and description
of the service or item and the reason(s) why the service or item my
not be considered nedically reasonable and necessary (e.g., service in
not covered based on the diagnosis of the patient, the frequency of the
service was furnished in excess of the utilization screen, etc.).

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

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

When a patient is notified in advance that a service or item my be
deni ed as not nedically necessary, the provider nmust annotate this

i nformati on 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 nedica

record.

Failure to report nodifier GA in cases where an appropriate advance
notice was given to the patient may result in the provider having to
assune financial responsibility for the denied service or item
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General Information About the Medicare B Update!



Articles included in each Update! represent formal notice that specific
coverage policies either have or will take effect on the date given.
Provi ders who receive each issue are expected to read, understand, and
abi de by the policies outlined in this docunent to ensure conpliance
with Medi care coverage and paynent guidelines. Medicare Part B of
Flori da mai ntains copies of the mailing lists for each issue, and

i nclusion on these nailing lists inplies that the issue was received by
the provider in the event there is a dispute over whether a provider
recei ved advance notice regardi ng coverage of a specific service and
the financial liability for it.

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

i ncludes the latest information on topics which apply to all providers
such as limting charge, correct coding initiative, etc. The remai nder
of this section includes information for specific procedure codes and
is structured in the same format as the Physician's CPT book (i.e., in
procedure code order) using the follow ng categories: HCPCS Codes
(A0000- Z9999), Anesthesia/ Surgery (00100-69999), Diagnostic Tests
(70000- 89999), and Medi ci ne (90000-99999).

Distribution of the Update! is |limted to individual providers and PA
groups who bill at |east one claimto Medicare Part B of Florida for
processing during the six nmonths prior to the rel ease of each issue.
Provi ders who neet this criteria are sent one conplinmentary copy of
that issue. Production, distribution, and postage costs prohibit us
fromdistributing a copy of each issue to each provider's practice
settings. This primarily affects nenbers of PA groups; one copy of each
issue is sent to the group. The group is responsible for dissem nation
of each copy to its nenbers. If additional copies are needed, there are
two options: purchase a separate annual subscription for $75 (order
formin FYI section), or download the text version fromour on-line
service, the B LINE BBS (see this issue for nore information).

Medi care Part B of Florida uses the sane mailing address for al
correspondence, and cannot designate that each issue of the Update! be
sent to a specific person/department within a provider's office. To
ensure continued recei pt of all Medicare correspondence, a HCFA 855-C
nmust be conpleted in the event of relocation. See page 53 of the

Sept enber/ Oct ober 1997 Medi care B Update! for a copy of this form
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MEDI FEST

Medi care Part A and B Sem nars for 1998

Medi fest is a synposium of sem nars where you can receive the |atest
and nost accurate Medicare A and B information. You can take classes to
understand | CD-9-CM and CPT codi ng, Fraud and Abuse, Medicare Secondary
Payer, Clains Filing, Partial Hospitalization Program and nuch nore

What's New for 19987

Medi fests will now | ast for two days, and specialty semnars will be
offered the day after Medifest. There are a number of package deal s



that are offered for attendees of Medifest and specialty seminar(s).
See page 8 for pricing information.

FREE Exhi bit Area

Everyone is invited to our free exhibit area to | earn about office
autonmti on options avail able fromvendor representatives, or to speak
wi th Medicare and Medicaid staff.

Conti nui ng Education Units Avail abl e!

You can receive Continuing Education Units (CEUs) for npst Medifest
classes. Details are available at each Medifest.

Tips for Registrants

- Some courses require the use of current CPT and/or |CD 9-CM books.
Check the course descriptions for nore details; if in doubt, bring both
books.

- Pre-registration and pre-paynent are required!

- We have new registration policy guidelines. See registration formfor
nore details.

- Be sure to register for only one course per time slot.

- FAX YOUR REG STRATION to (904) 791-6035 as early as possible, and no
|ater than the deadline for registration, to help ensure your space in
the classes you want.
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1998 Medi f est Schedul e

Ol ando
March 3-4
Orange County Convention Center

M am
April 7-8
Radi sson Mart Pl aza Hot el

Tanpa
May 5-6
Canberly Pl aza Hot el

Ol ando
June 30-July 1
Ol ando Airport Marriott



M am
August 18-19
Radi sson Mart Pl aza Hot el

Tanmpa
Sept enber 15-16
Canberly Pl aza Hot el

Specialty seminars will be held the day after each Medi fest. See inside
for nore information!

For nmore information about Medifest, see future editions of the
Medi care A Bulletin and the Medicare B Update! Medifest dates,
| ocations, schedules, and registration forns are run in both the
Bull etin and the Update!
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Courses for Both Medicare Part A and B Billers

Beneficiary Education and Qutreach: This course will help attendees
address their patients' health insurance questions and | earn where to
refer their patients for additional assistance. Participants will also
gain insight of issues affecting the beneficiary conmunity. Each
attendee will be introduced to educational/outreach information

avail able for free to all providers and beneficiaries.

- Conputer-Based Training (CBT)/Bulletin Board System (BBS): This
course is designed to introduce attendees to Medicare's information
super hi ghway, the BBS A step-by-step denonstration on how to access the
BBS wi |l be provided. The BBS allows its users to access infornmation
such as nedical policy, fee schedules, Medicare B Updates!, Medicare A
Bul l etins, Medigap |listings, and rmuch, nuch, nore! The course will also
cover Conputer-Based Training (CBT), an interactive training program

| ocated on the BBS. UB-92 claimfiling, HCFA-1500 ClaimFiling

Eval uati on and Managenment Docunentati on Gui delines, and |ICD 9-CM
nodul es are only a few of the top quality nodul es available to you free
of charge when you access the Medicare BBS. Specific conputer and nodem
set-up information will be provided during this session.

- CPT for Beginners: This session is designed to provide the beginning
coder with val uabl e techni ques necessary to perform conci se and
accurate coding. The participants of this session will review basic
medi cal term nology to include common "root" words, suffixes, prefixes
and conbining forms. W will review step-by-step the format of the CPT
book, including structure and usage of the appendices. Participants
will learn how to identify additions, deletions, and revisions and
identify the appropriate procedure code(s) via practical applications.
Be sure to bring the latest edition of the CPT manual to this course;
it's a hands-on session! Note: For information relating to specific
coverage and nedi cal policy issues, please attend our

speci al tysem nars.



- Fraud and Abuse: Fraud in the health care industry is a sensitive and
i nportant issue which has gai ned national attention over the past few

years. This course will detail the inpact of fraud and abuse on the
health care system discuss scans/schenes found in Florida and define
the problem and contractor actions. Participants will gain an

under st andi ng of what constitutes fraud, how to detect it, and ways to
protect thenselves from becom ng a victimof fraud and abuse. Reporting
nmethods will al so be discussed.

- ICD-9-CM This half-day course will provide attendees with an
introduction to the International Classification of Diseases, Ninth
Revision, Clinical Mdification (ICD-9-CM nmnual, including a brief

overview of Volune IIl coding for Part A providers. Volune | is
di scussed and speci al enphasis is placed on the coding tables |ocated
in Volune Il. Attendees will learn how to code to the "highest |evel of

specificity" using practical exanples. Attendees will also understand
the key differences in reporting di agnoses for diagnostic verses
surgical services. Also, a review of the claimconpletion requirenments
for reporting diagnoses and advance notification will be discussed.
Finally, each attendee will |eave understanding the inportance of

di agnosis coding as it relates to nedical documentation. Be sure to
bring the |atest edition of the ICD-9-CM nmanual to this course; it's a
hands-on session!

- Home Health Care (HHC) Benefit: This course will provide an overvi ew
of the Health Care Financing Adm nistration (HCFA) and Regi onal Hone
Health Intermediary (RHH ) guidelines as they pertain to the home

heal th benefit for HHC providers and referring physicians. A discussion
of the coverage guidelines/criteria, HCFA initiatives, and fraud and
abuse inplications will take place.

- Local Medical Review Policy (LMRP): The class will outline why the
| ocal carrier/contractor creates medical policy and direct providers on
how to access these policies. An overview of the process by which

medi cal policies are devel oped and i nplenented will also be discussed.
This course will also discuss |ocal nedical policies which were
devel oped and i npl emented during the previous two quarters of the year
Finally, special enphasis will be placed on how to protect your

practice from being heavily affected by new policies, and the benefits
of the policy devel opment process.

- Medicaid: An overview of the Medicaid program including third party
i nsurer information.

- Medi care Secondary Payer (MSP): This course is designed to provide
you with everything you ever wanted to know about Medicare as the
secondary payer. The information provided in this session will help you
identify circunstances and situations that may lead to filing Medicare
as the secondary payer. Information regarding MSP filing requirenents,
paynment cal cul ati ons and patient liability will also be provided.



Finally, practical exanples of deductible cal culations and paynment
calculations will help your practice avoid incorrect
paynment s/ col | ecti ons.
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Courses Hel pful to Medicare Part A Billers

Not e: These courses are designed for providers serviced by Blue Cross
Bl ue Shield of Florida Medicare Part A and may not prove effective for
providers serviced by other Part A intermediaries!

- Conprehensive Qutpatient Rehabilitation Facility (CORF)/Cutpatient
Rehabilitation Facility (ORF): This course provides an overview of the
Heal th Care Financing Adm nistration (HCFA) guidelines as they pertain
to CORF/ ORF providers and services. The course includes a high-1leve

di scussi on of key UB-92 formlocators and billing el enents.

- Part A Medical Review Al: This course provides an overview of the
Artificial Intelligence (Al) system including a discussion of nedica
applications contained in the Al system and the HCFA regul ati ons that
apply. A high-level overview of the Focused Medi cal Review (FMR),
Conpr ehensi ve Medi cal Review (CMR) prograns, and the Reconsideration
and Revi ew process will be provided.

- Part A Process Inprovenent: This course provides an overvi ew of key
UB- 92 (HCFA-1450) form |l ocators as they pertain to billing
deficiencies. There will be a discussion on sone key return-to-provider
(RTP) and reject/duplicate reason codes. This course is designed to
help billing staff with clains processing issues resulting from
rejected and/or RTP clainms. Also, the session will include a review of
the current HCFA initiatives.

- Partial Hospitalization Program (PHP): This course provides an in
depth review of HCFA' s clarification of the Medicare outpatient partia
hospitalization benefit, eligibility, and scope of services. This
course incorporates a general discussion of key billing elenents and
docunentation requirements. This course is designed for hospital and
Community Mental Health Center providers only, including billing and
clinical staff.

- Skilled Nursing Facility (SNF): This course provides an overvi ew of
the Heal th Care Financing Admnistration (HCFA) guidelines as they
pertain to skilled nursing facility (SNF) providers and services. The
course includes a high-level discussion of key UB-92 formlocators and
billing el enents.

- UB-92 Beginning Billing: This course offers an individual review of
each of the eighty-six formlocators on the UB-92 (HCFA-1450) claim
formand allowable billing entries. Specific billing situations will be

di scussed, including when to submit adjustments and/or cance



transactions, and a high-Ievel discussion of revenue code application
This course does not provide detailed billing instructions for each
specific bill type or provider (e.g., hospital, SNF, CORF/ ORF, ESRD
etc.). This course is designed for individuals who have little or no
UB-92 billing experience and will help billers understand the
informati on that should be reported via the UB-92 claimformat.
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Courses Hel pful to Medicare Part B Billers

- Electronic Media Clains: This course is designed to educate existing
and new el ectronic senders with specific information on the EMC

process. It will also benefit providers interested in subnmtting
el ectronic clainms. An overview of the software formats and the cycl e of
an electronic claimis given. You will learn specifics about EMC

reports, rejects and duplicate transm ssions, and crossover
information. A review of various electronic applications and their
requirenents will be provided. Participants will also | earn the steps
necessary to inprove office efficiency.

- Eval uati on and Managenent Codi ng Gui delines: This course will provide
conprehensive instructions for coding office, hospital and nursing hone
visits. The course will focus on Medicare's billing guidelines for
preventative services, critical care, care plan oversight, concurrent
care and hospital observations. Attendees will also understand the key
differences in reporting consultations verses referrals. Specia
enphasis will be made on reporting covered and non-covered services

rendered during the same office visit. This course is designed to all ow
both new and experienced billers to benefit fromits basic, yet in-
depth outli ne.

- Eval uati on and Managenent Docunentation Guidelines: This course will
provi de an in-depth explanation of the | atest Medicare guidelines for
sel ecting and docunenting the appropriate |level of evaluation and
managenment (E/M code (office, hospital, nursing hone visits, etc.). W
will focus on the three key conponents of an eval uati on and managemnent
visit - history, exam nation and nedi cal decision maki ng and how t hey
shoul d be docunented. The course is designed for physicians as well as
nmedi cal coders. Note: The docunentation guidelines discussed in this
course are only applicable to E/M procedure codes.
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- G obal Surgery Modifiers: This course will focus on gl obal surgery
rul es, including theory and practical application of nodifiers 22, 24,
25, 57, 58, 59, 78, 79 for services rendered during the pre, intra, and
post - operative period of surgery. This includes howto apply nodifiers
to eval uati on and nanagenent services rendered prior to, in conjunction
with or followi ng mnor and nmmjor surgeries. Attendees will also
understand how to apply nodifiers when other surgeries occur during the
gl obal period. Medicare rules and nodifiers for multiple and bilatera
surgery, surgical assistant and surgical teams will also be covered.
The topics discussed in this course are applicable to all physician
speci al ti es.



- Inquiries/Appeal s/Waiver: The inquiry section of this course wll
provi de attendees with information relating to the different areas
within the Medicare program and what they offer. It includes, but is
not limted to, claimfiling, coverage and rei nbursenent information.
The appeal s section will provide participants with the steps necessary
for requesting telephone or witten reviews. This course has al so been
designed to provide attendees with a sneak preview of how nedica
policies and claimfiling guidelines inpact the appeal s process.
Speci al enphasis will be placed on determ ni ng physician, supplier and
patient liability when services are not considered reasonabl e and
necessary.

- Medicare Part B ClaimFiling: This course will provide conprehensive
i nstructions for conpleting the HCFA-1500 claimform (itens 1-33). Both
new and experienced billers will benefit fromthe basic, yet in-depth

approaches used, and fromthe discussion of the |atest changes to the
HCFA- 1500 claimform This course was designed for everyone who subnits
clains to Medicare Part B. Students will experience both instruction
and practical exanples. (Note: For specific information involving

el ectronic applications, please attend the EMC course).

- Primary Care: This course will provide conprehensive instructions
regardi ng radi ol ogy, pathology, allergy testing, and preventative
services. W will focus on special reinmbursenment regul ati ons such as

psychi atric paynent reductions, the incident to provision and
limtations for screening procedures. Diagnosis criteria for injections
and the docunentation required for unlisted injections will also be

di scussed. Note: For information relating to specific coverage and

nmedi cal policy issues, please attend our specialty workshops.

- Program Change: This session focuses on upconi ng changes to the

Medi care Program We will review proposed changes and expl ain how t hese
changes affect you. Sone of the topics for 1998 include, Payer

I dentification Nunbers (PAYERI D), National Provider Identifier (NPl),
changes to the HCFA-1500 cl ai mconpl etion requirenments, new Medicare
enrol I ment forns, and the Bal anced Budget Act (BBA) of 1997. This
session is designed with change in mind, so we will provide you with
the nost current information avail able at each Medifest sem nar

- Reinbursement/Office Efficiency: This course is designed to provide
attendees with information regarding traditional Medicare Part B

rei mbursenent (e.g., fee schedul e devel opnent, Heal th Professiona
Shortage Area-HPSA, participation, etc.). During the interactive
session, attendees will be provided with their own personal profiles,
(Medicare Part B report cards) to evaluate their office effectiveness.
Qur focus is to provide you with valuable information to reduce the

i mpact(s) to your daily office operations. Each participant is
guaranteed to depart with at |east one valuable tool to inprove his/her
of fice's efficiency.
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Medi f est and Specialty Sem nar Prices

Price per person:

One day at Medifest ..... $149. 00
Two days at Medifest ..... $199. 00
One Specialty senmnar ..... $99. 00
Two Specialty senminars ..... $198. 00

Package deal s per person:

Package deals apply only to specialty seminars held the day after a
Medi fest. For exanple, if you attend the Mam April 7-8 Medifest, you
may only attend an April 9 specialty sem nar at the package deal price.

One day at Medi fest and one Specialty semnar ..... $199. 00

One day at Medifest and two Specialty seminars ..... $249. 00
Two days at Medifest and one Specialty semnar ..... $249. 00
Two days at Medifest and two Specialty Senminars ..... $299. 00
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Page 9 - 12
Medi f est Cl ass Schedul e and Regi strati on Forns

----Aavail able in BBS Menu sel ection "FAX Yoursel f Sonething".
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1998 HCPCS/ Bal anced Budget Act

The articles in this section of the Update! provide information
regarding the effects of the 1998 HCPCS update and the Bal anced Budget
Act on the procedure codes |listed in the Decenber 1997 special issue of
the Update! Providers' offices should pay close attention to the
information in this section as it will affect their billing practices.

Policy Changes Relating to the 1998 HCPCS Updat e

The HCPCS update for 1998 is effective for services furnished January
1, 1998, and after. Lists of procedure codes added, revised and del eted
as part of the update were published in the Decenber 1997 Medicare B
Updat e! Special |ssue: 1998 HCFA Common Procedure Codi ng System and
Medi car e Physician Fee Schedul e Dat abase Update. Wiile there is a grace
period during which deleted or invalid procedure codes may still be
used for 1998 services dates (received before April 1, 1998), we
encourage all providers to conplete the transition to the new 1998
codes as soon as possible to prevent possible delays in claimpaynment.
The coverage for the foll ow ng procedures, which have been either added
or revised for 1998, have been incorporated into existing policies. To
assist providers in adjusting to the new coding structure, a reference
to publications outlining Medicare's coverage requirenments is outlined:

Added/ Revi sed Codes: &0101



Rel at ed Code(s) or Policy: Screening Pelvic Exam nation
Publ i cati on: See page 15.

Added/ Revi sed Codes: J0207

Rel at ed Code(s) or Policy: Am fostine (Ethyol)

Publ i cati on: October 1996, Special |ssue, pg 6Novenber/ Decenber 1996,
pg. 8

Added/ Revi sed Codes:
Rel at ed Code(s) or Policy:
Publ i cati on:

Added/ Revi sed Codes: J9170, J9201
Rel at ed Code(s) or Policy: Of-label Use of Chenotherapy Drugs
Publ i cati on: See page 52.

Added/ Revi sed Codes: R0076

Rel at ed Code(s) or Policy: Transportation of portable EKGto facility
or location, per patient

Publ i cati on: Decenber 1997; Special Issue, pg 3

Added/ Revi sed Codes: 11055, 11056, 11057, 11719
Rel at ed Code(s) or Policy: Routine Foot Care (M101)
Publ i cati on: See page 17.Decenber 1997; Special |ssue, pg 3

Added/ Revi sed Codes: 17000, 17003, 17004

Rel at ed Code(s) or Policy: Benign or Prenalignant Skin Lesion
Renoval / Destruction (G0051- G0053)

Publ i cati on: See page 19.

Added/ Revi sed Codes: 53850 (Documentation nust acconpany claim
Rel at ed Code(s) or Policy: Prostatron (55899)
Publ i cati on: My/June 1997, pg 22

Added/ Revi sed Codes: 67027
Rel at ed Code(s) or Policy: Vitrasert |nplant
Publ i cati on: October 1996, Special |ssue, pg 6Novemnber/ Decenber 1996,

pg. 8

Added/ Revi sed Codes: 76075, 76076
Rel at ed Code(s) or Policy: Bone Mneral Density Studies
Publ i cati on: See page 22. Decenmber 1997; Special Issue, pg 2

Added/ Revi sed Codes: 76092
Rel at ed Code(s) or Policy: Screeni ng Mamrmography
Publ i cati on: See page 25.

Added/ Revi sed Codes: 80049, 80051, 80054, 80058
Rel at ed Code(s) or Policy: Automated Panel Codes
Publ i cati on: Decenber 1997; Special Issue, pg 4

Added/ Revi sed Codes: 87536
Rel at ed Code(s) or Policy: HIV-1 Quantification (G0100)
Publ i cati on: Novenber/Decenber 1997, pg. 25

Added/ Revi sed Codes: 88141, 88142, 88152, 88158
Rel at ed Code(s) or Policy: Pap Snear



Publ i cati on: See page 26.

Added/ Revi sed Codes: 93303, 93304, 93307, 93308, 93320-93325

Rel at ed Code(s) or Policy: Transthoracic and Doppl er Echocardi ography
and Doppl er Col or Fl ow Vel ocity Mapping

Publ i cati on: See page 28.

Added/ Revi sed Codes: 93501, 93508, 93510-93514, 93524, 93530- 93533
Rel at ed Code(s) or Policy: Cardiac catheterization
Publ i cation: See page 31

Added/ Revi sed Codes: 95805-95808, 95810, 95811lal so 54250
Rel at ed Code(s) or Policy: Sleep Testing
Publ i cati on: See page 36
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Use of HCPCS Modifier R

Ef fective for services furnished on and after January 1, 1998, the
follow ng nodifier may be used to indicate that a test was perforned
nore than once (separate encounters) on the same day for the sane
patient, only when it is necessary to obtain nultiple results in the
course of treatnment. This nodifier my not be used when tests are re-
run to confirminitial results; due to testing problens with specinmens
or equi prent; or for any other reason when a normal, one-tineg,
reportable result is all that is required.

This nodifier may not be used when there are standard HCPCS codes

avail abl e that describe the series of results (e.g., glucose tolerance
tests, evocative/suppression testing, etc.). This nodifier may only be
used for | aboratory tests paid under the clinical diagnostic |aboratory
fee schedul e.

R

Repeat clinical diagnostic |aboratory test performed on the sanme day to
obt ai n subsequent reportable test value(s) (separate specinens taken in
separ at e encount ers)

| mproper use of this nodifier is likely to indicate a fraudul ent or
abusi ve circunstance. Use of the QR nodifier has very narrow
applications; any evidence of excessive use may be referred to the
carrier programintegrity unit for further review

To all ow provi ders adequate tinme to begin use of the QR nodifier, a 90-
day grace period applies. Effective April 1, 1998, the 76 nodifier
(Repeat procedure) will not be allowed for clinical |ab procedures.
After that time, if the 76 nodifier is billed with clinical |aboratory
procedures, the services will be subject to denial



Not e: Al though nodifier 76 may be used for services other than clinica
| aboratory tests, it is expected that the same requirements for the QR
nodi fier apply to the 76 nodifier.
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A9270: Codi ng Gui delines for Noncoverage

As a result of the 1998 HCPCS update, the foll owi ng procedure codes
have been added to Medicare Part B of Florida' s "Coding Guidelines for
Noncoverage". The purpose of these coding guidelines is to create a
working |ist of nedical services and procedures that are never covered
by the Medi care program Such services and procedures are al ways deni ed
ei t her because:

- A national decision to noncover the service/procedure exists, or

- The service/procedure is included on the |list of services determ ned
by this contractor to be excluded from coverage.

For nore information on this policy, refer to pages 31-33 of the
Sept enber/ Cct ober 1997 Medi care B Update! The codi ng guidelines are
devel oped under an iterative process and will be updated as nationa
and | ocal coverage decisions change.

It is inmportant to note that the fact that a new service or procedure
has been issued a CPT code or is FDA-approved does not, in itself, nake
the procedure "nedically reasonabl e and necessary.” It is our policy
that new services, procedures, drugs, or technol ogy nust be eval uated
and approved either nationally or by our |ocal nedical review policy
process before they are consi dered Medi care-covered services.

Local Noncoverage Deci sions:

Laboratory Procedures:

83019; Urea Breath Test for H Pyl or

89250-89261; Culture and fertilization of oocyte(s) and other artificia
i nsem nati on procedures

Procedures:
01995; Regional |.V.. adm nistration of |ocal anesthetic agent or other
medi cation (upper or lower extremty)

53852*; Transurethral Needle Ablation (TUNA)

92997-92998; Percut aneous translum nal pul monary artery ball oon
angi opl asty

95806; Sl eep Study unattended by a technol ogi st

Nat i onal Noncover age Deci si ons:

Procedures:

0121; Col orectal cancer screening; colonoscopy on individual not
neeting criteria for high risk

0122; Col orectal cancer screening; barium enem



78351*; Dual Photon Absorptionmetry, one or nore sites (Cl M 50-44)
97780-97781*; Acupuncture (Cl M 35-8)

*Servi ces which are noncovered due to their being
i nvestigational / experinental.

Advance Notice Requirenent

An advance notice of Medicare's denial of paynment nust be provided to
the patient when the provider does not want to accept financia
responsibility for a service that is considered

i nvestigational /experinmental, or is not approved by the FDA, or because
there is a lack of scientific and clinical evidence to support the
procedure's safety and efficacy. See page 4 for additional information
on Advance Notice Requirenents.

Docunent ati on Requirenents
Nat i onal noncovered services may not be covered by the local carrier

In order for noncovered services to be evaluated for coverage, the
foll owi ng docunentation nust be submtted to the local carrier

- Peer-reviewed articles fromappropriate nedical journals
- Statenents fromauthorities within the field

- FDA approva

- Appropriate CPT/HCPCS code.
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(0101, QO0091, P3000, P3001: Screening Pap Snears and Pel vic Exans

Section 4102 of the Bal anced Budget Act of 1997 (P.L. 105-33) anends
(01861 nn) of the Social Security Act (42 USC 1395x(nn)) to include
coverage every three years for a screening Pap snmear or nore frequent
coverage for women (1) at high risk for cervical or vaginal cancer, or
(2) of childbearing age who have had a Pap snear during any of the
preceding three years indicating the presence of cervical or vagi na
cancer or other abnormality.

Cover age and Paynent

Screening Pap snears are covered when ordered and col |l ected by a doctor
of nedicine or osteopathy (as defined in [0O1861(r)(l) of the Act), or

ot her authorized practitioner (e.g., a certified nurse mdw fe,
physi ci an assistant, nurse practitioner, or clinical nurse specialist,
who is authorized under state law to performthe exani nation) under one
of the follow ng conditions:

- The beneficiary has not had a screening Pap snear test during the
preceding 3 years (use | CD-9-CM code V76.2, special screening for
mal i gnant neopl asm cervix) or



- There is evidence (on the basis of her nedical history or other
findings) that she is of chil dbearing age and has had an exam nation
that indicated the presence of cervical or vagi nal cancer or other
abnormalities during any of the preceding 3 years; or that she is at
hi gh risk of devel oping cervical or vaginal cancer (use |CD-9-CM code
V15. 89, other specified personal history presenting hazards to health).
The high risk factors for cervical and vaginal cancer are:

Cervical Cancer High Ri sk Factors:

Early onset of sexual activity (under 16 years of age) (use |ICD-9-CM
code: V69.2 High Ri sk Sexual Behavi or)

Mul tiple sexual partners (five or nore in a lifetine)
Hi story of a sexually transmtted disease (including HV infection)

Fewer than three negative Pap snmears within the previ ous seven years

Vagi nal Cancer Hi gh Ri sk Factors:

DES (diethylstilbestrol)-exposed daughters of wonmen who took DES during
pregnancy.

- The term "woman of chil dbearing age" nmeans a woman who is
premenopausal , and has been determ ned by a physician, or qualified
practitioner, to be of chil dbearing age, based on her medical history
or other findings. Paynent is not nmade for a screening Pap snear for
wonmen at high risk or who qualify for coverage under the chil dbearing
provi sion nore frequently than once every 11 nonths after the nonth
that the | ast screening Pap snear covered by Medi care was perforned.

The Part B deductible for screening Pap snear services paid for under
t he physician fee schedule is being waived effective January 1, 1998.
HCPCS Codi ng

The foll owi ng HCPCS codes can be used for screening Pap snear:

Q091; Screening Pap snear, obtaining, preparing and conveyance of
cervical or vaginal smear to |aboratory.

This service is paid under physician fee schedule and, therefore, the
Part B deductible for this service is wai ved because of the specific
wai ver provision in the BBA | egislation.

P3000; Screening Papani col aou snmear, cervical or vaginal, up to three
snmears, by a technician under the physician supervision, and

P3001; Screening Papani col aou smear, cervical or vaginal, up to three
snmears requiring interpretation by a physician
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These two services ( codes P3000 and P3001) are paid under the clinica
di agnostic | aboratory fee schedul e.

P3001(26); Screening Papani col aou snear, cervical or vaginal, up to
three smears requiring interpretation by a physician

This service is paid under the physician fee schedul e only when

provi ded to hospital inpatients. The Part B deductible for this service
is wai ved because of the specific waiver provision in the BBA

| egi sl ation.

Screeni ng Pel vic Exam nation

Section 4102 of the Bal anced Budget Act of 1997 (P.L. 105-33) anmends
(01861 nn) of the Social Security Act (42 USC 1395x(nn)) to include
coverage of a screening pelvic exam nation for all fenmale
beneficiaries, effective January 1, 1998. A screening pelvic

exam nation should include at | east seven of the follow ng el even

el ement s:

- I nspection and pal pati on of breasts for masses or |unps, tenderness,
symretry, or nipple discharge;

- Digital rectal exam nation including sphincter tone, presence of
henorrhoi ds, and rectal masses;

- Pelvic examination (with or without specinen collection for snears
and cul tures) including:

- External genitalia (for exanple, general appearance, hair
di stribution, or |esions);

Urethral neatus (for exanple, size, location, |esions, or prol apse);

Urethra (for exanple, masses, tenderness, or scarring);

Bl adder (for exanple, fullness, nmasses, or tenderness);

- Vagina (for exampl e, general appearance, estrogen effect, discharge,
| esi ons, pelvic support, cystocele, or rectocele);

- Cervix (for exanple, general appearance, |esions or discharge)

- Uterus (for exanple, size, contour, position, nmobility, tenderness,
consi stency, descent, or support);

- Adnexal/ paranetria (for exanple, masses, tenderness, organonegaly, or
nodul arity); and



- Anus and perineum

Cover age and Paynent

Medi care Part B pays for a screening pelvic examnation if it is
performed by a doctor of nmedicine or osteopathy (as defined in
01861(r) (1) of the Act), or by a certified nurse mdwi fe (as defined i
(01861 gg) of the Act), or a physician assistant, nurse practitioner,
or clinical nurse specialist (as defined in 01861 (aa) of the Act) who
is authorized under State law to performthe exani nation. This

exam nation does not have to be ordered by a physician or other

aut hori zed practitioner.

Payment may be nade for a screening pelvic exam nation perforned on an
asynptomatic woman only if the individual has not had a screening
pel vi c exami nation paid for by Medicare during the preceding 35 nonths
following the nonth in which the | ast Medi care-covered screening pelvic
exam nation was perforned except as provided in the bullets bel ow

- Payment may be made for a screening pelvic exam nation performed nore
frequently than once every 36 nonths if the test is perforned by a
physi cian or other practitioner and there is evidence that the woman is
at high risk (on the basis of her nedical history or other findings) of
devel opi ng cervi cal cancer, or vaginal cancer. (Use |CD 9-CM code

V15. 89, other specified personal history presenting hazards to health.)
The high risk factors for cervical and vagi nal cancer are:

Cervi cal Cancer H gh Ri sk Factors:

- Early onset of sexual activity (under 16 years of age) (use |ICD 9-CM
code: V69.2 High Ri sk Sexual Behavi or)

- Miultiple sexual partners (five or nmore in a lifetine)
- History of a sexually transmitted di sease (including HV infection)

- Fewer than three negative Pap snmears within the previ ous seven years

Vagi nal Cancer Hi gh Ri sk Factors:

- DES (diethylstilbestrol)-exposed daughters of wonmen who took DES
during pregnancy.

Paynment may al so be made for a screening pelvic exan nation perforned
nore frequently than once every 36 nonths if the exami nation is
performed by a physician or other practitioner, for a woman of

chi | dbearing age, who has had such an exam nation that indicated the
presence of cervical or vagi nal cancer or other abnormality during any
of the preceding three years. The term "wonman of chil dbearing age"
means a women who i s prenenopausal, and has been determ ned by a
physician, or qualified practitioner, to be of childbearing age, based
on her nedical history or other findings. Paynent is not made for a



screening pelvic exam nation for wonen at high risk or who qualify for
coverage under the chil dbearing provision nore frequently than once
every 11 nonths after the nonth that the | ast screening pelvic

exam nation covered by Medicare was performed.
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The Part B deductible for screening pelvic exam nations is being waived
ef fective January 1, 1998. Pelvic exanminations will be paid under the
physi ci an fee schedul e.

HCPCS Codi ng

A new HCPCS code has been established to code for the pelvic and
clinical breast exam nations. Use code (0101 (cervical or vagina

cancer screening, pelvic and clinical breast exam nation). This service
is paid under the physician fee schedul e.

Carrier Billing Requirenents

A screening Pap snear and a screening pelvic exanination can be done
during the same encounter. When this happens both procedure codes
shoul d be shown as separate line itens on the claim

An eval uati on and managenent visit and code G0101 shoul d not be
reported by the same physician for the same date of service. The
eval uati on and management visit includes paynment for the G0101 service.

As a rem nder, an eval uation and nanagenent visit and code Q091 should
not be reported by the same physician for the same date of service. The
eval uati on and managenent visit includes paynent for the Q091 service.

Rei mbur senment

Rei mbur senment for procedure code (0101 is based on the physician fee
schedul e. The fees are:

Parti ci pating:
Loc. 1/2 - 25.50
Loc. 3 - 27.02
Loc. 4 - 28.26

Nonparti ci pating:
Loc. 1/2 -24.23
Loc. 3 -25.67
Loc. 4 - 26.85

Limting charge
Loc. 1/2 - 27.86
Loc. 3 - 29.52
Loc. 4 - 30.88

Advance Notice



Advance notice applies to frequency (see page 4) for high risk
pati ents.
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11055-11057, 11719: Routine Foot Care

Description

Routine foot care generally includes the cutting or renmoval of corns
and calluses; the trimm ng, cutting, clipping of nails; and other

hygi eni ¢ and preventative mai ntenance care, such as cleaning and
soaking the feet, the use of skin creans to naintain skin tone of
either anbul atory or bedfast patients, and any other service perforned
in the absence of localized illness, injury, or synptons involving the
feet.

Therefore, Routine Foot Care is generally considered a noncovered
servi ce; however, there may be instances in which the statutory

excl usion woul d not apply.

In addition, there are certain netabolic, neurologic, or periphera
vascul ar di seases that may require Routine Foot Care by a podiatrist or
ot her physici an.

Policy Type

Local medical necessity policy

An operational statement of national coverage policy

I ndications and Limtations of Coverage and/or Medical Necessity
Medi care will consider Routine Foot Care nedically necessary and

reasonabl e when performed under the follow ng circunstances:

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

- When the patient has one of the follow ng conditions and routine foot
care could pose a hazard if performed by a nonprofessional
Di abetes nellitus*;

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

Buerger's disease (thronboangitis obliterans);
Chroni c thronmbophl ebitis*;

Peri pheral neuropathies involving the feet such as those:



associated with malnutrition and vitam n deficiency*,
associated with carci noma*,

associ ated with diabetes nellitus*,

associated with drugs and toxins*,

associated with nultiple sclerosis*,

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

associated with | eprosy or neurosyphilis, or

associated with hereditary disorders

- Hereditary sensory radicul ar neuropathy

- Angi okeratoma corporis diffusum (Fabry's)

- Anyl oi d neur opat hy;

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

- When the service is perforned by a podiatrist, then the nane of the
attendi ng physician (MD. or D.O.) who is actively treating the
patient's condition and
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- The date the patient was |ast seen by the MD. or D.O. who is
actively treating the condition (this date nmust be within six nonths
(180 days).

Al so, for non-asterisked conplicating conditions, except for periphera
neuropat hy involving the feet associated with traumatic injury, the
claimformnust contain the nane of the MD. or D.O who diagnosed the
conplicating condition when the service is perforned by a podiatrist:

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



B, or C. To fulfill the medical necessity requirenments for routine foot
care there nust be

- One Class A finding, or

- Two Class B findings, or

- One Class B and two Class C findings.

Class A

- Nontraumatic anputation of foot or integral skeletal portion thereof.

Class B
- Absent posterior tibial pulse, or
- Absent dorsalis pedal pulse, or

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

- Hair growth (decrease or absence)

- Pignentary changes (discoloration)

- Skin color (rubor and redness or bl ueness)
- Nail changes (thickening)

- Skin texture (thin, shiny)

Class C
- Claudication (pain in calf when wal ki ng)
- Tenperature changes in the feet

- Edemn

Par at hesi as (abnormal spontaneous sensations in the feet, i.e.,
tingling)

Bur ni ng
Ot her Indications and Limtations of Coverage and/or Medical Necessity
- Services or devices directed toward care of the correction of flat

foot is noncover ed.

HCPCS Codes



11055; Paring or cutting of benign hyperkeratotic |esion (e.qg.

callus); single lesion
11056; two to four | esions
11057; nore than four |esions

11719; Trinmm ng of nondystrophic nails, any nunber

| CD-9 Codes That Support Medical Necessity
030. 0-030.9
094.0

094.1

094.9

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

265. 0*

265. 2*

266. 1*

266. 2*

272.7

277.3

281. 0%

281. 3*

334.0

340*

356. 0-356. 9
357.0*

357. 1%

357. 2*

357. 3*

corn or



357. 4*
357. 5%
357. 6*
357. 7*
358. 1*
358. 2*
440. 20- 440. 24
443.0
443. 1
444 22
446.0
446. 7*
451. 0*
451. 1*
451. 11*
451. 19*
579. 0*
579. 1*
579. 2*
579. 3*
579. 4*
585*

586*

HCFA Nati onal Coverage Policy

Medi care Carrier's Manual, Sections 2323.C., 4120.1 and 7506.5. A.

Reasons for Deni al



Any service billed with a diagnosis code(s) other than the ones listed
under the "ICD-9 Codes That Support Medical Necessity" will be denied
as noncovered by Medicare for routine foot care services.

Routi ne Foot Care (11055-11057 and 11719) woul d not be rei nbursed by
Medi care when perfornmed in the follow ng places of service:

- 41 Anbul ance - Land
- 42 Anmbul ance - Air or Water

- 81 Independent Laboratory

Noncovered | CD-9 Code(s)

Al'l other codes not listed under the "ICD-9 Codes that Support Medica
Necessity" section of this policy.

Codi ng Gui del i nes

In order for 11055-11057 and 11719 (Routine Foot Care) to be a covered
service, the patient nust have one or nore of the diagnhoses |isted
under the "ICD-9 That Supports Medical Necessity" section in this
policy. Otherwi se, the service is noncovered and shoul d be coded as
A9160 (noncovered service by a podiatrist) or A9270 (noncovered item or
service). On all clainms for Routine Foot Care, except for periphera
neur opat hy involving the feet associated with traumatic injury, the
name of the MD. or D.O who diagnosed the problem nust be indicated.
In addition, for those di agnoses which are asterisked (*), the MD. or
D.O. nust be actively treating the condition and the date the patient
was | ast seen by the actively treating MD. or D.O nust be included on
the claim

Medicare will pay for a visit on the same day as routine foot care if
the visit was nedically necessary and was for a significant, separately
identifiable service, and the nodifier -25 is used.

Modi fier -Q7 should be used to indicate one Class A finding; nodifier -
@B should be used to indicate two Class B findings; and -@ should be
used to indicated one Class B and two Class C findings for Routine Foot
Care.
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Modifier -24 is used for unrelated eval uati on and managenment services
by the sane physician during the postoperative period.

Modi fier -25 should be used to indicate that a significant, separately
i dentifiable evaluation and managenent services was performed by the
same physician on the day of a procedure, following the initial visit.

Procedure code 11719 enconpasses any nunber of nails and woul d
therefore be reported only once for any nunber of nails trimed.



It is expected that the provider bill only for the service perforned
and not all HCPCS codes applicable to Routine Foot Care. For exanple,
if trimmng of nails and paring and curettenent of four |esions were
performed, then procedure codes 11719 and 11057 should be billed. If
only trimmng of nails is perforned, then code 11719 should be bill ed.

Docunent ati on Requirenents

The podiatrist nmust document in his office/progress notes the
appropriate signs and synptons as outlined in Classes A B and/or C of
the conplicating condition(s)/ICD-9 and the di agnosing MD. and D. O
for those conplicating conditions under the "I CD-9 That Supports

Medi cal Necessity" which are not asterisked, with the exception of
peri pheral neuropathy involving the feet associated with traumatic
injury.

For those conplicating condition(s)/ICD 9 codes which are asterisked

(*), the diagnosing MD. or D.O and the date the patient was |ast seen
nmust be indicated on the claimform
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17000: Benign or Prenmlignant Skin Lesion Renoval and/or Destruction
Description

Beni gn or premalignant skin | esion renoval /destruction.

Policy Type

Local nedical necessity policy.

I ndications and Linmtations of Coverage and/or Medical Necessity

Medi care B will consider the destruction of a benign or prenalignant
skin lesion nedically necessary under the follow ng circunstances:

- When the patient presents with an actinic keratosis that has changed
in size, has devel oped erythemmn, has thickened, has ul cerated, has
eroded, has devel oped changes at the tunor margins, has becone markedly
hyperkeratotic, in which pain has devel oped and/ or a cutaneous horn has
devel oped,;

- When the patient presents with an actinic keratosis on the nose, ear
or eyelids;

- When the patient presents with a actinic keratosis and has a history
of one of the foll ow ng:



chroni ¢ i nmunosuppressi on such as that associated with organ

transpl antation, particularly renal transplantation, and other disease
processes such as Human | munodeficiency Virus (H V) or Acquired |Inmune
Defici ency Syndrome (AIDS) and/or chronic |ynphocytic | eukem a or

| ynphong;

treatment of psoriasis with psolaren-ultraviolet A (PUVA) therapy;
xeroderma pi gmentosum al bi nism or discoid |upus erythematosus; and/ or,

previ ous treatment of a biopsy-proven Squanous Cell Carci noma (SCC) or
ot her skin malignancy.

- When the patient has nmultiple actinic keratoses and has sel f-

adm nistered 2 percent to 5 percent Fluorouracil (Efudex) topical cream
for two to four weeks and the actinic keratoses have not responded to
this treatnent one to two nonths following treatnment*, or

*1t should be noted that the natural response to fluorouracil (Efudex)
is erythemn, usually followed by vesicul ati on, desquamati on, erosion
and reepithelialization. Therefore, during and i medi ately foll ow ng
fluorouracil treatnent these signs and synptons woul d be consi dered
part of the response/ healing process and woul d not be considered as
meeting the criteria for renmoval. There are contraindications for the
use of topical fluorouracil which include pregnancy, use on nucous
menbr anes, use on nouth, and use around eyes or on nose. If after two
mont hs, the actinic keratoses have not responded, they may be renoved
or destroyed.

- When the patient presents with an actinic cheilitis (actinic
keratosis of the lower lip) or an actinic keratosis of the upper |ip;

- When the patient presents with an actinic conjunctivae (actinic
keratosis on the bul bar conjunctivae);

- When a patient presents with an arsenical keratosis (due to arsenic
exposure) ;

- When a patient presents with a keratosis and has a history of
signi ficant exposure to therapeutic or occupational radiation therapy
(chronic radiati on keratosis); and/or
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- When a patient presents with a keratosis which arises froman old
scar (chronic cicatrix keratosis).



If none of the aforementioned conditions exist, Medicare B of Florida
woul d consi der the renoval of an actinic keratosis as nedically
unnecessary and, therefore, not reinbursable by Medicare.

In addition, chem cal or cryogenic peels of the face, even in the
presence of actinic keratoses, are considered nmedically unnecessary in
nat ure because the technique is used to inprove the appearance of

phot odamaged skin, and is, therefore, not reinbursable by Medicare.

The total nunber of services billed utilizing procedure codes 17000,
17003, and 17004 whi ch exceed the nunber that woul d be considered

medi cal | y necessary and reasonabl e according to established paraneters
will be reviewed on a prepaynent basis using the criteria in this
section of the policy.

Generally, the renmpoval of benign |esions such as seborrheic keratoses,
sebaceous cysts, and warts are done for cosnetic reasons, however, in
rare instances it may be necessary to renove these types of |esions.
Medi care B of Florida will consider the renoval of these |esions as
medi cal |y necessary for any of the follow ng reasons:

The lesion is in an area such as the neck, bra line or waist and is
constantly irritated and/or is located in an anatom cal |ocation of
recurrent trauma and that such trauma has in fact occurred;

- The lesion obstructs an orifice or clinically obstructs vision (this
woul d include any | esion);

- The patient presents with condyl omata acumi nata (venereal warts)
and/or is inmunosuppressed; and/or,

- Plantar warts or other lesions on the sole of the foot which inpede

the patient's ability to anbul ate or which neet any of the
af orementioned criteria

If the aforenentioned signs and synptons are not present, further
treatment woul d be considered nedically unnecessary and, therefore, not
rei mbursabl e by Medicare B of Florida.

HCPCS Codes

11300; Shaving of epidermal or dermal |esion, single lesion, trunk
arms, or legs; lesion diameter 0.5 cmor |ess

11301; lesion dianeter 0.6 to 1.0 cm
11302; lesion dianeter 1.1 to 2.0 cm
11303; | esion dianeter over 2.0 cm

11305; Shaving of epidermal or dermal |esion, single |lesion, scalp
neck, hands, feet, genitalia; |esion diameter 0.5 cmor |ess



11306; les
11307; | esi
11308; | esi
11310;
ears, eyel
| ess

11311; | esi
11312; |esi
11313; | esi
11400; Exci
el sewhere),
11401; les
11402; | esi
11403; | esi
11404; | esi
11406; les
11420; Exci
el sewhere),
or |ess
11421; | esi
11422; 1| esi
11423; | esi
11424; | esi
11426; | esi
11440; Exc
ears, eyel
| ess

11441; | esi
11442; | esi
11443; | esi
11444; | esi

Shavi ng of epi dernal

on dianmeter 0.6 to 1.0 cm

on diameter 1.1 to 2.0 cm

on di aneter over 2.0 cm

or

dermal |esion, single |esion, face,

ds, nose, lips, mucous nenbrane; |esion dianeter 0.5 cm or

on dianmeter 0.6 to 1.0 cm

on dianmeter 1.1 to 2.0 cm

on di aneter over 2.

0

si on, benign | esion,
trunk, arms or legs; lesion dianeter 0.5 cmor |ess

cm

except skin tag (unless listed

on dianmeter 0.6 to 1.0 cm

on dianmeter 1.1 to 2.0 cm

on dianmeter 2.1 to 3.0 cm

on dianeter 3.1 to 4.0 cm

on di aneter over 4.

0

si on, benign |esion,
scal p, neck, hands,

cm

except skin tag (unless listed
feet, genitalia; lesion diameter 0.5 cm

on dianeter 0.6 to 1.0 cm

on dianeter 1.1 to

on dianmeter 2.1 to

on dianeter 3.1 to

on di aneter over 4.

sion, other benign

2.

3.

4.

0

0 cm
0 cm
cm

esion (unless listed el sewhere), face,

ds, nose, lips, mucous menbrane; |esion dianeter 0.5 cm or

on diameter 0.6 to 1.0 cm

on dianmeter 1.1 to 2.0 cm

on dianeter 2.1 to 3.0 cm

on dianmeter 3.1 to 4.0 cm



11446; |esion dianeter over 4.0 cm

17000; Destruction by any nethod, including |aser, with or without
surgical curettenment, all benign or premalignant |lesions (e.g., actinic
kerat oses), other than skin tags or cutaneous vascular proliferative

| esions, including | ocal anesthesia; first |esion

17003; second through 14 | esions, each (list separately in addition to
code for first |esion)

17004; 15 lesions or nore (includes 17000 and 17003; that is, 17004 may
not be reported in addition to 17000 and 17003)

17110; Destruction by any nmethod of flat warts, nolluscum contagi osum
or mlia, up to 14
| esi ons

17111; 15 or nore | esions

17999; Unlisted procedure, skin, mucous nenbrane, and subcut aneous
ti ssue
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| CD-9 Codes That Support Medical Necessity

N A

HCFA Nati onal Coverage Policy

Medi care Carrier's Manual (MCM 4826

Reasons for Denia

Beni gn skin |l esions and premalignant skin |esions (actinic keratosis)
removal s which do not neet the criteria as outlined in "Indications and
Limtations" are considered nedically unnecessary and will not be

rei mbursed by Medicare B of Florida.

Codi ng Gui del i nes

CPT coding is based on the type of |esion (benign or premalignant),

met hod of destruction or renoval, and the nunber of |esions renpved for
any of the procedure codes within the follow ng ranges: 11300-11313;
11400- 11446; 17110-17111; 17999; or 17000-17004

If a lesion is destroyed or renoved for any reason other than one
listed under the "Indications and Limtations" section of this policy,
the procedure is considered nmedically unnecessary and is, therefore,
not reinbursable by Medicare and should be billed utilizing procedure
code A9270 (noncovered service).



Modi fier -24 is used for unrelated eval uati on and management services
by the sanme physician during the postoperative period.

Modifier -25 is used to indicate that on the day a procedure was
performed, the patient's condition required a significant, separately
i dentifiabl e evaluation and managenent service.

Procedure code 17000 and 17004 may only be billed once per day.
Procedure code 17003 nmay be billed no nore than thirteen (13) tinmes in
one day because the descriptor reads "second through fourteen (14)

| esions, each lesion". It is not appropriate to use nmodifier -76
(repeat procedure) with these codes.

Procedure code 17004 includes 17000 and 17003. Therefore, it is not
appropriate to bill procedure code 17004 on the sane day as 17000 and
17003 for the sane patient by the sane provider

When the patient is seen for purposes of prescribing fluorouracil and
providing instruction on howto use this nedication, the appropriate
| evel of evaluation and managenent service may be rei nbursed.

Docunent ati on Requirenents

If the patient presents with an actinic keratosis(es) and its
appearance has changed, (i.e., size, erythemn, thickening, ulceration,
and/or erosion in the tunor or tumor margins) or if the patient has
devel oped pain within the lesion, this should be clearly docunented in
t he physician's progress/office notes to substantiate renoval of the

| esi on.

If the patient presents with an actinic keratosis(es) and has a history
of chronic i munosuppression; treatnent of psoriasis with PUVA therapy;
xeroderma pi gnentosum discoid | upus erythematosus or al binism and/or
a previous treatnment of a biopsy-proven SCC, this should clearly be
docunented in the physician's progress/office notes. The approxi mte
starting date and duration of radiation therapy or PUVA therapy shoul d
be docunented, if applicable. In addition, the date of organ

transpl antati on shoul d be documented, if applicable. Any other

i mmunosuppressi ve di sorder shoul d be docunmented with the date or
approxi mat e date of diagnosis.

If the patient presents with nultiple actinic keratoses, the self-

adm nistration of topical 2 percent to 5 percent fluorouracil (Efudex)
cream or solution for a period of no |l ess than two weeks and

unr esponsi veness to the drug after two nonths shoul d be docunented. |If
the patient has a condition in which fluorouracil is contraindicated
such as pregnancy or actinic keratosis(es) around the eyes, on the
nose, on the nouth, or on nucous nenbranes, the physician's

of ficel/ progress note should reflect this. The location of this

| esion(s) should be docunmented in the office/progress notes as well

If the patient presents with an actinic cheilitis (actinic keratosis of
the lower |ip) or an actinic keratosis on the ear or conjunctiva, the
exact location and a description of the |esion(s) appearance should be
docunented in the physician's progress/office notes.



Also, if the patient has had a previous biopsy-proven SCC or other
skin malignancy, the location of that |esion, the date of renoval, and
a pathol ogy report for the previous lesion, if available, should be
docunented. In addition, for the aforementioned conditions/treatnents,
the exact | ocation and a description of the | esion should be
docunent ed.

For cicatrix keratoses, the location of the scar, the type of the scar
the approxi mate date the scar devel oped, and a description of the size,
| ocati on and appearance of the |esion should be docunmented in the
physi ci ans progress/office notes.

Al t hough not required at this time, a photograph of the Iesion with an
i ndi cation of the size and |ocation would be an excell ent docunentation
tool for the size, location, and appearance of the lesion. If the
physician is not able to take a photograph or nake a sketch in his/her
notes regardi ng size, l|location, and appearance of the | esion, a very

cl ear description of the lesion nust be included in the progress/office
not es.

For those benign lesions that are located in areas which subject the

| esion to constant irritation and/or trauma and need to be renoved
because of constant or frequent traumatization, the exact |ocation and
size of the lesion and type of irritation and/or trauma should be
docunented in the physician's progress/office notes.

In addition, to the above, the nethod of destruction or renmoval should
be described in the physician's progress/office notes for any type of
| esi on destroyed or renoved.
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76070, 76075, 76076, 76078, 78350: Bone M neral Density Studies
Description

Ost eoporosis has classically been defined as skeletal fragility due to
| ow bone nmass, which results in fractures associated with m ninal
trauma. To quantify this concept, osteoporosis has been defined as bone
mass nore than 2.5 standard devi ati ons bel ow the nean of young normal s.
Osteoporosis is a major health problem and it has been estimated that
70 percent of fractures in wonen age 45 and ol der are the types
associated with osteoporosis. Miultiple risk factors have been
identified that increase the risk for devel opi ng osteoporosis
(heredity, estrogen deficiency, alcoholism race and sex being the nost
promni nent).

Bone mineral density studies are perfornmed to establish the diagnosis
of osteoporosis and to assess the individual's risk for subsequent
fracture. Bone densitonetry includes the use of single photon
absorptionetry (SPA), dual photon absorptionetry (DPA), dual energy
radi ographi ¢ absorptionetry (DEXA), portable dual energy radi ographic
absorptionetry (p-DEXA), quantitative conputed tonography (QCT), and
bone ultrasound densitonetry (BUD). Low radi ati on dose, availability
and ease of use have made DEXA the npost widely used technique for
measuring bone density in clinical trials and epideni ol ogi cal studies.



Bone density can be nmeasured at the wist, spine, hip or cal caneus. The
nmedical literature is divided on the accuracy of predicting
osteoporosis of the spine or hip by measuring peripheral sites (wist,
cal caneus). It does appear, however, that neasurenent of bone density
of the bone involved gives a better neasurenent of osteoporosis than
does measurenent of another bone not known to be involved. Medicare
does not pay for screening; therefore, Medicare will only pay for
nmeasur ement of the bone invol ved.

Preci se calibration of the equipnent is required for accuracy and to
reduce variation of test results and risk of msclassification of the
degree of bone density. Lack of standardization in bone m nera
nmeasurement remmins an issue, and tests are best done on the sane
suitably precise instrument to insure accuracy. It is inportant to use
results obtained with the sane scanner when conparing a patient to a
control population, as systematic differences anbng scanners have been
found. To ensure reliability of bone nass nmeasurements, the
densitonetry technol ogi st nust have proper training in performing this
procedure. Ml positioning of a patient or analyzing a scan incorrectly
can lead to great errors in bone mneral density studies.

A stationary bone densitoneter is a device that is permanently | ocated
in an office.

A nobile densitonmeter is one that is transported by vehicle fromsite
to site.

A portable densitometer is one that can be picked up and noved from one
site to another.

I ndications and Limtations of Coverage and/or Medical Necessity

Peri pheral Bone Density Study

In general, it appears that a peripheral bone density study is usefu
in screening for osteoporosis, however, Medicare is prevented by
statute from paying for screening for osteoporosis.

A peripheral bone density study is covered for the patient with a
Colles' fracture or other distal radius or ulnar fracture when the
study is done because of suspicion that osteoporosis is a conponent of
the cause of the fracture. If the diagnosis of osteoporosis is already
established, this would not be covered. You would not expect to see
this test performed for Colles' or other fracture nmore than once.
HCPCS Codes

76070

Conmput eri zed Tonography Bone M neral Density Study, one or nore sites

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 ogr aphi ¢ absorptionmetry (Photodensitonmetry), one or nore sites

78350

Bone Density (Bone M neral content) Study, one or nore sites; single
phot on absorptionetry

| CD-9 Codes That Support Medical Necessity
813. 40-813. 44

813.50-813. 54

Central Bone Density Study
A central bone density study is covered for the follow ng indications:

- Apatient with a recent fracture of the spine, |ong bone, hip or
pel vis, when the fracture is suspected to be associated with
osteoporosis; code with the appropriate 1CD-9 code for the fracture.

- Radi ographi c Osteopenia: For this indication, the test is covered to
verify and quantify osteoporosis and to determine if the patient is to
be treated with nedication to increase bone density. For this

i ndi cation use ICD-9 code 733.02, idiopathic osteoporosis.

- A patient with docunmented osteoporosis on therapy with drugs known to
i ncrease bone mneral density when the test is done to determ ne
response to therapy; 1CD-9 code 733.00 for unspecified osteoporosis,

| CD-9 code 733.01 for postnmenopausal osteoporosis, ICD-9 code 733.02
for idiopathic osteoporosis.
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- A patient with known hyperparathyroidismwhen the test result is
being used to deternine if the patient requires a parathyroidectony.
Use I CD-9 code 252.0 for hyperparathyroidism

- A patient on long-termcorticosteroid therapy (greater than 3

nmont hs), on the equival ent dose of 30 ng cortisone [or 7.5 ngy

predni sone ] or greater per day. For this indication, the test is
covered only if the result is being used to deternine if the patient is
to be treated with drugs to increase bone density. Use |ICD-9 code
733.09 for drug-induced osteoporosis and E932.0 for adrenal cortica
steroids.



- A patient on long-term (greater than 1 nonth) heparin therapy. For
this indication, the test is covered only when the result is being used
to determine if the patient is to be treated with drugs to increase
bone density. Use ICD-9 code 733.09 for drug-induced osteoporosis and
E934. 2 for heparin.

- A patient on long-term (greater than 3 nonths) phenytoin therapy. For
this indication, the test is covered only when the result is being used
to determne if the phenytoin is to be discontinued and or to determ ne
if the patient is to be treated with drugs to increase bone density.
Use I CD-9 code 733.09 for drug-induced osteoporosis and E936.1 for
phenyt oi n.

- A patient on excessive doses of thyroid replacenent. For this

i ndication, the test is covered only if the patient has a subnormal TSH
I evel while on thyroid replacenent. For this indication, the test is
covered only when the results is being used to determined if the
patient is to be treated with drugs to increase bone density. Use ICD-9
codes 244.0-244.9 for hypot hyroidismand E932.7 for the excessive
thyroi d nedication.

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

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

For the last two indications noted above, use |ICD-9 code 256.2
(postabl ative ovarian failure) for secondary estrogen deficiency or
256.3 (other ovarian failure) for primary estrogen deficiency.

Medi care does not cover routine screening procedures or protocols,

i ncluding the routine screening for osteoporosis through the use of
bone m neral density studies. It is expected that these procedures
shoul d only be rendered when nedically reasonabl e and necessary for the
patient's condition. Therefore, a patient's therapy should be

i ndi vidualized; testing or retesting for each patient should not be
performed automatically. This test should not be repeated nore often
than nmedi cally necessary.

A bone densitonmetry study (76075) code should be billed only once
regardl ess of the nunber 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 76075 can be billed).

HCPCS Codes

76070; Conputerized Tonography Bone M neral Density Study, one or nore
sites



76075; Dual Energy X-Ray absorptionmetry (DEXA), Bone Density Study, one
or nore sites; axial skeleton (e.g., hips, pelvis, spine)

78350; Bone Density (Bone M neral content) Study, one or nore sites;
si ngl e photon absorptionetry

| CD-9 Codes That Support Medical Necessity:
244.0-244.9

252.0

256. 2

256. 3

733.00

733.01

733.02

733.09

733.11-733. 16

805. 2

806. 4

808. 0- 808. 9

820. 0-820.9

E932.
E932.
E934.
E936.

PN ~NO

HCFA Nati onal Coverage Policy

Title XVIIl of the Social Security Act, section 1862(a)(7). This
section excludes paynent for screening procedures (tests) perfornmed in
t he absence of signs or synptons.

Title XVI1I of the Social Security Act, section 1862(a)(7). This
section allows coverage and paynent for only those services that are
consi dered nedically reasonabl e and necessary.

Cover age |ssues Manual 50-44 precludes Medicare paynent for dual photon
absorptionetry.

Code of Federal Regul ations 410.32 A(3).

Reasons for Denia

Medi care is prevented by statute from paying for screening for
osteoporosis (e.g., bone densitonmetry would be noncovered (a) if done
because the patient is or has been a tobacco user, (b) the individua
is or has been a consuner of alcoholic products, (c) if the individua
is 65 and over but does not have any of the conditions described under
Coverage").
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Medi cal data is |lacking that dempnstrates that routine bone
densitonetry testing results in benefit to individuals in the follow ng



categories, and therefore testing would be considered nedically
unnecessary:

- Perimenopausal wonmen who are ot herwi se asynptomatic and who decide to
take estrogen replacenent for other reasons;

- Patients with end-stage renal disease;

- Elderly individuals who are otherwi se well, do not have the
conditions nmentioned under indications for coverage;

- Patients who have been partially or conpletely inmobilized and are
likely to remain partially or conpletely inmobilized froma chronic
di sease process.

Bone Ul trasound Densitonetry (no CPT or HCPCS code) is considered
screening until nore data is available to deternmine its
appropri at eness.

Bone density studies of any type including dexa scans are not covered
under the portable x-ray benefit. The benefit allows for x-ray filns of
the skel eton, chest or abdonen. Although bone density studies are
radi ol ogy procedures, they are not x-ray filns. Also, to be a benefit
of portable x-ray services the equi pnment nust be portable to provide
services in the hone. Bone density studies done by portable units are
consi dered investigational until nore data is available to determ ne
its accuracy, precision and benefit in predicting bone density.

Peri pheral DEXA or p-DEXA except in the case of distal ulnal/radius or
Col l es' fractures is considered screening.

The val ue of bone density studies to inprove the outcones of patients
with end-stage renal disease is considered investigational

Bone m neral density studies for patients with a history of depression
i s considered investigational

Any | CD-9-CM di agnosis not listed in the indications for coverage
cat egory.

Procedure code 78351 (Dual Photon Absorptionetry) is noncovered by
Medi care Coverage | ssues Manual 50-44).

Codi ng Gui del i nes

Ef fective January 1, 1998, HCPCS codes (0062 and G0063 will no | onger
be recogni zed for Medicare paynent and have been assigned a "D’

(del eted codes) status indicator. The followi ng new CPT codes have been
established for reporting of peripheral and central DEXA studies.

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



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

When perform ng bone mneral density studies, the CPT code that
reflects the procedure that was

performed should be billed. See the HCPCS section under peripheral and
central bone minera

density studies for the appropriate CPT Codes.

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

Phot odensi tonetry (a noni nvasive radi ol ogi cal procedure that attenpts

to assess bone nmss by

measuring the optical density of extrenmity radi ographs with a

phot odensitonmeter) is reported

usi ng code 76078. Since this procedure is performed by taking an X-ray
of the hand sinultaneous

with an X-ray of a "phantoni', the X-ray of the hand is not reinbursed

separately.

When performng this procedure for screening purposes bill ICD-9 code
V72.5 (Speci al

i nvestigati ons and exam nations: Radi ol ogi cal exam nation, not

el sewhere cl assified).

Docunent ati on Requi renents

Medi cal record docunentation nmai ntai ned by the treating physician nust
clearly docunment the

medi cal necessity for the ordering of the services. The docunentation
may be included in any of

the foll ow ng:

- history and physi cal

- officel/progress notes;

- test results with witten interpretation

- Xx-ray/radiology with witten interpretation

Advance Notice Requirenment

Applies to diagnosis (see page 4).

EE R R I I R I R R I S I I R R R I R R I R

Page 25
76092: Screeni ng Mammogr aphy Cover age Changes

As a result of legislation included in the Bal anced Budget Act (BBA) of
1997, Medicare's guidelines for screening manmogr aphy have changed



effective for services rendered on or after January 1, 1998. The
changes as a result of the BBA are:

- Mammogr aphi es are covered annually for wonen over age 39;
- The Medi care B deductible is waived; and

- Providers only need to use diagnosis code V76.12 (O her screening
manmogr an .

Screeni ng Mamogr aphy Policy

The followi ng informati on addresses current policy (effective for
services rendered on or after January 1, 1998) on screening

manmogr aphy. For coverage information on services rendered before
January 1, 1998, see the follow ng issues of the Medicare B Update:

Sept/ Cct 1997, page 28
Jan/ Feb 1996, page 4

Sept/ Cct 1996, page 43

Screeni ng mamography is a radiol ogic procedure for wonen for the early
detection of breast cancer. It is conducted for preventative purposes,
when there are no clinical indications or synptons. Screening

manmmogr aphi es i nclude a physician's interpretation of the results. A
screeni ng mamogram at a mninmum is a two-view exposure (cranio-
caudal and a nedial |ateral oblique view) of each breast. On occasion
suppl enentary views nay be required to visualize breast tissue
optimally (e.g., augnented breast, |large breast, patient with depressed
sternum or pronounced ribs). The need to do additional inmages (nore
than two views each breast) does not have any effect on the paynent
anount because paynent is prescribed by statute.

A physician's order is not required for coverage of a screening
marmogr am ( procedure code 76092). The determ nation for coverage is
made based on the woman's age and statutory frequency paraneter.

Ef fective for services after January 1, 1998, risk factors are no

| onger considered for this benefit. The new age/frequency guidelines
are:

Age: 35-39

Screening Period: Baseline (only one allowed for this age group)

Age: Over age 39

Screening Period: Annual*

Screeni ng mamogr aphi es are not covered for wonmen under the age of 35.

*For women who are age 39 or over, "annual" frequency is determ ned
this way: 11 full nonths nust have el apsed since the | ast screening;



begin counting with the nonth after the | ast exam For exanple, if a
wormen had an exam on January 11, 1998, you woul d begin counting on
February 1, 1998. She would next be eligible for a screening nmanmmogram
in January 1999. For services rendered prior to January 1, 1998, this
rule still applies. For exanple, if a woman received an exam on Cct ober
1, 1997, you would begin counting on Novenber 1, 1997. She woul d be
eligible for a screening mammogram i n Oct ober 1998.

Codi ng Gui del i nes

Ef fective January 1, 1998, every screeni ng mamography cl ai m nust be
bill ed using procedure code 76092 and di agnosi s code V76. 12.

As a rem nder, all mammography facilities (both screening and

di agnostic) require a certification nunber. The certification nunber
shoul d be placed in FAOrecord, field 31, field positions 142-151

(el ectronic clainms subm ssion_National Standard Format) or Bl ock 32 of
t he HCFA- 1500 form (paper claimsubm ssion). Services perforned by a
non-certified center or by a facility whose certificate is suspended or
revoked, or if the certification nunmber is onmitted fromthe claim the
claimwi |l be denied paynent.

Interpretations of screening manmograns are to be perforned only by
physi ci ans who are certified under the certification nunber of the
screening center. Two exceptions now exist: when the beneficiary
requests a transfer of the filnms fromone facility to another for a
second opi nion, or because the patient has noved to another part of the
country where the next screening mamography will be perforned.

Docunent ati on Requirenents

Al t hough a physician's order is not necessary, providers who refer a
patient for screeni ng mammography nust include the foll ow ng
information in the order

- the type of test (screening);

- the date of the |last screening mammogram

If you performthe mammography test, obtain the follow ng informtion
- if the test is ordered/referred by a physician, an order/referra
that specifically prescribes a screeni ng manmogr am

- the date of the |last screening mammogram

- maintain on file the radiol ogy report;

- if the interpreting physician is not certified under the
certification of the screening center, the docunentation must clearly

contain information to support the exception when billing the Medicare
program
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Rei nmbur senent

The Medicare Part B deductible does not apply to procedure code 76092,
but coi nsurance does. Rei nbursement, which is based on a statutory
amount, is as foll ows:

d obal anount: $64.73
Prof essi onal conponent only: $20.71
Techni cal conponent only: $44.02

Advance Notice Statenment

Advance notice applies to the center's certification. If the center is
not certified by the Food and Drug Administration, an advance notice of
Medi care' s deni al of paynment must be provided to the patient.
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88141: New Procedure Codes for Diagnostic Pap Snears

As a result of the 1998 HCPCS update, several procedure code changes
have affected the policy for diagnostic pap snmears. The revised policy
follows and affects the followi ng procedure codes. New procedure codes
are marked with an asterisk.

*88141; Cytopathol ogy, cervical or vaginal (any reporting system;
requiring interpretation by physician (List separately in addition to
code for technical service)

*88142; Cytopathol ogy, cervical or vaginal (any reporting system;
collected in preservative fluid, automated thin |layer preparation,
screeni ng by cytotechnol ogi st under physician supervision

88150; Cytopat hol ogy, smears, cervical or vaginal, up to three snears;
screeni ng by technician under physician supervision

*88152; with manual cytotechnol ogi st screening and aut omat ed
rescreeni ng under physician supervision

88155; with definitive hornmonal evaluation (e.g., maturation index,
karyopyknoti c i ndex, estrogenic index)

88156; Cytopathol ogy, snears, cervical or vaginal, (the Bethesda System
(TBS)), up to three snears; screening by technician under physician
supervi si on

*88158; with manual cytotechnol ogi st screening and aut omat ed
rescreeni ng under physician supervision

Di agnostic pap snears are covered by Medicare Part B when they are
medi cal | y reasonabl e and necessary for the patient's condition/illness.



To ensure that paynent is made only for medically reasonabl e and
necessary conditions/illnesses, only the follow ng di agnoses are
covered for diagnostic pap snears. Refer to the npost recent edition of
the 1CD-9-CM for descriptors.

016. 70-016. 76
054. 10

054. 11

054. 12

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

112. 2

131. 00-131.9
170.6

171.6

179

180. 0-180.9
181

182. 0-182.
183. 0- 183.
184. 0- 184.
198. 6

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

© 00

256. 0- 256. 9
616.0

616. 10-616. 11
616. 2

616. 50-616. 51
616.
616.
617.
617.
620.
620.
620.
620.
621.
621.
621.
621.
622.
622.
622.
622.
623.
623.
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623.
623.
624.
624.
626.
626.
626.
626.
626.
627.
627.
627.
627.
627.
628.
654. 10- 654. 14
795.0
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?
o
R
o
©

Advance Notice Requiremnment
Applies to nedical necessity (see page 4).
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90804- 90809, 90810-90815, 90816-90822, 90823-90829: New | ndi vi dua
Psychot herapy and Interactive Psychot herapy Codes

As a result of the 1998 HCPCS update, |ast year's psychot herapy codes
have been replaced with CPT codes. The new codes directly replace | ast
year's G codes, and are subject to the same medi cal policy guidelines.
To hel p providers choose the correct new CPT procedure code for the
services they render, the follow ng table has been devel oped:

G Code: (0071

New CPT Code: 90804

Descriptor: ndividual psychotherapy, insight oriented, behavior
nodi fyi ng and/or supportive, in an office or outpatient facility,
approximately 20 to 30 minutes face-to-face with the patient

G Code: @0072

New CPT Code: 90805

Descriptor: Individual psychotherapy, insight oriented, behavior
nodi fyi ng and/ or supportive, in an office or outpatient facility,
approximately 20 to 30 minutes face-to-face with the patient, with
medi cal eval uati on and management services

G Code: (0072

New CPT Code: 90805

Descriptor: Individual psychotherapy, insight oriented, behavior
nodi fyi ng and/or supportive, in an office or outpatient facility,
approximately 45 to 50 minutes face-to-face with the patient

G Code: (00073
New CPT Code: 90806



Descriptor: 1Individual psychotherapy, insight oriented, behavior
nodi fyi ng and/or supportive, in an office or outpatient facility,
approximately 45 to 50 minutes face-to-face with the patient

G Code: 0074

New CPT Code: 90807

Descriptor: Individual psychotherapy, insight oriented, behavior

nodi fying and/or in an office or outpatient facility, approximtely 45
to 50 mnutes face-to

G Code: (@0075

New CPT Code: 90808

Descriptor: Individual psychotherapy, insight oriented, behavior

nodi fying and/or in an office or outpatient facility, approximtely 75
to 80 mnutes face-to-face with the patient

G Code: (@0076

New CPT Code: 90809

Descriptor: Individual psychotherapy, insight oriented, behavior

nodi fying and/or in an office or outpatient facility, approximtely 75
to 80 mnutes face-to-face with the patient, with nedical evaluation
and nmanagenent services

G Code: @077

New CPT Code: 90810

Descriptor: Individual psychotherapy, interactive, using play

equi pnment, physical devices, |anguage interpreter, or other nechanisns
of nonverbal communication, in an office or outpatient facility,
approximately 20 to 30 minutes face-to-face with the patient;

G Code: (0078
New CPT Code: 90811
Descriptor: wth nedical evaluation and nmanagenment services

G Code: (0079

New CPT Code: 90812

Descriptor: Individual psychotherapy, interactive, using play

equi pnent, physical devices, |anguage interpreter, or other nechanisns
of nonverbal conmunication, in an office or outpatient facility,
approximately 45 to 50 minutes face-to-face with the patient

G Code: (0080
New CPT Code: 90813
Descriptor: wth nedical evaluation and nmanagenment services

G Code: (@(0081

New CPT Code: 90814

Descriptor: 1Individual psychotherapy, interactive, using play

equi pnment, physical devices, |anguage interpreter, or other mechani sns
of nonverbal communication, in an office or outpatient facility,
approximately 75 to 80 minutes face-to-face with the patient;

G Code: (0082
New CPT Code: 90815
Descriptor: wth nmedical evaluation and managenment services

G Code: (0083



New CPT Code: 90816

Descriptor: Individual psychotherapy, insight oriented, behavior

nodi fyi ng and/or supportive, in an inpatient hospital, partial hospita
or residential care setting, approximately 20 to 30 mi nutes face-to-
face with the patient

G Code: (0084

New CPT Code: 90817

Descriptor: Individual psychotherapy, insight oriented, behavior

nodi fyi ng and/or supportive, in an inpatient hospital, partial hospita
or residential care setting, approximately 20 to 30 m nutes face-to-
face with the patient; wth medical evaluation and nmanagenment services

G Code: (0085

New CPT Code: 90818

Descriptor: Individual psychotherapy, insight oriented, behavior

nodi fyi ng and/ or supportive, in an inpatient hospital, partial hospita
or residential care setting, approximately 45 to 50 m nutes face-to-
face with the patient

G Code: (0086

New CPT Code: 90819

Descriptor: Individual psychotherapy, insight oriented, behavior

nodi fyi ng and/or supportive, in an inpatient hospital, partial hospita
or residential care setting, approximately 45 to 50 m nutes face-to-
face with the patient; with nmedical evaluation and managenment services.

G Code: QD087

New CPT Code: 90821

Descriptor: Individual psychotherapy, insight oriented, behavior

nodi fyi ng and/ or supportive, in an inpatient hospital, partial hospita
or residential care setting, approximately 75 to 80 mi nutes face-to-
face with the patient.

G Code: (0088

New CPT Code: 90822

Descriptor: Individual psychotherapy, insight oriented, behavior

nodi fyi ng and/or supportive, in an inpatient hospital, partial hospita
or residential care setting, approximately 75 to 80 m nutes face-to-
face with the patient; with medical evaluation and managenent services

G Code: (0089

New CPT Code: 90823

Descriptor: Individual psychotherapy, interactive, using play

equi pnent, physical devices, |anguage interpreter, or other nechanisns
of nonverbal communication, in an inpatient hospital, partial hospita
or residential care setting, approximately 20 to 30 m nutes face-to-
face with the patient;

G Code: (0090
New CPT Code: 90824
Descriptor: wth nedical evaluation and nmanagenment services

G Code: (0091

New CPT Code: 90826

Descriptor: Individual psychotherapy, interactive, using play

equi pnment, physical devices, |anguage interpreter, or other nechanisns



of nonverbal communication, in an inpatient hospital, partial hospita
or residential care setting, approximately 45 to 50 m nutes face-to-
face with the patient;

G Code: (0092

New CPT Code: 90827

Descriptor: with the patient; with nedical evaluation and nanagenent
services

G Code: (D093

New CPT Code: 90828

Descriptor: 1ndividual psychotherapy, interactive, using play

equi pnment, physical devices, |anguage interpreter, or other mechani sns
of nonverbal communication, in an inpatient hospital, partial hospita
or residential care setting, approximately 75 to 80 mi nutes face-to-
face with the patient;

G Code: (0094
New CPT Code: 90829
Descriptor: wth nmedical evaluation and managenent services

To ensure that providers have adequate tinme to adjust their billing
patterns, a grace period has been established, during which either the
G codes for psychotherapy or the new 908XX codes may be used. This
grace period lasts until March 31, 1998. The G codes for psychot herapy
shoul d continue to be used for all dates of service prior to January 1,
1998.
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93303, 99304, 99307, 99308, 93320-93325: Echocar di ogr aphy
Description:

Echocar di ography is used to i mage cardiac structures and function and
also flow direction and velocities within cardiac chanbers and vessels.
Usual |y these inmages are obtained from several positions on the chest
wal | and abdonmen using a hand-held transducer. The direction of flow of
the red blood cells within the heart is displayed with the use of a
doppl er transducer. The direction of the flow of the blood is depicted
by using color coding of velocity shifts and the red bl ood cel

velocity is nmeasured through the use of doppler color flow velocity

mappi ng.
Medi care Part B of Florida has not previously published a specific
policy concerni ng echocardi ography (procedure code 93307). The purpose

of this policy is to define the circunstances for which this service
wi |l be considered nedically necessary by Medicare Part B of Florida.

Policy Type:

Local medical necessity policy



I ndications and Linmtations of Coverage and/or Medical Necessity
Transt horaci ¢ Echocar di ography for Congenital Cardiac Anomalies

Medi care Part B will consider transthoracic echocardi ography for
congenital cardiac anomalies (procedure codes 93303, 93304) nedically
necessary when they are specifically perfornmed for congenital cardiac
anomal i es.

HCPCS Codes

93303; Transthoraci c echocardi ography for congenital cardiac anonali es;
conpl ete

93304; followup or limted study

| CD-9 Codes That Support Medical Necessity

N A

Transt horaci ¢ Real Tinme Echocardi ography

Medi care Part B will consider resting real tinme echocardi ography
(procedure codes 93307, 93308) nedically necessary under any one of the
foll owi ng circumnstances:

- The patient has a prosthetic heart valve and echocardi ography is
needed to nonitor response to therapy or investigate a change in the
patient's clinical condition.

- The patient has clinical findings which suggest the presence of
val vul ar heart disease; i.e., the patient has a heart murnur which is
felt to be clinically significant.

- The patient has proven endocarditis or clinical findings suggestive
of endocarditis.

- The patient has clinical findings diagnostic of or suggestive of
acute nyocardial ischema or infarction, or the patient has
conplications of acute myocardial infraction such as val vul ar

i nconpet ency, ventricular septal rupture or aneurysm of heart.

- The patient has docunented cardi onyopathy, or the patient has
clinical findings which suggest possible cardionyopathy, or the patient
has unexpl ai ned cardi onmegal y.
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- The patient has pericardial disease or the patient has clinica

findi ngs suggestive of pericardial disease (e.g., friction rub
pericarditis, pericardial effusion, cardiac tanponade, pericardia
tumor or cyst) and echocardi ography is necessary for evaluation and/or
fol | ow up.



- The patient has an intracardiac nmass (tunor, thronbus, vegetation).

- The patient has a thoracic aortic aneurysm or dissection, or the
patient has clinical findings suggestive of aortic dissection or
aneurysm

- The patient has confirnmed or suspected abnornality of the vena cava
or other large intrathoracic venous structure.

- The patient has hypertension along with other clinical evidence of
heart di sease

- The patient had dyspnea of suspected cardiac origin based on clinica
findi ngs.

- The patient has chest pain with clinical findings which suggest a
possi bl e cardiac origin for the pain.

- The patient exhibits signs or synptonms of cerebral enbolismand a
cardiac etiology for the enbolus is suspected.

- The patient has syncope and a cardiac etiology is suspected based on
clinical findings.

- The patient has experienced peripheral enbolismand a cardiac origin
of enbol us is suspected.

- The patient has docunented, clinically significant, arrhythm a
(paroxysmal tachycardia, atrial fibrillation or flutter, or ventricular
fibrillation or flutter, sinoatrial node dysfunction) and

echocardi ography is being done to evaluate the patient for associated
heart disease

- The patient has unexpl ai ned edema and a cardiac etiology is
suspect ed.

- The patient has sustained chest trauma and cardiac injury is
suspect ed.

- The patient has undergone heart transplantation.

- The patient has cardiac dysfunction, such as post-cardi ol ogy syndrone
or congestion failure, follow ng surgery or other procedure.

- The patient is under treatnent, or being considered for treatnent,
with a cardiotoxic nedication.

- The patient has suspected or confirnmed pul nonary hypertensi on and/ or
cor pul nonal e and echocardi ography is necessary for evaluation and/or
fol | ow up.

- Echocardi ography woul d be consi dered appropriate as part of the
initial evaluation of a patient with suspected or confirmed chronic
i schem c heart disease.



HCPCS Codes

93307; Echocardi ography, transthoracic, real tinme with inmage
docunentation (2D) with or wi thout M node recording; conplete

93308; followup or limted study

| CD-9 Codes That Support Medical Necessity

164. 1
212. 7
391. 0- 391.
394. 0- 394.
395. 0- 395.
396. 0- 396.
397. 0- 397.
402. 00-402. 01
402.10-402. 11
402. 90-402. 91
403. 00-403. 91
404. 00-404. 93
410. 00-410. 92
411.0

411.1

411. 81

411. 89

412
413.0-413.9
414. 00

414. 01

414.02

414.03

414. 04

414. 05
414.10-414. 19
416.0
416. 8
416.9

421. 0-421.
423. 0-423.
424.0-424.
424.90
424.91
424.99
425.0-425.9
427.0-427.5
427. 81

429.
429.
429.
429.
429.
429.71

429.79

429. 81
434.10-434.11
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444 21-444. 22
444 81-444.89
453. 2
745.0
745.10-745. 19
745. 2
745. 3
745. 4
745.5
745. 60- 745. 69
745.7
745.8
745.9
746. 00- 746. 09
746. 1
746. 2
746. 3
746. 4
746. 5
746. 6
746.7
746. 81-746. 89
746.9
747.0
747.1
747. 3
780. 2
782.3
785. 2
785. 3
786. 02
786. 09
786.50-786. 59
861. 00-861. 03
861. 10-861. 13
963. 1

0-747.11

996. 02
996. 03
997.1
V42. 1
V42. 2
V43. 3
V67.51

Doppl er Echocar di ography and Doppl er Col or Flow Vel ocity Mapping

Medi care Part B will consider doppl er echocardi ography (procedure code
93320-93321) and doppler flow velocity mapping (procedure code 93325)
nmedi cal | y necessary under any one of the follow ng circunstances:

- The patient has val vul ar heart disease or congenital heart disease
and echocardi ography is needed to define the condition, nonitor
response to therapy, or to investigate a change in the patient's
clinical condition.



- The patient has a prosthetic heart valve and echocardi ography is
needed to monitor response to therapy or investigate a change in the
patient's clinical condition.

- The patient has clinical findings which suggest the presence of
val vul ar heart disease, i.e., the patient has a heart murnur which is
felt to be clinically significant.
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- The patient has proven endocarditis or clinical findings suggestive
of endocarditis.

- The patient has clinical findings diagnostic of or suggestive of
acute nyocardial ischema or infarction, or the patient has
conplications of acute myocardial infraction such as val vul ar

i nconpet ency, ventricular septal rupture or aneurysm of heart.

- The patient has a thoracic aortic aneurysm or dissection, or the
pati ent has clinical findings suggestive of aortic dissection or
aneurysm

- The patient has undergone heart transplantation.

- The patient has suspected or confirnmed pul nonary hypertensi on and/ or
cor pul nonal e and echocardi ography is necessary for eval uation and/or
fol | ow up.

Routi ne performance of resting echocardi ography, doppler
echocar di ography, or doppler color flow velocity mapping on patients
with stable chronic coronary artery disease is not considered nedically
necessary unless the patient has had a change in clinical status which
makes repeat procedures necessary. Also, the performance of procedures
on patients with sinple hypertension wi thout other evidence of heart

di sease is considered not nedically necessary.

Clainms submitted for echocardi ographic studies perforned at unusually
frequent intervals will be reviewed by Medicare to make certain that
the services were nedically reasonabl e and necessary.

HCPCS Codes

93320; Doppl er echocardi ography, pulsed wave and/or conti nuous wave
with spectral display (List separately in addition to codes for
echocar di ographi ¢ i magi ng: 93303, 93304, 93307, 93308, 93312, 93314,
93315, 93317, 93350); conplete

93321; followup or limted study
93325; Doppler color flow velocity mapping (List separately in addition

to code for echocardi ography 76825, 76826, 76827, 76828, 93303, 93304,
93307, 93308, 93312, 93314, 93315, 93317, 93320, 93321, 93350)



| CD-9 Codes That Support Medical Necessity:

391. 0- 391.
394. 0- 394.
395. 0- 395.
396. 0- 396.
397. 0- 397.
410. 00-410. 92
411.0

411.1

411. 81

411. 89

412
413.0-413.9
414. 00

414.01

414.02

414.03

414. 04

414. 05
414.10-414.19
416.0

416. 8

416. 9
421.0-421.9
424.0-424.3
424.90

424. 91

424. 99

429.5

429. 6

429.7

429.71

429.79

429. 81

745.0
745.10-745. 19
745. 2

745. 3

745. 4

745.5
745. 60- 745. 69
745.7

745. 8

745.9
746. 00- 746. 09
746.
746.
746.
746.
746.
746.
746.
746.
746.
747.
747.10-747. 11
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747.3
780. 2
785. 2
786. 50-786. 59
996. 02
996. 03
V42.1
V42. 2
VA3. 3

Docunent ati on Requirenents

Medi cal record docunentation mai ntai ned by the ordering/referring
physician nmust clearly indicate the nedical necessity of
echocar di ographi ¢ studi es covered by the Medicare program Also, the
results of echocardi ographic studi es covered by the Medicare program
nmust be included in the patient's nedical record.

If the provider of echocardiographic studies is other than the
ordering/referring physician, the provider of the service nmust maintain
hard copy docunentation of test results and interpretation, along with
copies of the ordering/referring physician's order for the studies.
When ordering echocardi ographic studies from an i ndependent
physi ol ogical |ab or other provider, the ordering/referring physician
nmust state the reason for the echocardi ographic studies in his order
for the test(s).
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93501, 93510-93514, 93524, 93530-93533: Cardi ac Catheterization
Description

Cardiac catheterization is a technique in which a flexible catheter is
passed al ong veins or arteries into the heart and associ ated vessels
for the neasurenent of physiol ogical data and i magi ng of the heart and
great vessels. This technique is utilized when there is a need to
confirmthe presence of a clinically suspected condition, define its
anat omi cal and physi ol ogi cal severity, and determine the presence of
associ ated conditions. This need nbst commonly arises when clinica
assessnment suggests that the patient may benefit froman interventiona
procedure (e.g., coronary angi opl asty, balloon val vul oplasty) or heart
surgery.

Policy Type

Local nedical necessity policy

I ndications and Linmtations of Coverage and/or Medical Necessity

Left Heart Catheterization



A left heart catheterization will be considered nedically necessary for
asynptonmatic patients with any of the follow ng situations/conditions:

- There is evidence of high risk on non-invasive testing.

- Exercise ECG testing docunents an abnornmal ST segnent
depression (magnitude equal to or greater than 1.5mm depression
persi stent post-exercise changes, depression in multiple |eads)

OR

- An abnormal systolic blood pressure response during progressive
exercise, with sustained decrease of greater than 10mmHg or flat bl ood
pressure (less than or equal to 130mmHg); associated with ECG evi dence
of ischem a

OR

- O her potentially inportant determ nant such as exercise induced
ST segnent elevation in | eads other than aVR or exercise induced
ventricul ar tachycardi a.

- Myocardi al perfusion scintigraphy docunments an abnornmal bl ood
flow distribution in the anterior wall or nore than one vascul ar region
at rest or with exercise, or an abnormal distribution (ischem a)
associated with increased | ung uptake produced by exercise in the
absence of severely depressed left ventricular function at rest.

- Radi onuclide ventricul ography docunments a fall in ventricular
ejection fraction of greater than or equal to 10 percent during
exercise, or left ventricular ejection fraction of |ess than 50 percent
at exercise or rest when suspected to be due to coronary artery
di sease.

- After successful resuscitation fromcardiac arrest that occurred
wi t hout obvi ous precipitating cause, when a reasonabl e suspicion of
coronary artery di sease exists.

- The presence of two or nore ngjor risk factors and a positive
exercise test in patients without known coronary heart disease.

- The presence of prior nyocardial infarction with normal |eft
ventricular function at rest, and evidence of ischem a by non-invasive
testing

- After coronary bypass surgery or percutaneous translunm nal
angi opl asty when there is evidence of ischem a by non-invasive testing.

- Before high risk noncardiac surgery in patients who have evi dence of
i schem a by non-invasive testing.

- Periodic evaluation of patients after cardiac transplantation



A left heart catheterization will be considered nedically necessary for
synptomatic patients with any of the follow ng situations/conditions:

- Angi na pectoris that has proven inadequately responsive to nedica
treatment, percutaneous translum nal angioplasty, thronbolytic therapy
or coronary bypass surgery. "lnadequately responsive" is taken to nean
that patient and physician agree that angina significantly interferes
with a patient's occupation or ability to performhis or her usua
activities.

- Unstabl e angi na pectoris defined as:

- Increased severity and frequency of chronic angina pectoris
within the past two nonths, despite nmedi cal managenent, including onset
of angina at rest.

- New onset (within two nonths) of angina pectoris which is severe
or increases despite medical treatnent.

- Acute coronary insufficiency, with pain at rest usually of
greater than or equal to 15 nminutes duration, associated with ST-T wave
changes, within the preceding two weeks.

- Prinznetal's or variant angina pectoris (pain experienced at rest).

- Any angina pectoris in association with any of the follow ng:
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- Evidence of high risk as manifested by exercise ECG testing in
addition to failure to conplete Stage Il of Bruce protocol or
equi val ent workl oad (|l ess than or equal to 6.5 METS with other
protocol s) due to ischenmic cardiac synptons.

OR

- Exercise heart rate at onset of limting ischenia synptons of
| ess than 120/ m nute (without beta bl ockers).
OR

- Evidence of high risk as mani fested by radi onucli de exercise

testing (myocardial perfusion scintigraphy, radionuclide
ventricul ography, or focal netabolic abnormality or mismatch).

- The coexi stence of a history of nyocardial infarction, a history
of hypertension and ST segnent depression on the baseline ECG



- Intolerance to nmedical therapy because of uncontroll able side
ef fects.

- Episodic pul nonary edema or synptons of ventricular failure
wi t hout obvi ous cause

- Any angi na pectoris associated with a series of progressively nore
abnornmal exerci se ECG or other non-invasive stress test.

- Any angina pectoris in a patient that cannot be risk stratified by
other nmeans as a result of an inability to exercise because of an

anputation, arthritis, linb deformty, or severe peripheral vascul ar
di sease.
A left heart catheterization will be considered nedically necessary for

atypi cal chest pain* of uncertain etiology with any of the follow ng
situations/conditions:

*(For the purpose of this policy, atypical chest pain is defined as
single or recurrent episodes of chest pain suggestive, but not typical
of the pain of myocardial ischem a. This disconfort nmay have sone
features of ischemc pain together with features of noncardi ac pain.
Chest pain that has no features of cardiac pain, as well as typica
chest pain of nyocardial ischenmia or angina as determ ned by a carefu
medi cal history, is excluded fromdefinition.)

- Atypical chest pain when ECG or radionuclide stress test indicates
that high risk coronary di sease nay be present.

- When the presence of atypical chest pain due to coronary artery spasm
i s suspected.

- When there are associated synptonms or signs of abnormal |eft
ventricular function or failure.

- Atypical chest pain when non-invasive studies are questionable or
cannot be adequately perforned.

- When non-invasive tests are negative but synptons are severe and
managenment requires that significant coronary artery disease be
excl uded.

A left heart catheterization will be considered nedically necessary
after a nmyocardial infarction (greater than 10 days up to ei ght weeks)
with any of the follow ng situations/conditions:

- Angi na pectoris occurring at rest or with mniml activity.



- In selected patients, heart failure during the evolving phase, or
left ventricular ejection fraction 45 percent, primarily when
associated with sone manifestation of recurrent mnmyocardial ischem a or
with significant ventricular arrhythn as

- Evidence of nyocardial ischemia on |aboratory testing: exercise

i nduced i schemia (with or without exercise-induced angi na pectoris),
mani fested by greater than or equal to 1 mm of ischem c ST segnent
depression or exercise induced reversible thallium perfusion defect or
defects, or exercise induced reduction in the ejection fraction or wal
notion abnormelities on radionuclide ventricul ographic studies.

- Non- Q wave nyocardi al infarction.
- MIld angina pectoris.

- A past history of docunented nyocardial infarction or unstable angina
pectoris, or both present greater than six nonths before the current
i nfarction.

- Thronbol ytic therapy during the evol ving phase, particularly with
evi dence of reperfusion.

A left heart catheterization will be considered nedically necessary for
val vul ar heart disease with any of the follow ng situations/conditions:

VWhen val ve surgery is being considered in a patient with chest
di sconfort or ECG changes, or both, suggesting coronary artery disease.

- When val ve surgery is being considered in female patients who are
post menopausal .

- When aortic or mtral valve surgery is being considered.

- When one or nore mgjor risk factors for coronary artery di sease are
present: heavy snoking history, diabetes nellitus, hypertension
hyperlipidem a, strong fam |y history of premature coronary artery

di sease.
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- When reoperation for aortic or mtral valve disease is being
considered in patients who have not had coronary angi ography for one
year or nore

- In the presence of infective endocarditis when there is evidence for
coronary enbolism
A left heart catheterization will be considered nedically necessary for

any of the follow ng conditions:

- In disease affecting the aorta when know edge of the presence or
extent of coronary artery involvenent is necessary for management (for



exanpl e, the presence of aortic aneurysm or ascending aortic
di ssection), arteritis or honobzygous type Il hyperchol esterolema in
whi ch coronary artery involvenment is suspended.

- The presence of left ventricular failure w thout obvious cause and
adequate left ventricular systolic function.

- When patients with hypertrophic cardi omyopat hy have angi na pectoris
uncontrol |l ed by nedical therapy, or are to undergo surgery for outflow
obstructi on.

- The presence of dilated cardi omyopat hy.

- Recent blunt trauma to the chest and evi dence of acute nyocardia
infarction in patients who have no evidence of preexisting coronary
artery di sease

- When patients are to undergo other cardi ac surgical procedures, such
as pericardi ectomy or renoval of chronic pul nonary enboli.

HCPCS Codes

93510; Left heart catheterization, retrograde, fromthe brachia
artery, axillary artery or fenoral artery; percutaneous

93511; Left heart catheterization, retrograde, fromthe brachia
artery, axillary artery or fenoral artery; by cutdown

93514; Left heart catheterization by left ventricular puncture

93524; Conbi ned transseptal and retrograde |eft heart catheterization

| CD-9 Codes That Support Medical Necessity

N A

Ri ght Heart Catheterization

Ri ght heart catheterization is not routinely part of coronary

angi ography, but is an associated procedure in a significant nunber of
patients. This procedure should be perfornmed under the foll ow ng

ci rcumst ances:

- Patients with known history of congestive heart failure.

- Patients with cardi o-nyopat hy docunented by non-invasive wor kup

- Patients with known or suspected val vul ar heart disease.

- Patients with known or suspected intracardiac shunt (i.e., ASD, VSD)

- Patients with previous nmyocardial infarction



- Patients with unexplained synptons (i.e., shortness of breath),
suspected to have cardiac origin

- Patients in whom pul nonary artery di sease is known or suspected
(i.e., pulnonary hypertension, S/ P pulnonary enboli).

HCPCS Codes

93501; Right heart catheterization

| CD-9 Codes That Support Medical Necessity

N A

Conmbi ned Heart Catheterization:

In conjunction with left heart catheterization, right heart
catheterization can be useful in providing cardiac out put and
henmodynam cs that may be inportant therapeutic directives (see Covered
| CD-9 Codes).

HCPCS Codes

93526; Conbi ned right heart catheterization and retrograde |eft heart
cat heterization

93527; Conbi ned right heart catheterization and transseptal left heart
catheterization through intact septum (with or without retrograde |eft
heart catheterization)

93528; Conbined right heart catheterization with |eft ventricul ar
puncture (with or without retrograde |left heart catheterization)

93529; Conbi ned right heart catheterization and |left heart
cat heteri zati on through existing septal opening (with or wthout
retrograde | eft heart catheterization)

| CD-9 Codes That Support Medical Necessity:

410. 00-410. 92
412

415.11

415.19

416.0

416. 8

420.0

420. 90-420. 99
422.0
422.90-422.99
424.0-424.3
425.0-425.9



428. 0-428.9
429. 71
745. 4

Appropriate ICD-9 codes for conbi ned heart catheterization (procedure
codes 93526, 93527, 93528, 93529) include the follow ng:
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HCFA Nati onal Coverage Policy
MCM 4630

Reasons for Denia

Medi care Part B cannot provide coverage for cardiac catheterization
procedures done as a screening test.

Codi ng Gui del i nes

Ef fective January 1, 1998, to report coronary angi ography wi thout |eft
heart catheterization, use code 93508 (Catheter placenent in coronary
artery(s), arterial coronary conduit(s), and/or venous coronary bypass
graft(s) for coronary angi ography w thout concomtant |eft heart
catheterization). 93508 is to be used only when left heart
catheterization (93510, 93511, 93524, 93526) is not performed. 93508 is
to be used only once per procedure.

Ef fective January 1, 1998 these four new codes can be used to report
cardi ac catheterization for congenital cardiac anomali es:
93530; Right heart catheterization, for congenital cardiac anomalies

93531; Conbi ned right heart catheterization and retrograde |eft heart
catheterization, for congenital cardiac anonualies

93532; Conbi ned right heart catheterization and transseptal left heart
catheterization through intact septumwi th or wi thout retrograde |eft
heart catheterization, for congenital cardiac

anomal i es

93533; Conbi ned right heart catheterization and transseptal |eft heart
catheterization through existing septal opening, with or w thout
retrograde left heart catheterization, for congenital cardiac anonualies
These procedures can be performed in the follow ng places of service:
21 - Inpatient Hospita

22 - Qutpatient Hospita

99 - Free Standing Cardiac Catheterization Facility



Docunent ati on Requirenents

Medi cal record docunentation mai ntained by the ordering/referring

physi cian nust clearly indicate the nedical necessity of cardiac
catheterization covered by the Medicare Program Also, the hard copy
test results and interpretation of the catheterization nust be included
in the patient's nedical record.

If the provider of the cardiac catheterization is other than the
ordering/referring physician, the provider of the service nmust maintain
hard copy docunentation of test results and interpretation, along with
copies of the ordering/referring physician's order for the study.
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54250, 95805-95808, 95810, 95811, 95822: Di agnhostic Services Provided
in Sleep Disorder Clinics

As a result of the 1998 HCPCS update, several procedure code changes
have affected the policy for diagnostic services covered in a sleep

di sorder clinic. The revised policy follows and affects the procedure
codes listed below. New and revised procedure codes are marked with an
asteri sk.

54250; Nocturnal penile tunescence and/or rigidity testing

*95805; Multiple sleep latency or mmi ntenance of wakeful ness testing,
recordi ng, analysis and interpretation of physiol ogical measurenents of
sleep during nultiple trials to assess sl eepiness

*95806; Sl eep study, sinmultaneous recording of ventilation, respiratory
effort, ECG or heart rate, and oxygen saturation, unattended by a
technol ogi st (95806 i s noncovered by Medicare)

*95807; Sl eep study, simultaneous recording of ventilation, respiratory
effort, ECG or heart rate, and oxygen saturation, attended by a
t echnol ogi st

95808; Pol ysomogr aphy; sleep staging with 1-3 additional paraneters of
sl eep, attended by a technol ogi st

95810; Pol ysommogr aphy; sleep staging with 4 or nore additiona
paranmeters of sleep, attended by a technol ogi st

*95811; Pol ysonmogr aphy; sleep staging with 4 or nore additiona
paranmeters of sleep, initiation of continuous positive airway pressure
t herapy or bilevel ventilation, attended by a technol ogi st

95822; El ectroencephal ogram (EEG ; sleep only

Medi cal Policy

Medi care Part B of Florida will cover diagnostic testing for narcol epsy
and sl eep apnea in a sleep disorder clinic if:



- The clinic is affiliated with a hospital or is a freestanding
facility under the direction and control of physicians,

- The patient is referred by an attendi ng physici an,
- The clinic maintains a record of the attendi ng physician's orders.

Di agnostic testing routinely perfornmed in a sleep disorder clinic my
be covered when performed in the absence of direct supervision by a
physi ci an.
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Pati ents who undergo diagnostic testing in a sleep disorder clinic are
not considered inpatients. The overnight stay is considered an integra
part of the test.

More than one night in a sleep | ab may be necessary for the diagnosis
and eval uation of obstructive sleep apnea. If the patient is having
frequent obstructive apneas early in the study, the second half of the
study is frequently performed with titration of nasal CPAP. However, if
it is unclear during the initial half of the study that there will be
sufficient abnornmal sleep events to neke a diagnosis of obstructive

sl eep apnea, it is necessary to get a full 7-8 hour study to nmeke this
determination. In this situation, a second overnight study with
titration of nasal CPAP would therefore be considered medically
necessary.

A pol ysommogr aphy nay be perfornmed the night before a nultiple sleep

| atency test to ensure that the patient has had a good night sleep. A
fal se di agnosis of narcol epsy can be nade in patients who are sl eep-
deprived or have had insufficient REM sleep for a variety of reasons
the preceding night.

Pol ysomogr aphy, nultiple sleep |atency or nai ntenance of wakeful ness
testing is considered reasonable and necessary for narcol epsy when the
pati ent has inappropriate sleep episodes or attacks (e.g., while
driving, in the mddle of a neal, in the mddle of a conversation),
ammesi ac epi sodes or continuous disabling drowsiness.

Standard or prol onged sl eep EEG studi es are consi dered reasonabl e and
necessary for parasomia when seizure disorders are the suspected cause
of the parasomi a.

Pol ysomogr aphy i s consi dered reasonabl e and necessary for parasommia
when seizure disorders have been ruled out and in cases that present a
hi story of repeated violent or injurious episodes.

The use of pol ysomography for the diagnosis of patients with chronic
insomia is a noncovered service under Medicare Part B

A di agnosi s of narcol epsy can ordinarily be confirned with three sleep
trials to assess sleepiness. Medical evidence justifying the nedica
necessity for additional tests must be subnitted.



A diagnosis of sleep apnea can ordinarily be confirmed with a single
pol ysommogram and EEG.  Medi cal evidence justifying the nedica
necessity for additional tests must be subnitted.

A di agnosi s of inpotence can ordinarily be confirmed with two nights
maxi mum di agnostic testing. Medical evidence justifying the nedica
necessity for additional tests nmust be subnmitted.

Rei mbur senent for nocturnal penile tunmescence and/or rigidity test
(procedure code 54250) is considered nedically reasonabl e and necessary
for inmpotence when performed to confirmthe treatnment to be given
(surgical, nedical, or psychotherapeutic).

Clains submitted for nocturnal penile tunmescence and/or rigidity tests
performed at unusually frequent intervals will be reviewed by Medicare
to make certain that the services were nedically reasonabl e and
necessary.

Advanced Notice Requirenent

Applies to nedical necessity (see page 4).
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Standing Orders for Clinical Consultations

The following rule was published in the Federal Register, Volune 62,
nunber 211, dated Cctober 31, 1997:

"The regul ations set forth at 0O 415.130 (Conditions for paynent:
Physi ci an pat hol ogy services), paragraph (b) (Clinical consultation
services), require that a clinical consultation nmeet four criteria
before it can be paid. One of these criteria is that the clinica

consul tation nust be requested by the patient's attendi ng physician. W
have all owed a standing order policy to be used as a substitute for the
i ndi vi dual request by the patient's attendi ng physician. However,

effective January 1, 1998, we will not accept a standing order as a
substitute for the individual request by the attendi ng physician. W
will instruct the Medicare carriers to enforce [415.130(b) as it is

presently witten."

Based on the above new rule, the Cinical Pathology Consultation Policy
(procedure codes 80500 and 80502) has been revised to state that
standi ng orders are not a substitute for the individual request nade by
t he attendi ng physician. For additional coverage requirenents, please
refer to the May/June 1997 Medicare Part B Updat e!
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Provi si on of Diagnosis Information by Physicians and Practitioners

The Bal anced Budget Act of 1997 requires that non-physician
practitioners provide diagnostic codes for physician services they
furnish on or after January 1, 1998. Currently, all physician

speci alties nmust use | CD-9-CM codes and nust code to the highest |eve



of specificity. Effective January 1, 1998, the sane requirenent is
bei ng expanded to include non-physician practitioners. For purposes of
this provision, non-physician practitioners include: physician

assi stants, nurse practitioners, clinical nurse specialists, certified
regi stered nurse anesthetists, certified nurse m dw ves, clinica
psychol ogi sts and clinical social workers.

Al t hough this requirenent is effective for services furnished on and
after January 1, 1998, clains for services furnished by non-physician
practitioners which are mssing ICD9-CM codes will be processed unti
March 31, 1998. After that date, Medicare may begin denyi ng paynent for
such cl ai ns.

In addition, effective for services furnished on and after January 1,
1998, this provision also requires that physicians and non-physician
practitioners provide diagnostic information when ordering certain
items or services furnished by another entity. Services affected by
this provision include: diagnostic x-ray tests, diagnhostic |aboratory
tests, and other diagnostic tests; durable nmedical equipnent;
prosthetic devices (other than dental); and | eg, arm back, and neck
braces, and artificial |egs, arns, and eyes.

Physi ci ans and non-physician practitioners will be required to provide
di agnosis information (i.e., |ICD9-CM di agnosis codes) when ordering
services that are furnished by another entity when there is a Loca
Medi cal Review Policy in place requiring such diagnosis infornmation
fromthe entity perfornming the service. In the past, physicians
ordering such services were not required by law to provide diagnosis
information to the entity billing Medicare. Medicare took the position
that the requirement to provide diagnosis information was part of the
busi ness rel ati onshi p between suppliers/providers and their physician
clientele; furthernore, this was a relationship into which Medi care had
no right to intervene on behalf of either party. Wth the passing of

t he Bal anced Budget Act, physicians and non-physician practitioners
will now be required to provide this information to the entity
furnishing the service at the time the service is ordered, if a policy
exi sts requiring such diagnosis information fromthe entity perform ng
t he service
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Questions and Answers on Private Contracts Between Beneficiaries and
Provi ders

Q

VWat is a "private contract” and what does it nean to a Medicare
beneficiary who signs it?

A

As provided in section 4507 of the Bal anced Budget Act of 1997, a
"private contract” is a contract between a Medicare beneficiary and a
physi ci an or other practitioner who has "opted out" of Medicare for two
years for all covered itens and services he or she furnishes to



Medi care beneficiaries. In a private contract, the Medicare beneficiary
agrees to give up Medicare paynent for services furnished by the

physi cian or practitioner and to pay the physician or practitioner
without regard to any linmts that would otherwi se apply to what the
physi ci an or practitioner could charge.

Q

VWhat has to be in a private contract and when nust it be signed?

A

The private contract nust be signed by both parties before services can
be furnished under its terms and nust state plainly and unanbi guously
that by signing the private contract, the beneficiary or the
beneficiary's |l egal representative:

- Gves up all Medicare coverage of, and payment for, services
furni shed by the "opt out” physician or practitioner

- Agrees not to bill Medicare or ask the physician or practitioner to
bill Medicare

- Is liable for all charges of the physician or practitioner, wthout
any limts that woul d otherw se be inposed by Medicare;

- Acknowl edges that Medigap will not pay towards the services and that
ot her supplenmental insurers may not pay either

- Acknow edges that he or she has the right to receive services from
physi ci ans and practitioners for whom Medi care coverage and paynent
woul d be avail abl e.

The contract must al so indicate whether the physician or practitioner
has been excl uded from Medi care.

Also, a contract is not valid if it is entered into by a beneficiary or
by the beneficiary's | egal representative when the Medicare beneficiary
is facing an energency or urgent health situation.
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Q

Who can "opt out" of Medicare under this provision?

A

Physi ci ans and practitioners can "opt out" of Medicare. For purposes of
this provision, physicians include doctors of medicine and of
osteopat hy. Practitioners include physician assistants, nurse



practitioners, clinical nurse specialists, certified registered nurse
anesthetists, certified nurse mdw ves, clinical social workers, and
clinical psychol ogists.

The | aw does not define "physician", for purposes of this provision, to
i nclude optonetrists, chiropractors, podiatrists, dentists, and doctors
of oral surgery; therefore, they may not opt out of Medicare and
provi de services under private contract. Also, physical therapists in

i ndependent practice and occupational therapists in independent
practi ce cannot opt out because they are not within the law s
definition of either a "physician" or "practitioner”.

Q

Can physicians or practitioners who are suppliers of durable nedica
equi pnent (DME), independent diagnostic testing facilities, clinica
| aboratories, etc., opt out of Medicare for only these services?

A

No. If a physician or practitioner chooses to opt out of Medicare, it
means that he or she opts out for all covered items and services he or
she furnishes, even if those itens or services are covered under a

di fferent benefit. Physicians and practitioners cannot have private
contracts that apply to sone covered services they furnish but not to
others. For example, if a physician or practitioner provides |aboratory
tests or durable nedical equi pnment and chooses to opt out of Medicare,
then he or she has opted out of Medicare for paynment of |ab services
and DVE as well as for professional services. |If a physician who has
opted out refers a beneficiary for nmedically necessary services, such
as | aboratory, DME or inpatient hospitalization, those services would
be covered.

Q

How can participating physicians and practitioners opt out of Medicare?

A

To opt out of Medicare, a participating physician nust first ternminate
his or her Medicare Part B participation agreenent. Practitioners do
not have participati on agreenents since the statute requires that

assi gnment be accepted for all itens and services they furnish.

At this point, the Part B participation agreenment nay be termn nated
only effective with the beginning of the year. Hence, a physician who
participates in Part B of Medicare in 1997 would need to terminate the
agreenent during the Part B participation enrollnment period for 1998 to
be able to opt out of Medicare at any point in 1998. However, HCFA is
expl oring whether it would be adm nistratively possible to permt



physicians to ternminate their participation agreenent at tines other
than the annual enrollnment period. A decision on this issue will be
made before February 2, 1998, which is the end of the extended
enrol |l ment period for 1998.

Q

What happens if a physician who is a nenber of a group practice opts
out ?

A

A menber of a group practice nmay enter into a private contract under
section 4507 and opt out of Medicare, without affecting the ability of
the other nenbers of the group practice to provide and bill for
services they furnish to Medicare beneficiaries. No Medi care paynent
may be made to the group directly or through an organi zation paid on a
capitated basis for services furnished by the physician or practitioner
who has opted out.

Q

Can organi zations that furnish physician or practitioner services opt
out ?

A

No. Corporations, partnerships, or other organizations that bill and

are paid by Medicare for the services of physicians or practitioners

who are enpl oyees, partners or have other arrangenents that neet the

Medi car e reassi gnnent - of -benefits rules cannot opt out since they are
nei t her physicians nor practitioners.

Physi ci ans and practitioners who reassign benefits to organizations
that participate in Medicare may not opt out because they are bound by
the participation agreenent signed by the organization that bills and
is paid for their services. |f a physician or practitioner has
reassi gned benefits to an organi zation that participates in Medicare
and wants to opt out, either the organization should termnate its
partici pati on agreenent or the physician or practitioner should
term nate the reassignnent of Medicare benefits to the organi zation

Q

Can a physician or practitioner have "private contracts" with sone
beneficiaries but not others?



No. The physician or practitioner who chooses to opt out of Medicare
may provi de covered care to Medicare beneficiaries only through private
agreenents, regardless of who bills and is paid for the services.

To have a "private contract” with a beneficiary, the physician or
practitioner has to opt out of Medicare and file an affidavit with all
Medi care carriers to which he or she would subnit clains, advising that
he or she has opted out of Medicare. The affidavit nmust be filed within
10 days of entering into the first "private contract” with a Medicare
beneficiary. Once the physician or practitioner has opted out, such
physi cian or practitioner nust enter into a private contract with each
Medi care beneficiary to whom he or she furnishes covered services (even
where Medi care paynent would be on a capitated basis or where Medicare
woul d pay an organi zation for the physician's or practitioner's
services to the Medicare beneficiary), with the exception of a Medicare
beneficiary needi ng energency or urgent care.

Physi ci ans who provide services to Medicare beneficiaries enrolled in
the new Medi cal Savings Account (MSA) denpnstration created by the BBA
of 1997 are not required to enter into a private contract with those
beneficiaries and opt out of Medicare for two years under section 4507.
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Q

What has to be in the "opt out" affidavit?

A

To be valid, the affidavit nust:

Provi de that the physician or practitioner will not submt any claimto
Medi care for any itemor service provided to any Medicare beneficiary
during the 2 year period beginning on the date the affidavit is signed;

Provi de that the physician or practitioner will not receive any
Medi care paynment for any itenms or services provided to Medicare
benefici ari es;

Identify the physician or practitioner sufficiently that the carrier
can ensure that no paynent is nade to the physician or practitioner
during the opt out period. |If the physician has already enrolled in
Medi care, this would include the physician or practitioner's Medicare
uni form provi der identification nunber (UPIN) if one has been assigned.



If the physician has not enrolled in Medicare, this nmust include the
i nformati on necessary to be assigned a UPIN

Be filed with all carriers who have jurisdiction over clains the
physi cian or practitioner would otherwise file with Medicare and nust
be filed no later than 10 days after the first private contract to
which the affidavit applies is entered into; and

Be in witing and be signed by the physician or practitioner

Q

Where and when should the "opt out" affidavit be filed?

A

The "opt out" affidavit nmust be filed with each carrier that has
jurisdiction over the clainms that the physician or practitioner woul d
otherwise file with Medicare and nmust be filed within 10 days after the
first private contract to which the affidavit applies is entered into.

In Florida, all affidavits nust be mailed to the follow ng
addr ess: Medi care Regi strati onPO Box 44021Jacksonville, FL 32231-4021

Q

How often can a physician or practitioner "opt out" or return to
Medi car e?

A

Pursuant to the statute, once a physician or practitioner files an
affidavit notifying the Medicare carrier that he or she has opted out
of Medicare, he or she is out of Medicare for two years fromthe date
the affidavit is signed. After those two years are over, a physician or
practitioner could elect to return to Medicare or to "opt out" again.

Q

Can a physician or practitioner
jurisdictions but not others?

opt out" for sonme carrier

A

No. The opt out applies to all itens or services the physician or
practitioner furnishes to Medicare beneficiaries, regardless of the
| ocation where such itemor service is furnished



Q

What is the effective date of the "opt out" provision?

A

A physician or practitioner may enter into a private contract with a
beneficiary for services furnished no earlier than January 1, 1998. The
physician or practitioner nust subnit the affidavit to all pertinent
Medi care carriers within 10 days of the date the first private contract
is signed by a Medicare beneficiary.

Q

Does the statute preclude physicians fromtreating Medicare
beneficiaries if they treat private pay patients?

A

No. Medi care does not preclude physicians fromtreating Medicare
beneficiaries if they treat private pay patients, whether they are
persons under age 65 or seniors who choose not to enroll in Part B

Q

Do Medicare rules apply for services not covered by Medicare?

A

I f Medicare does not cover a service, Medicare rules, including opt-out
rules, do not apply to the furnishing of the noncovered service. For
exanpl e, Medi care does not cover hearing aids; therefore, there are no
l[imts on changes for hearing aids and beneficiaries pay conpletely out
of their own pocket if they want hearing aids.
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Q

Is a private contract needed for services not covered by Medicare?

A

No. Since Medicare rules do not apply for services not covered by

Medi care, a private contract is not needed. A private contact is needed
only for services that are covered by Medicare and where Medi care may
make paynment if a claimwere submtted.



A physician or practitioner may furnish a service that Medicare covers
under sonme circunmstances but which the physician anticipates would not
be deenmed "reasonabl e and necessary" by Medicare in the particular case
(e.g., multiple nursing hone visits, some concurrent care services, two
manmograns within a twelve nonth period, etc.). If the beneficiary
recei ves an "Advance Beneficiary Notice" that the service nmay not be

covered by Medicare and that the beneficiary will have to pay for the
service if it is denied by Medicare, a private contract is not
necessary to bill the beneficiary if the claimis denied.

Q

What rules apply to urgent or energency treatnment?

A

The | aw precludes a physician or practitioner fromhaving a beneficiary
sign a private contract when the beneficiary is facing an urgent or
energency health care situation

Where a physician, or a practitioner who has opted out of Medicare,
treats a beneficiary with whom he does not have a private contract in
an emergency or urgent situation, the physician or practitioner my not
charge the beneficiary nore than the Medicare Iimting charge for the
service and nust subnmit the claimto Medicare for the emergency or
urgent care. Medicare paynent may be nade to the beneficiary for the
Medi care covered services furnished to the beneficiary.

Q

W1l Medicare make payment for services that are ordered by a physician
or practitioner who has opted out of Medicare?

A

Yes, provided the opt out physician or practitioner ordering the
service has acquired a Unique Provider Identification Nunber (UPIN).

Q

Clinical psychologists and clinical social workers are currently not
recogni zed by and enrolled by Medicare unless they neet certain
criteria specified by HCFA, sone of which are voluntary. Are the
requi renents for opting out of Medicare different for these
practitioners?

A



No. A clinical psychologist or clinical social worker nust nmeet the
affidavit and private contracting rules to opt out of Medicare.

Q

What is the relationship between an Advance Beneficiary Notice and a
private contract?

A

A physician or practitioner may furnish a service that Medicare covers
under some circunstances but which the physician anticipates would not
be deemed "reasonabl e and necessary" under Medi care program standards
in the particular case (such cases are also referred to as "nedica
necessity" denials). If the beneficiary receives an "Advance
Beneficiary Notice" that the service nmay not be covered by Medicare and
that the beneficiary will have to pay for the service if it is denied
by Medicare, a private contract is not necessary to bill the
beneficiary if the claimis deni ed.

Q

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

A

Yes. A physician who has not opted out of Medicare nmust subnmit a claim
to Medicare for services that may be covered by Medicare unless the
beneficiary, for reasons of his or her own, declines to authorize the
physician or practitioner to submt a claimor to furnish confidentia
medi cal information to Medicare that is needed to execute a proper
claim Exanples would be where the beneficiary does not want

i nformati on about nmental illness or HHV/AIDS to be disclosed to anyone.
The bal ance billing limts applicable to the physician or practitioner
woul d still apply. Moreover, if the beneficiary or their |lega

representative |ater decides to authorize the subm ssion of a claimfor
the service and asks the physician or practitioner to submit the claim
the physician or practitioner nmust do so.

Q

How do the private contracting rules work when Medicare is the
secondary payer?

A

When Medicare is the secondary payer, and the physician has opted out
of Medicare, the physician has agreed to treat Medicare beneficiaries
only through private contract. The physician or practitioner nust



therefore have a private contract with the Medicare beneficiary,
notwi t hstandi ng that Medicare is the secondary payer. Under this

ci rcunst ance, no Medi care secondary paynents will be nade for items and
servi ces furnished by the physician or practitioner under the private
contract.
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Revi sions to 1998 Fee Schedul e All owances

The following fees are revisions to 1998 fee schedul e al | owances whi ch
have been previously published.

Code: 11055

Participating - Loc 1/2 =18.39 , Loc 3 =19.56 , Loc 4 =20.43
NonParticipating - Loc 1/2 =17.47 , Loc 3 =18.58 , Loc 4 =19.41
Limted Charge - Loc 1/2 =20.09 , Loc 3 =21.37 , Loc 4 =22.32

Code: 11055*

Participating - Loc 1/2 =13.88 , Loc 3 =14.64 , Loc 4 =15.27
NonParticipating - Loc 1/2 =13.19 , Loc 3 =13.91 , Loc 4 =14.51
Limted Charge - Loc 1/2 =15.16 , Loc 3 =15.99 , Loc 4 =16.68

Code: 11056

Participating - Loc 1/2 =25.96 , Loc 3 =27.66 , Loc 4 =28.99
NonParticipating - Loc 1/2 =24.66 , Loc 3 =26.28 , Loc 4 =27.54
Limted Charge - Loc 1/2 =28.36 , Loc 3 =30.22 , Loc 4 =31.67

Code: 11056*

Participating - Loc 1/2 =19.89 , Loc 3 =21.04 , Loc 4 =22.04
NonParticipating - Loc 1/2 =18.90 , Loc 3 =19.99 , Loc 4 =20.94
Limted Charge - Loc 1/2 =21.73 , Loc 3 =22.99 , Loc 4 =24.08

Code: 11057

Participating - Loc 1/2 =27.14 , Loc 3 =28.70 , Loc 4 =29.97
NonParticipating - Loc 1/2 =25.78 , Loc 3 =27.27 , Loc 4 =28.47
Limted Charge - Loc 1/2 =29.65 , Loc 3 =31.35 , Loc 4 =32.74

Code: 11057*

Participating - Loc 1/2 =22.28 , Loc 3 =23.41 , Loc 4 =24.41
NonParticipating - Loc 1/2 =21.17 , Loc 3 =22.24 , Loc 4 =23.19
Limted Charge - Loc 1/2 =24.34 , Loc 3 =25.58 , Loc 4 =26.67

Code: 11719

Participating - Loc 1/2 =12.44 , Loc 3 =13.44 , Loc 4 =14.17
NonParticipating - Loc 1/2 =11.82 , Loc 3 =12.77 , Loc 4 =13.46
Limted Charge - Loc 1/2 =13.59 , Loc 3 =14.68 , Loc 4 =15.48

Code: 11719*

Participating - Loc 1/2 =6.20 , Loc 3 =6.63 , Loc 4 =7.02
NonParticipating - Loc 1/2 =5.89 , Loc 3 =6.30 , Loc 4 =6.67
Limted Charge - Loc 1/2 =6.77 , Loc 3 =7.24 , Loc 4 =7.67

Code: 76076
Participating - Loc 1/2 =39.21 , Loc 3 =43.08 , Loc 4 =46.24
NonParticipating - Loc 1/2 =37.25 , Loc 3 =40.93 , Loc 4 =43.93



Limted Charge - Loc 1/2 =42.84 , Loc 3 =47.06 , Loc 4 =50.52

Code: 76076TC

Participating - Loc 1/2 =27.51 , Loc 3 =30.58 , Loc 4 =32.99
NonParticipating - Loc 1/2 =26.13 , Loc 3 =29.05 , Loc 4 =31.34
Limted Charge - Loc 1/2 =30.05 , Loc 3 =33.41 , Loc 4 =36.04

* Represents the fee schedul e all owance based on the SCS differenti al
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1998 Radi ophar maceutical Pricing

The following fees are for two new procedure codes devel oped as a
result of the 1998 HCPCS update.

Code: A9502
Descriptor: Tetrofosnmn
Fee: $88.00

Code: A9600
Descriptor: Strontium 89 Chloride
Fee: $2032.80

Not e: These services are not subject to linmting charges.
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Routi ne Screeni ng/ Noncovered Di agnosi s Codes
ROUTI NE SCREENI NG DI AGNOSI S CODES

Medi care Part B covers services which are reasonabl e and necessary for
the patient's condition. Except for those services which are regul ated
under Medicare law (i.e., Screening Pelvic Exam nation - G0101
Screeni ng Pap Snears - Q091, P3000-P3001, Influenza Vaccinations -
30008, 90724, Pneunococcal Vaccinations - G0009, 90732, Screening
Mammogr aphy - 76092, Hepatitis B Vaccine - G0010, 90731), services
performed for screening purposes are noncovered. This includes services
performed when there is no synptomal ogy to warrant the service.

The foll owi ng di agnoses are consi dered screeni ng because their
descriptors denote that a screening service was performed. Services
billed with any of these diagnoses will be denied paynent. The patient
may be held financially liable for any denied charges.

NOTE: When only a three digit diagnosis code is specified in the "ICD9
DX CODE" columm, all four and/or five digit codes beneath that
designation will be denied for the sane reason

Note: All of the followi ng DENI AL REASON s are "SCREEN NG'

| CD-9 DX CODE: V16
DESCRI PTI ON: Fanily history of malignhant neopl asm



| CD-9 DX CODE: V17
DESCRI PTI ON: Family history of certain chronic disabling diseases

| CD-9 DX CODE: V18
DESCRI PTION: Family history of certain other specific conditions

| CD-9 DX CODE: V19
DESCRI PTION: Fanmily history of other conditions

| CD-9 DX CODE: V20
DESCRI PTI ON: Heal th supervision of infant or child

| CD-9 DX CODE: V21
DESCRI PTI ON: Constitutional states in devel opnent

| CD-9 DX CODE: V28
DESCRI PTI ON:  Ant enat al screening

| CD-9 DX CODE: V29
DESCRI PTI ON: Observati on and eval uati on (wi thout signs or synptons) of
newborns for conditions not found

| CD-9 DX CODE: V30-V39
DESCRI PTI ON: Li veborn infants who are consuming health care (e.g., crib
or bassi net occupancy)

| CD-9 DX CODE: V69
DESCRI PTI ON: Problens related to lifestyles

| CD-9 DX CODE: V70
DESCRI PTI ON: General nedi cal exam nation

| CD-9 DX CODE: V71
DESCRI PTI ON: Observation and eval uation for suspected conditions not
f ound

| CD-9 DX CODE: V72-V72.7
DESCRI PTI ON: Routine investigations and exans (eyes, ears, dental,
gynecol ogi cal , skin, pregnancy test, radiology exam |ab exam

ICD-9 DX CODE: V72.8
DESCRI PTI ON: Ot her specified exam nations

| CD-9 DX CODE: V72.85
DESCRI PTI ON: Ot her specified exam nation

I CD-9 DX CODE: V72.9
DESCRI PTI ON:  Unspeci fi ed exam nati on

| CD-9 DX CODE: V73-V82
DESCRI PTI ON: Speci al screeni ng exani nations
NONCOVERED DI AGNOSI S CODES

The foll owi ng di agnoses are consi dered noncovered because their
descriptors denote that a noncovered service was performed. Services



billed with any of these diagnoses will be denied paynent. The patient
may be held financially liable for any denied charges.

NOTE: When only a three digit diagnosis code is specified in the "ICD9
DX CODE" columm, all four and/or five digit codes beneath that
designation will be denied for the sane reason.

Note: All of the followi ng DENI AL REASON s are "NON- COVERED"

| CD-9 DX CODE: V03

DESCRI PTI ON: Need for prophylactic vaccination and inocul ati on agai nst
bacterial diseases (i.e., cholera, typhoid, tubercul osis, plague,
tularem a, diphtheria, pertussis, tetanus toxoid, henophilus influenza
B, pneunpbcoccus, etc)

| CD-9 DX CODE: V04

DESCRI PTI ON: Need for prophylactic vaccination and inocul ati on agai nst
certain viral diseases (i.e., polio, smallpox, neasles, rubella, yellow
fever, rabies, munps, comon col d, influenza)

| CD-9 DX CODE: V05

DESCRI PTI ON: Need for other prophylactic vaccination and inocul ation
agai nst single diseases (i.e., encephalitis, other arthropod-borne
viral diseases, |eishmaniasis, hepatitis, varicella, etc)

| CD-9 DX CODE: V06

DESCRI PTI ON: Need for prophylactic vaccination and inocul ati on agai nst
combi nati ons of diseases (i.e., cholera & TAB, DTP, DTP & TAB, DTP &
poli o, neasles/nunps/rubella, tetanus/diphtheria, pneunonia, etc)

| CD-9 DX CODE: V25
DESCRI PTI ON: Encounter for contraceptive managenent

| CD-9 DX CODE: V26
DESCRI PTI ON:  Procreative managenent

| CD-9 DX CODE: V50

DESCRI PTI ON: El ective surgery for purposes other than remedying health
st ates

I CD-9 DX CODE: V53.2
DESCRI PTION: Fitting and adjustment of hearing aid

| CD-9 DX CODE: V60
DESCRI PTI ON:  Housi ng, househol d and econom ¢ circunstances

| CD-9 DX CODE: V61
DESCRI PTION: OQther family circunstances

| CD-9 DX CODE: V62
DESCRI PTI ON: Ot her psychosoci al circunstances

| CD-9 DX CODE: V63
DESCRI PTI ON: Unavail ability of other nedical facilities for care

| CD-9 DX CODE: V65



DESCRI PTI ON: Ot her persons seeking consultation w thout conplaint or
si ckness

| CD-9 DX CODE: V68
DESCRI PTI ON:  Encounters for admi nistrative purposes

| CD-9 DX CODE: 302.50-302.53
DESCRI PTI ON: Tr ans-sexual i sm
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Ordering a National Correct Coding Policy Manua

The National Technical Information Service (NTIS) in the Departnent of
Commer ce has devel oped a correct coding manual to pronote correct
codi ng nationwi de and to assist physicians in correctly coding their
services for reinmbursenent.

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

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

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

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

I ndi vi dual Chapters of the Correct Codi ng Manua

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

CHAP: 2
DESCRI PTI ON:  Anest hesi a Servi ces (00000-09999)
ORDER #: SUB-9902

CHAP: 3
DESCRI PTI ON: Surgery: Integunentary System (10000-19999)
ORDER #: SUB- 9903

CHAP: 4
DESCRI PTI ON:  Surgery: Miscul oskel etal System (20000-29999)
ORDER #: SUB-9904

CHAP: 5



DESCRI PTI ON: Surgery: Respiratory, Cardiovascular, Hem c, and Lynphatic
Syst em (30000- 39999)
ORDER #: SUB- 9905

CHAP: 6
DESCRI PTI ON: Surgery: Digestive System (40000-49999)
ORDER #: SUB- 9906

CHAP: 7

DESCRI PTI ON: Surgery: Urinary, Male & Fenmale Genital, Maternity Care,
and Delivery System (50000-59999)

ORDER #: SUB-9907

CHAP: 8

DESCRI PTI ON: Surgery: Endocrine, Nervous, Eye and Ocul ar Adnexa,
Audi tory System (60000-69999)

ORDER #: SUB-9908

CHAP: 9
DESCRI PTI ON:  Radi ol ogy Services (70000-79999)
ORDER #: SUB- 9909

CHAP: 10
DESCRI PTI ON: Pat hol ogy and Laboratory Services (80000-89999)
ORDER #: SUB-9910

CHAP: 11

DESCRI PTI ON:  Medi ci ne, Eval uati on, and Managenent Services (90000-
99999)

ORDER #: SUB-9911

Addi tional Ordering Information

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

- To receive ordering information by mail, call (703) 487-4630.
- To order a single copy, call (703) 487-4650.

- Ordering and product infornmation is also available via the World Wde
Web at www. ntis. gov/cci.
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Don't forget!!! Effective January 1, 1998, Al Clains for Cinica
Di agnostic Laboratory Services WIIl Require the CLI A Nunber.

The Clinical Laboratory Inmprovenents Anendnents of 1988 (CLIA), Public
Law 100-578, anmended (353 of the Public Health Service Act (PHSA) to
extend jurisdiction of the Departnment of Health and Human Services to

regul ate all |aboratories that exam ne human speci mens to provide
informati on to assess, diagnose, prevent, or treat any di sease or
i mpai rment. CLI A mandates that virtually all |aboratories, including

physician office | aboratories (POLs), neet applicable Federa



requi renents and have a CLIA certificate in order to receive

rei mbursenment from Federal progranms. CLIA also lists requirenents for

| aboratories performng only certain tests to be eligible for a
certificate of waiver or a certificate for Physician Perforned

M croscopy Procedures (PPMP). In 1992, carriers were instructed to deny
clinical l|aboratory services billed by independent | aboratories which
did not neet the CLIA requirenents. POLs were excluded fromthe 1992

i nstruction. However, that is being changed.

HCFA has undertaken an initiative to nonitor CLIA conpliance for al

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

The major change is a requirenent for the CLIA nunber to be included on
each Form HCFA- 1500 claimfor |aboratory services by any |aboratory
perform ng tests covered by CLIA. Wiile this number will be required in
Oct ober 1997, claims w thout the CLIA nunber will not be denied unti
January 1, 1998. Medicare Part B will continue processing independent

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

For paper clains, this informati on nmust be entered in Item 23 of the
HCFA- 1500 claim form

El ectronic claimfilers nust enter this information in the FAO record,
field 34, positions 164-178, of the National Standard Fornat.
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Physi ci ans Who Perform Surgery and Anesthesia

Through a clains history review, we have deternined that one or nore
physi ci ans are providing surgical services as well as anesthesia
services and they are billing for both services. In these instances,
payment for the anesthesia service is included in the paynent for the
surgi cal service and, therefore, should not be reinbursed as a separate
service. For exanple, there is no additional reinmbursenent for a
surgeon who perforns his own anesthesia; i.e., it is included in the
rei mbursenent for the surgical procedure.
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Anest hesi ol ogy Services

Ef fective January 1, 1998, HCFA is revising its billing procedures for
anest hesi ol ogy services where a CRNA and the anesthesiol ogist are

i nvolved in a single procedure and the physician is perform ng nedica
direction. The revised procedures are based upon a change in the
paynment policy for a nedically directed service. Prior to Decenber 31
1997, HCFA did not permt sonme |evel of paynment to both the CRNA and



t he physician when only one service was supervised. Effective January
1, 1998, HCFA paynent policy allows paynment for nedically directed
servi ces when only one service was supervised

In situations where the CRNA and t he anest hesi ol ogi st are involved in a
si ngl e anesthesia case, and the physician is perform ng nedica
direction submt the clains using the follow ng procedures:

1) For the single nedically directed service, the physician uses the
nodi fier Q.

2) For the anesthesia service, furnished by the nmedically directed
CRNA, the CRNA uses the current nodifier, QX
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Modi fier 53: Term nated Surgical Procedures

This is a clarification to the article "Use New 53 Mddifier to Indicate
Di sconti nued Services" on page 16 of the Decenber 1996 Special Update!

The 53 nodifier applies to the Anbulatory Surgical Center's facility
fee and to the physician's charges. The nodifier may al so be used for
physi ci an services rendered in a hospital if the patient is prepped for
surgery and the surgery is discontinued.

Al'l procedure codes bhilled with the 53 nodifier for the facility fee
requi re docunentation.
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19340: Breast Reconstruction Covered Bilaterally
Foll owi ng a nedically necessary mastectony, reconstruction of the

af fected breast and the contral ateral unaffected breast are covered.
This affects the follow ng procedure codes:

19340; Inmedi ate insertion of breast prosthesis follow ng mastopexy,
mast ectomy or in reconstruction

19342; Del ayed insertion of breast prosthesis follow ng mastopexy,
mast ectony or in reconstruction

19350; Ni ppl e/ areol a reconstruction

19357; Breast reconstruction, imediate or delayed, Wth tissue
expander, including subsequent expansion

19361; Breast reconstruction with latissinmus dorsi flap, with or
wi t hout prosthetic inplant

19364; Breast reconstruction with free flap
19366; Breast reconstruction with other technique
19367; Breast reconstruction with transverse rectus abdom nis

myocut aneous flap (TRAM, single pedicle, including closure of donor
site;



19368; Breast reconstruction with transverse rectus abdom nis
myocut aneous flap (TRAM, single pedicle, including closure of donor
site; with mcrovascul ar anastonpsi s (superchargi ne)

19369; Breast reconstruction with transverse rectus abdoninis
myocut aneous flap (TRAM, double pedicle, including closure of donor
site

19380; Revi sion of reconstructed breast
19396; Preparation of noul age for custom breast inplant

19499; Unlisted procedure, breast

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

65760- 65767, 65771: Refractive Keratoplasty Not Covered

Refractive keratoplasty is surgery to reshape the cornea of the eye to
correct vision problenms such as nyopi a (nearsi ghtedness) and hyperopia
(farsightedness). Refractive keratoplasty procedures include the
foll owi ng procedure codes:

65760; Keratonileusis
65765; Ker at ophaki a
65767; Epi keratopl asty
65771; Radi al keratotony

Because radi al keratotony and/or keratoplasty is considered a
substitute or alternative to eyeglasses or contact |enses, it is
speci fically excluded from coverage.
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61711: Noncoverage Information for EC-IC

Procedure code 61711 (Anastonpsis, arterial, extracranial-intracrania
(EC-1C) (e.g., mddle cerebral/cortical) arteries) for the treatnent of
strokes is a noncovered service. EC-I1C arterial bypass surgery is not
consi dered reasonabl e and necessary when it is perforned as a treatnent
for ischem c cerebrovascul ar disease of the carotid or middle cerebra
arteries.

Reasons for Denia

Extracranial -intracranial (EC-1C) surgery is noncovered for the
foll owi ng di aghoses.

430
431
433.00-433.01



433.10-433.11
433.20-433. 21
433. 30-433. 31
433. 80-433. 81
433. 90-433.91
434.00-434.01
434.10-434.11
434.90-434.91
435.
435.
435.
435.
435.
435.
436
437.
437.
437.
437.
437.
437.
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Docunent ati on Requirenents

Request for a review of charges denied as "not payable for the

di agnosi s as reported" should include a narrative statenent of nedica
necessity clearly docunmenting why the physician feels the service(s)
was mnedi cal ly necessary.
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Docunment ati on Guidelines for Bl epharopl asty Procedures

On June 2, 1997, the carrier sent a special notice to al

opt hanol ogi sts to clarify the docunentation requirenents for upper
eyelid and brow surgeries. Since that tinme, we have been asked to
clarify several key points. The follow ng Question and Answer section
has been developed to further clarify the current documentation

requi rements. |If you did not receive a copy of the June 2, 199,7

noti ce, contact our Provider Custoner Service departnent at (904) 634-
4994 to obtain a copy.

Q

What docunentation is required to establish that a Bl epharopl asty
and/ or Ptosis Repair was perforned as a functional surgery?

A
Ocul ar history; surgery report or evidence that the surgical procedure

was perfornmed as billed; and the | evel of visual inpairnment supported
by phot ographs or visual field interpretation.

Q



Is the visual field test required docunmentation?

A

No, only the interpretation.

Q

VWhat nust be documented in the visual field interpretation?

A

The visual field interpretation nmust clearly docunent a m ni num of 12
degrees or 30 percent |oss of upper field vision with upper lid skin
and/or upper lid margin in repose and el evated by taping of the lid to
denonstrate potential correction (seethe July/August |996 Medicare B
Update!).

Q

If evidence of visual inpairnment is substantiated only by photographs
and is not supported by visual field interpretati ons what are the
requi rements for a photograph?

A

The phot ographs nust be of sufficient clarity to show a |ight reflex on
the cornea. The frontal photograph nust be canthus to canthus with the

head perpendicular to the plane of the canera and nmust denpbnstrate that
the eyelid margin approaches to within 2.5mm (1/4th of the dianeter of

the visible iris) of the corneal light reflex.

Q

Are additional photographs ever necessary?

A

Yes. Additional photographs are needed if no visual field
interpretation is subnmtted when an upper |id bl epharoplasty (15822-
15823) and repair of bl epharoptosis (67901-67908) are performed at the
sanme time. Additional photographs nust be taken with the upper lid skin
retracted to show the actual position of the true Iid margin.

Q

Are oblique photographs ever needed?



A

Yes. When no visual field interpretation is subnitted and redundant
skin on the upper eyelashes is the only indication for surgery oblique
phot ographs are needed.

Q

Are phot ographs necessary for brow ptosis?

A

Yes. |If evidence of visual inpairnent is only substantiated by photos
and not visual fields, the photos must include before and after taping,
or other means of showi ng the functional effect of surgery.

Q

If the claimis for chronic dermatitis are visual field interpretations
needed?

A

No. The docunmentation nust include the physical description of the
dermatitis and evidence of any prior treatnent.

Q

Can we create a formfor our office that would allow us to capture al
t he docunentation requirenents on one fornf?

A

Yes. We have al ready seen many different types of forns that capture
the necessary docunentation. Sone providers have added the ocul ar
hi story and visual fields interpretation to the operative report.
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Gui del ines for Purchased Diagnostic Tests

Ef fective for services rendered January 1, 1998, and after, the
following, all-inclusive list of procedure codes will be subject to the
pur chased di agnostic tests rules (see next page).



| mportant Reni nder: Procedure code nodifier ZD (Technical conponent -
di agnostic test not purchased) is no |longer valid and should no | onger
be used. Item 20 of the HCFA-1500 claimform (or the equivalent EMC
field) nmust be conpleted when billing for diagnostic tests subject to
purchase price limtations.

Personal |y Perforned Diagnostic Tests

When a diagnostic test is personally performed, "no" nust be indicated
initem20 of the HCFA-1500 claimform A "no" indicates "no purchased
tests" are included on the claim Procedure code nodifier ZD (Technica
conponent - diagnostic test not purchased) was a | ocal nodifier

devel oped by the Florida carrier to indicate that the diagnostic
service provided was performed by the physician or his enployee. Due to
the revi sed HCFA-1500 claimfiling requirenents, a "no" in item 20 now
satisfies this requirenent. EMC senders should contact their software
vendor for specific instructions on where to enter this information in
their system

Purchased Di agnostic Tests

When the technical conponent of a procedure subject to the purchased

di agnostic test rules is purchased froman outside supplier, it nust be
submtted on a separate line fromthe professional conponent and billed
with procedure code nodifier WJ (Techni cal conmponent - purchased test).
The professional conmponent nust be billed with procedure code nodifier
26 (Professional conponent only).

When a physician purchases the technical conponent from another
physi ci an/ out si de supplier, item 20 of the HCFA-1500 claimform nust be
checked "yes". The acquisition or purchase cost should be placed in
item 20 under $CHARGES. The nane, Medicare provider nunber and address
of the supplier/physician fromwhomthe test was purchased nust be
provided in item 32 of the HCFA-1500 claimform |If this information is
not provi ded, the technical conponent will be denied payment.

VWhen billing for nmultiple purchased diagnostic tests, each test nust be
subm tted on a separate claimform EMC senders should contact their
software vendor for specific instructions on where to enter this
information in their system

I nportant Note: Diagnostic tests (i.e., professional, technical or
gl obal conponents) billed by one of the follow ng providers are not
subj ect to purchased diagnostic test rules:

Portable x-ray suppliers

| ndependent | aboratories

I ndependent |y practicing audi ol ogi sts

I ndependent physi ol ogi cal |aboratories
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Procedures Subject to Purchased Test Rules

*Techni cal conponent only (It is not necessary to bill procedure code
nodi fier TC with these procedures)

**Procedure codes added for 1998

Note: The following five-digit, nuneric codes are Current Procedura
Term nol ogy (CPT) codes. CPT codes and descriptions only are copyright
1998 Anmerican Medical Association (or other such date of publication of
CPT). All Rights Reserved. Applicable FARS/ DFARS.

&0005* &0006* &0015* &0030 @0031 @0032 &0033 @0034
&0035 30036 @037 &0038 30039 @0040 @0041 @042
@0043 @0044 @0045 @0046 Q0047 @062 @063 &0106**
&0120** Q0035 Qo092+ 70010 70015 70030 70100 70110
70120 70130 70134 70140 70150 70160 70170 70190
70200 70210 70220 70240 70250 70260 70300 70310
70320 70328 70330 70332 70336 70350 70355 70360
70370 70371 70373 70380 70390 70450 70460 70470
70480 70481 70482 70486 70487 70488 70490 70491
70492 70540 70541 70551 70552 70553 71010 71015
71020 71021 71022 71023 71030 71034 71035 71036
71038 71040 71060 71090 71100 71101 71110 71111
71120 71130 71250 71260 71270 71550 72010 72020
72040 72050 72052 72069 72070 72072 72074 72080
72090 72100 72110 72114 72120 72125 72126 72127
72128 72129 72130 72131 72132 72133 72141 72142
72146 72147 72148 72149 72156 72157 72158 72170
72190 72192 72193 72194 72196 72200 72202 72220
72240 72255 72265 72270 72285 72295 73000 73010
73020 73030 73040 73050 73060 73070 73080 73085
73090 73092 73100 73115 73120 73130 73140 73200
73201 73202 73220 73221 73500 73510 73520 73525
73530 73540 73550 73560 73562 73564 73565 73580
73590 73592 73600 73610 73615 73620 73630 73650
73660 73700 73701 73702 73720 73721 74000 74010
74020 74022 74150 74160 74170 74181 74190 74210
74220 74230 74235 74240 74241 74245 74246 74247
74249 74250 74251 74260 74270 74280 74283 74290
74291 74300 74301 74305 74320 74327 74328 74329
74330 74340 74350 74355 74360 74363 74400 74405
74410 74415 74420 74425 74430 74440 74445 74450
74455 74470 74475 74480 74485 74710 74740 74742
74775 75552 75553 75554 75555 75600 75605 75625
75630 75650 75658 75660 75662 75665 75671 75676
75680 75685 75705 75710 75716 75722 75724 75726
75731 75733 75736 75741 75743 75756 75774 75790
75801 75803 75805 75807 75809 75810 75820 75822
75825 75827 75831 75833 75840 75842 75860 75870
75872 75880 75885 75887 75889 75891 75893 75898
75945 75946 75970 75992 75993 75994 75995 75996
76000 76001 76003 76010 76020 76040 76061 76062
76065 76066 76076** 76078** 76080 76086 76088



76885**
76975
78010
78099
78122
78185
78215
78261
78290
78399
78461
78478
78580
78596
78615
78699
78710
78761
78807
86586*
88162
88300
88313
88349
89360*
91033
92556*
92567*
92575*
92583*
93005*
93231*
93304
93321
93533**
93734
93875
93925
93976
94070
94370
94720
94799
95812
95858
95870**
95922

76091
76102
76370
76512
76700
76815
76831**

76886**
76986
78011
78102
78130
78190
78216
78262
78291
78414
78464
78480
78584
78599
78630
78700
78715
78799
78999

88104
88170
88302
88314
88355

91000
91052

92557*

92568*

92576*

92584~

93012*

93232*
93307
93325

93555
93735
93880
93926
93978
94150
94375
94725
95805
95813
95860

95872
95923

76093
76120
76375
76513
76705
76816
76856

76930

76999
78015
78103
78135
78191
78220
78264
78299
78428
78465
78481
78585
78600
78635
78701
78725
78800
86485*
88106
88171
88304
88318
88356
91010
91055
92561*
92569*
92577*
92585
93017*
93236*
93308
93350
93556
93736
93882
93930
93979
94200
94400
94750
95806* *
95816
95861
95875
95925

76094 76095 76096 76098 76100
76125 76150* 76350* 76355 76360
76380 76390** 76400 76499 76506
76516 76519 76529 76536 76604
76770 76775 76778 76800 76805
76818 76825 76826 76827 76828
76857 76870 76872 76880

76932 76934 76945 76970
78000 78001 78003 78006 78007
78016 78017 78018 78070 78075
78104 78110 78111 78120 78121
78140 78160 78162 78170 78172
78195 78199 78201 78202 78205
78223 78230 78231 78232 78258
78270 78271 78272 78278 78282
78300 78305 78306 78315 78320
78445 78455 78457 78458 78460
78466 78468 78469 78472 78473
78483 78491** 78492** 78499
78586 78587 78591 78593 78594
78601 78605 78606 78607 78610
78645 78647 78650 78655 78660
78704 78707 78708** 78709**
78726 78727 78730 78740 78760
78801 78802 78803 78805 78806

86490* 86510* 86580* 86585*

88107 88108 88125 88160 88161
88172 88173 88180 88182 88199
88305 88307 88309 88311 88312
88319 88342 88346 88347 88348
88358 88362 88365 88399 89350*

91011 91012 91020 91030 91032
91060 91065 92552* 92553* 92555*

92562* 92563* 92564* 92565*
92571* 92572* 92573* 92574*
92578* 92579* 92580* 92582*
92587 92588 92589* 92596*
93024 93041* 93225* 93226*
93270* 93271* 93278 93303
93312 93314 93315 93317 93320
93508** 93530** 93531** 93532**
93721* 93724 93731 93732 93733
93737 93738 93740 93770 93799
93886 93888 93922 93923 93924
93931 93965 93970 93971 93975
93980 93981 93990 94010 94060
94240 94250 94260 94350 94360
94450 94620 94680 94681 94690
94760* 94761* 94762* 94770 94772
95807 95808 95810 95811**
95819 95822 95824 95827 95829
95863 95864 95867 95868 95869
95900 95903 95904 95920 95921
95926 95927 95933 95934 95935



95936 95937 95950 95951 95953 95954 95955 95956
95957 95958 95961 95962
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82947: Bl ood G ucose Testing

Bl ood gl ucose testing is covered by Medicare Part B for certain
conditions/illnesses. This policy affects the follow ng procedure
codes:

82947; d ucose; quantitative
82948; Bl ood, reagent strip

82962; d ucose, bl ood by glucose nmonitoring device(s) cleared by the
FDA Specifically for hone use.

To ensure that clains are paid only for nedically necessary services,
bl ood gl ucose testing is covered only when it is perforned for the
foll owi ng di aghoses:

112.
112.
112.
157.
194.
211.
211.
227.
250.
251.
251.
251.
251.
251.
252.
253.
253.
2583.
255.
255.
276.
356.
357.
571.
571.
571.
571.
571.
571.
577.
577.
648. 80- 648. 84
780. 01

1
H
o1
~
o

0- 250. 93
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780.
780.
780.
780.
780.
783.
783.
783.
788.
788.
790.
791.
V67.

1-780. 39
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=

Bl ood gl ucose testing will not be covered by Medicare Part B when
performed on a routine screening basis in the absence of abnornmal signs
or synptons.

Advance Notice Requiremnment

Applies to diagnosis (see page 4).

Codi ng Gui del i nes

Bill the service with CPT procedure code 82947 for gl ucose;
gquantitative, and CPT procedure code 82948 for blood glucose, reagent
strip. Include the appropriate ICD-9 code which describes the synptom
or condition. CPT code 82947 should not be billed on the same day as a
Basi ¢ netabolic panel (80049), General health panel (80050), or

Conpr ehensi ve nmetabol i ¢ panel (80054), unless the blood is obtained at
di fferent encounters. (These bl ood panels were all included in
automated profil es [80002-80019, G0058-@0060] prior to January 1,
1998.)

Separate paynment will be made to physicians or independent clinica
| aboratories for drawing a bl ood sanple through veni puncture (G0001).
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1998 Gap-Filled Clinical Laboratory Procedures:

Code: (0100
Fee: 64. 38
Code: 80201
Fee: 20.90
Code: 83019
Fee: NC
Code: 84512
Fee: 7.50
Code: 86148

Fee: 22.87



Code:

Fee:

Code:

Fee:

Code:

Fee:

Code:

Fee:

Code:

Fee:

Code:

Fee:

Code:

Fee:

Code:

Fee:

Code:

Fee:

Code:

Fee:

Code:

Fee:

Code:

Fee:

Code:

Fee:

Code:

Fee:

Code:

Fee:

Code:

Fee:

Code:

Fee:

Code:

Fee:

Code:

Fee:

86361
5. 80

87472
64. 38

87477
64. 38

87482
64. 38

87487
64. 38

87492
64. 38

87497
64. 38

87512
64. 38

87517
64. 38

87522
64. 38

87527
64. 38

87530
64. 38

87533
64. 38

87536
64. 38

87539
64. 38

87542
64. 38

87552
64. 38

87557
64. 38

87562
64. 38



Code: 87582
Fee: 64. 38

Code: 87592
Fee: 64. 38

Code: 87622
Fee: 64. 38

Code: 87652
Fee: 64. 38

Code: 87799
Fee: IC

Code: 88142
Fee: 7.29
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88342: Correction to I munocytochem stry Article

In the Novenber/ Decenber 1997 issue of the Medicare B Update!, an
article describing billing guidelines for procedure code 88342

(i munocyt ochem stry [including tissue i munoperoxi dase], each
anti body) indicated that if the procedure is being perfornmed as a
repeat procedure, it should be billed with a 76 nodifier. This is
i ncorrect.

Providers should not bill the 76 nodifier with procedure code 88342. If
88342 is billed with the 76 nodifier, the service will be denied
paymnent .
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93640- 93642, 93737, 93738: El ectrophysiol ogi cal Eval uation of
Cardi overter-Defibrillator

El ectrophysi ol ogi ¢ eval uati on of cardioverter-defibrillator and/or

| eads (93640, 93641, 93642) and el ectronic anal ysis of
cardioverter/defibrillator only (93737, 93738) is covered only when due
to:

- a docunented episode of life threatening ventricular tachyarrhythm a
or

- cardiac arrest not associated with nyocardial infarction

HCPCS Codes

93640; El ectrophysiol ogic evaluation of cardioverter-defibrillator
| eads (includes defibrillation threshold testing and sensing function)
at time of initial inplantation or replacenent;



93641; with testing of cardioverter-defibrillator pulse generator

93642; El ectrophysiol ogic evaluation of cardioverter-defibrillator
(includes defibrillation threshold eval uation, induction of arrhythm a
eval uati on of sensing and pacing for arrhythm a ternination, and
progranmm ng or reprogranm ng of sensing or therapeutic paraneters)

93737; Electronic analysis of cardioverter-defibrillator only
(interrogation, evaluation of pulse generator status); w thout
r eprogr amm ng

93738; with reprogramm ng

| CD-9 Codes That Support Medical Necessity
427.1

427.5

Advance Notice Requirenent

Applies to diagnhosis requirements (see page 4).

Codi ng Gui del i nes

Bill with the CPT code which describes the services rendered and the
| CD-9 code which describes the nedical synptom or condition

It is inappropriate to bill a separate service for insertion of a
tenporary pacenaker. |f, at the same session as an el ectrophysiol ogi ca
study, a pernmanent pacemaker is placed, it can be billed as a separate
servi ce.

Docunent ati on Requirenents

Medi cal records must contain sufficient information to show the nedi cal
necessity of the service. If there has been a denial due to nedica
necessity or there is a question of nedical necessity with origina
billing, include history and physical, progress notes and any ot her

i nformati on needed to show nedi cal necessity.
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Referring Physician's UPIN Requi red on Consultation Clains

Consi stent with the Physicians' Current Procedural Term nology (CPT), a
consultation is a type of service provided by a physician whose opinion
or advice regardi ng eval uati on and/ or managenent of a specific problem
i s requested by another physician or other appropriate source.



There are four subcategories of consultations: office (99241-
99245);initial inpatient (99251-99255); follow up inpatient (99261-
99263) and confirmatory (99271-99275 *)

In order for a service to qualify as a consultation, there nust be a
formal request by the attendi ng physician docunented in the patient's
medi cal record. Furthernore, the purpose of the attending doctor's
request must be to obtain an opinion or advice regarding the eval uation
and/ or managenent of a specific problem The nane and Uni que Physi ci an
Identification Nunber (UPIN) of the referring physician nmust be

i ncl uded on the consulting physician's claim (ltems 17 and 17a), OR the
equi val ent Electronic Media Claim (EMC) field.

* A consultation initiated by a patient and/or famly, and not
requested by a physician, is not reported using the initia

consul tation codes but nmay be reported using the codes for confirmatory
consultations or office visits. In such cases, the attendi ng physician
may use his own UPIN.
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92525, 92526: O orhinol aryngo- |ogic Services

Procedure codes 92525 (Eval uation of swallowi ng and oral function for
feeding) and 92526 (Treatnment of swallow ng dysfunction and/or ora
function for feeding) are not payable as repeat procedures. Therefore,
procedure code nodifier 76 (repeat procedure) nay not be billed in
conjunction with these services. In addition, the "DAYS or UNITS" field
shoul d never exceed "1".
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95819, 95930-95951, 95953, 95956: Coverage Cuidelines for EEG Testing

El ect roencephal ography (EEG (procedure codes 95819, 95930-95951,

95953, and 95956) is a covered service when nedically necessary for the
patient's condition/illness. To ensure that paynment is made only for
medi cal |y necessary services, EEGis covered only for the foll ow ng
conditions/illnesses. These codes have been updated to the highest

| evel of specificity.

Covered Di agnosi s Codes for Electroencephal ography (EEG (Procedure
code 95819)

291.
293.
294.
294.
296. 00- 296. 06
296. 10- 296. 16
296. 20- 296. 26
296. 30- 296. 36
296. 40- 296. 46
296. 50- 296. 56
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296.
296.
296.
296.
296.
296.
300.
306.
310.
310.
322.
323.
324.
331.
331.
331.
332.
333.
342.
342.
342.
342.
345.
345.
345.
345.
345.
345.
345.
345.
346.
346.
346.
346.
346.
348.
348.
349.
349.
379.
379.
386.

430
431

433.
435.
435.
437.
780.
780.
780.
780.
780.
781.
781.
784.
852.

60- 296. 66
7
80-296. 82
89

90

99
10-300. 11
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00-342.02
10-342.12
80-342. 82
90-342. 92
00- 345. 01
10-345. 11
2-345.3

40- 345. 41
60-345. 61
70-345.71
80-345. 81
90-345. 91
00-346. 01
10- 346. 11
20-346. 21
80- 346. 81
90- 346. 91

82
40
50

20-433. 21
0-435.3
8-435.9
1-437.2

1

2
31-780. 39

S

9
0
2
3
0

0-852. 09



852. 10-852. 19
852. 20- 852. 29
852. 30- 852. 39
852. 40- 852. 49
852. 50- 852. 59
853. 00- 853. 09
853. 10- 853. 19
854. 00- 854. 09
854. 10- 854. 19

Long-term (24-hour)/ Anbul atory EEG Monitoring (Procedure codes 95950,
95951, 95953, 95956

Anmbul atory or 24-hour EEG nonitoring is covered for patients in whoma
seizure diathesis is suspected but not defined by history, physical, or
resting EEG Anbul atory EEG can be used in the differential diagnosis
of syncope and transischemc attacks if not eludicated by conventiona
studi es. Anbul atory EEG shoul d al ways be preceeded by a resting EEG
(procedure codes 95819, 95822, and 95827).

Covered Di agnosi s Codes Long-term (24-hour)/ Anbul atory EEG Monitoring
(Procedure codes 95950, 95951, 95953, 95956
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292.
292.
293.
293.
294.
295.
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296.
296.
296.
296.
296.
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296.
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334.
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433. 80-433. 81
433.90-433.91
434.00-434.01
434.10-434.11
434.90-434.91
435.0-435.9
436
437.
437.
572.
767.
780.
780.
780.
780. 50- 780. 59
781.6

784.3
803. 00- 803. 09
803. 10- 803. 19
803. 20- 803. 29
803. 30- 803. 39
803. 40- 803. 49
803. 50- 803. 59
803. 60- 803. 69
803. 70-803. 79
803. 80- 803. 89
803. 90- 803. 99
851. 00- 851. 09
851. 10-851. 19
851. 20- 851. 29
851. 30- 851. 39
851. 40- 851. 49
851. 50-851. 59
851. 60- 851. 69
851. 70-851. 79
851. 80- 851. 89
851. 90- 851. 99
852. 00- 852. 09
852.10-852. 19
852. 20- 852. 29
852. 30- 853. 39
852. 40- 852. 49
852. 50-852. 59
853. 00- 853. 09
853. 10- 853. 19
854. 00- 854. 09
854. 10-854. 19
950. 0-950. 9
951. 0-951. 2
951.3-951.9
997. 00-997. 09
V10. 85

V12. 4

1-780. 39

A WNONDNPE

Advance Notice Requiremnment



Applies to diagnosis (see page 4).
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LOCAL AND FOCUSED MEDI CAL REVI EW POLI Cl ES

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

Sources of Information

The sources of information used in the devel opment of these policies
may be obtained by accessing the B LI NE BBS.
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Noncover age Codi ng Gui del i nes

New Coverage CGuidelines for Electrostinulation for the Treatnent of
Wounds

Ef fective i mediately, Electrostinulation for the Treatnment of Wbunds

(listed as A9270) will be renoved fromthe Noncoverage Codi ng

Gui del i nes.

This procedure will now be reviewed for coverage on a case by case
basis. Providers should bill the service using procedure code 96999

(Unlisted special dernmtol ogical service or procedure) and include
docunentation (H story and Physical and/or office notes) to support the
medi cal necessity and rationale for using this procedure.

Providers are not to bill this service using Physical Medicine and
Rehabilitation codes 97001-97799.



A9270: Motor Function Studies Considered |Investigationa

Page 31 of the Septenber/Cctober 1997 Medicare B Update! featured an
article on Medicare Part B of Florida's Coding Guidelines for
Noncover ed Servi ces.

Treatment of notor function disorders with electrical nerve stinulation
(procedure code A9270) is a noncovered service due to its

i nvestigational status. The asterisk "*" used to identify

i nvestigational services was inadvertently left off of this procedure.
Theref ore, an acceptabl e advance notice of Medicare's possible denia

of paynent nust be given to the patient if the provider does not want
to accept financial responsibility for the service. For additiona

i nformati on on advance notice requirenents, refer to page 4.
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J9170, J9201: O f-Label Use of Chenptherapy Drugs

According to Medicare guidelines, certain nedical services which are
deened reasonabl e and necessary for the diagnosis or treatnent of
illness or injury or to inprove the functioning of a malforned body
menber are covered services. FDA approval is often one of the nmain
criteria of Medicare's coverage guidelines for drugs and biol ogical s.
However, in the case of chenotherapeutic agents, FDA approval does not
al ways keep pace with clinically indicated efficacy. Therefore, the
need exi sts to address off-Iabel chenotherapy drug uses which have been
val idated by clinical trials.

The purpose of this policy is to establish the circunstances under
which Medicare will consider off-Iabel uses for chenotherapy drugs to
be nmedically reasonabl e and necessary, and to specify those drugs and
their off-label uses as they becone available. This policy does not
restrict what providers can provide nor what beneficiaries receive. It
simply defines what can be covered by Medicare in order to avoid or
reduce denials for unapproved treatnent.

I ndications and Limtations of Coverage and/or Medical Necessity

Ef fective January 1, 1994, unl abel ed uses of FDA approved drugs and

bi ol ogi cal s used singly or in an anti-cancer reginmen for a nedically
accepted indication are evaluated under the conditions described in the
foll owi ng paragraphs. A reginmen is a conbination of anti-cancer agents
whi ch have been clinically recognized for the treatnment of a specific
type of cancer. An exanple of a drug reginen is: Cyclophospham de +
vincristine + prednisone (CVP) for non-Hodgkin's |ynphoma. There may be
di fferent regimens or conbinations which are used at different phases
of the cancer's history (induction, prophylaxis of CNS invol venment,

post rem ssion, and relapsed or refractory disease). A protocol may
speci fy the conbinati on of drugs, doses, and schedul es for

adm ni stration of the drugs. For purposes of this provision, a cancer
treatment regi nmen includes drugs used to treat toxicities or side



effects of the treatnent regi men when the drugs are adm ni stered
i ncident to a chenotherapy treatnent.

In order for Medicare Part B of Florida to evaluate the off-Iabel uses
of chenot herapeutic agents for coverage, the uses nust not be |listed as
"not indicated" by HCFA, the FDA, or the conpendia. Justification for
approval of off-label uses nust be based upon data fromclinical trials
in which here was a defined conbinati on and dosage schedul e, an
appropriate study design, an adequate number of trial subjects, and

evi dence of significant increase in survival rate or |ife expectancy or
an objective and significant decrease in tunor size or reduction in
tunor-rel ated synptonms. Stabilization is not considered a response to

t herapy. The unl abel ed uses of a chenot herapy drug nust be supported by
one of the follow ng:

The conpendia. (If an unl abel ed use does not appear in the conpendia or
is listed there as insufficient data or investigational, the conpendia
will be contacted to determ ne whether a report is forthconmng. If a
report is forthconming, the information in that report will be used as a
basi s for decision nmaking. The conmpendi um process for meking decisions
regardi ng unl abel ed uses is very thorough and continually updated.)
Phase Il clinical trials.

Clinical research that appears in peer reviewed nedical literature.
This includes scientific, medical, and pharmaceutical publications in
whi ch original manuscripts are published, only after having been
critically reviewed for scientific accuracy, validity, and reliability
by unbi ased i ndependent experts. This does not include in-house

publ i cati ons of pharmaceutical manufacturing conpani es or abstracts
(i ncluding neeting abstracts).

Use peer reviewed nedical literature appearing in the follow ng
publi cati ons:

- Aneri can Journal of Medicine;

-Annal s of Internal Medicine;

- The Journal of the American Medical Association
-Journal of Cinical Oncol ogy;

- Bl ood;

-Journal of the National Cancer Institute;

-The New Engl and Journal of Medicine;

-British Journal of Cancer;

-British Journal of Henatol ogy;

-British Medical Journal



- Cancer;
- Drugs;

- Eur opean Journal of Cancer (fornerly the European Journal of Cancer
and Clinical Oncol ogy);

-Lancet; or

- Leukem a.

Physi ci ans seeki ng Medi care coverage for specific off-Iabel uses of
chenot herapeuti c drugs nust submit docunentation fromany of the above
publications supporting the efficacy of each of the off-Ilabel uses.

Fol |l owi ng are chenot herapeutic drugs and their off-1label uses for which
Medi care Part B considers coverage to be nedically reasonable and
necessary:

Centi t abi ne (Genzarr)

Gentitabine is a deoxycytidi ne anal ogue antinetabolite which is
structurally related to cytarabine. In contrast to cytarabine it has
greater nmenbrane perneability and enzynme affinity, as well as prol onged
intracellular retention. The compound acts as an inhibitor of DNA
synthesis, and its mechani sm of action appears to be cell-cycle

speci fic.
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Genzar is for intravenous use only. It is supplied as 200ng of powder
to be reconstituted, and should be adninistered by intravenous infusion
at a dose of 1000nmg/ n2 over 30 m nutes once weekly for up to 7 weeks,
(or until toxicity necessitates reducing or holding a dose), followed
by a week of rest fromtreatnent. Subsequent cycles should consist of

i nfusi ons once weekly for 3 consecutive weeks out of every 4 weeks.
Dosage adj ustnent is based upon the degree of hematologic toxicity
experienced by the patient.

Genzar is FDA approved for first-line treatnent of patients with
advanced or netastatic adenocarci noma of the pancreas. Phase Il and
Phase 111 clinical trials have also denonstrated the efficacy of Genear
treatnment in an additional carcinoma, and this off-Iabel use is
supported by the United States Pharmacopei al Convention, Inc. (USP DI).
Medi care Part B will now cover Genzar for its FDA approved use, as wel
as for treatment of the foll ow ng neopl asm

Non-smal | cell |ung carci noma

HCPCS Code



For service dates prior to January 1, 1998

J9999 GCentitabine HCL (CGenezar)

For service dates on or after January 1, 1998

J9201 Gentitabine HCL, 200 ng

Docet axel (Taxoterer)

Docet axel , an antineopl astic agent belonging to the taxoid famly, acts
by disrupting cell replication. It is a derivative of 10-

deacetyl baccatin 111, a conpound extracted fromthe needl es of the

Eur opean yew tree. Docetaxel acts by disrupting the microtubul ar
network in cells, an essential conmponent of vital nmitotic and

i nt erphase cel lular functions.

Taxotere is supplied as either 20 mg or 80 ng Concentrate for |nfusion
The recomended dose is 60-100 ng/nR2 admini stered intravenously over
one hour every three weeks.

Taxotere is FDA approved as a frontline agent in the treatnent of
net astati c breast cancer when anthracycline-based therapy and ot her
agents have failed. It is also FDA approved as a second-line treatnent

of AIDS-rel ated Kaposi's sarcona. Phase Il clinical trials have
denmonstrated the efficacy of Taxotere in the treatnment of severa
additional carcinoms, as well. Medicare Part B will now cover Taxotere

for its FDA approved uses, as well as for the treatment of the
foll owi ng neopl asns:

Non-smal |l cell and small cell carcinoma of the |ung

Squanous cell carcinoma of the head and neck

Ovari an carci noma

Gastric carci noma

Mel anoma

HCPCS Code
For service dates prior to January 1, 1998

J9999 Docet axel

For service dates on or after January 1, 1998

J9170 Docet axel, 20 ngy

Codi ng Gui del i nes



For service dates prior to January 1, 1998

When billing for Gentitabine 200nmg, use HCPCS code J9999 and the
appropriate 1CD-9 diagnosis code which indicates the nedical condition
being treated. The nane, strength and dosage of the drug nust be
indicated in Item 19 of the HCFA-1500 claimform EMC senders shoul d
report this information in HAO field 05.0

When billing for either Taxotere 80ng or Taxotere 20ng , use HCPCS code
J9999 and the appropriate 1CD-9 diagnosis code which indicates the

medi cal condition being treated. The nane, strength and dosage of the
drug nust be indicated in Item 19 of the HCFA- 1500 claimform EMC
senders should report this information in HAO field 05.0.

For service dates on or after January 1, 1998

When billing for Gentitabine 200nmg, use HCPCS code J9201, adjusting the
"Days or Units" field for every 200 ngs admi ni stered.

When billing for Taxotere, use HCPCS code J9170, adjusting the "Days or
Units" field for every 20 ngs adm ni stered.

Reasons for Denia

Clinical scenarios which deviate fromoutlined indications and
limtations of coverage; |ack of docunmentation to support nedica
necessity.

Docunent ati on Requirenents

Medi cal record docunentation mai ntai ned by the perform ng physician
nmust substantiate the nmedical necessity for the use of these

chenot herapy drugs by clearly indicating the condition for which these
drugs are being used. This docunentation could be found in the history
and physical or in the officel/progress notes.

Advance Notice Requirenent

Applies to nmedical necessity requirenments (see page 4).
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51784, 51785: Coverage for Anal or Urethral Sphincter Electromyography

Anal ysis of January through June 1996 clains data indicated that Ana

or Urethral Sphincter Electronyography (EM3 (procedure codes 51784 and
51785) has been billed substantially nore in Florida than at the
national |evel for specialty 34 (Urology). These procedure codes were
sel ected for 1997 Focused Medical Review (FMR). As a result of this
aberrancy, a local medical review policy was devel oped to establish the
conditions/illnesses for which Medicare Part B of Florida will consider



the service to be nedically reasonabl e and necessary. This policy

i ncl udes procedure codes 51784 ( El ectronyography of anal or urethra
sphincter, other than needle, any technique) and 51785 (Needl e

el ectromyography studi es of anal or urethral sphincter, any techni que).
This policy is effective for services processed on or after February
16, 1998.

El ectronyography (EM3 of the anal or urethral sphincter is a
urodynam ¢ study that assesses the neuronuscul ar function of the

ext ernal sphincter and assesses the functional bal ance between bl adder
and striated sphincter nuscle activity.

EMG al one gives useful information about sphincteric function, but it
is nmost val uabl e when done in conjunction with cystonetry to determ ne
whet her the striated sphincter appropriately increases its activity in
a gradual fashion during bladder filling and whether rest occurs
normal |y before and during bl adder contraction. According to a vast

maj ority of urologists, the study of the activity of one group of
nmuscles (in this case, the striated nuscul ature of the outlet) wth
respect to another (in this case, bladder) is ternmed Kinesiologic

el ectronyography. Kinesiologic EMG can be performed with either needle
el ectrodes or surface or patch el ectrodes. Surface el ectrode recordings
can be obtained either fromthe Iumen of the urethra in the regi on of
the voluntary sphincter or, preferably, fromthe anal sphincter by
usi ng an anal plug electrode. Recording via needle el ectrodes can be
obtai ned fromthe anal sphincter, fromthe bul k of the nuscul ature of
the pelvic floor, or fromthe external sphincter itself, though in the
|atter case the placenent is difficult and the accuracy of the results
i s questionable.

Direct needle EMG of the urethral sphincter providers the npost accurate
i nformati on. However, the technique is difficult, therefore sinpler
approaches are generally used. The anal sphincter is readily accessible
for EMG testing, and testing of any area of the pelvic floor

nmuscul ature generally reflects the overall electrical activity of the
pelvic floor, including the external sphincter

Anot her type of el ectronyography that involves the study of the

bi oel ectric potentials generated by skeletal nmuscle is called a Mtor
unit EMG Mdtor unit EMGis a very accurate way of detecting evidence
of denervation or nyopathy in the striated pelvic floor nuscul ature.
This procedure nust be perforned using the needl e el ectrodes and
requires the perforner of the service to have consi derabl e experience
for interpreting the various paraneters recorded during a notor unit
EMG, and, therefore is normally perforned by a neurol ogi st.

Currently, the International Continence Society doesn't specify nornal
findings for sphincter EMG However, the EMG shoul d show i ncreased
muscl e activity when the patient tightens the external urinary
sphincter and decreased nuscle activity when he relaxes it. If EMG and
cystonet rography are done together, results show that nuscle activity
of the normal sphincter increases as the bladder fills. During voiding
and with bl adder contraction, nuscle activity decreases as the
sphincter relaxes. This conparison aids assessnment of externa
sphincter efficiency and functional bal ance between bl adder and
sphincter mnuscle activity.



An abnormal EMG results from (1) the failure of the sphincter to
rel ax; or (2) increased nuscle activity during voiding denonstrates
detrusor-external sphincter dyssynergia. Confirmation of such nuscle
activity by EMG may indi cate neurogeni c bl adder, spinal cord injury,
mul tiple sclerosis, Parkinson's disease, or stress incontinence.

Medi care Part B will consider an anal or urethral electronyogram

nmedi cal | y reasonabl e and necessary as a diagnostic test for the initia
eval uation of patients with a voiding dysfunction such as urinary

i nconti nence, neuropathic disorder, etc. if the cause of the patient's
di sorder cannot be determnmined after clinical evaluation (history and
physical). In addition, it is expected that other urodynam c testing
consisting of cystonmetry, urethral profilonmetry, and uroflowretry are
performed with an EMG

Once a diagnosis of a voiding dysfunction has been confirmed or rul ed
out, it is not considered nedically necessary to repeat the test unless
the patient presents with new synptonotol ogy suggestive of a voiding
dysfunction and the cause cannot be determ ned by clinical evaluation

Codi ng Gui del i nes

When EMG is perfornmed as part of a bi of eedback session, CPT code 51784
or 51785 is not to be billed unless a significant, separately

i dentifiable diagnostic EMG service is provided. |If the CPT code 51784
or 51785 is to be used for a diagnostic EMG a separate report nust be
available in the nedical records to indicate this service was
per f or med.

Bi of eedback therapy differs from EM5 which is a diagnostic procedure
used to record and study the electrical properties of skeletal nuscle.
An EMG device may be used to provide feedback with certain types of

bi of eedback. Bi of eedback (anorectal) performed for fecal incontinence
i ncludes an EM5 and therefore, should be billed utilizing procedure
code 90911. Both procedure code 51784/51785 and 90911 should not be
billed together when only biofeedback training is being perfornmed.
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Docunent ati on Requirenents

Medi cal record docunentation shoul d denonstrate that the patient had
signs and synptons of a voiding dysfunction and the cause cannot be
determ ned after clinical evaluation. In addition, documentation that
the service was perforned including the results of the EMG should be
avail able. This information is normally found in the office notes,
progress notes, history and physical, and the hard copy test results.

If the provider of the service is other than the ordering/referring
physi ci an, the provider nmust maintain hard copy documentation of test
result(s) and interpretation, along with copies of the
ordering/referring physician's order for the test(s). The physician
nmust state the clinical indication/medical necessity for the study in
his order for the test.
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Retraction OF Policy: Certification and Accreditati on Requirenents O
Di agnostic U trasound, Echocardi ography and Noni nvasi ve Vascul ar
St udi es

The Heal th Care Financing Admnistration (HCFA) has recently infornmed
carriers of a change related to I ndependent Physiol ogical Laboratories
(I PLs). Between January 1, 1998, and July 1, 1998, a new entity
referred to as I ndependent Di agnostic Testing Facilities (IDTFs) will
replace IPLs as a type of facility to which Medicare rei nbursenment may
be made. The operational aspects regarding provider registration and
the issuance of billing nunbers for this new type of facility are
currently under developnent. It is anticipated that issues related to
| DTF accreditation and non-physician personnel certification
requirenents will be addressed at the tine an entity requests
consideration for IDTF status. Therefore, we are retracting policy
00001- Certification and Accreditation Requirenents of Diagnostic

U trasound, Echocardi ography and Noni nvasi ve Vascul ar Studi es published
in the Novenber/Decenmber 1997 Medicare B Update! (pgs. 30-31), as we
anticipate that these requirenments will be set forth by HCFA.
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85651, 85652: Sedinentation Rate, Erythrocyte

On page 17 of the Novenber/Decenber 1994 Medicare B Update!, the
coverage criteria for Sedinentation Rate, Erythrocyte (procedure codes
85651 and 85652) were published. Since the publication of that article,
the foll owi ng di agnoses have been added to be used when billing for an
erythrocyte sedinmentation rate performed in the assessnent of

medi cati on adjustnent for rheunmatoid arthritis patients:

E933.1

(antineopl astics and i mmunosuppressives [such as nethotrexate])

E935. 6

(antirheumatics [such as gold salts])

E947. 2

(antidotes and chel ati ng agents [such as penicillan ne])

These E di aghosis codes are not appropriate for any other diagnoses

t han those descri bed above.

Advance Notice Requirenent

Applies to diagnhosis requirenments (see page 4).
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86430: Rheumatoi d Factor



In the Novenber/ Decenber 1997 Medicare B Update! the diagnoses for

whi ch coverage is provided for procedure code 86430 were published. Due
to a typographical error, 1CD-9-CM 719.49 was incorrected |isted as
714. 49.

Advance Notice Requirenent

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

On page 35 of the Novenber/Decenber 1997 Medicare B Update!, it was
publ i shed that Current Perception Threshold testing (neurometer CPT)
was no |longer a covered service by Medicare Part B of Florida. The
article incorrectly stated that this policy was effective for clainms
processed Decenber 15, 1997, and after. Please note that this policy is
effective for services rendered Decenber 15, 1997, and after

CPT testing is considered part of the evaluation and nanagenent aspect
of the physician's service and should not be billed separately.
Additionally, it is inappropriate to report this service as nerve
conduction studi es (95900, 95903, 95904).
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A CLOSER LOOK
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| mpl ement ati on of 835 Version 3051.4B and NSF/ RA Version 2.01 and
St andard Paper Remittance Advice Revisions

Ef fective Date of Change March 5, 1998

Because of unacceptable variations in sone of the current shared
systenfcarrier inplenentations of the 835 version 3051.3B and the
Nat i onal Standard Fornat/Renittance Advice (NSF/ RA) version 2.0 for
Medi care, the Health Care Financing Adm nistration has upgraded the

i npl ementation guides to limt the opportunity for msinterpretation
The new guides are identified as 3051.4B and 2. 01 respectively and may



be downl oaded via nodem fromeither the B Line BBS or the HCFA web page
(http://ww. hcfa. gov/ medi care/ edi/edi.htm.

Medi care Part B of Florida will continue to support 835 versions 3030M
and 3051. 3B and NSF/ RA versions 1.04 and 2.0 after March 5, 1998.

Al so, based on requests fromthe provider community, adjustments have
been made to the standard paper renmittance notice format. These format
changes are noted below. A sanple of the revised paper renittance

noti ce can be found on pages 57-59.
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Changes In Paper Renittance Format

- The PROV PD columm has been noved to the end of the line at the
request of many providers. Cerks who nanually post fromthe paper
remttance notices indicated that this is the nost inportant columm on
the paper notice to themand that it is difficult for themto read the
PROV PD anpunt in its current |ocation. They requested it be noved to
the end for legibility.

- Atotal has been added, also at the request of nany providers, at the
claimand provider levels for the sum of RC-AMI adj ustnents.

- The NET paynent for the claimfield has been noved to make space for
t he above changes.

- The MODS col um has been changed from a mexi mum of 4 nodifiers to 3
possible nodifiers to correspond to the NSF and current usage of the
835.

- The section at the end of the notice for definition of codes has been
named " GLOSSARY: Group, Reason, MOA and Renmark Codes," and the order
for reporting of the codes is now group codes (XX), foll owed by reason
codes (XXX), followed by line Ievel remark codes (Mx), followed by
claimlevel remark codes (MAXX).

LR R EEEREEEEEEEREEEREEEEEREEREEEEREESEEREEEESEREREEEREEEEREEREEE SRR SRR SRR SRR SRR EREEE]

Page 57
Under standi ng the Provider Remittance Notice

Reason codes and the text nmessages that define those codes are used to
explain why a claimmy not have been paid in full. Although reason
codes and Health Care Financing Adnministration (HCFA) nmessage codes
wi Il appear in the body of the remttance advice, the text of each code
that is used will be printed at the end of the notice to facilitate

i nterpretation.

An ANSI X12.835 group code will always be shown with a reason code to

i ndi cate when you may or may not bill a beneficiary for the non-paid
bal ance of the services or equi pnent you furnished. This corresponds to
paynment i nformation already being sent to beneficiaries in the

Expl anati ons of Medicare Benefits. All denials or reductions from your
billed ambunt with a group code of PR (patient responsibility) are the
financial responsibility of the beneficiary or his/her supplenenta



insurer (if it covers that service). Due to their frequency of use,
separate colums have been set aside for reporting of deductible and
coi nsurance, both of which are also patient responsibility.

CO is always used to identify excess anpbunts for which the | aw

prohi bits Medi care paynent and absol ves the beneficiary of any
financial liability, such as participation agreenment violation anounts,
assi gnnment amount violations, late filing penalties, or anpunts for
services not considered to be reasonabl e and necessary.

Group code OA (other adjustnment) will be used when neither PR nor CO
applies, such as with the reason code nessage that indicates the bil

is being paid in full. A final group code, CR (correction or reversa
to a prior decision), will be used whenever there is a change to the
deci sion on a previously adjudicated claim perhaps as a result of a
subsequent reopening. CR explains the reason for a change and woul d

al ways be used in tandemwith a PR, CO, or OA to show revised

i nformati on.

Not e: Medicare Part B of Florida does not supply providers with
duplicate Provider C ainms Sunmaries except in unusual circunstances
(e.g., the original PCS was destroyed, original was m ssing pages,
etc.). Medicare Part B of Florida will send an Expl anation of Medicare
Benefits to a provider only if witten consent is provided by the
patient.
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Page 58 - 60
Sanpl e of new paper Provider Renmittance Notice.

...... UNABLE TO PROVIDE IN THI' S FORMAT. . ...
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St andard Cl ai m Adj ust ment (CAS) Reason Codes

Any reference to procedures or services in the C ai mAdjustnment Reason
Codes apply equally to products, drugs, supplies or equipnent.

Ref erences to prescriptions also include certificates of nedica
necessity (CMNs). An "*" after a code val ue denotes that the code val ue
is inactive as of release of version 3040 of the 835. An """ after a
code val ue denotes that the code value is inactive as of rel ease of
version 3050 of the 835. Codes with either of these synbols may not be
used in post 3040 and/or 3050 versions of the 835 or versions of the
NSF 2.0 or |ater.

This |ist supersedes earlier CAS reason code lists. The indicated
wordi ng may not be nodified without approval of the X12 Cl ai m Reason
and Status Code Task Group. These codes were devel oped for use by al
U.S. health payers. As a result, they are generic, and there are a
nunber of codes that do not apply to Medicare. These are the only CAS
reason codes approved for use in Medicare 835, National Standard Format
(NSF) and standard Medi care paper renittance advice transactions.



These reason codes report the reasons for any claimfinancia
adj ustments, such as denials, reductions or increases in payment. CAS
reason codes may be used at the service or claimlevel, as appropriate.

1 = Deducti bl e Anmpunt
2 = Coi nsurance Anpunt
3 = Co-Payment Ampount

4 = The procedure code is inconsistent with the nodifier used, or a
required nodifier is mssing.

5 = The procedure code/bill type is inconsistent with the place of
servi ce.

6 = The procedure code is inconsistent with the patient's age.
7 = The procedure code is inconsistent with the patient's sex.
8 = The procedure code is inconsistent with the provider type.
9 = The diagnosis is inconsistent with the patient's age.

10 = The diagnhosis is inconsistent with the patient's sex.

11 = The diagnosis is inconsistent with the procedure.

12 = The diagnhosis is inconsistent with the provider type.

13 = The date of death precedes the date of service.

14 = The date of birth follows the date of service.

15 = Clai mMservice deni ed because the submtted authorization nunber is
m ssing or invalid.

16 = Claim service |acks information which is needed for adjudication

17 = Clai mservice deni ed because requested information was not
provi ded or was insufficient/inconplete.

18 = Duplicate clainfservice.

19 = Clai mdeni ed because this is a work-related injury and thus the
liability of the Wbrker's Conpensation carrier

20 = Clai mdeni ed because this injury is covered by the liability
carrier.

21 = Claimdeni ed because this injury is the liability of the no-fault
carrier.

22 = Claimdeni ed because this care nay be covered by anot her payer per
coordi nati on of benefits.



23 = Claimdeni ed/ reduced because charges have been paid by another
payer as part of coordination of benefits.

24 = Paynent for charges deni ed. Charges are covered under a capitation
agreement .

25 = Charges deni ed. Your stop |oss deductible has not been net.

26 = Expenses incurred prior to coverage.

27 = Expenses incurred after coverage terni nated.

28 = Coverage not in effect at the tine service was provi ded.

29 = The time limt for filing has expired.

30 = Benefits are not available for these services until the patient

has nmet the required waiting or residency period.
31 = Caimdenied as patient cannot be identified as our insured.

32 = Qur records indicate that this dependent is not an eligible
dependent as defined.

33 = Claimdeni ed. Insured has no dependent coverage.
34 = Claimdeni ed. Insured has no coverage for newborns.
35 = Benefit maxi num has been reached.

36 *

Bal ance does not exceed co-paynent anount.

37 * Bal ance does not exceed deducti bl e.

38 = Services are not provided or authorized by designated (network)
provi ders.

39 = Services denied at the tine authorization/precertification was
request ed.

40 = Charges do not neet qualifications for enmergency/urgent care out-
of - ar ea.

41 * = Discount agreed to in Preferred Provider contract.

42 = Charges exceed our fee schedul e or nmaximum al | owabl e anount .
43 = Gramm Rudman reducti on.

44 = Pronpt-pay discount.

45 = Charges exceed your contracted/ | egislated fee arrangenent.
46 = This (these) service(s) is (are) not covered.

47 = This (these) diagnosis (es) are not covered.



48 = This (these) procedure(s) is (are) not covered.

49 = These are non-covered services because this is a routine exam or
screeni ng procedure done in conjunction with a routine exam

50 = These are non-covered servi ces because this is not deened a
"medi cal necessity" by the payer.

51 = These are non-covered services because this is a pre-existing
condi tion.

52 = The referring/prescribing provider is not eligible to
refer/prescribe/order the service billed.

53 = Services by an i mediate relative or a nenber of the sane
househol d are not covered.

54

Mul ti pl e physicians/ assistants are not covered in this case.

55 = Clainfservice deni ed because procedure/treatnent is deened
experinmental /investigational by the payer.

56 = Clainfservice denied because procedure/treatnent has not been
deenmed "proven to be effective" by the payer.

57 = Clainfservice denied/reduced because the payer deens the
i nformati on subnitted does not support this |evel of service, this nany
services, this length of service, or this dosage.

58 = Clai mservice deni ed/ reduced because treatment was deened by the
payer to have been entered in an inappropriate or invalid place of
servi ce.
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59 = Charges are reduced based on nultiple surgery rules or concurrent
anest hesia rul es.

60 = Charges for outpatient services with this proximty to inpatient
services are not covered.

61 = Charges reduced as penalty for failure to obtain second surgica
opi ni on.

62 = Penalty taken for absence of or exceeded pre-certification
aut hori zati on.

63 * = Correction to a prior claim

64 * = Denial reversed per Medical Review,

65 * = Procedure code was incorrect. This paynent reflects the correct
code.

66 = Bl ood deducti bl e.



67

68

69

70

71

72

73

74

75

76

77

78

79

80

81

82

83

84

85

86

87

88
in

89

90

91

92

93

94

Lifetime reserve days. (Handled in QTY, QIYOl=LA)

DRG wei ght. (Handled in CLP12)
= Day outlier anpunt.
= Cost outlier anount.

= Primary payer anount.

Coi nsurance day. (Handled in QTY, QIrYyol=CD)

Adm ni strative days.

= I ndirect nedical education adjustment.

= Direct nedical education adjustnment.

= Di sproportionate share adjustnent.

* = Covered days. (Handled in QTY, QIrYyol1=CA)
= Non-covered days/ Room charge adj ust ment.

N = Cost report days. (Handled in M Al5)

N = Qutlier days. (Handled in QTY, Qryol=0U)
* = Di scharges.

* = PIP days.

* = Total visits.

N = Capital adjustment. (Handled in MA)

= Interest anount.

= Statutory adjustnent.

= Transfer anount.

= Adj ust nrent amount represents collection against receivable created
prior overpaynent.

= Prof essional fees renoved from charges.
= I ngredi ent cost adjustnent.

= Di spensing fee adjustnent.

* = Claimpaid in full.

= No claimlevel adjustnents.

= Processed in excess of charges.



95 = Benefits reduced. Plan procedures not followed.
96 = Non-covered charges.

97 = Paynent is included in the allowance for the basic
servi ce/ procedure.

98 * = The hospital nust file the Medicare claimfor this inpatient
non- physi ci an service.

99 * = Medicare Secondary Payer adjustnment anount.
100 = Paynent nmde to patient/insured/responsible party.

101 = Predeterm nation, anticipated paynent upon conpl etion of
servi ces.

102 = Maj or nedi cal adjustnent.

103 = Provider pronotional discount (i.e. Senior citizen discount)
104 = Managed care withhol di ng.

105 = Tax wi t hhol di ng.

106 = Patient paynent option/election not in effect.

107 = Cl aimservice denied because the related or qualifying
claimservice was not paid or identified on the claim

108 = C ai m service deni ed/ reduced because rent/purchase guidelines
were not met.

109 = Cl ai mnot covered by this payer/contractor. You nust send the
claimto the correct payer/contractor

110 = Billing date predates service date.
111 = Not covered unless the provider accepts assignnent.

112 = Cl ai m service deni ed/reduced as not furnished directly to the
pati ent and/or not docunented.

113 = C ai m deni ed because service/procedure was provi ded outsi de of
the United States or as result of war.

114 Procedur e/ product not approved by the Food and Drug
Admi ni stration.

115

116 = Cl ai mservice denied. The advance i ndemnification notice signed
by the patient did not conmply with requirenents.

117 = C ai m servi ce deni ed/ reduced because transportation is only
covered to the closest facility that can provide the necessary care.

Cl ai m servi ce deni ed/ reduced as procedure postponed or cancel ed.



118 Charges reduced for ESRD network support.

119 Benefit maximum for this tinme period has been reached.
120 Patient is covered by a managed care pl an

121 I ndemi fi cati on adjustnent.

122 Psychi atric reduction

123 Payor refund anmount due to overpaynent.

124 Payor refund anount _not our patient.

125 Cl ai m service deni ed/ reduced due to a subm ssion/billing
error(s).

126 Deducti bl e_maj or nedi cal

127 Coi nsurance_mmj or nedi cal

128 Newborn's services are covered in the nother's all owance.
129 Cl ai m deni ed_prior processing information appears incorrect.
130 Paper cl ai m subni ssion fee. (Not Medicare)

131 Cl ai m speci fic negotiated di scount.

132 Prearranged denonstrati on project adjustnent.

A0 Patient refund anount.

Al

A2

A3

Ad

A5

A6

A7

A8

Bl

B2

B3

B4

Cl ai m deni ed charges.

Cont ract ual adj ustnment.

Medi care Secondary Payer liability met.

Medi care claim PPS day capital outlier anpunt.

Medi care claim PPS cost capital outlier anmount.

Prior hospitalization or 30-day transfer requirenment not net.
Presunpti ve paynent adjustnent.

Cl ai m deni ed. Ungroupabl e DRG.

Non- covered visits.

Covered visits.

Covered charges.

Late filing penalty.



B5 = Cl ai mservice deni ed/ reduced because coverage gui delines were not
met or were exceeded.

B6 = This servicel/procedure is denied/reduced when perfornmed/billed by
this type of provider, by this type of provider in this type of
facility, or by a provider of this specialty.

B7 = This provider was not certified for this procedure/service on this
date of service

B8 = Clai mservice not covered/ reduced because alternative services
were avail abl e, and should have been utilized.

B9 = Services are not covered because the patient is enrolled in a
hospi ce.

B10 = Al l owed anount has been reduced because a conmponent of the basic
procedure/test was paid. The beneficiary is not liable for nore than
the charge linmt for the basic procedure/test.

B11 = The clai mservice has been transferred to the proper
payer/ processor for processing. Claimservice not covered by this
payer/ processor.

B12 = Services not docunented in patient's nedical records.
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B13 = Previously paid. Paynent for this claimservice may have been
provided in a previous paynment.

B14 = Cl ai m service deni ed because only one visit or consultation per
physi ci an per day is covered.

B15 = Cl ai m servi ce deni ed/ reduced because this procedure/service is
not paid separately.

B16 = Cl ai m service deni ed/ reduced because "New Patient” qualifications
were not nmet.

B17 = Cl ai m service deni ed because this service was not prescribed by a
physi ci an, not prescribed prior to delivery, the prescription is
i nconpl ete, or the prescription is not current.

B18 = Cl ai m service deni ed because this procedure code/ nodifier was
invalid on the date of service or claimsubm ssion

B19 = Cl ai m service deni ed/ reduced because of the finding of a review
or gani zati on.

B20 = Charges deni ed/ reduced because procedure/service was partially or
fully furnished by another provider.

B21 * = The charges were reduced because the service/care was partially
furni shed by anot her physi cian.



B22 = This claim service is denied based on the diagnosis.

B23 = Cl ai m service deni ed because this provider has failed an aspect
of a proficiency testing program

D1 = Clai mMservice denied. Level of subluxation is mssing or
i nadequat e.

D2 = Caimlacks the nane, strength or dosage of the drug furnished.
D3 = Claim/service denied because information to indicate if the
pati ent owns the equi pnent that requires the part or supply was

m ssi ng.

D4 = Clai mservice does not indicate the period of tine for which this
wi || be needed.

D5 = Clainservice denied. Claimlacks individual |ab codes included in
the test.

D6 = Clainfservice denied. Claimdid not include patient's medica
record for the service.

D7 = Claimservice denied. Claimlacks date of patient's npst recent
physi cian visit.

D8 = Claimservice denied. Claimlacks indicator that "X-ray is
avail able for review"

D9 = Clainservice denied. C aimlacks invoice or statenent certifying
the actual cost of the lens, |ess discounts, or the type of intraocular
| ens used.

D10 = C ai m service deni ed. Conpl eted physician financial relationship
formnot on file.

D11 = Claimlacks conpl eted pacemaker registration form

D12 = Cl ai mservice denied. Claimdoes not identify who perfornmed the
pur chased di agnostic test or the anpunt you were charged for the test.

D13 = Clai mservice denied. Perforned by a facility/supplier in which
the ordering/referring physician has a financial interest.

D14 = Claimlacks indication that the plan of treatnment is on file.

D15 Claimlacks indication that service was supervised or eval uated
by a physician. For denonstration program use only:

D97 = Physician already paid for services in conjunction with this
denonstration claim You nust have the physician withdraw that claim
and refund the paynent before we can process your claim

D98 = Part B coi nsurance. (Part B Center of Excellence Denpnstration)

D99

Adj ustnent to the pre-denonstration rate.
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Medi care Line Level Remark Codes

Remar k codes nust be used to relay service-specific Medicare
i nformati onal nessages that cannot be expressed with a reason code.
Medi care remark codes are mai ntai ned by HCFA

ML = X-ray not taken within the past 12 nonths or near enough to the
start of treatnent.

e

Not paid separately when the patient is an inpatient.

MB

Equi pnent is the sane or simlar to equi pnent already being used.

M = This is the last nmonthly installnment paynment for this durable
nmedi cal equi pnent .

Mb = Monthly rental paynents can continue until the earlier of the 15th
nmonth fromthe first rental nonth, or the nonth when the equipnent is
no | onger needed.

M6 = You nust furnish and service this itemfor as |long as the patient
continues to need it. W can pay for maintenance and/or servicing for
every 6 nmonth period after the end of the 15th paid rental nmonth or the
end of the warranty period.

M/ = No rental paynents after the itemis purchased.

MB = W do not accept blood gas tests results when the test was
conducted by a nmedical supplier or taken while the patient is on
oxygen.

Md = This is the tenth rental nonth. You nust offer the patient the
choi ce of changing the rental to a purchase agreenent.

MLO = Equi pment purchases are limted to the first or the thirteenth
nont h of nedi cal necessity.

ML1 = DME, orthotics and prosthetics nust be billed to the DVE carrier
who services the beneficiary's zip code.

ML2 = Di agnostic tests performed by a physician must indicate whether
pur chased services are included on the claim

ML3 = No nore than one initial visit may be covered per specialty per
medi cal group. Visit may be rebilled with an established visit code.

ML4 = No separate paynent for an injection adm nistered during an
office visit, and no paynent for a full office visit if the patient
only received an injection.

ML5 = Separately billed services/tests have been bundl ed under a single
procedure code as they are considered conponents of that sane
procedure. Separate paynent is not allowed.
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ML6 = Pl ease see the letter or bulletin of (date) for further
information. [Note: Contractor nust enter the date of the
letter/bulletin.]

ML7 = Paynent approved as you did not know, and could not reasonably
have been expected to know, that this would not normally have been
covered for this patient. In the future, you will be liable for charges
for the sane service(s) under the same or simlar conditions.

ML8 = Certain services may be approved for hone use. Neither a hospita
nor a SNF is considered to be a patient's hone.

ML9 = Oxygen certification/recertification (HCFA-484) is inconplete.
M20 = HCPCS needed.

M21 = Claimfor services/itens provided in a home must indicate the
pl ace of residence.

M2 = Claimlacks the nunmber of miles travel ed.
M23 = I nvoice needed for the cost of the material or contrast agent.
M24 = Cl ai m nmust indicate the nunber of doses per vial

M25 = Paynent has been (denied for the/made only for a | ess extensive)
servi ce because the information furni shed does not substantiate the
need for the (nore extensive) service. If you believe the service
shoul d have been fully covered as bhilled, or if you did not know and
coul d not reasonably have been expected to know that we woul d not pay
for this (nore extensive) service, or if you notified the patient in
writing in advance that we would not pay for this (nore extensive)
service and he/she agreed in witing to pay, ask us to review your
claimwi thin six months of receiving this notice. If you do not request
review, we will, upon application fromthe patient, reinburse himher
for the anopunt you have collected fromhimher (for the/in excess of
any deducti bl e and coi nsurance anounts applicable to the |ess
extensive) service. We will recover the reinbursenment fromyou as an
over paynent .

M26 = Paynent has been (denied for the/made only for | ess extensive)
service because the information furni shed does not substantiate the
need for the (nore extensive) service. |If you have collected (any
amount fromthe patient/any amount that exceeds the linmiting charge for
the | ess extensive service), the law requires you to refund that anount
to the patient within 30 days of receiving this notice.

The |l aw pernmits exceptions to the refund requirenent in two cases:

If you did not know, and could not have reasonably been expected to
know, that we would not pay for this service: or



If you notified the patient in witing before providing the service
that you believed that we were likely to deny the service, and the
pati ent signed a statenent agreeing to pay for the service.

If you cone within either exception, or if you believe the carrier was
wrong in its determnation that we do not pay for this service, you
shoul d request review of this determination within 30 days of receiving
this notice. Your request for review should include any additiona

i nformati on necessary to support your position

If you request review within the 30-day period, you may del ay refunding
the ampbunt to the patient until you receive the results of the review
If the review decision is favorable to you, you do not need to nake any
refund. If, however, the review is unfavorable, the | aw specifies that
you nust make the refund within 15 days of receiving the unfavorable
revi ew deci si on.

The law al so pernmits you to request review at any tine within six
nmont hs of receiving this notice. A review requested after the 30-day
peri od does not pernmit you to delay making the refund. Regardl ess of
when a review is requested, the patient will be notified that you have
requested one, and will receive a copy of the determ nation

The patient has received a separate notice of this denial decision. The
notice advi ses that he/she may be entitled to a refund of any anounts
paid, if you should have known that we would not pay and did not tel
himher. It also instructs the patient to contact your office if hel/she
does not hear anything about a refund within 30 days.

The requirenents for refund are in 01842(1) of the Social Security Act
and 42CFR411.408 . The section specifies that physicians who know ngly
and willfully fail to nmake appropriate refunds may be subject to civi
nonet ary penal ties and/or exclusion fromthe program Please contact
this office if you have any questions about this notice.

M27 = The beneficiary has been relieved of liability of paynent of
these itens and services under the limtation of liability provision of
the law. You, the provider, are ultimately liable for the beneficiary's
wai ved charges, including any charges for coinsurance, since the itens
or services were not reasonabl e and necessary or constituted custodia
care, and you knew or coul d reasonably have been expected to know, that
they were not covered.

You may appeal this determ nation provided that the beneficiary does
not exercise his/her appeal rights. If the beneficiary appeals the
initial determ nation, you are automatically made a party to the
appeal s determi nation. If, however, the beneficiary or his/her
representative has stated in witing that he/she does not intend to
request a reconsideration, or the beneficiary's liability was entirely
waived in the initial determination, you may initiate an appeal

You may ask for a reconsideration for hospital insurance (or a review
for nmedical insurance) regarding both the coverage determ nati on and
the i ssue of whether you exercised due care. The request for

reconsi deration nust be filed within 60 days (or 6 nonths for a nedica
i nsurance review) fromthe date of this notice. You may meke the
request through any Social Security office or through this office.



M28 = This does not qualify for paynment under Part B when Part A
coverage i s exhausted or not otherw se avail abl e.

V/24¢)

Claimlacks the operative report.
M30 = Cl ai m|acks the pathol ogy report.
M31 = Claimlacks the radiol ogy report.

M32 = This is a conditional payment nade pending a decision on this
service by the patient's primary payer. This paynment may be subject to
refund upon your receipt of any additional paynent for this service
from anot her payer. You nust contact this office i medi ately upon
recei pt of an additional paynent for this service.

M33 = Claimlacks the UPIN of the ordering/referring or performng
physician, or the UPIN is invalid.

M34 = Claim !l acks the CLIA certification number.

M35 = Clai mlacks pre-operative photos or visual field results.
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M36 = This is the 11th rental nonth. W cannot pay for this until you
i ndicate that the beneficiary has been given the option of changing the
rental to a purchase

M37 = Service not covered when the beneficiary is under age 35.

M38 = The patient is liable for the charges for this service as you
informed the patient in witing before the service was furnished that
Medi care woul d not pay for it, and the patient agreed to pay.

M39 = The patient is not liable for payment for this service as the
advance notice of noncoverage you provided the patient did not conply
wi th programrequirenents.

MA0 = Cl ai m nust be assigned and nust be filed by the practitioner's
enpl oyer.

Mi1l = We do not pay for this as the patient has no legal obligation to
pay for this.

MA2 = The medi cal necessity form nmust be personally signed by the
attendi ng physici an.

MA3 = Paynent for this service previously issued to you or another
provi der by anot her Medicare carrier/internediary.

Mi4 = I nconplete/invalid condition code.
M45 = I nconplete/invalid occurrence codes and dates.
M46 = I nconplete/invalid occurrence span code and dates.



M47 = Inconplete/invalid internal or docunent control nunber.

M48 = Medi care paynent for services furnished to hospital inpatients
(ot her than professional services of physicians) can only be nmade to
the hospital. You nust request paynent fromthe hospital rather than
the patient for this service.

MA9 = Inconplete/invalid value code(s) and/or amount(s).
MbO = I nconplete/invalid revenue code(s).
M6l = Inconplete/invalid, procedure code(s) and/or rates, including

"not otherw se classified" or "unlisted" procedure codes. Refer to the
HCFA Common Procedure Codi ng System

(Add to nessage for carriers only: |If an appropriate procedure code(s)
does not exist, refer to Item 19 on the HCFA- 1500 instructions.)

M2 = Incomplete/invalid "fron date(s) of service.

Mb3 = Did not conplete or enter the appropriate nunber (one or nore) of
days or units(s) of service.

M4 = Did not conplete or enter the correct total charges for services
render ed.

Mb5 = Medi care does not pay for self-admnistered anti-emetic drugs
that are not adnministered with a Medicare-covered oral anti-cancer
drug.

Mb6 = I nconplete/invalid payer identification
Mb7 = I nconplete/invalid provider nunber.

M8 = Pl ease resubmit the claimw th the mssing/correct information so
that it my be processed.

Mb9 = Inconplete/invalid "to" date(s) of service.

M60 = Rejected without appeal rights due to invalid CMN formor format.
Resubmit with conpleted, OVB-approved formor in an approved fornmat.

M6l = We cannot pay for this as the approval period for the FDA
clinical trial has expired.

M52

Incompl ete/invalid treatnent authorization code.
M63 = Medi care does not pay for nore than one of these on the sane day.

M54

I nconpl ete/invalid other diagnhosis code.

M65 = Only one technical conponent can be submitted per claimwhen a
pur chased di agnostic test is indicated. Please subnit a separate claim
for each technical conmponent code.



M66 = Qur records indicate that you billed diagnostic tests subject to
price limtations and the procedure code submtted includes a

pr of essi onal conponent. Only the technical conponent is subject to
price limtations. Please submt the technical and professiona
conponents of this service as separate line itens.

M67 = I nconplete/invalid other procedure code(s) and/or date(s).

M68 = I nconplete/invalid attending or referring physician
i dentification.

M69 = Paid at the regular rate as you did not submt docunentation to
justify nodifier 22.

M70 = NDC code subnmitted for this service was translated to a HCPCS
code for Medicare processing, but please continue to submit the NDC on
future clainms for this item

M71 = Total paynent reduced due to overlap of tests billed.
M/2 = Did not enter full 8-digit date (MV DD/ CCYY).
M73 = The HPSA bonus can only be paid on the professional conponent of

this service. Rebill as separate professional and technical conponents.
Use the HPSA nodifier on the professional conponent only.

M74 = This service does not qualify for a HPSA bonus paynent.

M’5 = Al l owed anount adjusted. Miultiple automated mul tichannel tests
performed on the same day conbi ned for payment.

M76 = Inconplete/invalid patient's diagnosis(es) and condition(s).
Mr7 = Inconplete/invalid place of service(s).

Mr8 = Did not conplete or enter accurately an appropriate HCPCS
nodi fier(s).

M79 = Did not conplete or enter the appropriate charge for each listed
servi ce.

MBO = We cannot pay for this when perforned during the sane session as
a previously processed service for the beneficiary.

MB1 = Patient's diagnosis code(s) is truncated, incorrect or nissing;
you are required to code to the highest |level of specificity.

VB2

Service is not covered when beneficiary is under age 50.

MB3 = Service is not covered unless the beneficiary is classified as at
hi gh ri sk.

MB4 = O d and new HCPCS cannot be billed for the sane date of service.

MB5 = Cl ai mservice(s) subjected to the prepaynment revi ew of physician
E/ M servi ces.



MB6 and followi ng = Reserved for future use
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Medi care Cl ai m Level Remar ks Codes

A maxi nrum of 5 of these claimlevel Medicare |npatient Adjudication
(MA) and 5 of these claimlevel Medicare Qutpatient Adjudication (MOA)
remar ks codes may be used per claim

Medi care M A/ MOA remar ks codes are used to convey appeal information
and other claimspecific information that does not involve a financia
adj ustnment. An appropriate appeal, limtation of liability or other
nmessage must be used whenever applicable.

MAO1 = (Initial Part B determ nation, carrier or intermediary) If you
do not agree with what we approved for these services, you may appea
our decision. To nake sure that we are fair to you, we require another
i ndi vidual that did not process your initial claimto conduct the
review. However, in order to be eligible for a review, you nust wite
to us within 6 nonths of the date of this notice, unless you have a
good reason for being |ate.

(Note: An Internmediary nust add: An institutional provider, e.g.
hospital, SNF, HHA nay appeal only if the claiminvolves a nedica
necessity denial, a SNF recertified bed denial, or a hone health denia
because the patient was not honebound or was not in need of
intermttent skilled nursing services, and either the patient or the
provider is liable under 001879 of the Social Security Act, and the
pati ent chooses not to appeal.)

(NOTE: Carriers who issue tel ephone review decisions nust add: |If you
neet the criteria for a tel ephone review, phone this office if you w sh
to request a tel ephone review.)

MAO2 = (Initial Part A determ nation)_If you do not agree with this
determ nati on, you have the right to appeal. You nust file a witten
request for a reconsideration within 60 days of receipt of this
notification. Decisions made by a PRO nust be appealed to that PRO (An
institutional provider, e.g., hospital, SNF, HHA, nmay appeal only if
the claiminvol ves a nmedical necessity denial, a SNF noncertified bed
denial, or a home health denial because the patient was not honebound
or was not in need of intermttent skilled nursing services,and either
the patient or the provider is liable under 01879 of the Socia

Security Act, and the patient chooses not to appeal.)

MAO3 = (Hearing) If you do not agree with the Medi care approved anounts
and $100 or nore is in dispute (less deductible and coinsurance) , you
may ask for a hearing. You must request a hearing within six nonths of
the date of this notice. To neet the $100, you may comrbi ne anpunts on
ot her clains that have been revi ewed/reconsidered. This includes
reopened reviews if you received a revised decision. You nust appea
each claimon tinme. At the hearing, you may present any new evi dence
whi ch coul d affect our decision



(Note: An Internediary nust add: An institutional provider, e.g.
hospital, SNF, HHA, may appeal only if the claiminvolves a nedica
necessity denial, a SNF noncertified bed denial, or a honme health
deni al because the patient was not honmebound or was not in need of
intermttent skilled nursing services, and either the patient or the
provider is liable under 01879 of the Social Security Act, and the
pati ent chooses not to appeal.)

MAO4 = Secondary paynment cannot be considered without the identity of
or paynment information fromthe primary payer. The information was

either not reported or was illegible.
MAO5 = Incorrect adnission date, patient status or type of bill entry
on claim

(NOTE: See MA30, MA40 and MA43 al so.)
MAO6 = Incorrect beginning and/or ending date(s) on claim

MAO7 = The claiminformati on has al so been forwarded to Medicaid for
revi ew.

MAO8 = You should also submit this claimto the patient's other insurer
for potential paynent of supplenental benefits. We did not forward the
claiminformati on as the supplenental coverage is not with a Medi gap

pl an, or you do not participate in Medicare.

MAO9 = Claimsubmitted as unassi gned but processed as assigned. You
agreed to accept assignnment for all clainmns.

MALO = The patient's paynment was in excess of the ampbunt owed. You nust
refund the overpaynent to the patient.

MA1l = Paynent is being issued on a conditional basis. If no-fault

i nsurance, liability insurance, Wrkers' Conpensation, Departnent of
Veterans Affairs, or a group health plan for enployees and dependents
al so covers this claim a refund may be due us. Please contact us if
the patient is covered by any of these sources.

MA12 = You have not established that you have the right under the | aw
to bill for services furnished by the person(s) that furnished this
(these) service(s).

MA13 = You may be subject to penalties if you bill the beneficiary for
amounts not reported with the PR (patient responsibility) group code.

MA14 = Patient is a nenber of an enpl oyer-sponsored prepaid health

pl an. Services from outside that health plan are not covered. However,
as you were not previously notified of this, we are paying this tine.
In the future, we will not pay you for non-plan services.

MAL15 = Your cl aimhas been separated to expedite handling. You will
receive a separate notice for the other services reported.



MA16 = The patient is covered by the Black Lung Program Send this
claimto the Departnent of Labor, Federal Black Lung Program P.O. Box
828, Lanham Seabr ook MD 207083.

MA17 = We are the primary payer and have paid at the primary rate. You
nust contact the patient's other insurer to refund any excess it may
have paid due to its erroneous prinmary paynent.

MA18 = The claiminformation is also being forwarded to the patient's
suppl enental insurer. Send any questions regardi ng suppl ementa
benefits to them

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

Pl ease verify your information and submt your secondary claimdirectly
to that insurer.
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MA20 = SNF stay not covered when care is primarily related to the use
of an urethral catheter for conveni ence or the control of incontinence.

MA21 = SSA records indicate m smatch with nane and sex.

MA22 = Paynent of |ess than $1.00 suppressed.

MA23 = Denmand bill approved as result of nmedical review.

N%24 ; Christian Science Sanitorium SNF bill in the sanme benefit
peri od.

MA25 =A patient may not elect to change a hospice provider nore than
once in a benefit period.

MA26 = Qur records indicate that you were previously informed of this
rul e.

MA27 = Incorrect entitlenent nunber or nane shown on the claim Please
use the entitl enent nunber or name shown on this notice for future
clains for this patient.

MA28 = Receipt of this notice by a physician or supplier who did not
accept assignnment is for information only and does not nake the

physi cian or supplier a party to the deternination. No additiona
rights to appeal this decision, above those rights already provided for
by regul ation/instruction, are conferred by receipt of this notice.

MA29 = Inconplete/invalid provider nane, city, state, and zip code.

MA30

I nconplete/invalid type of bill

MA31 = Inconpl ete/invalid beginning and endi ng dates of the period
bi Il ed.

MA32 = Inconpl ete/invalid nunber of covered days during the billing
peri od.



MA33 = Incompl ete/invalid number of noncovered days during the billing
peri od.

MA34 = I nconpl ete/invalid nunber of coinsurance days during the billing
peri od.
MA35 = Inconplete/invalid number of |ifetine reserve days.

MA36

Incompl ete/invalid patient's nane.

MA37 = Inconmplete/invalid patient's address. (Note: Wen used, a
Medi care contractor nust verify that an address, with city, State, and
zip code, and a phone nunber are present.)

MA38 = Inconplete/invalid patient's birth date.

MA39 = Inconplete/invalid patient's sex.

MAAO = Incomplete/invalid adm ssion date.

MAA1l = Inconplete/invalid type of admn ssion

MA42 = Inconplete/invalid source of adm ssion

MA43 = Inconplete/invalid patient status.

MA44 = No appeal rights on this claim Every adjudicative decision

based on Medicare | aw

MA45 = As previously advised, a portion or all of your paynment is being
held in a special account.

MA46 = The new i nformati on was consi dered, however, additional paynent
cannot be issued. Please reviewthe information listed for the
expl anat i on.

MA47 Reserved for future use

MA48 = Inconpl ete/invalid name and/or address of responsible party or
primary payer

MA49 = Inconplete/invalid six-digit Medicare provider nunber of hone
heal t h agency or hospice for physician(s) perfornmng care plan
oversi ght services.

MA50 = Inconplete/invalid Investigational Device Exenption nunber for
FDA- approved clinical trial services.

MA51 = Inconplete/invalid CLIA certification nunber for |aboratory
services billed by physician office |aboratory.

MA52 = Did not enter full 8-digit date.
MA53- MA57 = Reserved for future use

MAS58 = Inconmpl ete rel ease of information indicator



MA59 = The beneficiary overpaid you for these services. You must issue
t he beneficiary a refund within 30 days for the difference between

hi s/ her paynment and the total anpbunt shown as patient responsibility on
this notice.

MAGO

I nconplete/invalid patient's relationship to insured.

MA61 = Did not conplete or enter correctly the patient's socia
security number or health insurance clai mnunber.

MA62 = Tel ephone revi ew deci sion

MAG3

I nconpl ete/invalid principal diagnosis code.
MA64 = Qur records indicate that Medicare should be the third payer for
this claim W cannot process this claimuntil we have received paynent
information fromthe primary and secondary payers.

MA65 = Inconplete/invalid adm tting di agnosis.

MAG 6

I nconpl ete/invalid principal procedure code and/or date.

MAG7

Correction to a prior claim

MA68 = We did not crossover this claimbecause the secondary insurance
i nformati on on the claimwas inconplete. Please supply conplete

i nformati on or use the PAYERID of the insurer to assure correct and
timely routing of the claim

MA69 = Inconplete/invalid remarks.

MA70

I nconpl ete provider representative signature.

MA71 I nconpl ete/invalid provider representative signature date.
MA72 = The beneficiary overpaid you for these assigned services. You
nmust issue the beneficiary a refund within 30 days for the difference
bet ween hi s/ her payment to you and the total of the amount shown as
patient responsibility and as paid to the beneficiary on this notice.

MA73 = Informational rem ttance associated with a Medicare
denonstration. No paynment issued under fee-for-service Medicare as
pati ent has el ected nmanaged care.

MA74 = This paynent replaces an earlier paynent for this claimthat was
ei ther | ost, damaged or returned.

MA75 = Qur records indicate neither a patient's or authorized
representative's signature was submtted on the claim Since this
information is not on file, please resubmt.

MA76 = Inconplete/invalid provider nunber of HHA or hospi ce when
physician is perfornmng care plan oversight services.

MA77 = The beneficiary overpaid you. You nust issue the beneficiary a
refund within 30 days for the difference between the beneficiary's



paynment | ess the total of Medicare and ot her payer paynents and the
anount shown as patient responsibility on this notice.

MA78 = The beneficiary overpaid you. You nust issue the beneficiary a
refund within 30 days for the difference between the Medicare all owed
anount total and the anpunt paid by the beneficiary.

MA79 Billed in excess of interimrate.

MABO = Informational notice. No payment issued for this claimwith this
noti ce. Medicare paynent issued to the hospital by its internmediary for
all services for this encounter under a denonstration project.

MAB1 = Qur records indicate neither a physician or supplier signature
is on the claimor on file.

MAB2 = Did not conplete or enter the correct physician/supplier's
Medi care nunber or billing name, address, city, state, zip code, and
phone number. (Substitute "NPI" for "Medicare number” when effective.)

MAB3 = Did not indicate whether Medicare is the primary or secondary
payer. Refer to Item 11 in the HCFA- 1500 instructions for assistance
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MAB4 = Patient identified as participating in the National Enphysema
Treatment Trial but our records indicate that this patient is either
not a participant, or has not yet been approved for this phase of the
study. Contact Johns Hopkins University, the study coordinator, to
resolve if there was a di screpancy.

MAB5 = Qur records indicate that a prinmary payer exists (other than
Medi care); however, you did not conplete or enter accurately the
primary payer's plan or program nane. (Substitute "PAYERI D' for "their
pl an or program nanme" when effective.)

MAB6 = Qur records indicate that there is insurance primary to
Medi care; however, you either did not conplete or enter accurately the
group or policy nunmber of the insured.

MAB7 = Qur records indicate that a prinmary payer exists (other than
Medi care); however, you did not conplete or enter accurately the
correct insured s nane.

MAB8 = Qur records indicate that a prinmary payer exists (other than
Medi care); however, you did not conplete or enter accurately the
i nsured' s address and/or tel ephone number.

MAB9 = Qur records indicate that a primary payer exists (other than
Medi care); however, you did not conplete or enter the appropriate
patient's relationship to the insured.

MA90 = Qur records indicate that there is insurance primary to
Medi care; however, you either did not conplete or enter accurately the
enpl oynment status code of the primary insured.



MA91

This determination is the result of the appeal you fil ed.

MA92 = Qur records indicate that there is insurance primry to
Medi care; however, you did not conplete or enter accurately the
requi red i nformation.

(NOTE: Carriers nust also add: Refer to the HCFA- 1500 instructions on
how to conplete MSP information.)

MA93 = Reserved for future use

MA94 = Did not enter the statenent "Attendi ng physician not hospice
enpl oyee” on the claimto certify that the rendering physician is not
an enpl oyee of the hospice. Refer to item 19 on the HCFA-1500.

MA95 = A "not otherwi se classified" or "unlisted" procedure code(s) was
billed, but a narrative description of the procedure was not entered on
the claim Refer to item 19 on the HCFA-1500.

MA96 = Claimrejected. Coded as a Medi care Managed Care Denonstration
but patient is not enrolled in a Medicare managed care plan

MA97 = Claimrejected. Does not contain the Medi care Managed Care
Denponstrati on contract nunber, however, the beneficiary is enrolled in
a Medi care managed care plan.

MA98 = Claimrejected. Does not contain the correct Medi care Managed
Care Denonstration contract nunber for this beneficiary.

MA99 = Qur records indicate that a Medigap policy exists; however, you
did not conplete or enter accurately any of the required i nformation.
Refer to the HCFA-1500 instructions on how to conplete a nmandated

Medi gap transfer.

MAL100 = Did not conplete or enter accurately the date of current
illness, injury or pregnancy.

MAL101 Reserved for future use

MA102 = Did not conplete or enter accurately the
referring/ordering/supervising physician's nanme and/or UPIN.
(Substitute "NPI" for "UPIN' when effective.)

MA103 Reserved for future use

MA104 = Did not conplete or enter accurately the date the patient was
| ast seen and/or the UPIN of the attending physician. (Substitute "NPI"
for "UPIN' when effective.)

MA105- 109 = Reserved for future use.

MA110 = Qur records indicate that you billed diagnostic test(s) subject
to price limtations; however, you did not indicate whether the test(s)
were performed by an outside entity or if no purchased tests are

i ncl uded on the claim



MA111l = Qur records indicate that you billed diagnostic test(s) subject
to price limtations and indicated that the test(s) were performed by
an outside entity; however, you did not indicate the purchase price of
the test(s) and/or the perform ng |aboratory's name and address.

MA112 = Qur records indicate that the perform ng physician/supplier is
a nenber of a group practice; however, you did not conplete or enter
accurately their carrier assigned PIN. (Substitute "NPI" for "PIN' when
effective.)

MA113 = Reserved for future use.

MA114 = Did not conplete or enter accurately the nane and address, or
the carrier assigned PIN, of the entity where services were furnished.
(Substitute "NPI" for "PIN' when effective.)

MA115 = Qur records indicate that you billed one or nore services in a
Heal t h Professional Shortage Area (HPSA); however, you did not enter

t he physical location (name and address, or PIN) where the service(s)
were rendered. (Substitute "NPI" for "PIN' when effective.)

MA116 = Did not conplete the statenent "Honmebound” on the claimto
val i dat e whether | aboratory services were perforned at hone or in an
institution.

MA117-119 = Reserved for future use
MA120 = Did not conplete or enter accurately the CLIA nunber

MA121 = Did not conplete or enter accurately the date the X-Ray was
per f or ned.

MA122 = Did not conplete or enter accurately the initial date "actual"
treat ment occurred.

MA123- 127 = Reserved for future use

MA128 = Did not conplete or enter accurately the six digit FDA
approved, identification number.

MA129 = This provider was not certified for this procedure on this date
of service. Effective 1/1/98, we will begin to paynent for such
procedures. Please contact __ to correct or obtain CLIA

certification. (Claimprocessor nust insert the nanme and phone nunber
of the State agency to be contacted.)

MA130 = Your claimcontains inconplete and/or invalid information, and
no appeal rights are afforded because the claimis unprocessable.

Pl ease subnmit the correct information to the appropriate fisca
internediary or carrier

MAl3land hi gher = Reserved for future use
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WHAT' S NEW FOR EMC?



Host Consolidation to Cccur

During the next few nonths, Blue Cross Blue Shield of Florida, Inc.
(BCBSF) will elimnate one of its EDI host systems. This system known
by various nanes, including Non-JES, PC HOST, and Async Host, has been
in operation since the National Standard Format was first introduced
and asynchronous communi cations were first offered by BCBSF

To determine if you will be affected by this change, check if your
systems use any of the foll owing phone nunbers to transmt clainms or
receive remttance

904- 355-7884; Asynchronous toll line for claimsubm ssion and
acknow edgment

1-800-477-2792; Asynchronous toll-free line for claimsubm ssion and
acknow edgnent

904- 353-3506; Synchronous (3780) toll line for claimsubm ssion and
acknow edgnent

1-800- 934-7029; Synchronous (3780) toll-free line for claimsubn ssion
and acknow edgnent

904- 355-7886; Asynchronous toll line for remttance and cl ai m status
retrieva

If you dial these numbers to conmuni cate with BCBSF, you may have sone
upcom ng nodi fications to your system The mgjority of users should
require no changes to their systenms. However, you will notice format
changes in the acknow edgnent received for claimsubmssion. |If your
systens contact these nunbers to receive remttance, or if you use 3780
BSC protocol on one of the above nunbers, then it will be necessary for
you to convert all applications to the mail Box. Mst users have at

| east one application running through Mail box, and the additiona
effort to add new applications should not be too great.

BCBSF wi Il do everything possible to minimze the effects of this
change on y our business operations. We will continue to keep you

i nformed of our plans in this regard through direct mailings, broadcast
messages (on acknow edgnents) and future bulletins. If you have any
guestions or concerns, please call (904) 791-8608. If no one is

avail able to take your call, please | eave a voice mail nessage with
your name, phone nunber, and your question or concern
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New EDI Formis Mandatory for Electronic Clains Filers

The Heal th Care Financing Administration (HCFA) devel oped this form and
mandat ed each carrier and/or internediary to inplement its use. This
formis solely between Medicare Part B and providers, suppliers, or PA
groups and is required to be signed prior to submitting electronic

cl ai ns.



This form nust be signed by all providers, suppliers or PA groups
currently submtting electronic clains. It also replaces any previously
si gned agreenent forns. If you have not conpleted the EDI Enroll nent
Form you are out of conpliance with the HCFA's EDI gui delines. There
have been nunmerous extensions granted for conpletion of the form
Nonconpl i ance will cause interruption of your electronic clains
processing ability at any given tine.

Only original signatures will be processed; if facsimles (faxes) or
copies are received they will be returned to the sender. (Note: you can
copy a blank form but not the signatures.)

Conpl eti on Requirenents

Conpl ete and forward the signed EDI Enroll nment Form (found on pages 70-
73) to one of addresses |isted below (NOTE: The entire form nust be
returned including the first two pages that start with "ED Enroll nment
Form' section "A. 1-10" and section " A 11-B.6)

Mai | i ng Address:

Bl ue Cross Blue Shield of Florida
Medi care ED

P.O.. 44071 - 6 Tower
Jacksonville, FL 32231-4071

Physi cal Address
(for Federal Express, etc.):

Bl ue Cross Blue Shield of Florida
Medi care ED

532 Riverside Ave. - 6 Tower
Jacksonville, FL 32202

Send to the attention of:
- For existing senders; Mrnita Howard or

- When applying for new sender nunber (include "ED Enrollnment Fornt
with "New Installation Form; Anna Wehner

Not Sure You Have Conpl eted the Forn®

If you are not sure if you have conpleted the new EDI Enroll ment Form
you may contact the Medicare EDI Area at (904) 791-6379. If we are not
avail abl e when you call, leave a voice mail with your name, phone
nunber, provider nunber, and sender nunmber. Your call wll be returned
in the order it was received.
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Page 70 - 73
EDI ENROLLMENT FORM

..... CANNCT BE PROVIDED IN TH S FORMAT



..... REFER TO " FAX YOURSELF SOMETHI NG' AT THE MAIN MENU OF THE BLI NE
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Where Has EMC Support Gone?

Ef fective October 21, 1997, EMC phone support has been re-routed to the
Medi care EDI department at 904-354-5977. Medicare EDI will be providing
assi stance regardi ng questions or problems with the NSF and ANSI
specifications only. This includes interpretation of the specifications
and mapping instructions of the HCFA 1500 vs. NSF/ ANSI formats. Al

other calls will be re-routed to the foll owi ng appropriate area(s).

Al billing and status inquiries should continue to be addressed by the
provider |ines at 904-634-4994 or the ARU status |ines at 904-353-3205.
If you need assistance when transnmitting or if you are unable to
retrieve your confirmation, please call the Help Desk at 904-791-9880.
For assistance regarding an EMC Error report, please contact the

Provi der El ectronic Services Marketing departnment at 904-791-8767. If
you have probl ens regarding your Electronic Rem ttance Notification

pl ease call 904-791-6895. For Medicare Registration related issues or
probl ens, please contact 904-634-4994.
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VWhere Are My Medfacs Software Updates?

Begi nning the first quarter of 1997, Medicare Part B of Florida began
of fering a new software product called PC-ACETM This product is

repl acing the current MEDFACS software, therefore, you have not

recei ved any updates to MEDFACS in over a year

What Does This Mean To You?

Currently there may be no inpact to you. But, as HCFA rel eases new
billing guidelines, this could nake your MEDFACS software obsolete. So
don't be caught without a neans to transmt your clains electronically.
The forms necessary to obtain the PC- ACETM software were originally

i ncluded in your October 1996 MEDFACS rel ease. |If you need these fornms,
or wish to receive nore information about PC-ACETM contact the PC
ACETM Cust omrer Support staff at (904) 355-0313.
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Schedul ed Mai ntenance For Miil Box System

The Mail Box mmintenance schedul e has been nodified. It is now the
first and third Sunday of each nonth, from6:00 p.m to 10:00 p.m On
some Sundays, this could be extended to 12: 00 a. m Monday norning.

As always, if you are having trouble communicating with Mail Box, you
shoul d contact the Customer Support Help Desk at 904-791-9880 for
i nformati on and assi st ance.
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Medi care Regi stration Information

The Medicare Registration Departnent processes all applications and/or
correspondence in order of receipt date. If information is sent to us
express mail, Federal Express etc., it will reach our office earlier
than if sent first class, third class or priority mail. However, it

wi |l not be given processing preference. |Inconplete applications and/or
correspondence will be returned to the provider and the processing tine
will begin again. To receive tinely processing of correspondence and
applications, all providers nust ensure that all information and
docunentation is received with the initial request.

When a provider decides to open a solo practice and has previously
practiced only as a group nmenber, the General Enrollnment Application
(HCFA 855) nust be conpl et ed.

Satellite Ofices (Additional Practice Locations)

If a provider is an established provider with the Medicare Program
(i.e., has an existing Florida Medicare Part B provider nunber) and
opens additional office(s), Medicare Registration nust be notified by
conpl eting the appropriate sections of the General Enroll nent
Application (HCFA 855). See the matrix on page 77 to identify the
appropriate sections.

Services rendered in different paynment localities require the
assignnent of a nunber for each locality. Services nust be billed under
the appropriate nunber in order to receive correct reinbursenent.

Clarification On Conpleting The General Enrollnment Application (HCFA
855)

Page 79 of this Update! furnishes a matrix showi ng which sections(s) of
the application nust be conpl eted based on what the applicant is

applying for.

If you are a new provider conpleting a General Enrollnment Application
(HCFA 855) and are unsure if a particular section should be conpl eted
for your specific provider type, conplete it. It is best to furnish too
much information instead of not furnishing enough. Indicate NA in each
field of the application that does not apply. If the section has a

bl ock which indicates "check here only if this entire section does not
apply to the applicant", check the applicable block. If the section
does not have a bl ock which indicates "check here only if this entire
section does not apply to applicant", the section nust be conpl eted.
Any section left entirely blank will result in the application being
returned as i nconplete. Processing tinme will start over when the
application is resubnmtted.



Section 7 - Practice Location(s) - This section is for indicating the
practi ce address where services are rendered. If a provider has nore

t han one address at which services are rendered, this section should be
copi ed and conpl eted for each address.

Section 9 - Managi ng/ Directing Enpl oyees - The information given in
this section should indicate any nmanagi ng/ directing enpl oyees
pertaining to that practice location. If applicant is an individual and
practices only in a group practice, the information given in this
section should be based on the managi ng/directing enpl oyees of the

group.

Section 10 - Omership Information - Information regardi ng owners
having 5 percent or nore interest in the entity should be noted in this
section. |If the applicant is an individual and practices only in a
group practice, the information given in this section should be based
on ownership informati on for the group. Nonprofit organizations should
i ndicate the officers/directors of the business.

Section 13 - Contractor Information (Physicians and Non-Physici an

I ndi viduals) - The information contained in this section should consi st
of any individuals the applicant contracts with to have services
performed. For exanple, if the applicant is John Doe, MD.., and John
Doe, MD. is applying for a Medicare Part B provider nunber and
contracts with John Smith, MD. to performradiol ogy services, John
Doe, M D. should conplete section 13 listing information pertaining to
John Smith MD. Al individuals with whom John Doe, M D. contracts,
regardl ess of the anpunt of reinbursenment, should be indicated in this
section. If John Doe, MD. contracts with nmore than one individual, he
nmust copy and conplete this section for each individual. |If John Doe,
M D. does not contract with any individuals, the block indicating
"check here only if this entire section does not apply to the
applicant" must be checked.

Section 14 - Contractor Information (Business Organi zations) - The
informati on contained in this section should consist of any

busi ness/ organi zation that the applicant contracts with to have
services perfornmed. For exanple, if John Doe, MD. is applying for a
provi der nunber and contracts with MRl Physicians to perform MR

servi ces, John Doe, MD. should conplete section 14 listing information
pertaining to MRl Physicians. Al businesses/organizations with which
John Doe, M D. contracts, regardless of the amount of reinbursenent,
shoul d be indicated in this section. If John Doe, MD. does not
contract with any busi ness/organi zation, the bl ock indicating "check
here only if this entire section does not apply to the applicant” mnust
be checked.

Section 15 - Billing Agency/ Managenent Service Organi zati on Address -
If the applicant uses a billing agency or nmanagenent service

organi zati on which subnmits the Medicare Part B clains, this section
shoul d consi st of information regarding the conpany. A copy of the



billing agreenent nust acconpany the application. If the applicant is
not using a billing conpany or menagenent service organization, the

bl ock stating "check here only if this entire section does not apply to
the applicant” nust be checked. See page 79 for information regarding
billing agreenents.
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Section 18 - Reassignment of Benefits Statenent - This section nmust be
conpl eted by contractors who want paynment for their services generated
in a nanme other than their own. The HCFA 855G may not be used for
contractors. The HCFA 855G should be conpleted if the applicant is
applying to becone a group nenber. The entity in which payment will be
generated nmust conplete a General Enrollment application (HCFA 855) if
they have not done so. This section should also be conpleted for sole
proprietors who want payments issued in the nane of their entity (e.g.
John Doe MD wants paynments generated to John Doe MDPA.) The enpl oyer
identification nunber nust match the nane in which paynent will be
gener at ed.

Section 19 - Certification Statenment - All individual applicants nust
sign the certification statement in the section | abel ed "Applicant
Signature". |f the applicant is an organization or group, an authorized
representative nust sign the certification statenment in the section

| abel ed "For Groups and Organi zations; Authorized Representative
Signhature". An authorized representative is an officer, CEO, or genera
partner. |If there is nore than one authorized representative, furnish
nanmes and signatures of those who will be directly involved with the
Medi care contractor

To expedite the processing of applications, each provider should submt
a copy of their WO or CP575 showing the entity nane in which paynent

wi |l be generated. Copies of occupational |icenses and billing
agreenents should al so be attached (if applicable).

Al'l applications nmust be submitted with original signatures. It is
sometines difficult to determne if signatures submitted are originals
when signed in black ink. W suggest that applications be signed in a
col or other than bl ack.

Group Provider Information & Group Menbership

New groups (never obtained a Florida Medicare Part B provider numnber)
that want to bill Medicare, must conplete the General Enroll nent
application (HCFA 855).

To obtain a Medicare Part B group provider nunber, the entity applying
nmust enpl oy two or nore physicians and/or non-physician practitioners
or have one enpl oyee which is a physician and/or non-physician
practitioner and have at | east one owner which is a physician.

I f individual providers who are joining the group are al so new
providers (i.e., never obtained a Florida Medicare Part B provider
nunber), they nust conplete the General Enrollnment application (HCFA



855) and the Individual G oup Menber Enrollnent application (HCFA

855G). If the group nenber has an existing Florida Medicare Part B
provi der nunber they should conplete only the HCFA 855G Only W2

enpl oyees and/ or owners may be added as group nenbers.

Entities enploying two or nore physicians and/ or non-physician
practitioners neet the Health Care Financing Adm nistration's (HCFA's)
definition of a group and will be assigned a group provider nunber. |f
the entity has not conpleted a HCFA 855, one nust be conpl eted before
Medi care Part B can assign a provider number to the group

The Medi care Change of Information Application (HCFA 855C) mamy not be
used to add group nenbers or |ocations at which they practice.

If a group nmenber | eaves a group and then returns to practice with that
same group, a new HCFA 855G nust be conpl eted.

Clarification On Conpleting The |Individual G oup Menbership Enroll nment
Application (HCFA 855G

Section 1 - Goup Identification - If adding or deleting a group
menber, this section should be conpleted indicating the date the nenber
joi ned and/or the date the nmenber left.

Section 3 - Goup Menber Practice Location (s) - This section of the
HCFA 855G shoul d be copi ed and conpleted for each practice location in
whi ch the group nmenber renders services or for each location in which
the group nenber no longer practices. If at a later date the group
menber starts practicing at another |ocation(s), all sections of the
855G shoul d again be conpl eted showi ng the new practice |ocation(s).

The practice location subnitted on the 855G nust have been enrolled by
the group. If the practice |ocation has not been submitted on a group
application, the 855G will be returned with a request for the group to
update their file by conpleting the appropriate sections of the HCFA
855 (sections 1C, 1D, 2, 3, 7, 9, 10, 11, 12, 15, 16, 17, 18, and 19).
The HCFA 855G should be resubmtted along with the HCFA 855. Processing
time will start over.

The bottom of section 3 asks if all patient records are stored at this
practice location. If not, the name of the storage |ocation nust be

i ndi cated. The top of page 2 should contain the address of the storage
| ocation. This section should not be utilized for additional practice
| ocati ons.

Section 4 - Reassignnent of Benefits Statement - The individua
applicant nmust sign this section and submit original signatures. It is
sonmetinmes difficult to deternmine if signatures submitted are originals
when signed in black ink. W suggest that applications be signed in a
col or other than bl ack.



Section 6 - Certification Statement - The applicant applying for group
menber ship and a group authorized representative nmust sign and submt
original signatures. If original signatures are not submtted the
application will be returned and processing tinme will start over when
resubmtted. It is sonetinmes difficult to determine if signatures
submtted are originals when signed in black ink. W suggest that
applications be signed in a color other than bl ack
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To expedite the processing of applications each new group nmenber shoul d
submt a copy of the group's WO or CP575 in addition to the
occupational license (if required by the city and/or county). The
occupational |icense should show the address which the group nenber is
practicing.

Changes

When changes occur to information regarding a provider's practice,

Medi care Regi stration should be notified i nmediately. Changes to any
practice may be subnmitted on the General Enrollnent application (HCFA
855); however, the Change of Information application (HCFA 855C) nmmy be
used to update information |isted bel ow

- Nane

- Specialty

- E-Mail Address

- Practice Location Address
- Billing Agency Address

- Pay To Address

- Mailing Address

- Pricing Locality

- Cancellation of a Medicare Billing Nunber
- Tel ephone Nunber

- Fax Nunber

The General Enrollnent application HCFA 855 nust be used to update
informati on not |isted above such as nmmnagi ng/ directing enpl oyees,
owner ship, etc.

If you are an individual (sole proprietor) and want your file changed
froma social security nunmber to an enployer identification nunber,
this may be acconplished by conpleting the appropriate sections of the
HCFA 855 (sections 1A, 1B, 1D, 7, and 19) if the name matches I RS
docunent ati on exactly. If the nanme is different, for exanple John Snmith
M D. versus John Smith MD.P.A, conpletion of the entire HCFA 855 is
requi red. The nanme in which payment will be generated nust match the

I RS docunentation (W, CP575 etc.).

Any provider which is changing from one enpl oyer identification nunber
to another mnmust conplete the entire HCFA 855.



Any tinme ownership information changes on an existing provider
conpl etion of a new HCFA 855 is required.

If an existing provider purchases another existing provider, a new HCFA
855 is required. A copy of the purchase agreenent should be attached to
expedite the process. The purchase price may be whited out.

A certification statenent and/or attestation statenent with an origina
aut hori zed signature nmust be signed and submitted with each
notification of change. The certification and/or attestation statenent
is found on page 2 of the HCFA 855C and on page 11 of the HCFA 855.
The Medi care Change of Information Application (HCFA 855C) nay not be
used to add group nenbers or |ocations at which they practice.

Billing Agreenents

The primary purpose of the guidelines listed belowis to permt

conmput er and other billing services to claimand receive Medicare
paynment in the nane of a provider. The conditions for paynent are
designed to ensure that the billing agent has no financial interest in

how much is billed or collected and is not acting on behalf of soneone
who has such an interest, other than the provider

Medi care Part B nmay make paynent in the nanme of a provider to an agent
who furnishes billing or collection services if all of the conditions
listed bel ow exi st:

- The agent receives the paynent under an agency agreenment with the
provi der;

- The agent's conpensation is not related in any way to the dollar
amount billed or coll ected;

- The agent's conpensation is not dependent on the actual collection of
payment ;

- The agent acts under payment disposition instructions which the
provider may nodify or revoke at any tinme; and

- In receiving paynent, the agent acts only on behalf of the provider
(except insofar as the agent uses part of that paynent to conpensate

the agent for the agent's billing and coll ection services).

The billing agreenent should clearly indicate all of these conditions.
If we are unable to deternmine if all the conditions are present, the
application will be returned requesting nodification to the billing
agreement .

Conpl eti on of The Participation Agreenent

If you elect to become a participating provider in the Medicare Part B
Program the participation agreenent must be conpleted, mailed and
recei ved by the Medicare Registration Department within 90 days of your



request for a provider nunber or additional practice |location

Partici pati on agreenents received nore than 90 days after receipt of
the request for a provider nunber or establishnment of an additiona
practice location will not be nmade retroactive. The follow ng el ements
of the participation agreenent nust be conpl eted.

- Name

- Conplete Street Address

- Phone Nunber

- Provider Nunmber (if assigned)

- Signature (nmust be original)
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Clarifications Regarding Participation Election

Ef fective January 1, 1995, the "Byrd Bill" was enacted, which requires
certain practitioners to accept assignment for all covered services
rendered to Medicare beneficiaries. The followi ng practitioners are
subj ect to mandatory assignnent. If your specialty is one of the
following you are not required to conplete a participation agreenent.
Your participation is automatic.

- Nurse Practitioner

- Clinical Nurse Specialist

- Certified Registered Nurse Anestheti st

- Certified Nurse Mdwi fe

- Physician Assi stant

Clinical Social Wrker

Clinical Psychol ogi st

A group nenber is not required to conplete a participation agreement.
The participation status is based on the group's decision. However, if
the group nenber has offices which are not part of a group practice
(solo practice) and the provider wishes to be a participating provider
a participation agreenment nust be subnitted.

If you are in solo practice at nultiple locations, it is not necessary
to submt a participation agreenent for each practice location. If you
are in solo practice at nultiple locations, you nmay not elect to be
participating at one location and not the other(s). Al solo practice
| ocations will be bound by the agreenent.



If two or nore independently practicing providers decide to forma
group practice and the group wi shes to be participating, an agreement
nmust be submitted on behalf of the group. Participation agreenents from
t he i ndependently practicing providers are not transferred to the group
practice.

When a participating group nakes the decision to termnate its group
status, the participation agreenent for the group will also be

term nated. A new participation agreenent nmust be conpleted on behal f
of each individual physician if they elect to participate in a solo
practice. The participation decision fromthe group is not
transferable. A new participation agreenent nust be conpleted by each
i ndividual if going into solo practice.

I f ownership of an established entity changes, a HCFA 855 enrol | nent
application should be conpleted to indicate that ownershi p has changed.
When subnitting the application, a participation agreenent should be
submitted if the new owner wi shes to be participating. Participation
agreenents are not transferable from one Medi care provider nunber to
anot her when ownershi p has changed.

Remenber: A provider is not considered a participating provider just
because clains are filed as assigned clainms. A participation agreenent
nust be conpleted for a provider to becone a participating provider

Listed on page 79 is a matrix which will help providers conplete
enrol | ment applications. The matrix outlines which sections nust be
conpl eted based on the type of application

Renmenber: All required sections nmust be conpleted and appropriate
docunent ati on submtted or the application will be returned. The
processing time will start over again when resubnitted.

If you have additional questions about conpleting applications or if
applications are needed, call the Provider Custoner Service departnent
at (904) 634-4994. Conpleted applications should be returned to:

MEDI CARE REG STRATI ON
P O BOX 44021
JACKSONVI LLE, FLORI DA 32231-4021
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COWPLETI NG THE HCFA 855 NON- CERTI FI ED PROVI DERS

..... UNABLE TO PROVIDE IN THI S FORMAT ... ..
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Medi care Part B Prenm um Unchanged for 1998
The Department of Health and Human Services has announced that Medicare

beneficiaries will not see an increase in the Part B premiumin 1998.
The Part B premumwi |l stay at the 1997 rate of $43.80. This is the



first tinme it has not gone up in over eight years. Last year it rose by
only $1.30. This is good news for Medicare beneficiaries. "In addition
to not increasing the Part B premium there is only a slight increase
in the Part A deductible,” said the Deputy Adm nistrator of the Health
Care Financing Adm nistration, which runs Medicare.

The Medicare Part A deductible for inpatient hospital care is rising by
$4 - only 0.52 percent. The 1998 Part A deductible will be $764. The
smal |l increase largely reflects savings froma freeze on Medicare

hospi tal paynment and other inportant structural changes signed into | aw
that help to protect and preserve the Medicare Hospital Trust Fund.

Last year, the deductible rose by $24.

For nore information on the Medicare Part B prem um 1998 deducti bl es,
or to order free Medicare educational materials for distribution to
Medi care patients, please call the Provider Custonmer Service departnent
at (904) 634-4994.
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1998 Participation Enrollnment |Information

Al |l physicians, practitioners and suppliers nust nake their 1998
Medi care participation decisions by February 2, 1998. Although these
deci si ons have usually been required to be nade by Decenber of the
precedi ng cal endar year, we are allowi ng an extra nonth this year
because of all of the changes nmade in the recently enacted Bal anced
Budget Act of 1997.

Partici pati on Agreenents Received Prior to January 1, 1998

Physi ci ans and practitioners who subnit their participation enroll nment
or withdrawal forms prior to January 1, 1998, should submit clains for
1998 dates of service in accordance with the decision nade.

Partici pati on Agreenents Received After Decenber 31, 1997

Al t hough the participation enrollnment period will run through February
2, 1998, the participation agreenent is effective January 1, 1998.
Physi ci ans and practitioners who submt their 1998 participation

el ection or withdrawal forms after December 31, 1997, nust bill in
accordance with their decision once it is submitted to Medicare Part B
of Florida.

Note: Until the 1998 participation election or withdrawal formis
processed by Medicare Part B of Florida, all clains for 1998 service
dates will be processed under the provider's 1997 participation status.
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Correction: UPIN Directory Avail able on CD- ROM

In the Novenber/Decenber issue of the Medicare B Update!, an article
was published about the availability of a CD-ROM version of the UPIN



directory. In the article, the cost of the directory was incorrect: the
correct costs for the CD-ROM version of the UPIN directory are $14 plus
$5 for shipping and handli ng.

The directory contains a conplete national UPIN |isting, current
t hrough August 1996; updates will be issued at a | ater date. The system
requi renents for the CD-ROM are:

- An | BM PC/ AT or PS/2 or conpatible with 640 KB of RAM (520 KB base
menory avail able after CD-ROM drive installed);

- MS-DOS version 3.1 or |ater, and W ndows 95

- CDOROM drive with Mcrosoft MS-DOS CD- ROM ext ensi ons, version 2.0 or
| ater, capable of reading | SO 9660 fornmat.

To order the CD-ROM make checks payable to Blue Cross Blue Shield of
Fl ori da, Account # 754-250, and mail the request and paynent to:

Medi care Regi stration

532 Riverside Ave., 14 Tower
Jacksonville, FL 32207

Attn: Tawny Stewart, UPIN Coordi nator

The CD-ROM UPIN directory is also available through the Governnent
Printing Ofice (GPO) for $28. The contact person for GPO sales is
Est her Ednonds at (202) 512-1530. Wen requesting your CD-ROM UPI N
directory fromGPO, refer to stock number 017-060-00601- 3.

There are a |imted nunber of directories avail able, so order yours
t oday!
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Updates To The Medigap I nsurer Listing

The followi ng updates to the Medi gap i nsurer updates have been
performed. Please nmake the necessary corrections in your April 1996
Speci al |ssue "Medi gap Crossver Insurer Listing".

Medi gap | nsurer Address Changes:

Nunber: 33051
I nsurer Name: ALLIANZ LI FE | NSPO BOX 523M NNEAPCLI S WN 55440

Nunber: 46026
I nsurer Nane: BCBS OF OKLAHOVAPO BOX 3283TULSA OK 74102

Nunber: 54007
I nsurer Name: BLUE SHI ELD OF UTAHPO BOX 30270SALT LAKE CI TY UT 84130

Nunber: 23205
I nsurer Name: LEAHY & ASSOCI ATES310 S RACI NECHI CAGO I L 60607



Nunber: 53005
I nsurer Name: TRANSPORT LI FEPO BOX 66953CH CAGO I L 60666

Medi gap | nsurer Nane/ Address Change:

Nunber: 22003
Former Nanme: BLUE SHI ELD OF | DAHO
Changed To: REGENCE BLUE SHI ELD OF | DAHO PO BOX 1106LEW STON | D 83501

Nunber: 15006
Fornmer Nane: MASS | NDEM TY LI FE
Changed To: PENNSYLVANI A LI FE | NSPO BOX 130009RALEI GH NC 27605

Nunber: 33056
Former Nane: PAUL BERK & ASSOCI ATES
Changed To: DRI ASI PO BOX 523M NNEAPOLI S MN 55440

Medi gap | nsurer Nunbers Changed to Exenpt

The foll owi ng Medigap I nsurer Nunbers have been changed to an Exenpt
status. We will not cross over Medicare paynent data to these Medigap
i nsurer nunbers. Please change the Nto an Y in your update.

Nunber: 52030
I nsurer Nanme: ADM NI STRATI VE Rl SK MGMT

Nunber: 19683
I nsurer Nanme: AMERI CAN LI FE I NS

Nunber: 32067
I nsurer Nane: BLUE CARE NETWORK

Nunber: 19269
I nsurer Nane: FCCl

Nunber: 19793
I nsurer Name: GAINSVILLE HLTH OPTI ONS

Nunber: 23201
I nsurer Nane: HEALTH CLAI MS ADM N

Nunber: 15040
I nsurer Name: MAXI CARE

Nunber: 56032
I nsurer Nanme: NALAC HEALTH BENE PLAN

Nunber: 19790
I nsurer Nane: NALAC

Nunber: 19534
I nsurer Nanme: NAT'L CI TI ZENS GRP

Nunber: 40067



I nsurer Name: NY STATE HLTH BENE

Nunmber: 23151
I nsurer Nanme: UN TED CHAMBERS

Nunber: 19486
I nsurer Nane: UNI TED | NSURANCE CO

Nunber: 19491
I nsurer Name: UN TED | NSURANCE CO

Nunber: 19702
I nsurer Nanme: UN TED | NSURANCE CO

Nunber: 19723
I nsurer Nane: UNI TED | NSURANCE CO OF AMERI CA

Nunber: 19834
I nsurer Name: UN TED | NSURANCE CO
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| MPORTANT ADDRESSES

CLAI M5 SUBM SSI ONS

Rout i ne Paper Cl ains

Medi care Part B
P. O Box 2525
Jacksonville, FL 32231-0019

Partici pati ng Providers

Medi care Part B
Participating Providers
P. 0. Box 44117
Jacksonville, FL 32231-4117

Chiropractic C ai ns

Medi care Part B
Chiropractic Unit

P. O Box 44067
Jacksonville, FL 32231-4067

Anbul ance Cl ai s

Medi care Part B
Ambul 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 ns

Medi care Part B

ESRD Cl ai ns

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

COVMUNI CATI ONS
Revi ew Request s

Medi care Part B

Cl ai n8 Revi ew

P. O Box 2360
Jacksonville, FL 32231-0018

Fair Hearing Requests

Medi care Part B

Fai r Heari ngs

P. O Box 45156
Jacksonville, FL 32232-5156

Admi ni strative Law Judge Hearing

Admi ni strative Law Judge Hearing
P. 0. Box 45001
Jacksonville, FL 32231-5001

Status/ 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 ( DME)

DME, Orthotic or Prosthetic Clains

Pal nett o GBA

Medi care DMERC Qper ati ons

P. O. Box 100141Col umbi a, SC 29202-3141

ELECTRONI C MEDI A CLAI M5 ( EMO)

EMC Cl ai ms, Agreenents and lnquiries
Medi care ED

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 2537Jacksonville, FL 32231-2537

Over 40 days of initial request:

Subnmit the charge(s) in question, including information requested,
you would a new claimto

Medi care Part B Cl ai ns

P. O Box 2525
Jacksonville, FL 32231-0019

M SCELLANEQUS

Fraud and Abuse

Medi care Fraud Branch

P. O. Box 45087

Jacksonville, FL 32231

Medi care Clains for Railroad Retirees:
Met raHeal t h

RRB Medi care

P. O Box 10066Augusta, GA 30999-0001
Provi der Change of Address:

Provi der Regi stration Depart nment

Bl ue Cross Blue Shield of Florida
P. O Box 41109Jacksonville, FL 32231-1109

as



and

Medi care Regi stration
P. 0. Box 44021
Jacksonville, FL 32231-4021

Provi der Educati on:

For Educational 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 BProvi der Education Depart nent
P. O Box 45157

Jacksonville, FL 32231

Limting Charge |ssues:
For Processing Errors:

Medi care Part B
P. 0. Box 2360
Jacksonville, FL 32231-0048

For Refund Verification

Medi care Part B

Conpl i ance Monitoring

P. O. Box 2078

Jacksonville, FL 32231-0048

Provi der Participation and Group Menbership Issues; Witten Requests
for UPINs, Profiles & Fee Schedul es:

Medi care Regi stration
P. 0. Box 44021
Jacksonville, FL 32231
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Medi care Regi stration Applications:

The Heal th Care Financing Administration (HCFA) has issued three new
types of enrollnment applications. Gven below are the three types of
applications and their appropriate use. Providers should obtain these
applications and start using themimediately.



- HCFA 855 General Enroll ment
- HCFA 855C Change of Enrollnment |Information

- HCFA 855G I ndividual Group Menmber Enroll nment

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

HCFA 855 General Enrol |l nent

The HCFA 855 is a Medicare General Enrollnent Application for providers
to obtain a Medicare provider number or a satellite office for

provi ders al ready enrolled. This application should also be used to
update information. |If the updates to a providers practice are itens

i ncluded on the HCFA 855C, that application nay be used instead of the
HCFA 855. This application should also be used for providers to inform
Medi care of additional practice settings.

This application replaces one which is very simlar and is currently in
use. The new HCFA 855 shows HCFA (5/97) in the lower left corner. Were
the one currently in use shows OVB Approval No 0938-0685 in the | ower

| eft corner. Providers should request, becone famliar with and start
using the new application. No other application is acceptable.

HCFA 855C Change of Enrollnent |Infornmation

The new HCFA 855C should be utilized when providers need to nake
changes to their existing Medicare files. |If providers need to update
their nanme, specialty, E-Miil address, practice |ocation address,
billing agency address, pay to address, mmiling address, pricing

| ocality, tel ephone nunber, fax nunber, or deactivate (cancel) a

Medi care billing nunber, they should conplete the HCFA 855C. If
information is being updated which is not |isted above, the provider
shoul d conpl ete the appropriate section(s) which contains the changed
i nformati on) of the HCFA 855 (general enrollnment application) and sign
the certification statenent.

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



HCFA 855G | ndi vi dual Group Member Enrol | nent

The HCFA 855G shoul d be used when an individual provider is joining a
group practice. If an individual provider is joining a group and both
the group and the individual are currently enrolled in the Medicare
Program the individual must conplete only the HCFA 855G |f the

i ndividual is not currently enrolled in the Medicare Programand is
joining an existing group practice, they nust conplete the HCFA 855 AND
t he HCFA 855G

I nportant Note: Effective inmediately Medicare Part B of Florida wll
no | onger accept the Florida Reassi gnnment of Benefits (the green and
white form. Providers nust conplete the HCFA 855G

Conpl eted fornms nust be sent to the followi ng address:

Medi care Regi stration Departnent

P. O. Box 44021
Jacksonville, FL 32231-4021
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MEDI CARE B - MATERI ALS ORDER FORM

..... Unable to provide in this format ....
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BLI NE BBS

..... Unable to provide in this format .....
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COVPUTER BASED TRAI NI NG

..... Unable to provide in this format .....
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..... BLANK PAGE . ...
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PHONE NUMBERS
PROVI DERS

Express Line/ ARU(Status Inquiries):



904- 353- 3205

Speci alty Customer Service Reps and EMC Billing Probl ens/ Gui del i nes:
904- 634- 4994

B LI NE BBS

Partici pating Providers:
1- 800- 838- 8859

Nonparti ci pati ng Providers:
904- 791- 6991
904-791- 8474
BENEFI CI ARY

Qut si de Duval County (in Florida)
1- 800- 333- 7586

Duval County (or outside Florida):
904- 355- 3680

Hearing | npaired
1- 800- 754- 7820

Note: The toll-free custonmer service phone 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

EMC Billing Probl ens/ Guidelines
904- 354- 5977

EMC Start-Up
904- 791- 8767

EMC Front-End Edits/Rejects
904-791- 6878

PC- ACE Support
904- 355- 0313

Testing
904- 354- 5977

Hel p Desk (Confirnmation/ Transmn ssion)
904-791- 9880
OCR

Printer Specifications/Test Clains
904-791- 6911



LR R R R R R R SRR R R R R SRR EREEEEEEEREREEEREEEREEEEREEEREEEEEEEREEEREEE SRR EREE SRR EREE]

LR R EEEEEEEEEEREE SRS EEEEEREEEERESEEREEEEEEREESEEREEEEREEREEE SRR SRR SRR SRR SRR EREEES

End O File



