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Thi s docunent is a year 2000 disclosure made pursuant to the Year
2000 Information and Readi ness Di sclosure Act (S.2392). Your

| egal rights regarding use of the statements nmade herein may be
substantially limted 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 Copyri ght
Convention. Al rights reserved.
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CPT codes, descriptions and other data only are copyright 1999
Ameri can Medi cal Association (or such other date of publication
of CPT). Al Rights Reserved. Applicable FARS/ DFARS Apply.
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The MIlenniumls Just Around The Corner!

As everyone knows by now, there's less than a year before we hit
the "2000" date. Are you ready? There are several articles in
this issue that m ght be hel pful as you prepare for the

m || enni um change.

These articles can be found in the "Year 2000" section, beginning
on page 68.

"The Year 2000 Is HCFA's #1 Priority"

This article includes information on the follow ng topics:

VWhat |s The Year 2000 (aka Y2K) Challenge And Why Is It
| nportant?



VWhat |I's HCFA's Action Plan To Be Y2K Ready?

HCFA' s Commitnent OF Resources To Year 2000 Conpliance

What |s HCFA Doi ng To Ensure The Work W1l Be Conpleted On Tinme?
Sone Changes To Systens Have Been Suspended.

Some Provisions OF The H PAA And BBA May Have To Be Post poned.
W1l HCFA Systens Function In The Year 2000?

"How Providers May Be Affected By The Year 2000 Chal | enge”

Qutlines potential problemareas and related information in such
areas as:

Fi nanci al

Lega

VWhat Providers Can Do:
Awar eness

Assessnment

Testing

Devel opnent

"Sanpl e Provider Y2K Readi ness Checklist"

A sanpl e guide related to readi ness.

"Y2K Web Site Reference"

A list of helpful sites on the Wrld Wde Wb pertaining to Y2K
t opi cs.

...and in "Wat's New for EMC

"Are You Ready For The M I I enni unf"

I mportant information for Electronic Billers.

R R S O I S R S I O R
VWhat's New

Grace Period for 1999 I CD 9-CM Update Expires Decenber 31, 1998

As a rem nder, the 90-day grace period for the latest revision to
the I CD-9-CM di agnosi s coding structure that took effect October
1, 1998 is set to expire at the end of the year. Medicare



continues to receive a substantial volume of clainms using the
"ol d" coding structure. Mst notably, deleted |ICD 9-CM code 780.7
is still being received in |arge nunbers.

Ef fective for clainms processed on or after January 1, 1999,
services billed with invalid ICD-9-CM codes will be returned as
unprocessabl e (assigned) or devel oped for a conplete diagnosis
(unassi gned).

Pl ease refer to the July/August 1998 Medicare Part B Update!
(page 19) for nore informati on and where to obtain | CD 9-CM
coding materials, and the Novenber/Decenber 1998 Update! (page 7)
for specific Medical Policy inpacts.
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1999 HCPCS Changes Affect Medical Policies

As a result of the 1999 changes to the Health Care Fi nancing
Admi nistration's Common Procedure Codi ng System (HCPCS) that are
effective January 1, 1999, nunerous nedi cal policies have been
revi sed. These revisions are necessitated by the procedure code

and nodifier additions, changes, and deletions outlined in the
Decenber 1998 HCPCS Speci al |ssue Update!

The inmpacted nedical policies can be found begi nning on page 12.
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A Physician's Focus
VWhat's New, Doctor?

As nost of you know, several changes have been nmade to the
Medi care programthis year. Major changes occurred as a result of
the 1999 HCPCS update and the Final Rule. Anpng these are:

Regi stration of NPs, CNSs, and PAs

Ef fective for dates of service on or after January 1, 1999, Nurse
Practitioners, Clinical Nurse Specialists, and Physician

Assi stants nmust use their carrier-assigned Provider
Identification Nunmber (PIN) to submit clains to Medi care when
those services are not submtted incident to a physician's
service. (If the service is submtted incident to a physician's
service, the physician's PIN should be used.) Rei nbursement may
vary, so be sure to check the guidelines for this change on page
74 of this issue of the Medicare B Update!

Tel econsul tations in a Rural Health Professional Shortage Areas
(HPSA)

Tel econsul tation services may be covered in rural areas only.
Under certain conditions, a consulting provider may use audi o-

vi deo equi pment permtting two-way, real-tinme consultations to a
patient and the referring practitioner. Tel ephone, facsimle
machi nes, and electronic mail do not meet the criteria of
interactive tel ecomuni cati ons systens. Guidelines for this



benefit can be found on page 5 of this issue of the Medicare B
Updat e!

CQut pati ent Physical Therapy, Speech Therapy and Cccupati ona
Therapy Financial Linmtations

Qut patient physical therapy and speech therapy have been conbi ned

for an annual financial limtation of $1,500 per beneficiary (the
current cap is $900 for physical therapy). Cccupational therapy
has a separate annual limtation of $1,500 per beneficiary.

Gui delines for these limtations can be found on page 8 of this
i ssue.

New | nfl uenza Vacci ne Codes

Provi ders shoul d not use the new procedure codes for influenza
vacci nes (90657, 90658, 90659) until April 1, 1999. Due to

requi red Year 2000 testing, Medicare cannot accept the new codes
until that date.

New Qut pati ent Hospital/ASC Mddifiers - 73 and 74

Modi fiers 73 and 74 were devel oped to use when an outpatient
hospital or anbul atory surgical center (ASC) procedures are

di sconti nued before surgery. Additional information can be found
on page 9 of this issue.

Facility Pricing Replaces Site-of-Service

Providers should note that the site-of-service differential was
replaced with “"facility pricing" for physician services rendered
in place of service 21, 22, 23, 24, 31, 51, 61, and 62. This
revised pricing excludes the cost of overhead for Part B and
increases the facility rate for Part A. Information about
facility pricing was published on page 41 of the Decenber 1998
Medi care B Update! Special Issue: 1999 HCFA Conmon Procedure
Codi ng System and Medi care Physician Fee Schedul e Update.

Practi ce Expense Relative Value Unit Transition Begins

The Bal anced Budget Act (BBA) requires Medicare to inplenent new
Physi ci an Based Practice Expense Rel ative Val ues. These changes
nmust be made in a budget neutral way. The new values wll be
phased in over a four year period starting Jan 1, 1999. Under
thi s approach, physician practice expenses were allocated to

i ndi vi dual codes based on direct costs and work relative val ues.
The new net hod generally redistributes paynents from hospita
based services/specialties to office based services/specialties.
Twenty-five percent of the change will be inplemented each year
starting in 1999.



| nportant Resource For New Changes

Provi ders can | earn of many new changes com ng to Medi care by
moni toring the Federal Register over the Internet at
WWWV. access. gpo. gov/ su_docs/ or at www. HCFA. gov.

These are the hightlights of the Medicare changes for this year
Several other changes are discussed in this issue of the Update!
and providers should becone fam liar with those changes that
affect their practice. We | ook forward to hel pi ng providers neet
the chal | enges posed by the changi ng Medi care program

Si ncerely,

Sidney R Sewell, MD.

Medi cal Director
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Advance Notice Requirenent

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

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

Coverage for a service or itemmy be all owed only when
docunent ati on supports the nmedical need for the service or item

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

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

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



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

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

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

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

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

Articles included in each Update! represent formal notice that
specific coverage policies either have or will take effect on the
date given. Providers who receive each issue are expected to
read, understand, and abide by the policies outlined in this
docunent to ensure conpliance with Medicare coverage and paynent
gui delines. Medicare Part B of Florida maintains copies of the
mailing lists for each issue, and inclusion on these mailing
lists inplies that the issue was received by the provider in the
event there is a dispute over whether a provider received advance
noti ce regardi ng coverage of a specific service and the financia
liability for it.

The Cover age/ Rei nbursenent section includes information on
general and specific Part B coverage guidelines. A Genera
Informati on section includes the latest information on topics
which apply to all providers such as limiting charge, correct
coding initiative, etc. The renmmi nder of this section includes
information for specific procedure codes and is structured in the
sane format as the Physician's CPT book (i.e., in procedure code
order) using the follow ng categories: HCPCS Codes (A0000-2Z9999),
Anest hesi a/ Surgery (00100-69999), Di aghostic Tests (70000-89999),
and Medi ci ne (90000-99999).

Di stribution of the Update! is limted to individual providers
and PA groups who bill at |east one claimto Medicare Part B of
Florida for processing during the six nonths prior to the rel ease
of each issue. Providers who neet this criteria are sent one



conplinmentary copy of that issue. Production, distribution, and
post age costs prohibit us fromdistributing a copy of each issue
to each provider's practice settings. This primarily affects
menbers of PA groups; one copy of each issue is sent to the
group. The group is responsible for dissem nation of each copy to
its menbers. For additional copies, providers nay purchase a
separate annual subscription for $75 (order formin FYl section),
or downl oad the text version fromour on-line service, the

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

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

Medi car e Physician Fee Schedul e ( MPFS)
Physi ci an I nterpretation Codes

The Decenber 1998 HCPCS Speci al |ssue Update! provided an

expl anation of the various rules regarding procedure codes paid
under the Medicare Physician Fee Schedule. This article corrects
the list of procedure codes considered to be physician
interpretation codes (page 40). Due to changes made in the Health
Care Financing Admnistration's Conmon Procedure Codi ng System
(HCPCS), only one procedure code remains on this |ist - 85060.
Procedure codes P3001-26 and 88141 are no | onger appropriate for
this rule.
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Limting Charges for Injectable Drugs: Correction

The limting charges provided in the July/August 1998 Medicare
Part B Update! (beginning on page 22) were incorrect. Wile the
partici pati ng and nonparticipating allowances were correct, and
therefore rei mbursenment was not affected, nonparticpating

provi ders should not use the limting charges found on this
tabl e. These providers should use instead the limting charges
provi ded in the Novenber/Decenber 1998 Update! (pages 9-18), the
1999 Medicare Part B Physician and Nonphysician Practitioner Fee
Schedul e, and the Decenber 1998 HCPCS Special |ssue Update! (page
89) .
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Coverage of Teleconsultations in a Rural Health Professiona
Short age Area

Ef fective January 1, 1999, Medicare provides for coverage of
tel econsultations in a rural Health Professional Shortage Area



(HPSA). A new nodifier, GI, has been established for reporting
these services (GT - Via interactive audio and vi deo
t el econmmuni cati ons systens).

Medi care wi Il pay for professional consultations furnished by
nmeans of interactive tel ecommunications systens if the follow ng
conditions are net:

The consulting practitioner is -

a physician, described as a doctor of nedicine or osteopathy as
set forth in section 1861(r)(1) of the Social Security Act
(referred to hereafter as the Act),

physi ci an assi st ant,

nurse practitioner

clinical nurse specialist, or
nurse mdw fe.

1
JSUR R )

The referring practitioner is any of those |isted above, plus -

- a clinical psychol ogist, or
- a licensed clinical social worker

Regi stered nurses and ot her nedical professionals not included
within the definition of a practitioner in section 1842(b)(18)(c)
of the Act are not permtted to act as presenters during

tel consul tati ons.

The services nmust be furnished to a beneficiary who resides in a
rural HPSA. For purposes of this requirenent, the beneficiary is
deened to be residing in such an area if the tel econsultation
presentation takes place in a rural HPSA. Refer to the Muy/June
1998 Medicare Part B Update! (page 58) for nore information
concerning rural HPSA designati ons.

The nedi cal exam nation of the beneficiary is under control of
the consulting practitioner

The tel econsultation nust involve the participation of the
referring practitioner, or a practitioner described in section
1842(b)(18) (C) of the Act (other than a CRNA or Anesthesia

Assi stant) who is an enpl oyee of the referring practitioner, as
appropriate to the nmedical needs of the patient and as needed to
provide information to and at the direction of the consultant.
The beneficiary nust be present at the tine of presentation.

The teleconsultation nmust result in a witten report by the
consultant that is furnished to the referring practitioner



For purposes of this benefit, interactive tel econmunications
systens neans nultimedi a comruni cati ons equi pnent that includes
at a mnimum audio and video equi pnent that permts real-tinme
consul tati on between the consultant and referring practitioner
(as described above) and the beneficiary. Tel ephones, fax

machi nes, and electronic mail systens do not neet this
definition.

Medi care paynment for teleconsultations will not exceed the
current Medi care Physician Fee Schedul e anount applicable to the
consulting practitioner for the service provided, and does not

i ncl ude reinbursenent for any tel ephone |ine charges or any
facility fees. The beneficiary may not be billed for tel ephone
line charges or facility fees. Medicare deductible and

coi nsurance requirements, as well as the paynent differential for
non-partici pati ng physicians apply. Non-physician practitioners
who are required to accept assignnment for all services submitted
to Medicare nust also subnmit clainms for teleconsultations on an
assi gned basi s.

Only the consulting practitioner may bill Medicare for

tel econsul tations. Paynent for these services is neant to be
shared by the consultant and referring practitioner, with 25
percent of any paynent received from Medicare (including any
appl i cabl e deducti bl e and coi nsurance anounts) to be provided to
the referring practitioner by the consultant.

Procedure codes applicable to this benefit:

99241 - 99245, 99251 - 99255, 99261 - 99263 and 99271 - 99275.
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Page 6
Cover age of Prodrugs

The Omi bus Budget Reconciliation Act of 1993 (OBRA 93) provided
for coverage of certain oral drugs used to treat people with
cancer. Under the original interpretation of the [aw, Medicare
has paid for certain oral anti-cancer drugs only if that drug has
the sane active ingredients as a non-self adm nisterable drug. In
addition, both the injectable and oral drug nmust have the sane
cheni cal and generic nanme, and be approved for the sane

i ndi cati ons.

Based on recent advances in drug technol ogy, Medicare has

reexam ned its initial interpretation and now all ows for coverage
of certain oral anti-cancer drugs called Prodrugs (i.e., Prodrugs
specifically used as anti-cancer drugs) when they are approved by
the FDA. Prodrugs have the sane active ingredients in the body as
i njectabl e anti-cancer drugs. An oral drug may have a different
chemi cal conposition froman injectable drug at the outset, but
once the body netabolizes the oral drug, it will have the same
chemi cal conposition as the injectable drug. Hence, this broader



interpretation permts coverage of alternative fornms of
adm nistration of the sane drug.

Medi care all ows 95 percent of the average whol esal e price (AWP)
for these drugs when furnished by a physician or supplier. The
physician or supplier (with a valid |icense to dispense
prescription drugs) bills the DME Regional Carrier (DVMERC) for

t hese drugs on the HCFA-1500 claimform (or its electronic
equi val ent) using the appropriate National Drug Code, unless ora
anti-enmetic drugs are being billed at the same tine. In these
cases, providers bill the local carrier (Medicare Part B of

Fl ori da) using the appropriate HCPCS code. The use of specific
anti-cancer Prodrugs nust be associated with a cancer diagnosis.
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Page 7
Addi tional Changes to |Injectable Drugs Fees for 1999

There have been changes and additions to the Injectabl e Drugs
Fees that were provided in the 1999 Medi care Physician Fee
Schedul e book and in the 1999 HCPCS Speci al |ssue Update! (page
89). The following list provides these codes and their associated
fees. Please remenber not to use the new codes for influenza,
pneunococcal , and hepatitis B virus vaccines unitl April 1, 1999.
Pl ease refer to the 1999 HCPCS Speci al |ssue Update! (page 2) for
nore information regarding the codes for these vaccines.

CODE DESCRI PTI ON PAR ALLOWANCE NON- PAR ALLOWANCE LI M TI NG
CHARGE

90281 "I'mmune dobulin (I1G, Human for Intranmuscul ar Use"

NC NC NC

90283 “I'mune dobulin (IGV), Human for Intravenous Use"

NC NC NC

90287 "Bot ul i num Antitoxin, Equine, any route" NC NC
NC

90288 "Botul i num | mmune G obulin Human, for intravenous”

NC NC NC

90291 "Cytonegal ovirus I mune d obulin (CW-1Gd V) Human, for
i ntravenous use" NC NC NC

90296 "Di phtheria Antitoxin, Equine, any route {repl aces
90711}" NC NC NC

90371 "Hepatitis B immune globulin (HBI G, Human, for
Intramuscular * 1C 1C IC

90375 "Rabi es | mmune globulin (RIG, Human, for |ntramnuscul ar
use {replaces 90726}" NC NC NC

90376 "Rabi es | mune gl obulin, Heat-treated (RI G HT), Human
for Intramuscul ar use {replaces 90726} " NC NC NC

90379 "Respiratory Syncytial Virus |Inmune globulin (RSV-

Id V), Human, for intravenous " I C I C I C

90384 "RHO (D) immune gl obulin , human, for Intranuscul ar
USE, Full-Dose {replaces 90742}" NC NC NC

90385 "RHO (D) imune gl obulin , human, for Intranuscul ar
use, Mni-Dose {replaces 90742}" NC NC NC

90386 "RHO (D) imrune gl obulin , human, for Intranuscul ar use

{replaces 90742}" NC NC NC



90389 "Tetanus I mmune gl obulin (TIG, human, for

I ntramuscul ar use {replaces 90742} " NC NC NC

90393 "Vaccinia | mune gl obulin, human, for Intranuscul ar use
{replaces 90742}" NC NC NC

90396 "Varicel | a- Zoster | mmune gl obulin, Human, for

I ntranmuscul ar use {replaces 90742}" NC NC NC

90399 unlisted i mune gl obulin NC NC NC

90476 "Adenovirus vaccine, type 4, LIVE, for oral use " IC

IC IC

90477 "Adenovi rus vaccine, type 7, LIVE, for oral use" IC
IC IC

90581 "Ant hrax vaccine, for subcutaneous use” NC NC NC
90586 "Bacillus Cal nette-Guerin Vaccine (BCG for bladder
cancer, LIVE, for intravesical use {replaces 90728}" NC NC NC
90592 "Chol era vaccine, LIVE, for oral use" IC IC IC
90632 "Hepatitis A vaccine, Adult Dosage, for Intranuscul ar
use {replaces 90730}" NC NC NC

90633 "Hepatitis A vaccine, Pediatric/Adol escent Dosage-2
dose schedul e, for Intranuscul ar use {replaces 90730}" NC NC
NC

90634 "Hepatitis A vaccine, Pediatric/Adol escent Dosage-3
dose schedul e, for Intramuscul ar use {replaces 90730}" NC NC
NC

90636 "Hepatitis A and Hepatitis B vacci ne (Hepa-Hepb), adult
dosage, for Intramuscul ar use {replaces 90730}" NC NC NC
90645 "Henophilus I nfluenza B vaccine (H B), HBOC conjugate
(4 dose schedule), for Intranuscular use {replaces 90737}" NC
NC NC

90646 "Henophi lus I nfluenza B vaccine (H B), PRP-D conjugate

for booster use only, for Intranuscul ar use {replaces 90737}"
NC NC NC

90647 "Henophilus I nfluenza B vaccine (H B), PRP-OVD
conjugate (3 dose schedule), for Intramuscul ar use {repl aces
90737}" NC NC NC

90648 "Henophilus I nfluenza B vaccine (H B), PRP-T conjugate

(4 dose schedule), for Intranuscular use {replaces 90737}" NC
NC NC

90657 "Influenza virus vaccine, split virus, 6-35 nonths
dosage, for Intramuscular or jet injection use {replaces 90724}"
$5. 01 $4.76 $5. 47

90658 "I nfluenza virus vaccine, split virus, 3 years and
above, for Intramuscular or jet injection use {replaces 90724}"
$5. 01 $4.76 $5. 47

90659 “Influenza virus vaccine, split virus, whole virus,
for Intranuscular or jet injection use {replaces 90724}" $5.01
$4.76 $5. 47

90660 "I nfluenza virus vaccine, LIVE, for intranasal use"

NC NC NC

90665 "LYME di sease vacci ne, adult dosage, for Intranuscul ar
use" NC NC NC

90669 "Pneunococcal conjugate vaccine, polyvalent, for

I ntranmuscul ar use" $12. 15 $11. 54 $13. 27

90675 "Rabi es vaccine, for Intranuscular use {replaces
90726} " NC NC NC

90676 "Rabi es vaccine, for intradermal use (replaces 90726}"

NC NC NC



90680 "Rot avi rus vaccine, tetraval ent, Live, for oral use"
NC NC NC

90690 "Typhoid vaccine, LIVE, oral {replaces 90714}" NC
NC NC

90691 "Typhoi d vacci ne, VI capsul ar pol ysacchari de (VICPS),
for Intramuscul ar use {replaces 90714}" NC NC NC

90692 "Typhoi d vacci ne, Heat - and phenol -innactivated(H P),

for subcutaneous or intradmermal use {replaces 90714}" NC NC
NC

90693 "Typhoi d vacci ne, acetone-killed, dried, (AKD), for
subcut aneous or jet injection use (US military) {replaces 90714}"
NC NC NC

NOTE: The procedures listed bel ow are not subject to the non-
par differential or the limting charge. LOC 01/02 LOC 03
LOC 04

90471 "I muni zation adm ni stration, (includes percutaneous,

i ntradermal , subcutaneous, Intranuscular and jet injections
and/ or intranasal or oral adm nistration: single or conbination
vacci ne/toxoids "$4.08 $4.54 $4.93

90472 "I muni zation adm nistration, (includes percutaneous,
i ntradermal , subbutaneous, Intranuscular and jet injections
and/or intranasal or oral admi nistration: two or nore single or
conbi nati on vaccine/toxoids " $4.08 $4.54 $4.93
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Prospective Paynment System for CQutpatient Rehabilitation Services
and Application of Financial Limtation

The Bal anced Budget Act (BBA) of 1997 requires paynent under a
prospective paynent system for outpatient rehabilitation
services. Qutpatient rehabilitation services include the

foll owi ng services:

Physi cal therapy, (which includes outpatient speech-|anguage
pat hol ogy); and occupati onal therapy.

Thi s paynent system al so applies to certain audiol ogy and
Conpr ehensi ve Qutpatient Rehabilitation Facility (CORF) services.
Audi ol ogy and CORF services are identified by the procedure codes
listed bel ow. The Medicare Physician Fee Schedule (MPFS) will be
used as the prospective paynent system for these services.

The MPFS is currently the basis of paynent for outpatient
rehabilitation services furnished by physical therapists in

i ndependent practice (PTIPs) and occupational therapists in

i ndependent practice (OTIPs), physicians, and certain
nonphysi ci an practitioners or incident to the services of such
physi ci ans or nonphysician practitioners.



Financial Limtation

The BBA al so requires application of a financial limtation to
all rehabilitation services. An annual per beneficiary limt of
$1500 will apply to all outpatient physical therapy services
(including speech-1 anguage pathol ogy services). A separate $1500
limt will also apply to all occupational therapy services. The
annual linmtations do not apply to services furnished directly or
under arrangenents by a hospital to an outpatient or to an

i npatient who is not in a covered Medicare Part A stay. This
l[imtation applies to expenses incurred on or after January 1,
1999. Begi hning 2002, these limts will be increased by the
percentage increase in the Medicare Economi c | ndex. By 2001, a
report nust be submitted to Congress recommendi ng a revised
coverage policy for outpatient rehabilitation services in place
of the $1500 limtation.

Application of Financial Limtation

Effective for clains with dates of service on or after January 1,
1999, the current dollar Iimtation on all rehabilitation
services increases from $900 to $1500. This increase applies to
PTI Ps and OTlIPs who bill the Medicare Part B carrier

In addition, as a transitional measure, effective for clains with
dates of service on or after January 1, 1999, physicians and

ot her practitioners who are not currently subject to the
financial limtation will also be held accountable for tracking

i ncurred expenses for each beneficiary. Physicians and ot her
practitioners nust assure that they do not bill Medicare for

pati ents who have net the annual $1500 |limtation at their
facility for each separate limtation. Once the $1500 limtation
has been net, the provider should bill using procedure code A9270
for the purposes of receiving a denial notice from Medicare in
order to bill other insurers.

CQut pati ent Rehabilitation Procedure Codes

The applicabl e procedure codes for reporting outpatient
rehabilitation services are as foll ows:

11040 11041 11042 11043 11044 29065 29075 29085
29105 29125 29126 29130 29131 29200 29220 29240
29260 29280 29345 29365 29405 29445 29505 29515
29520 29530 29540 29550 29580 29590 64550 90901
90911 92506 92507 92508 92510 92525 92526 92597
92598 95831 95832 95833 95834 95851 95852 96105
96110 96111 96115 97001 97002 97003 97004 97010***
97012 97014 97016 97018 97020 97022 97024 97026
97028 97032 97033 97034 97035 97036 97039 97110
97112 97113 97116 97124 97139 97140 97150 97250
97504** 97520 97530 97535 97537 97542 97545 97546
97703 97750 97770* 97799 V5362 V5363 V5364



*Procedure code 97770 is not considered to be an outpatient
rehabilitation service when delivered by a clinical psychol ogist,
psychiatrist, or clinical social worker for treatnent of a
psychiatric condition.

**Procedure code 97504 should not be reported with procedure code
97116.

***Procedure code 97010 is a bundl ed procedure. Therefore,
paynment cannot be made for procedure code 97010 when billed
al one.

Audi ol ogi cal Procedure Codes

The applicable procedure codes for reporting audiol ogi ca
services are as foll ows:

92552 92553 92555 92556 92557 92561 92562 92563
92564 92565 92567 92568 92569 92571 92572 92573
92575 92576 92577 92579 92582 92583 92584 92587
92588 92589 92596 V5299

Qutpatient Rehabilitation Service Mdifiers

Physicians are required to report one of the follow ng nodifiers
to di stinguish the type of therapist who perfornmed the outpatient
rehabilitati on service (not the paynent designation) or, if the
service was not delivered by a therapist, then the discipline of
the plan of treatnent/care under which the service is delivered
shoul d be reported:

GN  Service delivered personally by a speech-1anguage
pat hol ogi st or under an outpatient speech-|anguage pathol ogy pl an
of care;

GO Service delivered personally by an occupational therapist or
under an outpatient occupational therapy plan of care; or

GP Service delivered personally by a physical therapist or
under an outpatient physical therapy plan of care.
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HCPCS Codes

Modi fier 73, 74: Billing for ASC Facility Charges for Term nated
Procedures

Ef fective January 1, 1999, nodifiers 73 and 74 have been added to
repl ace nmodifier 53 when an Anmbul atory Surgery Center (ASC) bills
for procedures that were term nated prior to surgery. Wen a



procedure is term nated due to medical conplication which
increase the risk to the patient, payment or partial payment can
be made by Medicare to allow the ASC to recover the cost of
suppl i es and resources expended prior to such term nation.

Modi fier 73 is used if the procedure is termnated after the

pati ent has been prepared and taken to the operating room but

bef ore anesthesia has been i nduced. Medicare will generally allow
50% of the appropriate ASC facility rate in these cases. Modifier
74 is used if the procedure is ternmnated after the patient has
been prepared and taken to the operating room and anesthesi a has
been induced. Medicare will generally allowthe full ASC facility
rei mbursenment in these cases, since the resources of the facility
are consuned in essentially the same manner and to the sane
extent as they would have been had the surgery been conpleted. In
ei ther case, however, if the procedure involved woul d have used
an Intraocular Lens inplant (1OL), the allowance for the unused
IOL will be deducted fromthe ASC facility rate prior to

rei mbur senent .

Physi ci ans shoul d not use these new nodifiers, they should
continue to submt clains for term nated procedures using the 53
nodi fier, acconpani ed by an operative report. It is not necessary
for ASC facilities billing nodifiers 73 or 74 to submt
docunent ati on.

Medi care will not reinburse for procedures that are term nated
for nonmedi cal reasons, or for nedical reasons (e.g., the patient
conplains of a cold or flu) if the termination is prior to the
expendi ture of substantial resources.
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(0001, P9603, P9604: Collection of Specinmens and Travel Allowance

I nformati on concerning per nileage and flat rate per trip trave
fees for collection of specimens (P9603, P9604) was provided in
t he Septenber/Cctober 1998 Medicare Part B Update! (pg. 27).

As a reminder, travel allowance, and routine venipuncture for

col l ection of specinens (G001), are not Medicare benefits unless
such services are being done in order to obtain the specinmen for
a covered | aboratory service.
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P9612: Catheterization for Collection of Specinen

Ef fective January 1, 1999, new procedure code P9612
(catheterization for collection of specinen, single patient, al

pl aces of service) nust be used to bill for any catheterization
for collection of specinmen in all places of service including
physi ci ans' offices. Procedure code P9612 repl aces the tenporary
code Q0162 that was created due to the inappropriate billing of
procedure codes P9610 (catheterization for collection of

speci men(s), single honebound) and procedure code 53670 for

speci men col lection in a physician's office. Procedure code P9612
is priced at the sane rate as del eted code P9610. Procedure codes
P9610 and 53670 were deleted effective April 1, 1998, wi thout a



grace period Also refer to the Septenber/Cctober 1998 Medicare
Part B Update! (pg. 27) for information concerning per mleage
and flat rate per trip travel fees for collection of specinens
(codes P9603 and P9604).
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R0O075: Travel Allowance for Portable X-Ray - Miltiple Patients

I nformati on was provided in the 1999 HCPCS Speci al |ssue Update!
(page 4) that instructed portable x-ray suppliers to bill a
nunber of service of 1 (one) for each patient. This was due to
changes in the 1999 Medicare Physician Fee Schedul e. Those
changes have been rescinded. For 1999, procedure code RO075 will
be processed, and should be billed, in the same manner as in
1998. That is, providers should continue to give the nunber of
patients seen. If this information is not provided, Medicare wll
assunme the nunber billed to be four (4); the claimwll be priced
accordingly.

Note for Electronic Claimsubmitters: Wen billing procedure code
RO075 for dates of service January 1, 1999, and later, continue
to enter the nunber of patients seen (as specified above). For
Nati onal Standard Format (NSF) clains, enter the nunber of
patients seen in field 18.0 of the FAO record. Providers

subm tting Anerican National Standards Institute (ANSI) clains in
the X12 837 version 3051.3B.01 format, nust subnmit the number of
patients seen in Table 2, position 370-SV104. Providers using the
X12 837 version 3032.2B.00, will enter this information in Table
2, position 290-SV105

Pricing for procedure code RO0O75 will continue to be based on the
al l omance for procedure code R0O070. The 1999 fees for these
procedure codes are:

Code: R0070

Loc 01/02: $55. 02
Loc 03: $59.16
Loc 04: $58.52

Code: RO0075

Loc 01/02: $55. 02
Loc 03: $59.16
Loc 04: $58.52
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80049- 80054, 80058: Automated Mil tichannel Laboratory Tests
As a result of the 1999 HCPCS update, several procedure code

changes have affected the coding and coverage for autonated
nmul ti channel | aboratory test as foll ows:

82247 - 82248, 82251: Bilirubin



Ef fective January 1, 1999, new procedure codes 82247 (Bilirubin;
total) and 82248 (Bilirubin; direct) replace procedure code 82250
(Bilirubin; total or direct). The new procedure codes 82247 and
82248 are subject to the existing paynent policies for autonmated
mul ti-channel |aboratory tests.

Ef fective January 1, 1999, procedure code 82250 (Bilirubin; tota
or direct) has been del eted. Procedure code 82250 reflects
duplicate service of procedure codes 82247, 82248, 82251, 80054,
and 80058 and will not be allowed if it is billed with one of
these other codes during the grace period through March 31, 1999.

Procedure code 82247 has been added to the automated test pane
80054 (conprehensive netabolic panel). Procedure codes 82247 and
82248 have been added to the automated test panel 80058 (hepatic
function panel).

Wthin the revised procedure code 80058 (Hepatic function panel),
82251 (Bilirubin; total and direct) is replaced with the two new
codes (82247 and 82248) and is priced accordingly. If procedure
code 82251 (Bilirubin; total and direct) is billed individually,
it is processed as a two test panel. Therefore, effective January
1, 1999, because codes 82247 and 82248 are conponent parts of the
panel codes 80054 and 80058, Medicare will ensure that they are
not all owed as duplicate paynents. Unless indicated with nodifier
QR, codes 82247 and 82248 are not allowed if billed with codes
80051, 80054, or 80058. See the January/February 1998 Medi care
Part B Update! (pg. 14) for instructions on the use of nodifier
QR Procedure codes 82247 and 82248 should only be used to
individually bill for one of these |aboratory tests.

Rei mbur senment

Clains for automated | aboratory tests are reinbursed based on the
total number of tests all owed:

Nunmber of Tests: 1 or 2
Rei nbur sement Ampount: $7. 20

Nunber of Tests: 3
Rei mbur sement Anopunt: $9.18

Nunmber of Tests: 4
Rei mbur senment Anount: $9. 69

Nunber of Tests: 5
Rei nbur senmrent Amount: $10. 81

Nunber of Tests: 6
Rei mbur senent Anopunt: $10. 84

Nunmber of Tests: 7
Rei mbur senent Amount: $11.29

Nunber of Tests: 8
Rei nbur sement Ampunt: $11.70



Nunmber of Tests: 9
Rei nbur sement Amount: $12. 00

Nunmber of Tests: 10
Rei mbur senent Amopunt: $12.00

Nunber of Tests: 11
Rei mbur senent Amount: $12.21

Nunmber of Tests: 12
Rei nbur sement Ampunt: $12. 48

Nunber of Tests: 13-16
Rei mbur senent Amopunt: $14.61

Nunber of Tests: 17-18
Rei mbur senent Anmount: $14.71

Nunmber of Tests: 19
Rei nmbur senment Amount: $15. 28

Nunber of Tests: 20
Rei mbur senent Amopunt: $15.78

Nunber of Tests: 21
Rei nbur sement Amount: $16. 27

Nunber of Tests: 22
Rei mbur senent Amount: $16.77
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80050-80054: Organ and Di sease Oriented Panels

Simlar to prior years, the pricing amunt for each organ and
di sease panel was derived by sumri ng the | ower of the fee
schedul e amobunt or the national limtation amunt for each

i ndi vidual test included in the panel

Ef fective January 1, 1999, test for carbon dioxide (bicarbonate)
procedure code 82374 has been added to the conprehensive

nmet abol i ¢ panel (procedure code 80054). Enhancing an organ and
di sease panel code to include an increasing nunber of tests
results in mapping procedure code 80054 to reflect the increased
nunber of tests.

Procedure code 80050 (general health panel) does not neet the
statutorily required definition of a panel of |aboratory tests
performed to di agnose specific nmedical conditions. It is

t herefore a noncovered service for Medicare. The individual tests
conprising the panel may be separately covered if each one of the
tests is docunented to be nmedically necessary to di agnose a

speci fic medical condition and is in accordance with the |oca
medi cal review policy.
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84484, 84512: Troponin

There has been further clarification of the use of procedure
codes 84484 and 84512 for the billing of troponin. For Medicare
purposes, a claimfor one test of troponin relates to one order
by the physician for code 84484 or code 84512 regardl ess of the
nunber of subtypes of troponin neasured.
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84999- QN Laboratory Test to Detect Elevated Vagi nal pH

Ef fective January 1, 1999, clains for a | aboratory test to detect
el evated vaginal pH (currently sold under the nane FenExan)
shoul d be reported using 84999-QW (to indicate it has wai ved
status under CLIA standards). It will be priced at the sum of
codes 83986 and 84525. Note that this anpunt is only for clains
for FenmExam and not for claims for other tests reported using
84999.

Usage of Modifier QW

The 1999 | aboratory fee schedul e also includes codes that may
have a QW nodifier to indicate the | aboratory test is granted
wai ved status under the CLIA standards. The price for each code
with a Q¥ nodi fier has been verified to the price of the sane
code without a QN nodifier.
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85610: Prothronbin Tinme - Correction

The fee for procedure code 85610 was published incorrectly in the
1999 HCPCS Special |ssue Update! (page 84). The correct fee is
$5. 43.
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98940- 98942 - Manual Mani pul ati on of the Spine

Ef fective January 1, 1999, if the beneficiary refuses to have the
X-ray to denonstrate subluxation of the spine, the correct
chiropractic procedure code (98940-98942) nust be billed foll owed
by the new nodifier GX - Service not Covered By Medicare. C ains
submitted with nodifier GX will be denied by Medicare. The
beneficiary is held liable for these services. The use of

nodi fier GX provides a nore accurate denial information for
secondary payers.
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Local and Focused Medi cal Review Policies

This section of the Medicare B Update! features new and revi sed
medi cal policies developed as a result of either the Loca



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

gui del i nes are consistent with the accepted standards of medica

practice.

Ef fective Dates

The policies contained in this section are effective for clains

processed January 1, 1999, and after, unless otherw se noted.

Sources of Information

The sources of information used in the devel opnent of these
policies my be obtained by accessing the Medicare Online BBS
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Policy Changes Relating to the 1999 HCPCS Updat e

The HCPCS update for 1999 is effective for services furnished
January 1, 1999, and after. Lists of procedure codes added,
revised, and deleted as part of the update were published in the
Decenber 1998 Medi care B Update! Special |ssue: 1999 HCFA Common
Procedure Codi ng System and Medi care Physician Fee Schedul e



Dat abase Update. While there is a grace period during which

del eted or invalid procedure codes may still be used for 1999
service dates (received before April 1, 1999), we encourage al
providers to conplete the transition to the new 1999 codes as
soon as possible to prevent possible delays in claimpaynent. The
coverage for the follow ng procedure, which have been either
added or revised for 1999, have been incorporated into existing
policies. To assist provider in adjusting to the new coding
structure, a reference to publications outlining Medicare's
coverage requirenents is outlined:

Added/ Revi sed Code(s): J0270
Rel at ed Code(s) or Policy: Alprostadil injection
Publication: July/August 1998, pg. 35March/April 1998, pg. 50

Added/ Revi sed Code(s): 17004

Rel at ed Code(s) or Policy: Benign or premnalignant skin |esion
destruction, 15 or nore

Publi cation: January/February 1998, pg. 19

Added/ Revi sed Code(s): 67208, 67210, 67220, QY nodifier
Rel at ed Code(s) or Policy: GCcular procedures
Publication: March/April 1998, pg. 44

Added/ Revi sed Code(s): 76977 (replaces (Q0133)
Rel at ed Code(s) or Policy: Bone mineral density studies
Publication: Sept/Cct. 1998, pg. 35Jan/ Feb. 1998, pg. 22

Added/ Revi sed Code(s): 82247, 82248, 82250, 82251, 82374
Rel ated Code(s) or Policy: Automated Miultichannel Tests
Publication: My/June 1998, pg. 39March/April 1998, pg. 35

Added/ Revi sed Code(s): 93320, 93321, 93325

Rel at ed Code(s) or Policy: Transthoracic and doppler
echocar di ogr aphy, and doppler color flow velocity mapping
Publi cation: Nov/Dec 1998, pg. 38May/June 1998, pg. 40Jan/Feb
1998, pg. 28

Added/ Revi sed Code(s): 94060, 94070
Rel at ed Code(s) or Policy: Spironetry
Publication: Nov/Dec. 1998, pg. 38July/Aug. 1998, pg. 54

Added/ Revi sed Code(s): 94620, 94621
Rel at ed Code(s) or Policy: Pulnmonary Stress Testing
Publication: July/August 1998, page 57
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Medi care of Florida Eval uates Annual Procedure Code Update

The Health Care Financing Administration's Common Procedure Code
System (HCPCS) is used to admi nister the Medicare Part B program
for all carriers. The HCPCS section is updated annually to
reflect changes in the practice of medicine and provisions of
health care. The purpose of this article is to comrunicate the
non- coverage status of various new 1999 HCPCS effective for dates
of service January 1, 1999.



Nati onal Noncoverage Deci sion

A4261 Cervical cap for contraceptive use

Local Noncoverage Decision (due to being investigational)

0141 Screeni ng cytopat hol ogy snears, cervical or vaginal
performed by automated system w th nmanual rescreening, requiring
interpretation by physician

0147 Screeni ng cytopat hol ogy snears, cervical or vaginal
performed by autonmated system under physician supervision

30148 Screeni ng cytopat hol ogy snears, cervical or vaginal
performed by autonated system wi th nmanual rescreening

77380 Proton beam delivery to a single treatnent area, single
port, custom block, with or wi thout conpensation, with treatnment
set-up and verification imges

77381 Proton beamtreatnent to one or two treatnment areas, two
or nore ports, two or nore custom bl ocks, and two or nore
conpensators, with treatnent set-up and verification inmages

82016 Acyl carnitines; qualitative, each specinen
82017 Acyl carnitines; quantitative, each specinen
82379 Carnitine (total and free), quantitative, each specinen

88147 Cytopat hol ogy snears, cervical or vaginal; screening by
aut omat ed system under physician supervision

88148 Cytopat hol ogy snears, cervical or vaginal; screening by
aut omat ed system wi th manual rescreening

88271 Mol ecul ar cytogenetics; DNA probe, each (eg. FI SH)
88272 Mol ecul ar cytogenetics; chronmosonmal in situ

hybri di zati on, analyze 3-5 cells (eg, for derivatives and
mar ker s)

88273 Mol ecul ar cytogenetics; chrompsomal in situ
hybri di zati on, analyze 10-30 cells (eg, for nicrodel etions)

88274 Mol ecul ar cytogenetics; interphase in situ hybridization
anal yze 25-99 cells

88275 Mol ecul ar cytogenetics; interphase in situ hybridization
anal yze 100-300 cells
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Advance Notice Requirement



Advance notice requirement applies due to investigational status
of these services.

Local Noncoverage Deci sion

89264: Spermidentification fromtestis tissue, fresh or
cryopreserved

90476: Adenovirus vaccine, type 4, live, for oral use
90477: Adenovirus vaccine, type 7, live, for oral use
90581: Anthrax vaccine, for subcutaneous use

90585: Bacillus Cal nette-Guerin vaccine (BCG for tubercul osis,
live, for percutaneous use

90586: Bacillus Cal nette-Guerin vaccine (BCG for bladder
cancer, live, for intravesical use

90632: Hepatitis A vaccine, adult dosage, for intramuscul ar use

90633: Hepatitis A vaccine, pediatric/adol escent dosage-2 dose
schedul e, for intranuscul ar use

90634: Hepatitis A vaccine, pediatric/adol escent dosage-3 dose
schedul e, for intranuscul ar use

90645: Henophilus Influenza B vaccine (H B), HBOC conjugate (4
dose schedul e€), for intramuscul ar use

90646: Henophilus Influenza B vaccine (H B), PRP-D conjugate,
for booster use only, intramuscul ar use

90647: Hernophilus Influenza B vaccine (HI B), PRP-OW conjugate
(3 dose schedule), for intranuscul ar use

90648: Henophilus Influenza B vaccine (HI B), PRP-T conjugate (4
dose schedul e€), for intramuscul ar use

90660: | nfluenza virus vaccine, live, for intranasal use
90665: Lyne Di sease vacci ne, adult dosage, for intranuscul ar use
90680: Rotavirus vaccine, tetravalent, live, for oral use
90690: Typhoi d vaccine, live, ora

90691: Typhoi d vaccine, VI Capsul ar Pol ysaccharide (VICPS), for
i ntranmuscul ar use

90692: Typhoi d vacci ne, heat- and phenol -inactivated (H-P), for
subcut aneous or intradermal use

90693: Typhoi d vaccine, Acetone-Killed, Dried (AKD), for
subcut aneous or jet injection use (U S. Mlitary)



94014: Patient initiated spironmetric recording per 30 day period
of time; includes reinforced education, transm ssion of
spironetric tracing, data capture, analysis of transmtted data,
periodic recalibration and physician review and interpretation

94015: Patient initiated spirometric recording per 30 day period
of time; recording (includes hook-up, reinforced education, data
transm ssion, data capture, trend analysis, and periodic
recal i bration)

94016: Patient initiated spironmetric recording per 30 day period
of time; physician review and interpretation only

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

Advance notice requirenment applies due to investigational status
of these services.
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J0256: Al pha 1 Proteinase Inhibitor, Human

Al pha 1 proteinase inhibitor (alpha 1-pl; alpha l-antitry PSIN)
is a sterile stable, Iyophilized preparation of purified human
al pha 1-proteinase inhibitor used in patients wi th panaci nar
enphysema who have al pha 1-antitrypsin deficiency.

I ndications and Limtations of Coverage and/or Medical Necessity
Al pha 1-proteinase inhibitor (human) will be considered nedically
reasonabl e and necessary if the follow ng diagnosis is reported
(see Covered |ICD 9 Codes).

HCPCS Codes

J0256 I njection, alpha 1-proteinase inhibitor-human, 10 ng

| CD-9 Codes That Support Medical Necessity

492.8

Docunent ati on Requi renents

Revi ew of charges denied as "not payable for the diagnhosis as
reported"” should include a narrative statenent of nedica
necessity clearly docunmenting why the physician feels the

service(s) was nedically necessary.

O her Comment s



The adm ni stration of drugs and biol ogicals (90782, 90783, 90784,
90788) mmy be paid for separately only if no other service(s) was
provi ded by the sane provider

Advance Notice Requirenent

Applies to nmedical necessity requirenments (see page 4).
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J7315, J7320, 20610: Viscosuppl ementation Therapy for the Knee

Osteoarthritis (OA) is a degenerative joint disease caused by

| oss of elastoviscosity in the synovial fluid. The

el astoviscosity of the synovial fluid is entirely due to

hyal uronan content. The |arge nol ecul es nmade up of hyal uronan
exhi bit both viscous fluid characteristics when novenent is sl ow,
as well as, elastic characteristics when novenent is increased.

Maj or traumas and repetitive joint use contribute to the

devel opnent of this disease. In addition, obesity is another
cause of the devel opnent of osteoarthritis. Genetic factors al so
may play a role in the devel opnent of osteoarthritis. Pain is the
maj or synptom and effects nostly the knee and hip

Because of the | oss of elastoviscosity, the substance used for

vi scosuppl enent ati on nust have a greater elastoviscosity due to
dilution with the pathological fluid in the joint. Therefore, to
conpensate for this dilution, the viscosuppl enentati on nust
provi de the sane or better protection for the cells and
surrounding joints and tissues as the nornmal synovial fluid.

In the pathol ogical joint, synovial fluid is nmore abundant and

| ess viscous, i.e., the concentration of hyaluronan is decreased.
Vi scosuppl enentation attenpts to return the synovial fluid to its
pre- pat hol ogi cal state.

By dividing the effects of viscosupplenentation into short term
and long term conponents one may anal yze its node of action. The
overal |l effect of viscosupplenentation is the restoration of the
physi ol ogi cal honeostasis of the joint. In a pathol ogical joint,
such as an OA joint, this nmeans providing the nmeans for the joint
to function normally. Maintaining honmeostasis allows the joint to
move nore freely. Reduction of pain and resulting increase in
joint mobility are requisite for maintenance of the joint

i nprovenent .

However, this effect does not |last indefinitely because the cause
of the original problemis not resolved, i.e., the structure of
the joint is still conprom sed. Therefore, the problem will

resurface when the joint homeostasis is inpaired again



Synvi sc and Hyal gan are new drugs used for viscosuppl enentation
of the knee's synovial space for those patients with mld to
noderate osteoarthritis of the knee.

I ndications and Limtations of Coverage and/or Medical Necessity

Medi care B will consider Synvisc or Hyal gan nedically necessary
in the foll owing situations:

The patient nust have nmild to noderate osteoarthritis of the
knee, and

The patient nust have an intolerance to non-steroidal anti-
inflammatory drugs (NSAIDs) with a condition such as peptic ulcer
di sease, and

M I d anal gesi cs such as acet am nophen have not been effective in
pai n reduction, and/or

The patient has failed other conservative treatnent, and

The patient nust not have | arge effusions of the knee, which may
be characterized as a tense, bul gi ng knee, and/ or

The patient should not be markedly obese, and

The joint(s) injected nmust be the knee(s), and

The patient has not had a previous reaction to an earlier

adm ni stration of one of these nedications.

HCPCS Codes

J7315 Sodi um Hyal uronate, 20ng, for intra-articular injection
J7320 Hylan G F 20, 16nmg, for intra-articular injection ]
20610 Arthrocentesis, aspiration and/or injection; mgjor joint
or bursa (eg, shoulder, hip, knee joint, subacrom al bursa)

| CD-9 Codes That Support Medical Necessity

715. 96

Reasons for Deni al

Any reason not stated in the "Indications and Lintations"
section of this policy.

Al so, when the patient receives nore than one injection per week
times 3 weeks with Synvisc and nore than one injection per week
times 5 weeks with Hyal gan, the additional dosage(s) mmy be



denied. In addition, a sequence of either of these nedications
shoul d be given no nore than once every six nonths.

When the patient has severe osteoarthritis and/or has | arge
effusions, the claimwi |l be denied on a prepaynent basis.

When there is no indication in the docunmentation that the patient
cannot take NSAI Ds and/or that NSAI Ds or acetam nophen and/ or

ot her conservative treatnent has not been effective in treating
the patient's osteoarthritis, the claimw Il be denied.

Noncovered | CD-9 Code(s)

Al'l other diagnosis codes not listed in the "Covered |ICD-9" |ist
are noncovered for the adm nistration of viscosuppl enentation
drugs for the knee.
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Codi ng Gui del i nes

For each injection given, procedure code J7315 or J7320 and 20610
(Arthrocentesis, aspiration and/or injection major joint or bursa
(eg, shoulder, hip, knee joint, subarcromi al bursa) may be billed
when vi scosuppl ementati on of the knee is perforned.

Docunent ati on Requi renents

The physician should indicate in the patient's nmedica
docunentation, the severity of the osteoarthritis. The severity
of osteoarthritis; inability to take NSAI DS and for what reason
the lack of pain relief with mld anal gesics such as
acet ami nophen and/or the failure of other conservative treatnent;
presence of effusions and the size of the effusions; and the

hei ght and wei ght of the patient should all be docunented. The
dosage and specific drug given (Synvisc, Hyal gan) should al so be
docunented. In addition, if the patient receives nore injections
in acertain tinmeframe that exceeds the recomended use of these
drugs, the claimmy be revi ewed and deni ed on a prepaynent
basis. The physician should al so indicate which knee is being
injected or if both knees are being injected by appropriate
nodifiers, i.e., LT and/or RT, on the claimformand in the
docunentation. This information may be found in a recent history
and physical, office notes, progress notes and/or a procedure
not e.

O her Conments

Due to the recent FDA approval of Synvisc and Hyal gan and because
the carrier has received several inquiries on this subject,

nmedi cal policy was deenmed necessary to define the service, its
medi cal | y necessary and appropriate indications, and limtations
of usage.



Advance Notice Requirement

Applies to medical necessity requirenents (see page 4).
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J9212-J9216: Interferon

Interferon alfa is a protein produced by recomnbi nant DNA
techniques. It is obtained froma strain of Escherichia col
bearing a genetically engineered plasm d containing an interferon
al fa gene from human | eukocyt es.

I ndications and Limtations of Coverage and/or Medical Necessity
Interferon will be considered nedically reasonabl e and necessary
if one of the follow ng diagnoses is reported (see Covered ICD 9
Codes) .

HCPCS Codes

J9212 Interferon, alfacon-1, reconbinant, 1 nctg

J9213 Interferon, alfa-2a, reconbinant, 3 nmillion units

J9214 Interferon, alfa-2b, recombinant, 1 nmillion units

J9215 Interferon, alfa-n3, (human | eukocyte derived, 250,000 IU)

J9216 Interferon, gamma 1-b, 3 million units

| CD-9 Codes That Support Medical Necessity:

0 42 07 0.4 1-070 .49 070. 51-070 .5 9 070.6

070. 9 078 .10-0 78.19 1 40.0-149.9 153.0-153. 9
154.0-154. 8 172.0-172. 9 173.0-17 3.9 174.0- 174.9
175 .0-175.9 176 .0-176.9 183.0 183. 2 184.0-184.9

187.1 -187. 9 188 .0-188.9 189. 0-189.9 190. 0-

190. 9198. 0198. 1198. 6198. 81198. 82 200. 00- 200. 08200. 10-
200. 18200. 20- 200. 28202. 00- 202. 08 202. 10- 202. 18202. 40-
202. 48202. 80-202. 88203. 00-203. 01 203. 10-203. 11203. 80-
203. 81205. 00- 205. 01205. 10-205. 11 205. 20- 205. 21205. 30-
205. 31205. 80- 205. 81205. 90- 205. 91

212.1232.5233. 0233. 3233. 7233. 9236. 2236. 3236. 7236. 91238. 2
238.3238. 6239. 2239. 3239. 4239. 5571. 49V07. 39

Reasons for Denia
The use of Interferon for indications other than those listed in
the "Indications and Limtations of Coverage and/or Medica

Necessity" section of this policy.

The self administration of Interferon.



Codi ng Gui del i nes

For the adm nistration of drugs, refer to either Therapeutic or
Di agnostic Infusion/lnjections (90780)
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Chenot herapy Admi ni stration Codes. _Chenpot herapy adm nistration
codes 96400 through 96450, 96542, 96545, and 96579 are used only
in reporting chenotherapy adm nistrati on when the drug being
adm ni stered is an antineoplastic and the diagnosis is cancer
The adm ni stration of other drugs, such as growth factors,
saline, and diuretics, to patients with cancer or the

adm nistration of antineoplastics to patients with a diagnosis
ot her than cancer nust be reported with codes 90780 t hrough
90784, as appropriate.

Docunent ati on Requi renents

Medi cal record docunentation maintai ned by the ordering/referring
physi ci an nmust substantiate the nedical necessity for use of
Interferon by clearly indicating the condition for which it is
bei ng given. This docunmentation is usually found in the history
and physical and/or the office/progress notes.

Advance Notice Requirement

Applies to nedical necessity (see page 4).
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01996, 94656-94657, 99217-99239: Concurrent Care

Concurrent care is the provision of simlar services, e.g.

hospital visits, to the sane patient by nore than one physician
on the sane day.

I ndications and Limtations of Coverage and/or Medical Necessity
Concurrent Care Cuidelines:
Concurrent Care visits rendered by nore than one physician are

covered inpatient services provided at |east one of the follow ng
ci rcunst ances exi sts:

the physicians are of different specialties or subspecialties;
and/ or

the patient's illness involves nore than one nedical condition.



Concurrent care services provided by both the in primary care
physi cian and the intensivist are covered services on the sane
day if reviewcriteria is net.

HCPCS Codes

01996 Daily managenment of epidural or subarachnoid drug
admi ni stration

94656 Ventil ation assist and nanagenent initiation of pressure
or volune preset ventilators for assisted or controlled

breat hing; first day

94657 subsequent days

99217-99239 Hospital observation services

99295-99298 Neonatal intensive care services

Reasons for Deni al

When docunent ati on does not support the nedical necessity for
services bill ed.

Codi ng Gui del i nes

Each physician should only subnmit the diagnosis(es) for which he
is treating the patient. Subm ssion of all diagnoses may cause
erroneous deni al s of clains.

Docunent ati on Requirenents

Requi red nedi cal docunentation for medical necessity is:

The physician's progress notes for the visit being revi ewed.

If the | CD-9-CM di agnoses are the sanme, the docunentation should
include a narrative statenent of nedical necessity.

If both a primary care physician and intensivist are billing on
the sanme day, both services may be paid if the follow ng review
criteria is met:

There is a witten request for the intensivist by the prinmary
physi ci an;

The intensivist bills for a consultation or critical care, but
not both; and



The hospital record justifies paynent to the primary physician by
docunenting that he/she contributed substantially to the
patient's care.

Advance Notice Statenment

Applies to nmedical necessity (see page 4).
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36430- 36460: Transfusi on Medici ne

Bl ood transfusions are used to restore bl ood volune after
henorrhage, to inprove the oxygen carrying capacity of blood in
severe anem a, and to conbat shock in acute henolytic anemn a

I ndi cations and Linmtations of Coverage and/or Medical Necessity
Transf usi on

Medi cal | y necessary transfusion of blood, regardl ess of the type,
may generally be a covered service under both Part A and Part B
of Medicare. Coverage does not make a distinction between the
transfusi on of honol ogous, autol ogous, or donor-directed bl ood.
Transfusions are covered under Medicare when treatnment is
reasonabl e and necessary for the individual patient.

Bl ood is a biological and can be covered under Part B only when
furni shed by a physician or incident to his services.

HCPCS Codes

36430 Transfusion, blood or blood conponents

36440 Push transfusion, blood, 2 years or under

36450 Exchange transfusion, blood; newborn

36455 ot her than newborn

36460 Transfusion, intrauterine, feta

Bl ood Products

Bl ood products refer to the unit of whole blood or conponents of
t he whol e bl ood such as red blood cells, platelets or plasm (not
a conplete list of the conmponents).

Only the provider which actually supplies the blood or bl ood
product should be billing for HCPCS Level 11 P9010-P9022 codes.



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

i ndi vi dual acting on his behalf, the beneficiary my not be
charged for the bl ood.

HCPCS Codes

P9010 Bl ood (whole), for transfusion, per unit

P9011 Blood (split-unit), specify anount

P9012 Cryoprecipitate, each unit

P9013 Fi brinogen unit

P9016 Leukocyte-poor bl ood, each unit

P9017 Plasm, single donor, fresh frozen, each unit

P9018 Plasma protein fraction, each unit

P9019 Pl atelet concentrate, each unit

P9020 Platelet-rich plasma, each unit

P9021 Red blood cells, each unit

P9022 Washed red bl ood cells, each unit

Bl ood Processi ng:

For Medi care coverage purposes, it is inmportant to distinguish
between a transfusion itself and preoperative blood services,
e.g., collection, processing, storage. Wth respect to the
coverage of the services associated with the preoperative
col l ection processing, and storage of autol ogous and donor -
directed bl ood, the follow ng policies apply:

Hospital -Part A Coverage- Medi care paynent is nmade to the
hospital, under PPS or cost rei nbursenent, for coverage inpatient
and outpatient services, and it is intended to reflect paynent
for all costs of furnishing those services.

Nonhospital Part B Coverage-The col |l ection, processing, and
storage of blood either autol ogous or donor-directed for |ater
transfusion into the beneficiary is not recogni zed as a separate
service under Part B

HCPCS Codes

86850 Antibody screen, RBC, each serumtechni que



86860 Antibody elution (RBC), each elution

86870 Antibody identification, RBC antibodies, each panel for
each serum techni que

86880 Anti human globulin test )Coonbs test); direct, each
antiserum

86885 indirect, qualitative, each antiserum
86886 indirect, titer, each antiserum

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

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

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

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

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

86910 Blood typing, for paternity testing, per individual, ABQ
Rh and MN,

86911 each additional antigen system

86915 Bone marrow, nodification or treatnment of elimnate cel
(e.g., T-cells, netastatic carcinomg)

86920 Conpatibility test each unit; inmediate spin technique
86921 incubation technique

86922 antiglobulin technique

86927 Fresh frozen plasnma, thaw ng, each unit

86930 Frozen bl ood, preparation for freezing, each unit
86931 with thaw ng

86932 with freezing and thaw ng

86940 Henvol ysins and aggl utinins, auto, screen, each

86941 incubated



86945 Irradiation of blood product, each unit

86950 Leukocyte transfusion

86965 Pooling of platelets or other blood products

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

86971 incubation with enzynes, each

86972 by density gradient separation

86975 Pretreatnment of serumfor use in RBC anti body
i dentification; incubation with drugs, each

86976 by dilution
86977 incubation with inhibitors, each

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

86985 Splitting of blood or blood products, each unit

86999 Unlisted transfusion nedicine procedure
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Reasons for Denia

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

Procedure codes 86910 and 86911 have an "N' status and are
noncovered by Medicare.

Procedure code 86927- Rei mbursenent for the thawi ng of fresh
frozen plasma is included in the basic allowance of the
transfusi on of bl ood or blood conmponents (Ref: Clinica
Laboratory Task Force, HCFA Decenber 1993). This was in effect
through 12/31/95 at which tinme the national rebundling edits went
into effect.

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

Docunent ati on Requirenents

Shoul d a nedical review be necessary the physician would be
expected to maintain specific patient information in the nmedica



record to justify the need for services, i.e., history, physica
and office notes, if necessary.

O her Comrents

Honol ogous Bl ood Transfusi on: honol ogous bl ood transfusion is the
i nfusion of blood or blood conponents that have been coll ected
fromthe general public.

Donor Directed Bl ood Transfusion: a donor directed bl ood
transfusion is the infusion of blood or bl ood conponents that
have been precollected froma specific individual (s) other than
the patient and subsequently infused into the specific patient
for whomthe blood is designated. For exanple, patient B's

brot her predeposits his blood for use by patient B during
upcomi ng surgery.

Aut ol ogous Bl ood Transfusion: an autol ogous bl ood transfusion is
the precollection and subsequent infusion of a patient's own
bl ood.

Perioperative Bl ood Sal vage: perioperative blood salvage is the
col l ection and reinfusion of blood |lost during and i medi ately
after surgery.

Advance Notice Requiremnment

Applies to nedical necessity (see page 4)..
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36470-36471 - Scl erotherapy of Varicose Veins

Scl erot herapy of varicose veins is generally perforned for signs
and synptonms of diseased vessels, as an adjunct to surgica
therapy or for cosnetic purposes. The procedure generally

i nvol ves isolating the varicosity, then conpressing the proxina
and distal ends of the isolated vein segment. As nuch bl ood as
possi bl e is evacuated fromthe segnent and then a scl erosing
agent is injected directly into the isolated enpty vein

Scl erot herapy for venous telangiectasia is best acconplished
using 23% saline and a small needle (25-30 gauge) to enter the
vein. Various sclerosing solutions are available for |arger
veins. After injection, the treated area of the leg is conpressed
by tightly wapping it with a non-el astic bandage and by havi ng
the patient wear reverse gradi ent conpression hose. Conpression
is used so that the irritated walls stick together, thronbosing
and ultimately obliterating the vein. The treated veins ideally
fi brose and are reabsorbed.

Scl erotherapy is nost useful for the treatment of inconpetent
perforating veins and for recurrent veins after surgery.

Medi care of Florida will cover the injection of sclerosing
sol ution (procedure code 36470 and 36471) in the foll ow ng
ci rcumst ances:



signs and synptonms of significantly di seased vessels of the | ower
extremties, such as stasis ulcer of the leg, significant pain

or significant edema, that interferes with activities of daily
l'iving; and/or

in conjunction with surgical stripping or ligation

Dupl ex scanni ng or any ultrasound procedure perfornmed for the
pur pose of guidance during the injection of sclerosing solution
for the treatnment of varicose veins is not considered nmedically

necessary. Therefore, ultrasound gui ded sclerotherapy is not
covered by Medicare of Florida.
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To ensure that Medicare only reimburses for services that are
consi dered nedically reasonabl e and necessary, the injection of
the sclerosing solution is covered only for the follow ng

di agnoses:

454.0

454. 1

454. 2

782.3

Reasons for Denia

The foll owing conditions are not covered for sclerotherapy of
varicose veins:

any vessel that is asynptomatic

spi der veins

for cosnetic purposes

Docunent ati on Requi renents

Medi cal record documentation maintai ned by the physician nust
i ndi cate the nedi cal necessity for perform ng this procedure.
Docunment ati on of the synptons requiring the surgery, the |ocation
of the vessels, and the number of veins involved would be
expected to be found in the patient's nmedical record. This

information is usually found in the history and physical and/or
of fi cel/ progress notes and/or operative report.

Advance Notice Statenent



Applies to nedical necessity (see page 4).
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55250, 55400, 55450, 56301-56302, 57170, 58300-58301, 58600,
58605, 58611, 58615: Sterilization

Sterilization is used as a neans of preventing pregnancy.

I ndications and Linmtations of Coverage and/or Medical Necessity
Covered Conditions

Payment may be nade only where sterilization is a necessary part
of the treatnment of an illness or injury, e.g., renoval of a
uterus because of a tunor, renoval of diseased ovaries (bilatera
oophorectony), or bilateral orchidectony in a case of cancer of
the prostate. Deny claims when the pathol ogi cal evidence of the
necessity to performany such procedures to treat an illness or
injury is absent; and

Sterilization of a mentally retarded beneficiary is covered if it
is a necessary part of the treatnent of an illness or injury.

Moni tor such surgeries closely and obtain the information needed
to determ ne whether in fact the surgery was performed as a neans
of treating an illness or injury or only to achieve
sterilization.

Noncover ed Conditi ons

El ecti ve hysterectony, tubal ligation, and vasectomy, if the
stated reason for these procedures is sterilization

A sterilization that is perforned because a physician believes
anot her pregnancy woul d endanger the overall general health or
the woman is not considered to be reasonable and necessary for
the diagnosis or treatnment of illness or injury. The sane

concl usi on woul d apply where the sterilization is performed only
as a neasure to prevent the possible devel opnent of, or effect

on, a nmental condition should the individual becone pregnant; and

Sterilization of a nentally retarded person where the purpose is
to prevent conception, rather than the treatnment of an illness or
injury.

Insertion of an I1UD (intrauterine device) (58300) is not a
benefit of Medicare.



Renmoval of an IUD (intrauterine device) (58301) for birth contro
purposes is not a covered service, however,

Renmoval of an 1UD (58301) for nedical necessity such as
i nfection, would be a covered service.

Insertion, inplantable contraceptive capsules (11975) and renpva
with reinsertion (11977) are not covered services.

Renoval , inplantable contraceptive capsules (11976) is not a
covered service unless it is done for a nedical reason, such as
the site has becone infected.

The codes contained in this policy are all related to

sterilization only procedures, therefore, all will be denied as
not nedically necessary on initial claimsubnmtted. If there are
true medi cal necessity issues to be presented, they will be

handl ed on a post-paynent basis. This decision has been made
because of the nunber of procedures involved and the extrenely
rare circunstances where paynent woul d be consi dered.
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HCPCS Codes

55250 Vasectony, unilateral or bilateral (separate procedure),
i ncl udi ng postoperative senen exam nation(s)

55400 Vasovasostony, vasovasorrhaphy

55450 Ligation (percutaneous) of vas deferens, unilateral or
bil ateral (separate procedure)

56301 Laparoscopy, surgical; with fulguration of oviducts (wth
or without transection)

56302 with occlusion of oviducts by device (e.g., band, clip, or
Fal ope ring)

57170 Di aphragmor cervical cap fitting with instructions
58300 Insertion of intrauterine device (I1UD)
58301 Renopval of intrauterine device (IUD)

58600 Ligation or transection of fallopian tube(s), abdom nal or
vagi nal approach, unilateral or bilatera

58605 Ligation or transection of fallopian tube(s), abdoni nal or
vagi nal approach, postpartum wunilateral or bilateral, during
same hospitalization (separate procedure)



58611 Ligation or transection of fallopian tube(s) when done at
the time of cesarean section or intra-abdom nal surgery (not a
separate procedure) (List separately in addition to code for
primary procedure)

58615 COcclusion of fallopian tube(s) by device (e.g., band,
clip, Falope ring) vaginal or suprapubic approach

11975 Insertion, inplantable contraceptive capsul es
11976 Renoval, inplantable contraceptive capsul es

11977 Renoval with reinsertion, inplantable contraceptive
capsul es

Reasons for Denia

Not medi cally necessary

Codi ng Gui del i nes

For sterilization procedures, which do not reflect nedica
necessity, use ICD-9 V code appropriate to condition; V25 (range)
encounter for contraceptive managenent.

Docunent ati on Requi renents

The provider has the responsibility to ensure the nedica
necessity for this procedure and nust nmintain docunentation for
the possibility of postpaynment review

Advance Notice Statenent

Applies to nedical necessity (see page 4).

LR R R R R R R R I R R I O R R S I R I

58340: Infertility

Infertility is defined as the inability to conceive (produce
of fspring) and is of (2) types: (1)primary_never having

concei ved; (2) secondary_referring to individuals who have
previ ously conceived. There are many causes of infertility for
both male and fermale, as well as multiple approaches to
treatment/correction of the condition.

Di agnosti c Treatnment Procedures:

Reasonabl e and necessary services associated with treatnent for
infertility are covered under Medicare. Infertility is a
condition sufficiently at variance with the usual state of health
to make it appropriate for a person who nornmally is expected to
be fertile to seek nmedical consultation and treatnent.



Payment is made for diagnostic and/or therapeutic procedures
necessary to restore the beneficiary to a state where nornal
conception can occur. The following is a |ist of procedures
commonl y associated with the diagnosis of infertility; it may not
be all inclusive.

HCPCS Codes

58340 Catheterization and introduction of saline or contrast
mat eri al for hysterosonography or hysterosal pi ngography

58345 Transcervical introduction of fallopian tube catheter for
di agnosi s and/ or re-establishing patency (any method), with or
wi t hout hyst erosal pi ngography

58350 Chronotubation of oviduct, including materials

58750: Tubotubal anastonosis

58760: Finbrioplasty

89300: Senen anal ysis; presence and/or notility of sperm
i ncl udi ng Huhner test (post coital)

89310: nmotility and count

89320: conplete (volune, count, notility and differential)
89325: Sperm anti bodi es

89329: Sperm eval uation; hanster penetration test

89330: cervical mucus penetration test, with or wthout
spi nnbarkeit test

&0027: Senmen anal ysis; presence and/or nmotility of sperm
excl udi ng Huhner
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Reasons for Denia

Docunent ati on does not support the procedure as appropriate.

| nadequat e docunentation is provided. InVitro procedures and
ot her methods of artificial insenm nation are not considered as
treatnments for infertility but rather as nmeans of producing
pregnancy. This is artificial conception as opposed to
conventional and is not covered by Medicare.

Procedures |isted bel ow are not covered by Medicare:

58321 Artificial insem nation; intra-cervica



58322 intra-uterine

58323 Sperm washing for artificial insemnation

58970 Follicle puncture for oocyte retrieval, any nethod
58974 Enbryo transfer, intrauterine

58976 Ganete, zygote, or enbryo intrafallopian transfer, any
met hod

89250 Culture and fertilization of oocyte(s)

89251 Culture and fertilization of oocyte(s); with co-culture of
enbryos

89252 Assisted oocyte fertilization, mcrotechni que (any nethod)
89253 Assisted enmbryo hatching, mcrotechni ques (any met hod)
89254 COocyte identification fromfollicular fluid

89255 Preparation of enbryo for transfer (any nethod)

89256 Preparation of cryopreserved enbryos for transfer
(includes thaw)

89257 Spermidentification fromaspiration (other than sem na
fluid)

89258 Cryopreservation; enbryo
89259 Cryopreservation; sperm

89260 Spermisolation; sinple prep (e.g., spermwash and swi m
up) for insemination or diagnhosis with senmen analysis

89261 Spermi sol ation; conplex prep (e.g., per col gradient,
al bumi n gradient) for insem nation or diagnosis with semen
anal ysi s

89264 Spermidentification fromtestis tissue, fresh or
cryopreserved

Codi ng Gui del i nes

I ndi vi dual consideration is given to each claimsubnitted for
t hese procedures.

Docunent ati on Requirenents

A conprehensive history and physical and | aboratory procedura
reports which support the diagnosis of infertility is needed.



O her Conments

Procedures done in a laboratory for evaluation of specinens of
vari ed substances, e.g., blood, senen, cervical nucus are covered
procedures. Any review of clains regarding infertility will be
performed by Level 111 (MD) review.

Refer to policy 55250 (Sterilization) and 54900
( Epi di dynovasost orry) for rel ated services.

Advance Notice Statenent

Applies to nedical necessity (see page 4).
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61855, 61880-61888, 64999, 95970-95971: Deep Brain Stinmulation

Deep Brain Stimulation (DBS) is a neurological procedure where

el ectrical stinmulation of deep brain structures take pl ace.
Certain regions within the thalanus or the basal ganglia are the
usual subcortical structures that are currently the therapeutic
targets for DBS. Although DBS may be hel pful in many clinica
situations, this policy addresses DBS of the Ventral Internediate
Nucl eus (VIM of the thalanus for intractable trenors of

Par ki nsons Di sease and Essential Trenor.

The Medtronic Activa Trenor Control Systemis a device that
stinmul ates targeted cells in the brain's thalanus via el ectrodes
that are surgically inplanted in the brain and connected to a
pul se generator inplanted near the collarbone. This device uses
mld electrical stinulation to block brain signals that cause
trenmor. The electrical stinulation can be non-invasively adjusted
to meet each patient's need. In addition, the patient can turn
the device on and off by placing a small nagnet over the
generator site. Prior to inplantation of the device, a test
simulation is perfornmed. If the patient's trenmor is suppressed
during the test sinmulation, the Activa systemis inplanted.

The Activa System consists of three inplantable conponents and
two external conponents. The DBS | ead el ectrode, Itrel Il pulse
generator (I PG, and the extension wire are the inplanted
conponents. The external conponents of the systeminclude a
consol e programrer and the patient's hand-held nagnet.

I ndications and Linmtations of Coverage and/or Medical Necessity

On July 31, 1997, the Activa System (Medtroni cs) was FDA approved
to provide unilateral thalamc stinmulation for the foll ow ng
condi tion:

suppression of trenor in the upper extremty in patients who are
di agnosed with essential trenor or Parkinsonian trenor not
adequately controlled by nmedications and where the trenor
constitutes a significant functional disability.



Medi care will consider this service nedically necessary if
performed for the above indication. It is expected that the
pati ents have been on an appropriate anti-Parkinson or anti-
trenmor medication reginmen. In addition, a significant functiona
disability is defined as the patient's inability or severe
difficulty in perform ng activities such as using utensils,
feeding self, dressing, witing, and nany other activities of
daily living. The functional disability nust have occurred as a
direct result of the trenor.
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The patient should not have other independent diagnoses that
could explain the failure to respond to nedical treatnent.
HCPCS Codes

61855 Twi st drill of burr hole(s) for inplantation of
neurosti nmul ator el ectrodes; subcortica

61880 Revision or renoval of intracranial neurostinul ator
el ectrodes

61885 I ncision and subcutaneous placenment of crania
neurosti mul ator pul se generator or receiver, direct or inductive
coupling

61888 Revision or renoval of cranial neurostimulator pul se
generator or receiver

64999 Unlisted procedure, nervous system

95970 Electronic analysis of inplanted neurostimulator pul se
generator system (eg, rate, pulse anplitude and duration
configuration of wave form battery status, electrode

sel ectability, output nodul ation, cycling, inpedance and patient
conpliance neasurenents); sinple or conplex neurostimulator pul se
generator, w thout reprogramming

95971 sinple neurostinulator pulse generator, with

i ntraoperative or subsequent programming

| CD-9 Codes That Support Medical Necessity

332.0

333.1

Reasons for Denia

Deep Brain Stimulation for trenors caused by conditions other
t han those associated with Parkinson's Di sease or Essentia



Trenmor. These include trenors due to: trauma, Miltiple Sclerosis,
degenerative disorders, netabolic, infectious diseases and drug
i nduced movenent disorders.

The patient is suffering fromadvanced denenti a.

Upper extremty nmotor function is not sufficient prior to
i mpl ant; therefore, no functional inprovenment postoperatively
woul d be expect ed.

The patient has had previous thal anotony on the side of the
proposed VI M DBS.

The patient has in place other operating pacemakers.

The implantati on of sinultaneous bilateral DBS of the VIM
t hal anus.

Codi ng Gui del i nes

The conputer assisted stereotactic guidance that is perforned as
part of this procedure should be billed utilizing procedure code
64999. The applicable ICD-9 code (332.0 or 333.1) should be
submtted with the unlisted code and any other CPT code

per f or ned.

If the procedure is unsuccessful, e.g., inconplete localization
failure to respond during test sinulation, or termination for
ot her reasons, only procedure code 61855 should be submtted.

It is expected that procedure code 95970 or 95971 woul d be
submtted periodically to evaluate the status of the generator
system

Docunent ati on Requirenents

The nedi cal records nust include the follow ng i nformation:
patient's history and a conpl ete neurol ogi cal exam nation to

exclude CNS di sorders ot her than Parkinsonian trenor and/or
Essential Trenor;

nmedi cations the patient is currently taking for the trenors;

i ndication that the nmedication is not adequate in controlling the
trenors



description of the functional limtation(s) that are directly
related to the trenors

description of the surgical procedure.

This information is normally found in the office/progress notes,
hi story and physical, and/or the operative note.

Advance Notice Requirenment

Applies to nmedical necessity requirenments (see page 4).
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64573, 64585-64595, 95970-95971: Vagus Nerve Stinmulation

Vagus nerve stimul ati on has been shown to be an effective

adj unctive therapy for persons with nmedically refractory partia
sei zures. The precise antiseizure nmechani sm of vagal nerve
stimulation (VNS) is not clearly understood. A few theories have
energed. One theory is that general afferent projections of the
vagus nerve into the |inbic system produce desynchronization of
brain waves, nmaking seizures less |ikely to occur. Another theory
is derived fromthe concept that chronic stinulation of the vagus
nerve increases the anount of inhibitory neurotransmtters and
decreases that anmount of excitatory neurotransmitters.

Vagus nerve stinmulation is acconplished by inserting a pul se
generator into the subcutaneous pocket of the patient's chest
wall, simlar to a cardiac pacenaker. Another incision is nmade in
the neck for placenent of the bipolar |ead. The bipol ar | ead has
el ectrodes (platinumw res) that are attached around the |eft
vagus nerve in the neck area inside the carotid sheath. The | ead
is then tunnel ed under the skin and connected to the pul se
generator. The stinulating el ectrodes conduct signals fromthe
generator to the vagus nerve. The inplantation of the system
usual ly takes one to three hours and is generally done under
general anesthesi a.

Once inplanted, the generator nay be programed externally with a
programm ng wand attached to a standard personal conputer. The
generator is programmed to deliver electrical current to the
vagus nerve. The generator delivers intermttent stinulations, 24
hours a day, in accordance with its progranmng. In addition, the
patient may use an external magnet to activate the generator and
deliver additional stinmulations.

After battery depletion, the pulse generator nmust be repl aced.
The projected battery life is approximtely 3-5 years at the
recommended stinulation paraneters. Replacenment surgery of the
pul se generator usually takes about one hour and is typically
done with | ocal anesthesia. Pulse generator replacenent does not



of itself require | ead replacenent unless a lead fracture is
suspect ed.

I ndi cations and Linmtations of Coverage and/or Medical Necessity

Medi care of Florida will consider Vagus Nerve Stinmulation to be
medi cal |y necessary and reasonable for the follow ng condition:

For the use as an adjunctive therapy in reducing the frequency of
sei zures in adults and adol escents over 12 years of age with
partial onset seizures, which are refractory to anti-epileptic
medi cat i ons.

These patients nmust have conplex partial seizures with or without
secondary generalization that are not controlled by other types
of therapies. These patients have failed nmultiple drug therapies,
whi ch includes both conventional (ex: Phenytoin, Carbamazepine,
Pri m done, Val proate) and new anti convul sant drugs (ex:

Fel bamat e, Lanotri gi ne, Gabapentine, Vigabatrine, Topiramate,

Ti agabi ne) as add-on treatnments in controlling seizures and do
not qualify for or choose to have brain surgery.

Vagus nerve stinmulation is indicated only for left vagus nerve
stimulation. It is not indicated for stinulation of the right
vagus nerve or any other nerve, nuscle, or tissue.

HCPCS Codes

64573 Incision for inplantation of neurostinmulator el ectrodes;
crani al nerve

64585 Revision or removal of peripheral neurostinul ator
el ectrodes

64590 Incision and subcutaneous placenent of periphera
neurosti mul ator pul se generator or receiver, direct or inductive
coupling

64595 Revision or renoval of peripheral neurostinulator pulse
generator or receiver

95970 Electronic analysis of inplanted neurostimulator pul se
generator system (eg, rate, pulse anplitude and duration
configuration of wave form battery status, electrode

sel ectability, output nodul ation, cycling, inpedance and patient
conpl i ance neasurenents); sinple or conplex neurostimulator pul se
generator, w thout reprogramming

95971 sinple neurostinulator pul se generator, with
i ntraoperative or subsequent programmi ng



| CD-9 Codes That Support Medical Necessity
345. 41

345.51

Reasons for Denia

VWhen perfornmed for indications other than those listed in the
"I ndi cations and Linmtations of Coverage and/or Medica
Necessity" section of this policy.

A person who is 12 years old or younger

A person who has seizures with treatable underlying etiol ogy

A person who has seizures that are controlled with medication

A person who has had a prior vagotony procedure
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Noncovered | CD-9 Code(s)

VWhen CPT codes 64573, 64585, 64590, 64595, 95970, and 95971 are
performed for vagus nerve stinulation, any diagnosis codes not

listed in the "ICD-9 Codes That Support Medical Necessity"
section of this policy will be considered noncovered.

Codi ng Gui del i nes

Patients may require periodic reprogramr ng of the pul se
generator. Procedure code 95971 should be billed for the
reprogranmm ng of the pul se generator

When CPT codes 64573, 64585, 64590, 64595, 95970, and 95971 are
performed for vagus nerve stinulation, the appropriate diagnosis
code that supports nedical necessity should be submtted.
Docunent ati on Requi renents

Docunentation maintained in the patient's file should include:

Hi story and physical ( including a neurologic history,
exam nation, and docunentation of neurol ogi c synptonatol ogy);

A long history of partial (sinple or complex, or both) seizures
shoul d be docunent ed,;



Document ati on of nedical reginmes, which should include al
conventional and newer anticonvul sant nedications, that fail ed;

Current nedication regi mes; and

A description of the surgical procedure.

This informati on can generally be found in the office/progress
notes, history and physical, and/or operative note.

Advance Notice Requirenent

Applies to nmedical necessity (see page 4).
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77336, 77370: Radiation Physics Consultations

Medi cal radiation physics services under Medicare regul ations,
consi st of specific tests, neasurenents, calculations and
fabrication of materials that are deened necessary by the

radi ati on oncol ogist, and ultimtely selected and used by the
radi ati on oncol ogi st for the benefit of a patient undergoing

radi ati on therapy. O ten these procedures are necessary for the
devel opnent and inplenentation of a final treatnent plan. Some
procedures may be necessary only to verify or validate that the
treatment plan is correct, or that the ongoing treatnment is being
correctly applied. Under all circunstances, the physician is
responsi ble for ordering the patient related physics services and
ultimately placing theminto clinical use.

Medi care Part B in Florida has not previously published a
specific policy concerning radiation physics consultation. The
purpose of this policy is to define the circunstances for which
Medi care Part B in Florida will consider radiation physics
consultations to be nedically necessary and therefore covered.

I ndications and Linmtations of Coverage and/or Medical Necessity

These services are only payable when a patient is undergoing
radi ati on therapy.

Conti nui ng nedi cal radiation physics consultation in support of

t herapeuti c radi ol ogi st including continuing quality assurance
reported per week of therapy (CPT code 77336) includes the
overall quality control, machine calibration, film badge service
and a host of other physics related procedures that assure the
radi ati on oncol ogi st that the quality control functions have been
appropriately carried out. These activities are also beneficia



to each patient on a weekly basis and is an integral part of the
radi ati on oncol ogi st's treatnent service.

Speci al nedi cal radiation physics consultation (CPT code 77370)
is used when the nedical radiol ogical physicist is called for a
consultation to coordinate the conpl ex dose cal cul ati ons
resulting fromnultiple treatnment field interactions.

Clainms submitted for radiation physics consultation perfornmed at
unusual ly frequent intervals will be reviewed by Medicare to nake
certain that the services were nedically reasonabl e and
necessary.

HCPCS Codes

77336 Continuing nedi cal physics consultation, including
assessnment of treatment paraneters, quality assurance of dose
delivery, and review of patient treatnent docunmentation in
support of the radiation oncol ogist, reported per week of therapy

77370 Special nedical radiation physics consultation

Codi ng Gui del i nes

The physics services rendered under codes 77336 and 77370 are
technical services only and are billed with any conbi nation of
radi ati on therapy codes.
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Docunent ati on Requirenents

Medi cal record docunentation maintai ned by the order/referring
physician nust clearly indicate the nedical necessity for a

radi ati on physics consultation covered by the Medi care program
Al so, the results of the radiation physics consultation covered
by the Medi care program nust be included in the patient's nedica
record.

The request for a consultation fromthe attendi ng physician or

ot her appropriate source and the need for consultation nust be
docunented in the patient's nedical record. The consultant's

opi nion and any services that were ordered or perfornmed nmust also
be docunented in the patient's medical record and comuni cated in
witing to the requesting physician or other appropriate source.

Advance Notice Requirenent

Applies to nmedical necessity (see page 4).
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77419-77431: Weekly Radi ati on Therapy Managenent



Weekly radiation therapy nanagenent represents the professiona
servi ces of the physician managi ng a course of radiati on therapy.
In nost instances this involves daily adnministration of clinica
radi ati on therapy, usually five days a week. In sonme situations,
a patient may be treated on other schedul es such as every other
day, three days a week, once a week, hyperfractionation (two
times a day) or other individualized treatnment plans. The
physi ci an's managenent involves a continual assessnment of how the
treatment is being delivered as well as the patient's response to
the treatnent.

I ndi cations and Linmitations of Coverage and/or Medical Necessity

Medi care Part B will consider weekly radiation therapy managenent
to be nedically necessary in docunented cases of neoplasmin a
patient where a treatnent course of radiation therapy has been
est abl i shed.

It is generally considered acceptabl e standards of practice for a
course of non-hyperfractionated radi ati on therapy to be delivered
over a period of two to ten weeks. In cases of hyperfractionation
one nay see a treatment course lasting up to 14 weeks.

Weekly radiation therapy managenent; conformal (77419): One would
see this code used in a treatnent course ranging two to ten weeks
(non- hyperfractionated).

Weekly radiation therapy managenent; sinple (77420): One woul d
expect to see this code used for a treatnment course ranging two
to five weeks.

Weekly radiation therapy managenent; internediate (77425): One
woul d expect to see this code used for a treatnent course ranging
two to seven weeks.

Weekly radiation therapy nanagenent; conplex (77430): One woul d
expect to see this code used for a treatnment course ranging two
to nine weeks.

HCPCS Codes

77419 Weekly radiation therapy managenent; conform

77420 Wekly radiation therapy nmanagement; sinple

77425 Weekly radiation therapy managenent; internediate

77430 Weekly radiation therapy managenent; conpl ex

77431 Radiation therapy managenent with conpl ete course of

t herapy consisting of one or two fractions only

Codi ng Gui del i nes



For billing purposes, HCFA has indicated that one weekly

radi ati on therapy managenent service is equal to five fractions
or "sessions" of radiation treatnment delivery that a patient
recei ves, regardless of the period of tine it takes for the
sessions to be delivered. Exanples:

One fraction equals one "session" of radiation therapy

Five fractions equal one weekly radiation therapy management
service

One weekly radiation therapy managenent code can be rei nbursed
for each "set" of five fractions. Therefore, if a patient
receives treatnents twice a day for five days, two weekly

radi ati on therapy managenment services will be reinbursed for that
cal endar week.

If at the end of a treatment course, three or four fractions
remai n, then one unit of weekly radiation therapy managenent will
be rei nbursed.

If at the end of a treatnment course, only one or two fractions
remai n, then no reinbursenment will be nade.

If a patient's entire treatnent course consists of only one or
two fractions, the physician should bill CPT code 77431

(radi ati on therapy managenent with conpl ete course of therapy
consisting of one or two fractions only). This code should not be
used to be reinbursed for the remaining treatnments at the end of
a long course of therapy.
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Weekly radiation therapy managenent is reported using the
foll owi ng guidelines:

77419 Weekly radiation therapy management; conformal multiple
cust om negavol t age treatnent beans focused on a |large 3-D
reconstructed target.

77420 Weekly radiation therapy managenent; sinple-a single
treatment area will be treated using single or parallel opposed
ports and sinple bl ocks.

77425 Weekly radiation therapy nmanagenent; internediate. Two
separate areas are treated, using three or nore ports on a single
treatment area and special bl ocks.



77430 Weekly radiation therapy managenment; conplex. Three or
nore areas are treated using tangential ports, highly conplex

bl ocki ng, wedges, rotational conpensators or other special beam
consi derati ons.

It is a HCFA requirement that providers nust indicate the nunber
of radiation treatnents on each cl ai mwhen seeki ng rei mbursenent
for weekly radiation therapy managenent.

For each weekly radiation therapy managenent code billed, the
actual nunber of radiation treatnents the patient received nust
be indicated in the "days or units" field on the claim

Each weekly radiation therapy managenent service should be billed
on a separate detail I|ine.

The date of service should be the beginning date for each
treat ment week.

Payment should only be nmade after the fifth treatnment has been
del i vered, not before. However, paynent will be made for one
weekly radiation therapy managenent service if the entire
treatment course consists of only three or four fractions.

HCFA has indicated that no separate paynent will be made for any

of the follow ng services rendered by the radiation oncol ogi sts
or in conjunction with weekly radiation therapy nmanagenent:

11920 Tattooing, intradermal introduction of insoluable opaque
pi gments to correct color defects of skin; 6.0 sq. cmor |ess
11921 6.1 to 20.0 sg. cm

11922 each additional 20.0 sq. cm (List separately in addition
to code for primary procedure)

16000 Initial treatment, first degree burn, when no nore than
|l ocal treatnment is required

16010 Dressings and/or debridement, initial or subsequent; under
anest hesia, small

16015 under anesthesia, nmediumor large, or with mgjor
debri denent

16020 without anesthesia, office or hospital, small

16025 without anesthesia, nmedium (e.g., whole face or whole
extremty)

16030 without anesthesia, large (e.g., nore than one extremty)
36425 Veni puncture, cut down age 1 or over

53670 Catheterization, urethra; sinple



53675 conplicated (may include difficult renmoval of balloon
cat heter)

90780 1V infusion for therapy/diagnosis, adm nistered by
physi ci an or under direct supervision of physician; up to one
hour

90781 each additional hour, up to eight (8) hours (List
separately in addition to code for primary procedure)

90804 I 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;

90805 with nedical evaluation and managenent services

90806 I ndividual 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;

90807 wi th medical eval uati on and managenent services

90808 I ndividual psychotherapy, insight oriented, behavior
nodi fyi ng and/or supportive, in an office or outpatient facility,
approximately 75 to 80 minutes face-to face with the patient;

90809 with nedical evaluation and managenent services

90816 I ndividual psychotherapy, insight oriented, behavior
nodi fyi ng and/ or supportive, in an inpatient hospital, partia
hospital or residential care setting, approximately 20 to 30
m nutes face-to face with the patient;

90817 with nmedical evaluation and managenent services

90818 I ndividual psychotherapy, insight oriented, behavior

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

90819 with nedical evaluation and managenent services

90821 I ndividual psychotherapy, insight oriented, behavior

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

90822 with medical eval uati on and managenent services

90847 Fanmi|ly psychotherapy (conjoint psychotherapy) with patient
present

99050 Services requested after office hours in addition to basic
service



99052 Services requested between 10: 00 pm and 8:00 amin
addition to basic service

99054 Services requested on Sundays and holidays in addition to
basi c service
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99058 O fice services provided on an emergency basis

99071 Educational supplies, such as books, tapes, and panphlets,
provi ded by the physician for the patient's education at cost to

physi ci an

99090 Analysis of information data stored in conputers (e.g.
ECG, bl ood pressures, hematol ogi ¢ data)

99150 Prol onged physician attendance requiring physician
detention beyond usual service (e.g., operative standby,

noni toring ECG EEG intrathoracic pressures, intravascular
pressures, blood gases during surgery, standby for newborn care
foll owi ng cesarean section); 30 minutes to one hour

99151 nore than one hour

99180 Hyperbaric oxygen therapy initia

99182 subsequent

99185 Hypotherm a; regiona

99211 O fice or other outpatient visit, established patient;
Level |

99212 Level 11

99213 Level |11

99214 Level 1V

99215 Level V

99238 Hospital discharge day nanagenent

99281 Enmergency departnent visit, new or established patient;
Level |

99282 Level 11
99283 Level 111
99284 Level 1V

99285 Level V



99371 Tel ephone call by a physician to patient or for

consul tation or medi cal nmanagenent or for coordinating medica
management with other health care professionals; sinple or brief
(e.g., to report on tests and/or |aboratory results, to clarify
or alter previous instructions, to integrate new i nformati on from
ot her health professionals into the nedical treatnent plan, or to
adj ust t herapy)

99372 internediate (e.g., to provide advice to an established
patient on a new problem to initiate therapy that can be handl ed
by tel ephone, to discuss test results in detail, to coordinate
medi cal managenent of a new problemin an established patient, to
di scuss and eval uate new i nformati on and details, or to initiate
a new plan of care)

99373 conplex or lengthy (e.g., lengthy counseling session with
anxi ous or distraught patient, detailed or prolonged di scussion
with famly nmenbers regarding seriously ill patient, |engthy
comuni cation necessary to coordi nate conpl ex services or severa
di fferent health professionals working on different aspects of
the total patient care plan)

Anest hesi a (what ever code bill ed)

Care of infected skin (whatever code bill ed)

Checki ng of treatment charts

Verification of dosage, as needed (whatever code bill ed)

Conti nued patient eval uation, exam nation

Witten progress notes, as needed (whatever code bill ed)

Fi nal physical exam nation (whatever code bill ed)

Medi cal prescription witing (whatever code billed)

Nutritional counseling (whatever code billed)

Pai n managenent (whatever code bill ed)

Revi ew and revi sion of treatnent plan (whatever code billed)

Routi ne medi cal managenment of unrel ated probl em (whatever code
bi Il ed)

Speci al care of ostony (whatever code bill ed)
Witten reports, progress note (whatever code billed)
Fol | ow-up exam nation and care for 90 days after |ast treatnent

(whatever code bill ed)

Docunent ati on Requi renents



Docunent ati on maintained in the patient's nedical record nust
i nclude the follow ng:

radi ati on therapy treatnent plan

record of radiation treatnents delivered

physici an's docunment ati on of weekly nanagenent
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78460- 78465, 78478-78480: Mocardial Perfusion | nmaging

Myocardi al perfusion imaging is a cardiac radionuclide inmaging
procedure that is usually perfornmed with exercise ECG testing for
detecting coronary artery di sease and determ ning prognosis. The
SPECT (si ngl e-photon em ssion conputed tonographic) technique is
utilized to obtain nultiple-angle inmages.

Medi care of Florida has not previously published a specific
coverage policy concerning myocardial perfusion inmging. This
policy has been devel oped in order to define the circunstances
for which myocardial profusion imging will be considered

medi cal | y necessary by Medicare of Florida.

I ndications and Limtations of Coverage and/or Medical Necessity

Myocardi al perfusion imaging will be considered nedically
reasonabl e and necessary, by Medicare of Florida if any one of
the foll owing circunstances is present:

The patient has chest pain, other synptons, or signs suggestive
of coronary artery di sease, and the patient has an abnorm
baseline EKG (RBBB, LBBB, |VCD, LVH, Atrial fibrillation, marked
resting ST segnent changes) which would nake interpretation of a
standard exercise test inaccurate.

The patient has chest pain, other synptons, or signs suggestive
of coronary artery di sease, and the patient is on a cardiac

gl ycosi de (Digoxin) or other nedication which would inpair the
accuracy of interpretation of a standard exercise test.

The patient has an abnormal or non-di agnostic standard exercise
test and myocardial perfusion imging is being perfornmed in order
to determine if the patient has myocardial ischem a



The patient has a condition, such as mitral valve prol apse, which
woul d likely result in a non-diagnostic or inaccurate standard
stress test.

Pati ent has known coronary artery di sease (or recent myocardi a
i nfarction) and nyocardi al perfusion imging is being done to
deternmine the significance of/or the extent of nyocardia

i schema (or scar) resulting fromcoronary artery di sease or to
assess nyocardial viability.

The patient has undergone cardi ovascul ar re-perfusion (CABG
PTCA, thronbolysis) and perfusion inmaging is being done to
eval uate the effectiveness of the intervention.

The patient has devel oped congestive heart failure and a silent
M is suspected.

The patient has a ventricular wall notion abnormality
denonstrated by another inmaging nodality and perfusion imaging is
needed to further evaluate the abnormality.

The patient has severe peripheral vascular disease and is a

candi date for peripheral vascul ar reperfusion by balloon
angi opl asty or bypass surgery and myocardi al perfusion imging is
bei ng done pre-operatively because of concern about possible
significant coronary artery disease.

Foll ow-up within 48 hours of an abnornmal nultiple myocardia
perfusion scan to determ ne whether the perfusion defect is
related to nyocardial scarring or nyocardial ischem a. Usually
only a single study is needed to evaluate this indication

HCPCS Codes

78460 Myocardi al perfusion inmaging; (planar) single study, at
rest or stress (exercise and/or pharnmacologic), with or without
quantification

78461 nultiple studies, (planar) at rest and/or stress (exercise
and/ or pharmacol ogic), and distribution and/or rest injection
with or without quantification

78464 tonographi c SPECT, single study, at rest or stress
(exerci se and/ or pharmacol ogic), with or without quantification

78465 tonographic SPECT, nultiple studies, at rest and/or stress
(exercise and/ or pharmacol ogic), and distribution and/or rest
injection, with or without quantification



78478 Mocardi al perfusion study with wall notion, qualitative
or quantitative study

78480 Myocardi al perfusion study with ejection fraction (List
separately in addition to code for primary procedure):

| CD-9 Codes That Support Medical Necessity

411 .0 411 .1 41 1.81 411.8 9 412 4 13.0
413.1 413.9 414. 00 414. 01 414. 02 414. 03

414. 04 414. 05 414.10 414. 11 414.19 414.8 414.9
424. 0 426.2426. 3 426.4 426.50 426.51 426.52 426.53 4 26.54

426.6 426.7427.31 428.0428. 1428. 9440. 21-
440. 24794. 31960. 7995. 2E942. 0 E942. 1V67. 0V67. 51V67. 59
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Reasons for Denia

Medi care of Florida cannot provide coverage for nyocardi a
perfusion i maging performed as a screening test for coronary
artery di sease

When performed for any indication not listed in the Alndications
and Limtations of Coverage and/or Medical Necessity@section of
this policy.

Codi ng Gui del i nes

Myocardi al i nmagi ng agents used for cardiac perfusion studies both
at rest and at stress are covered when billed with CPT
codes78460- 78465, 78478, and 78480. Procedure code A4641 (supply
of radi opharmaceutical diagnostic imging agent) can be billed
when a specific code does not exist for the agent used. Use code
93015 or 93016 as appropriate when billing for ECG (stress test
supervi sion and interpretation) by a physician.

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

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

Procedure codes 78478 and 78480 should be billed in conjunction
with the appropriate primary procedure code: 78460, 78461, 78464,
or 78465.

Docunent ati on Requirenents

Medi cal record docunentation maintai ned by the ordering/referring
physician nust clearly indicate the nmedical necessity of
myocardi al perfusion imgi ng studi es covered by the Medicare
program Al so, the results of myocardial perfusion studies covered



by the Medicare program nmust be included in the patient's nedica
record. This information is normally found in the office/progress
notes and/or test results.

If the provider of nyocardial perfusion imagi ng studies is other
than the ordering/referring physician, the provider of the
service nust nmaintain hard copy docunentation of test results and
interpretation, along with copies of the ordering/referring
physi ci an's order for the studies. Wen ordering myocardi a
perfusion i magi ng studies from an independent physiol ogical |ab
or other provider, the ordering/referring physician nust state
the reason for the nyocardi al perfusion studies in his order for
the test.

Advance Notice Requirenent

Applies to nmedical necessity (see page f).

EIR R R R S S S R I R R S S I I I R R R S S R I R R S I R S S S I S R S S S I
80061, 82172, 82465, 83715-83721 and 84478: Lipid
Profil e/ Chol esterol Testing

The |l ocal nedical review policy for Lipid Profile/Chol estero
Testing has been revised to add the conditions of 577.0 - 577.1
(Di seases of pancreas) to the covered ICD-9 list for procedure
code 84478 (triglycerides testing).

Li pids are fatty substances made up of chol esterol, chol estero
esters (liquid compounds), triglycerides, nonesterized fatty
aci ds, and phosphol i pids which provide energy for netabolism
serve as precursors of steroid hornones (adrenals, ovaries, and
testes) and bile acids, and play an inportant role in cel

menbr ane devel opnent. Very | ow density |ipoproteins (VLDL) carry
only a small anmount of chol esterol. However, they are the
predom nant carriers of blood triglycerides. Lipoprotein
measurenents are diagnostic indicators for hyper- and
hypol i pidemia. Alipid profile usually includes chol esterol
triglycerides, LDL, HDL, and VLDL may al so be included.

I ndications and Limtations of Coverage and/or Medical Necessity

Medi care of Florida will consider Lipid Profile/Cholestero
Testing to be nedically reasonabl e and necessary for those
pati ents undergoing the foll owing current treatnents:

Di etary Treatnent:

Sone patients may be managed during diet therapy on the basis of
their total cholesterol levels. If the total cholestero
nmonitoring goal is net, the LDL chol esterol should be neasured to
confirmthe desired LDL chol esterol |evel has been achieved.

Monitoring for adherence to dietary therapy woul d be expected at
approximately 4 to 6 weeks frominitiation and at 3 nonths. If
the desired LDL and chol esterol |evels have been achi eved,



quarterly nmonitoring for the first year and twi ce yearly
thereafter would be expected. In addition, triglyceride |evels at
the sanme frequency may al so require nonitoring to assess that
desired | evel s have been achi eved.

Drug Treatnent:

After drug therapy is initiated the serum chol esterol, serum
triglyceride, LDL, VLDL and HDL | evel (as applicable to the drug
t herapy) woul d be expected to be neasured at approximtely 4 to 6
weeks and again at 3 nonths. If the drug therapy response is
adequate (i.e., the LDL, serumchol esterol and triglyceride goa
has been achieved) it would be expected that every 4 nonths or
nore frequently when drugs requiring closer follow up are used to
nonitor the chol esterol response and possible side effects of

t her apy, would be required.

Lipid Profil e/ Chol esterol Testing for those patients wi th nornal
bl ood chol esterol, HDL, and LDL |evels would be consi dered
screeni ng and not payabl e by Medicare.

Ot her | ndications:

Triglyceride testing (84478) can be performed on a patient to
rul e out hypertriglyceridem a as the cause of pancreatitis.

Note: Once |ipid profile testing is perforned to rule out the
cause of a condition and/or synptom (i.e., chest pain, thyroid
disord etc.) it is not considered nmedically necessary to repeat
the test(s) unless the results indicate a lipid disorder or the
pati ent exhibits new synpt onol ogy.
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HCPCS Codes

80061 Lipid panel (this panel must include 82465, 83718 and
84478)

82172 Apolipoprotein, each
82465 Chol esterol, serum tota

83715 Lipoprotein, blood; electrophoretic separation and
guantitation

83716 high resolution fractionation and quantitation of
| i poprotein cholesterols (eg, electrophoresis, nuclear nmagnetic
resonance, ultracentrifugation) ]

83718 Lipoprotein, direct nmeasurenent; high density cholestero
(HDL chol esterol)

83719 direct neasurenent, VLDL chol estero



83721 direct neasurenent, LDL chol estero

84478 Triglycerides

CD-9 Codes That Support Medical Necessity:

240.0-246.9 272.0-272.9 401. 0- 405. 99 410. 00- 410. 92
411.0-411. 89 412 413.0-413.9 414.00-414.05 414.10-414.19
414.8 414.9 429. 2 431-437.9 438.0-438.9

440. 0- 440. 9 441. 00-441.9 443.9 444.0-444.89 577.0-577.1 ( for
us e with procedure code 84478) 786. 50E942. 2

Reasons for Denia

Lipid Profil e/ Chol esterol Testing will not be covered on a
routi ne or screening basis.

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

Cal cul ated LDL determ nation will be denied.

When performed for indications other than those listed in the
Al ndi cations and Limtations of Coverage and/or Medica
Necessity@section of this policy.

Codi ng Gui del i nes

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

Procedure code 83721 represents only those LDL chol esterol |evels
done by direct nmeasurenent. It is not appropriate to bill 83721
for LDL chol esterol |evels done by the cal cul ated net hod.

Docunent ati on Requirenents

Medi cal record docunentation mai ntai ned by the ordering/referring
physi ci an nmust indicate the nedical necessity for performing the
test and the lab results. This information is usually found in
the history and physical, office/progress notes, or |aboratory
results.

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

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

Advance Notice Requirement



Applies to nmedical necessity requirenments (see page 4).
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80500-80502: Clinical Pathology Consultation and Clinica
Laboratory Interpretation Services

A clinical pathology consultation and clinical lab interpretation
are services generally rendered by the pathol ogist to assist the
attendi ng physician in planning care for his/her patient.

A clinical pathology consultation results froma request fromthe
attendi ng physici an

for assistance in interpreting the results of a test (or tests)
and advice on the plan of care for the patient in |light of the
patient's clinical condition. This consultation includes a
written report containing the interpretive judgnment and clinica
recommendati ons of the pathol ogi st.

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

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

I ndications and Limtations of Coverage and/or Medical Necessity
Clinical Pathology Consultations:

Clinical consultations are reinbursed by Medicare Part B if al
of the followi ng requirenents are net:

Medi cal necessity requirenents. A Clinical Pathol ogy Consul tation
is considered nedically reasonabl e and necessary when the
ordering physician is unsure of the clinical relevance of the
result(s) of a conplex or infrequently ordered test(s) and
requires the nedical judgenment of a Pathologist to appropriately
apply the data to the managenent of his/her patient. The results
of the test(s) would generally be reviewed by the ordering
physician prior to a consultation being requested to determn ne
the need for further consultation by a pathol ogist.

Are requested specifically by the patient's attendi ng physician.
The clinical record/ nedical docunentation nust clearly indicate
that the attendi ng physician requested a clinical pathol ogy
consul tation and specifically what test or tests the consultation
is to address. The need for this consultation nust also be clear
in the patient's record. The ordering of the test itself does not
constitute an order for the consultation



NOTE: Prior to 01/01/98, standing orders were allowed as a
substitute for the individual request by the patients attending
physician to neet this requirenent of a clinical consult.

Ef fective 01/01/98, standing orders nmay not be used as a
substitute for the individual request by the attendi ng physician.

Rel ate to a test result or results that |ies outside the
clinically significant normal or expected range in view of the
condition of the patient. It is not considered nedically
reasonabl e and necessary for a consult to be perforned on test
results that are not outside the clinically significant normal or
expected range in view of the condition of the patient. Again,
unl ess the medi cal reason for the clinical consultation is
clearly docunented in the clinical record / medica
docunent ati on, consultations performed on patients with nornal
test results will not be considered medically reasonabl e and
necessary.

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

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

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

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

Clinical pathol ogy consultations are commonly billed for the
following test result(s). In order to deternm ne whether these
consul tati ons neet the above coverage requirenents including
nmedi cal necessity requirenents, supporting nedi cal docunentation
may be required. However, we would expect the need for

consul tative advice on these tests to be infrequent.

Cardi ac Enzynmes (82552, 83625)

Unusual Urine Sedinment with exam and report



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

M ni mum | nhi bi tory Concentrati ons

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

Li poprotein El ectrophoresis (83715, 83716)
Drug Screens (80100-80101)

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

Body Fluid Cell counts and differential (89051)
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Ova and Parasites direct snears, concentration and identification
(87177)

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

Sensitivity studies, antibiotic; mcrotiter, mninmminhibitory
concentration (MC), any number of antibiotics (87186)

Henogl obi n, fractionation and quantitation; electrophoresis (eg,
A2, S, C[ and/or F ] ) (83020)

Mol ecul ar di agnostics; interpretation and report (83912)
Protein; electrophoretic fractionation and quantitati on (84165)

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

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

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

Pl atel et; aggregation (in vitro) any agent (85576)

Fl uor escent noni nfecti ous agent anti body; screen, each antibody
(86255)

Fl uorescent antibody; titer, each anti body (86256)
| munoel ect rophoresis; serum (86320)

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

I munoel ectrophoresis; crossed (2 dinensional assay) (86327)



I munofi xation el ectrophoresis (86334)

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

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

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

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

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

The coverage of Clinical Pathology Consultations for |aboratory
test(s) not |isted above will be determined in a simlar fashion.
However, we woul d expect the medical reasonabl eness and necessity
of such consultations to be uncomon.

HCPCS Codes

80500 dinical pathology consultation; limted, wthout review
of patient's history and nedi cal records

80501 conprehensive, for a conplex diagnostic problem wth
review of patient's history and nedical records

Clinical Laboratory Interpretation Service

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

Are requested by the patient's attendi ng physician

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

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



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

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

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

the services ordinarily require performance by a physician

Clinical Interpretative Services do not involve the patient's

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

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

t he pathol ogi st.

HCPCS Codes

83020 Henogl obin fractionation and quantitation; electrophoresis
(eg, A2, S, C, and/or F)

83912 Mol ecul ar di agnostics; interpretation and report

84165 Protein; electrophoretic fractionation and quantitation

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

84182 Western Blot, with interpretation and report, blood or
ot her body fluid, imunol ogical probe for band identification
each
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85390 Fibrinolysins; or coagul opathy screen, interpretation and

report

85576 Platelet; aggregation (in vitro) any agentFl uorescent
noni nf ecti ous agent anti body; screen, each antibody



86255 Fl uorescent noninfectious agent antibody screen, each
anti body

86256 Fluorescent antibody; titer, each anti body

86320 | munoel ectrophoresis; serum

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

86327 | munoel ectrophoresis; crossed (2 di nensional assay)

86334 | munofi xation el ectrophoresis

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

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

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

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

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

Codi ng Gui del i nes

We expect the need for nore than one Clinical Pathol ogy

Consul tation per day to be an infrequent occurrence. However, if
addi ti onal consultations are billed, they nmust nmeet all the
criteria of nedical necessity and reasonabl eness.

When clinical interpretation services are perforned on the tests

identified in the HCPCS code section, the applicable procedure
code with a nodifier 26 should be billed.

Docunent ati on Requi renents



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

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

Advance Notice Requirenent

Applies to nmedical necessity requirenments (see page 4).
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82105: Tunor Markers

Recent nmedical literature and clinical studies have denobnstrated
the effectiveness of the foll owing FDA approved tunor nmarkers; CA
15-3 for breast cancer and bl adder tunor antigen testing for

bl adder cancer. Therefore, the Tumor Marker policy has been
revised to expand coverage for procedure code 86316, (I mrunoassay
for tunor antigen). The coverage requirenents have not been
publ i shed since the article in the May/June 1998 Medi care B
Update! therefore, the policy is being published inits entirety.

Turmor markers are hornones, enzymes, or antigens produced by
tunmor cells and measurable in the blood or in sone cases in the
urine (e.g., bladder tunor associated antigens) of persons with
mal i gnanci es. Tunor markers are measured by nonocl onal anti bodies
designed to identify specific antigens. These tunmor markers may
reflect tunor size and grade and may be hel pful in nonitoring
response to treatnent. However, tunor markers are not useful for
making a differential diagnosis of cancer since the sensitivity
and specificity of these tests make it unreliable.

I ndications and Linmtations of Coverage and/or Medical Necessity
Al pha - fetoprotein; serum
Medi care Part B of Florida will consider Al pha-fetoprotein; serum

(CPT code 82105) to be nedically reasonabl e and necessary for

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

choosi ng therapy and predicting tunor behavior (prognosis)
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Predicting effects of therapy and detecting recurrent cancer of
hepat ocel I ul ar carci noma and germcell tunors of the testis,
ovary, and extragonadal sites.

HCPCS Codes

82105 Al pha-fetoprotein; serum

| CD-9 Codes That Support Medical Necessity
155. 0- 155. 2

183.0

186.0

186. 9

197. 7

198. 6

198. 82

V10. 43

V10. 47

Gonadot ropi n, Chorionic (hCg)

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

hCg is considered nedically reasonabl e and necessary for

eval uating the extent of involvenent of specific types of cancer
(see covered I1CD-9 list).

Moni toring therapy response and eval uating the patient's
prognosi s.

HCPCS Codes
84702 Gonadotropin, chorionic (hCg); quantitative

84703 qualitative



| CD-9 Codes That Support Medical Necessity
181

183.0

186.0

186. 9

198. 6

198. 82

V10. 43

V10. 47

CA 125

The cancer antigen CA 125 is recogni zed by a nonocl onal anti body
OC-125. It is increased in nost patients with advanced,

nonmuci nous (serous) ovarian cancer

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

di agnoses ot her than ovarian cancer.

CA 125 is not covered for naking a differential diagnosis of

pel vic masses since the sensitivity and specificity of the test
makes it unreliable.

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

86316 | munoassay for tunor antigen (e.g. Cancer antigen 125),
each

| CD-9 Codes That Support Medical Necessity

183.0

198.6

V10. 43

CA27. 29



The cancer antigen CA27.29 is a mucinous glycoprotein that can be
detected by nonocl onal antibodies. The CA27.29 marker is a tunor-
associ ated nmarker available for nonitoring the treatnment and
recurrence of carcinoma of the breast.

Medi care of Florida will consider CA27.29 (CPT code 86316) to be
medi cal | y reasonabl e and necessary for the follow ng conditions:

CA 27.29 is used as an aid to predict recurrent breast cancer in
patients with previously treated Stage Il or Stage |Ill disease;
or

CA 27.29 is used as an aid in nonitoring response to therapy in
patients with Stage |V breast cancer. A partial or conplete
response to treatnent will be confirned by declining | evels.

Li kewi se, a persistent rise of CA 27.29 |levels despite therapy
strongly suggests progressive disease.

Additionally, only those tests which are FDA approved, are
covered by Medicare

CA27.29 is not indicated as a screening test.

HCPCS Codes

86316 | mmunoassay for tunor antigen

| CD-9 Codes That Support Medical Necessity
174.0-174.9
175.0-175.9

V10. 3

CAl15-3

The mucin gl ycoprotein-detecting assay CA 15-3 is a valuable too
for nonitoring the course of disease in breast cancer patients.
Assays of CAl15-3 are based on the use of two nonocl ona

anti bodi es to pol ynorphic epithelial nucin (PEM.
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Medi care of Florida will consider CA15-3 (CPT code 86316) to be
medi cal | y reasonabl e and necessary for the follow ng condition:

To aid in the managenent of Stage Il and Stage Il breast cancer
patients. Serial testing for patient CA15-3 assay val ues shoul d



be used in conjunction with other clinical nmethods for nonitoring
breast cancer.

Additionally, only those tests which are FDA approved, are
covered by Medicare

CA15-3 is not indicated as a screening test.

HCPCS Codes
86316

| munoassay for tunor antigen

| CD-9 Codes That Support Medical Necessity
174.0-174.9
175.0-175.9

V10. 3

Bl adder Tunor Antigen

There are i munoassay devi ces that use nonocl onal antibodies to
detect the presence of bladder tunor associated antigens in the
uri ne of persons diagnosed with bl adder cancer

Medi care of Florida will consider testing for bladder tunor
antigens (CPT code 86316) to be nedically reasonabl e and
necessary for the follow ng condition

To be used with standard cystoscopi c exam nation as an aid
in the managenent of bl adder cancer

Testing for bladder tunor antigens is not indicated as a
screening test for bladder cancer. Coverage may only be extended
for its use in patients with a prior or known diagnosis of

bl adder cancer. Therefore, it will be allowed for follow up of
treatnment for bl adder cancer, to nmonitor for eradication of the
cancer, or recurrences after eradication

Eval uati on of bl adder tunor antigen has been proposed as an
alternative to urine cytology; therefore, there is no nedica
necessity for the sinultaneous performance of both tests.

HCPCS Codes

86316 | mmunoassay for tunor antigen



| CD-9 Codes That Support Medical Necessity
188. 0-188.9

V10. 51

Reasons for Denia

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

Testing perfornmed for tunor markers by investigational nethods
that are not approved by the FDA are not covered by Medicare.

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

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

A2- PAG pregnancy- associ at ed al pha2 gl ycoprotein
BCM Dbreast cancer mucin

CA19-9 Cancer antigen 19-9

CA50 Cancer antigen 50

CA72-4 Cancer antigen 72-4

CA195 Cancer antigen 195
CA242 Cancer antigen 242
CA549 Cancer antigen 549
CA- SCC Squanous cell carci noma

CAML7- 1 Monocl onal antinmucin antibody 17-1

CAM26 Monocl onal antinucin anti body 26

CAM29 Monocl onal antinucin anti body 29

CAR3 Antigenic determ nant recogni zed by nonocl onal antibody AR3
DU- PAN-2 Si al yl ated carbohydrate anti gen DU- PAN- 2

MCA Micin-1i ke carcinoma associ ated anti gen

NSE Neuron-specific enol ase

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

PNA- ELLA Peanut |ectin bonding assay



SLEX Si al yl ated Lewis X-antigen

SLX Sialylated SSEA-1 antigen

SPAN- 1 Si al yl at ed carbonated anti gen SPAN-1
ST-439 Si al yl at ed carbonated anti gen ST-439
TAGL2 Tunor - associ ated gl ycoprotein 12
TAGr2 Tunor - associ ated gl ycoprotein 72
TAGr2. 3 Tunor - associ ated gl ycoprotein 72.3
TATI Tunor-associ ated trypsin inhibitor

TNF- a Turmor necrosis factor al pha

TPA tissue pol ypeptide antigen

Codi ng Gui del i nes

Clains for tunor antigen tests will be denied unl ess nedica
necessity is established by use of one or nore of the above
procedure and di agnosi s codes.

VWhen billing for a tunor antigen which is not FDA - approved or
is considered investigational or experinental in nature use code
A9270 which represents a noncovered item or service.

Docunent ati on Requirenents

Medi cal record docunentation maintai ned by the ordering/referring
physi ci an must indicate the nedical necessity for performing this
test, including the appropriate 1CD-9 codes. This information is

usually found in the history and physical, office/progress notes,
and/ or | aboratory results.

If the provider of the service is other than the
ordering/referring physician, that provider nmust naintain hard
copy docunentation of the test results and interpretation, along
with copies of the ordering/referring physician's order for the
studi es. The physician nmust state the clinical indication/nedica
necessity for the study in his order for the test.

When billing for procedure code 86316, documentation nust al so
i ndicate the specific antigen being tested.

Advanced Notice Requirenent

Applies to nmedical necessity (see page 4).
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83013: Breath Test for Helicobacter Pylori (H Pylori)

The Local Medical Review Policy for the Breath Test for

Hel i cobacter Pylori (H Pylori) was published in the Nov./Dec.
1998 Medicare Part B Update (pages 30-31). The article also

i ncluded the Gap-fill allowances for H Pylori. Since that tineg,
HCFA has established new codes for H Pylori, as well as

| aboratory fee shedul e ambunts for these codes. The policy has
been revised to reflect these 1999 HCPCS changes and the 1999

| aboratory fee schedul e ambunts for H Pylori.

Hel i cobacter pylori is a gramnegative rod that is adapted to
survive in the highly acid gastric environnent. It plays a mmjor
role in the pathogenesis of peptic ulcer disease and to the

devel opnent of chronic active gastritis. H pylori infection is
an i ndependent risk factor for gastric cancer and primary gastric
mal i gnant | ynphone.

The breath test for H pylori is a non-invasive diagnostic
procedure utilizing analysis of breath sanples to determ ne the
presence of H pylori. The test is positive when an active H
pylori infection is present, and is negative with eradication of
the infection. The breath test can detect H pylori colonization
with reported 95% accuracy. There are several different types of
breath tests avail able, depending on the use of 13C or 14C

i sot ope.

The carbon-13 breath test (not radioactive) consists of analysis
of breath sanples before and after ingestion of 13C-urea. 13C
urea will deconpose to form 13CO2 and NH4 in the presence of
urease, which is produced by H pylori in the stomach. The 13CO2
is absorbed in the blood, then exhaled in the breath. The exhal ed
breath sanple is then analyzed and conpared with the baseline
breath sanpl e which was obtained before the ingestion of the 13C
ur ea.

The 14C-urea breath test (radioactive) is performed by having the
pati ent swallow a capsule containing C 14 urea. A breath sanple
is collected in a balloon or vial 10 minutes later. The sanple is
then mxed with scintillation fluid and anal yzed by a
scintillation counter

There are other tests that can aid in the detection of peptic
ul cer di sease. These include EG (Esophagogastroduodenoscopy)
with tissue exam nation, serum anti body test, and radiol ogi ca
exam nati on.

I ndications and Limtations of Coverage and/or Medical Necessity
Medi care of Florida will consider the breath test for H pylori

to be nedically reasonabl e and necessary for the foll ow ng
condi tions:



A patient has unconplicated synptoms of peptic ulcer disease
(i.e., epigastric pain, dyspepsia, nausea, and anorexia) and
antibiotic therapy is planned if the H pylori breath test is
positive, and no gastrointestinal endoscopy has been done within
the precedi ng six weeks or is planned;

An upper gastrointestinal contrast series has been done which
shows duodenal ulcer or significant gastritis and/or duodenitis,
and no endoscopy has been done within the precedi ng six weeks or
i s planned; and/or

There are persistent or recurrent synptons six weeks after
appropriate antibiotic and H3 antagoni st treatnent for a
docunented H. pylori infection and no endoscopy has been pl anned.

Medi care of Florida will consider the breath test for H. pylori
not medically necessary in the follow ng situations:

Pati ents who are being screened for H Pylori infection in the
absence of docunmented upper gastrointestinal tract synptons
and/ or pat hol ogy;

Pati ents who have had an upper gastrointestinal endoscopy within
the preceding six weeks or for whom an upper gastrointestina
endoscopy is planned;

Pati ents who have new onset dyspepsia responsive to conservative
treatment (withdrawal of nonsteroidal antiinflammtory drugs
and/ or use of antisecretory agents);

Pati ents who have non-specific dyspeptic synptons with a negative
H pylori serum antibody test, and/or

Patients who are asynptomatic after treatment of an H pylori

i nfection (either proven or suspected). Therefore, repeating the
breath test for nere confirmation of treatnent success will not
be covered.

HCPCS Codes

83013 Helicobacter pylori, breath test analysis; (Note: use this
code for 13C and 14C Breath Test)

83014 drug adm nistration and sanple collection (Note: use this
code for 13C and 14C Breath Test)

| CD-9 Codes That Support Medical Necessity



151.0-151.9
531. 30-531.31
531.70-531. 71
532.30-532. 31
532.70-532.71
534. 30-534. 31
534.70-534.71
535. 00

535.10

789. 01

789. 02

789. 06

Reasons for Denia

When performed for indications other than those |isted under the
"Indications and Limitations of Coverage and/or Medica
necessity" section of this policy.
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Docunent ati on Requirenents

Medi cal record docunentation maintai ned by the ordering/referring
physi ci an must indicate the nedical necessity for performng the
test. This information is usually found in the history and

physi cal or office/progress notes.

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

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

Laboratory Fee Schedul e Anpunts

The followi ng | aboratory fee schedul e anbunts are effective for
January 1, 1999:

83013 $88. 80
83014 $10. 86

Advance Notice Statenent

Applies to nedical necessity (see page 4).
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84066: Phosphatese, Acid: Prostatic

Aci d Phosphat ase (84066) |evels are used to aid in the diagnosis
of netastatic cancer of the prostate gland and to follow the
effectiveness of treatnent. This |aboratory procedure is rarely
used except to confirm other procedures that are nore specific



and sensitive, (Prostate Specific Antigen) in diagnosis of
Prostatic disease. It is known that elevated |evels of acid
phosphat ase are seen in patients with prostate cancer that has
nmet ast asi zed beyond the capsule to other parts of the body,
especially the bone. It is believed that once resulting in an
increase in the blood level. The prostatic fraction procedure
specifically neasures the concentration of prostatic acid
phosphat ase secreted by cells of the prostate gland in contrast
to the total enzynme activity, which is an indirect measurenent.

Indications and Limtations of Coverage and/or Medical Necessity

Aci d Phosphat ase (84066) is a covered service under the Medicare
program when it is performed by or under the direct supervision
of a physi ci an.

The aci d phosphatase is indicated to aid in the diagnosis and
staging of nmetastatic cancer of the prostate and to nonitor the
ef fectiveness of treatnent.

HCPCS Codes
84066

Phosphat ase, acid; prostatic

| CD-9 Codes That Support Medical Necessity:

185

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

POOCTOOANEF OO

o W

Reasons for Denia

Phosphat ase acid; prostatic (84066) is considered noncovered as a
screeni ng nechani sm

Codi ng Gui del i nes

V70.0-70.9 (General nedical exanination) should be used in the
absence of any signs or synptons to indicate screening.

A prostate specific antigen; total (84153) and/or an | munoassay
for tunor antigen (86316) often will be drawn in conjunction with
an aci d phosphat ase (84066).



Procedure code 84066 is reinbursable under the clinica
| aboratory fee schedul e.

Docunent ati on Requirenents

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

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

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

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

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

O her Comment s

The Focused Medical Review process has revealed that the billing
for Acid Phosphatase (84066) exceeds acceptabl e standards. The
nost commonly billed diagnoses are general synptonms and

| aboratory exam nation. A diagnhosis appendi x has been created to
assist in establishing nmedical necessity. Al clains filed by

I ndependent Clinical Laboratories (specialty 69) not having an
appropriate diagnosis will suspend for further nedical review

Advance Notice Requirenent

Applies to nmedical necessity (see page 4).
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85007-85031: Conpl ete Bl ood Count

The conpl ete blood count (CBC) is a series of tests of the

peri pheral blood that provides a trenendous amount of infornation
about the hematol ogi ¢ system and many ot her organ systens,
prognosi s, response to treatnment, and recovery. The CBC consists
of the following tests that determ ne nunber, variety,
percentage, concentrations and quality of blood cells: Wite

bl ood count (WBC), Differential white cell count (Diff), Red

bl ood count (RBC), Hematocrit (HCT), Henoglobin (HGB), red bl ood
cell indices: Mean corpuscul ar volunme (MCV), mean corpuscul ar
henogl obin (MCH), nean corpuscul ar henogl obin concentration
(MCHC), blood snear, and platelet count (PLT).

The major function of the white blood cell (leukocyte) is to
fight infection, react against foreign bodies or tissues, and to
produce, or at |east transport and distribute antibodies in the

i mmune response. The WBC count has two conponents. One is a count
of the total number of WBC s in 1 nmB of peripheral venous bl ood.



The ot her conponent, the differential count, neasures the

percent age of each type of |eukocyte (i.e., neutrophils,

| ymphocyt es, nonocytes, eosinophils and basophils) present in the
sane speci men. An increased total WBC count (| eukocytosis)
usual ly indicates infection, inflammtion, tissue necrosis, or

| eukem ¢ neopl asi a. Leukopenia (i.e., a decreased WBC count)
occurs in many forns of bone marrow failure (e.g., follow ng

anti neopl astic chenot herapy or radiation therapy, overwhel m ng

i nfecti ons and aut oi mmune di seases).

The Red Bl ood Cell Count (Erythrocyte) determnes the tota
nunber of circulating red blood cells in a cubic mllimeter of
blood. It is an inportant neasurenment in the determ nation of
anem a or polycythemia. This test in conjunction with the other
red bl ood cell production tests (HCT and HGB) are closely

rel ated. The sane underlying conditions will cause an

i ncrease/ decrease in each of these three tests.

The Hematocrit is an inportant neasurenment in the determ nation
of anemi a or polycythem a. The purpose of this test is to
determine the red blood cell mass by nmeasuring space occupi ed by
packed red blood cells. The results are expressed as the
percentage of red cells in the volune of whole bl ood. Nornma

val ues range from42%to 52% for nmen and 37% 47% i n wonen.

Henogl obi n, the nmain conponent of erythrocytes, serves as the
vehicle for the transportation of oxygen and carbon dioxide. It

al so serves as an inportant buffer in the extracellular fluid.
HGB is inportant in the evaluation of anem a. Normal values range
from13.5-18 g/dl in nmen and 12-16 g/dl in wonen.

The RBC i ndi ces provide informtion about the size (MCV and RDW,
wei ght (MCH), and henogl obi n concentrati on (MCHC) of RBC s. Cel
size is indicated by the ternms nornocytic, mcrocytic and
macrocyti c. Henogl obin content is indicated by the terns

nor mochrom c, hypochrom ¢, and hyperchronic. Additiona

i nformati on about the RBC size, shape, color, and intracellular
structure can be obtained fromthe bl ood snmear study. The RBC

i ndi ces are discussed bel ow

1)

Mean corpuscul ar volune: The MCV is a neasure of the average

vol une or size of a single RBC, and is therefore, used in
classifying anemi as. MCV is derived by dividing the hematocrit by
the total RBC count. Normal values vary according to age and
gender. When the MCV value is increased, the RBCis said to be
abnormally |l arge, or macrocytic. This is nost frequently seen in
nmegal obl astic anemias (e.g., vitamn B12 or folic acid
deficiency). When the MCV value is decreased, the RBCis said to
be abnormally small, or mcrocytic. This is associated with iron
deficiency anem a or thal assem a

2)



Mean corpuscul ar henogl obin: The MCH is a neasure of the average
anmount (weight) of henmpglobin within an RBC. MCH is derived by

di viding the total henpgl obin concentration by the nunber of

RBCs. Because macrocytic cells generally have nore and m crocytic
cells |l ess henpgl obin, the causes for these val ues closely
resenbl e those for the MCV val ue.

3)

Mean corpuscul ar henogl obi n concentration: The MCHC is a neasure
of the average concentration or percentage of henoglobin within a
single RBC. MCHC is derived by dividing the total henpgl obin
concentration by the hematocrit. When val ues are decreased, the
cell has a deficiency of henpbglobin and is said to be hypochrom c
(frequently seen in iron deficiency anem a and thal assenm a). Wen
val ues are normal, the anemia is said to be nornocytic (e.g.

henol yti c aneni a)

4)

Red bl ood cell distribution width: The RDWis an indication of
the variation in RBC size. It is calculated by a machi ne using
the MCV and RBC values. Variations in the width of the RBCs may
be hel pful when classifying certain types of anem a. The RDWis
essentially an indicator of the degree of anisocytosis, a blood
condition characterized by RBCs of variable and abnormal size.

The bl ood snear is the nost informative of all hematol ogic tests.
All three hematologic cell lines (RBC's, WBC s, platelets) can be
exam ned. M croscopi c exam nation of the RBC s can revea
variation in RBC size (anisocytosis), shape (poikilocytosis),
color, or intracellular content.
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Classification of RBCs according to these variables is nost
hel pful in identifying the causes of anenm a

The WBCs are examined for total quantity, differential count, and
degree of maturity. An increased nunber of imuature WBCs may

i ndi cate | eukenmi a. A decreased WBC count indicates failure of
marrow to produce WBCs, resulting fromdrugs, chronic disease,
neopl asi a, or fibrosis.

The platelet count is an actual count of the nunber of platelets
(thronbocytes) per cubic milliliter of blood. Platelet activity

is essential to blood clotting. Counts of 150,000 to 400, 000/ B
are considered normal. Counts |ess than 100,000/ m®B may indicate
t hronbocyt openi a. Causes of thronbocytopenia include:

Reduced production of platelets (secondary to bone marrow failure
or infiltration of fibrosis, tunor, etc.);



Sequestration of platelets (secondary to hypersplenisn);

Accel erated destruction of platelets (secondary to antibodies,
i nfections, drugs, prosthetic heart valves);

Consunption of platelets (secondary to disseminated intravascul ar
coagul ation); and/or

Pl atel et | oss from henorrhage.

Thrombocytosis is said to exi st when platelet counts are greater
t han 400, 000/ m®B. This may occur as a conpensatory response to
severe henorrhage. Other conditions associated with

t hronbocytosi s i nclude polycythem a vera, |euken a,

post spl enect ony syndronme and various nmlignant disorders.

I ndications and Linmtations of Coverage and/or Medical Necessity

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

Presence of abnornal signs or synptons such as pallor, weakness,
significant tiredness, abnormal bl eeding, etc. which nmay suggest
an anemic condition. The I CD diagnosis code normally billed for
this indication may include: 780.2, 780.4, 780.7, 782.61, 782.62,
782.7, 785.0, 786.009;

Monitoring of patients with previously diagnosed anenmias (i.e.
iron deficiency, aplastic, hemolytic, etc.). The I CD di aghosis
code normally billed for this indication may include: 280.0-
285. 9;

Eval uation of patients on nedications or treatnents that affect
bl ood conponents (i.e., chenotherapy, radiation therapy,
antibiotics, aspirin, etc.). Note: there are certain nedications
especially Gold Salt and penicillam ne, used in the rheumatol ogy
field that require CBC S every 2-4 weeks during therapy. The |1 CD
di agnosi s code nornally billed for this indication nmay include:
E934. 0- E934. 1;

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

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

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

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

Patients with acute or chronic bl ood |oss;



Patients with splenomegaly (includes post splenectony). The I1CD
di agnosi s code normally billed for this indication may include:
789. 2; and/ or

Pati ents undergoing a major surgical procedure (ie., abdom nal,
thoracic, carotid, cranial or fenpral/popliteal surgery) in which
significant blood | oss may result.

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

When signs and synptons suggest a possible henorrhagic condition

To assess the effects of chenotherapy or radiation therapy on

pl atel et formation. The I CD di aghosis code normally billed for
this indication may include: V58.61-V58.69, V67.1, V67.2, E934.2-
E934.9, E935. 3;

To aid in the diagnosis of thronbocytopenia and thronbocytosis.
The I CD di aghosis code normally billed for this indication may
i ncl ude: 286.0-289.9; or

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

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

HCPCS Codes

85007 Bl ood count; manual differential WBC count (includes RBC
nor phol ogy and pl atel et estimation)

85008 manual bl ood snear exam nation without differentia
par amet er s

85009 differential WBC count, buffy coat
85013 spun m crohematocrit
EE R I O R S R S I I R Sk I S R S I
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85014 other than spun hematocrit



85018 henogl obin
85021 henmogram automated (RBC, WBC, Hgb, Hct and indices only)

85022 henpgram automated, and nanual differential WBC count
( CBC)

85023 henogram and pl atel et count, automated, and nanua
differential WBC count (CBC)

85024 henogram and pl atel et count, automated, and automated
partial differential WBC count (CBC)

85025 henpgram and pl atel et count, automated, and aut omated
conplete differential WBC count (CBC)

85027 henogram and pl atel et count, automated

85031 Bl ood count; henogram nanual, complete CBC (RBC, WBC,
Hgb, Hct, differential and indices)

Reasons for Denia

85029 (additional automated henpgramindices e.g., red cel
distribution width (RDW, nean platelet volunme, white cell

hi stogram one to three indices) and 85030 (four or nore indices)
are not reinbursable as they are conputerized cal cul ati ons.

Medi care does not pay for manual or automated percentage, ratios,
or calculations. Effective January 1, 1999, HCPCS Codes 85029 and
85030 will not be valid for Medicare.

Conpl ete bl ood count screening (including routine pre-op)
performed on apparent normal and asynptomatic individuals or in
t he absence of known disease, injury or abnornmal signs or
synptons i s considered noncovered. Screening CBC s should be
billed utilizing diagnosis V72.6 (Special investigations and
exam | aboratory).

Noncovered | CD-9 Code(s):

V01. 9 V07. 8-V07.9 V40. 0-V40. 9 V58. 9 V64 .0-V
64. 4 V67. 59 V67. 6 V67.9 272.0-272 .9 278. 00
278.1 2 90.0- 290.9 29 5.00-295. 95 298. 0-298.9

307. 80-307.89 307.9 331.0 331.1 331.2 332.0-332.1 366.00-3

66. 9 369. 00-369. 9380. 4401. 0-401. 9455. 0455. 3455. 6627. 3700701. O-
701.9 702.0-702.8 724.00-724.09735. 00-735. 9736. 00- 736. 9737. O-
737.9 739.0-739.9743. 30-743. 39780. 31- 780. 39780. 50- 780. 59780. 8
780.9796. 2799. 0- 799. 9840. 0- 848. 9

Codi ng Gui del i nes



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

Certain | aboratory tests are included in the conposite rate when
performed for End Stage Renal Di sease (ESRD) beneficiaries within
the frequency identified in the Medicare Carrier's Manual. The
foll owi ng hematol ogy tests are included in the conposite rate at
the frequency indicated bel ow.

Hct and Hgb every nonth for patients undergoing continuous
ambul atory peritoneal dialysis (CAPD).

Hct and Hgb per treatnent; CBC every nonth, for patients
under goi ng henodi al ysi s/ henofiltration, peritoneal dialysis and
conti nuous cyclical peritoneal dialysis.

Certain |laboratory tests for CAPD patients are billed separately
when performed at i ndependent dialysis facilities. The foll ow ng
hemat ol ogy tests are not included in the conposite rate and are
separately billable when perforned at the frequency identified in
the Medicare Carrier's Manual

WBC, RBC and pl atel et count every three nonths.

CPT codes 85023, 85024, 85025, or 85027 should be billed when a
conpl ete blood count with platelet is nmedically indicated. If
there are no clear medical indications for the platelet count,
the CPT code will be down coded to 85022 and rei nbursed

accordi ngly.

CBC s performed for rheumatoid arthritis patients being treated
with the foll owi ng nedications should subnmit the indicated
di agnosis on the claim

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

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

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

Docunent ati on Requi renents

Medi cal record docunmentation maintained by the ordering/referring
physi ci an nust indicate the nedical necessity for performng the
test and the lab results. This information is usually found in
the history and physical, office/progress notes, or |aboratory
report.

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



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

O her Comrents

Routine testing is not allowed to secure a baseline for mninor
surgi cal procedures when perforned without associated signs and
synptons or a di sease process that denobnstrates an anem c

condi tion.

Advance Notice Requirenment

Applies to nedical necessity (see page 4).
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88141- 88145, 88150-88155, 88164-88167: Pap Snears

Pap Snear (Papanicol aou Smear/ Test) is a cytol ogi c exam nation of
a vagi nal snear for early detection of cancer (especially of the
cervix and uterus), enploying exfoliated cells and a specia

stai ning technique which differentiates di seased tissue.

I ndications and Linmtations of Coverage and/or Medical Necessity
Di agnosti c Pap Smear
Di agnostic Pap smears and rel ated services are covered under

Medi care Part B when ordered by a physician under one of the
foll owi ng conditions:

Previ ous cancer of the cervix, uterus or vagi na that has been or
is presently being treated

Previ ous abnormal Pap snear

Abnormal findings of the vagina, cervix, uterus, ovaries or
adnexa

Signi ficant conplaint pertaining to the female reproductive
system

Any signs or synptons that the physician judges to be reasonably
related to a gynecologic disorder. The carrier's nedical staff
deternmi nes whether a previous nmalignancy at another site is an

i ndication for a diagnostic Pap snmear or whether the test nust be
consi dered a screening Pap snear.

HCPCS Codes



88141 Cyt opat hol ogy, cervical or vaginal (any reporting
systenm); requiring interpretation by physician (List separately
in addition to code for technical service)

88142 Cyt opat hol ogy, cervical or vaginal (any reporting
system), collected in preservative fluid, automated thin | ayer
preparation; manual screening under physician supervision

88143 wi th manual screening and rescreeni ng under physician
supervi si on

88144 wi th manual screening and conputer-assi sted rescreening
under physici an supervision

88145 wi th manual screening and conputer-assi sted rescreening
using cell selection and review under physician supervision

88150 Cyt opat hol ogy, slides, cervical or vaginal; nanual
screeni ng under physician supervision

88152 wi th manual screening and conputer-assi sted rescreening
under physici an supervision

88153 wi th manual screening and rescreeni ng under physician
supervi si on

88154 wi th manual screening and conputer-assi sted rescreening
using cell selection and review under physician supervision

88155 Cyt opat hol ogy, slides, cervical or vaginal, definitive
hormonal eval uation (eg, maturation index, karyopyknotic index,
estrogenic index) (List separately in addition to code(s) for
ot her technical and interpretation services)

88164 Cyt opat hol ogy, slides, cervical or vaginal (the Bethesda
Systen); manual screening under physician supervision

88165 wi th manual screening and rescreeni ng under physician
supervi si on

88166 wi th manual screening and conputer-assi sted rescreening
under physici an supervision



88167 wi th manual screening and conputer-assi sted rescreening
using cell selection and review under physician supervision

| CD-9 Codes That Support Medical Necessity

016. 7 0 -016.76 054.10 054. 11 054 .12 078.0
078.10 -078. 19 09 0.0-0 99.9 11 2.1 11 2.2 13
1.00- 131.9 170 .6 171 .6 179 18 0.0-1 80.9
181 182 .0-18 2.8 183. 0-183 .8 184. 0-184 .9 19 8.6 1

98.82 218.0-218.9 219.0-219 .9 220 221.0-221.9233. 0-

233. 3233. 9236. 0-236. 3 239. 5256. 0- 256. 9616. 0616. 10-
616.11616. 2616. 50-616. 51616. 8

616.9617. 0617. 9620. 0620. 1620. 2620. 8621. 0621. 1621. 2621. 8622. 0
622.1622. 7622. 8623. 0623. 5623. 7623. 8624. 6624. 8626. 2626. 6626. 7
626. 8626. 9627. 1627. 2627. 3627. 8627. 9628. 0- 628. 9654. 10- 654. 14795. 0
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Screeni ng Pap (P3000)

Screening Pap snears are covered when ordered and collected by a
doct or of nmedicine or osteopathy, or other authorized
practitioners (e.g., a certified nurse mdw fe, physician
assistant, or nurse practitioner) under one of the follow ng
conditions: ]

No prior test for the preceding 3 years use I1CD-9 code V76.2

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 vagina
cancer or other abnormelities during any of the preceding 3 years
(use I CD-9 code V15. 89)

There is evidence (on the basis of her nedical history or other
findings) that she is at high risk of devel oping cervical or
vagi nal cancer (use |ICD-9 code V15.89).

Not e: Paynment is not made for a screening Pap snmear for wonen
at high risk or who qualify under the chil dbearing provision nore
frequently than once every year

The high risk factors for cervical cancer include:

Early onset of sexual activity (under 16 years of age)



Mul tiple sexual partners (five or nore in a |lifetimne)

Hi story of a sexually transmitted di sease (including HYV
i nfection)

Fewer than 3 negative Pap snears within the previous 7 years

The high risk factors for vagi nal cancer include:

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

HCPCS Codes
@123

Screeni ng cytopat hol ogy, cervical or vaginal (any reporting
system), collected in preservative fluid, automated thin |ayer
preparation, evaluation by cytotechnol ogi st under physician
supervi si on

0124

Screeni ng cytopat hol ogy, cervical or vaginal (any reporting
system) collected in preservation fluid, automated thin | ayer
preparation, requiring interpretation by physician

0143

Screeni ng cytopat hol ogy, cervical or vaginal (any reporting
system), collected in preservative fluid, automated thin |ayer
preparation, with manual eval uati on and reeval uati on by

cyt ot echnol ogi st under physician supervision

Q0144

Screeni ng cytopat hol ogy, cervical or vaginal (any reporting
system), collected in preservative fluid, automated thin |ayer
preparation, w th manual eval uati on and conputer-assisted
reeval uati on by cytotechnol ogi st under physician supervision

&0145

Screeni ng cytopat hol ogy, cervical or vaginal (any reporting
system), collected in preservative fluid, automated thin |ayer
preparation, w th manual eval uation and conputer-assisted



reeval uation using cell selection and revi ew under physician
super vi si on

P3000
Screeni ng Papani col aou snear, cervical or vaginal, up to three
snmears, (any reporting system, evaluation by cytotechnol ogi st
under physici an supervision

P3001

Screeni ng Papani col aou snear, cervical or vaginal, up to three
smears, requiring interpretation by physician

Q0091

Screeni ng Papani col aou snear; obtaining, preparing and conveyance
of cervical or vaginal snear to | aboratory

| CD-9 Codes That Support Medical Necessity
V15. 89

V76. 2

Reasons for Deni al

Payment will not be allowed for a diagnostic pap snmear (88141-
88145; 88150-88155; 88164-88167) and a screening pap snear
(G0123-G0124; (0143-@A0145; P3000-P3001, Q0091) on the sanme date
of service

Al'l diagnostic ICD-9 codes not |listed as covered.

A screening Pap snmear performed nore than once in 3 years and
high risk factors are not present.

Codi ng Gui del i nes

0124 and P3001 are professional conmponent only codes effective
1/1/99. Use (0123 or P3000 for the technical conponents of these
Screeni ng examns.

For services on or after January 1, 1999, separate paynent is

al | oned under the physician fee schedule for pap snmear exans for
patients in any setting if the |aboratory screening personne
suspect an abnornality, and the physician reviews and interprets
the pap snmear (G0124, P3001, or 88141).
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The pap smear codes are grouped by three code fam |l es. Choose the
one code that best describes the screening nethod(s) used. The
code fam | es are 88142-88145; 88150-88154 and 88164-88167.

No paynment is recognized for code 85060 furnished to hospita
outpatients or nonhospital patients. The physician interpretation
is paid through the clinical |aboratory fee schedul e paynent for
the clinical |aboratory test.

Code 88142 is not an add-on code. It is not appropriate to report
this code in addition to a code fromthe 88150-88154 or 88164-
88167 series if the only |laboratory procedures perforned was a
pap snear with thin layer preparation

Docunent ati on Requirenents

Docunent ati on required for nmedical review includes history,

physi cal, progress notes and the pathol ogy report. This should be
mai ntained in the patient's permanent record, to be nade
available in the event of a review request.

O her Conments

Ef fective January 1, 1998, as a result of legislation included in
t he Bal anced Budget Act of 1997, Medicare Part B now covers
screening Pap smears every 3 years or nore frequent coverage for
wonren (1) at high risk for cervical or vaginal cancer, or (2) of
chi | dbeari ng age who have had a Pap snmear during any of the
preceding 3 years indicating the presence of cervical or vagi na
cancer or other abnormality.
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88230, 88269, 88280-88299: Cytogenetic Studies

Cytogenetics is the study of chronmosones by |ight mcroscopy.
Cytogenetic testing is used to study an individual's chronosone
mekeup. The term karyotyping refers to the arrangenent of cel
chronosones in order fromthe largest to the snallest to anal yze
their nunber and structure. Cytogenetic testing involves the

det erm nati on of chronmpsone nunber and structure; variations in
ei ther can produce nunmerous abnormalities. Wth cytogenetic
testing, the total chronmobsonme count is determned first, followed
by the sex chronosone conpl ement and then by any abnormalities. A
nor mal karyotype of chronpsones consists of a pattern of 22 pairs
of autosomal chrompsomes and a pair of sex hormones; XY for the
mal e, and XX for the female. A plus (+) or minus (-) sign

i ndi cates, respectively, a gain or |loss of chronpsomal material

Speci nens for cytogenetic analysis can be obtained for routine
analysis fromthe peripheral blood, in which case T |ynphocytes
are exanmined; fromamiotic fluid for culture of amiocytes; from
trophobl astic cells fromthe chorionic villus; from bone marrow,
and fromcultured fibroblasts, usually obtained froma skin

bi opsy. Enough cells nust be exam ned so that the chance of



m ssing a cytogenetically distinct cell line (a situation of
nosai ci sm is statistically low For nost clinical indications,
20 nmitoses are exam ned and counted under direct mcroscopic
visualization, and two are phot ographed and karyotypes are
prepared. Observation of aberrations usually pronpts nore
extended scrutiny and in nmany cases further analysis of the
original culture

I ndications and Linmtations of Coverage and/or Medical Necessity
Medi care consi ders cytogenetic studies (88230-88299) to be

nmedi cal | y reasonabl e and necessary for the diagnosis and
treatment of the follow ng conditions:

Ef fective for services on or after October 1, 1979

Genetic disorders (e.g., nmongolism in a fetus; (758.0-758.9)

Fai l ure of sexual devel opnment; or (259.0)

Chroni c nyel ogenous | eukem a. (205.10-205. 11)

Ef fective for services perfornmed on or after July 16, 1998

Acute | eukem as | ynmphoid (FAB L1-L3), Acute |eukem as nyeloid
(FAB MD-M7), and Acute |eukenmi as uncl assified; or (204.00-204.01
205. 00- 205. 01, 208. 00-208.01)

Myel odyspl asi a. (238.7)

HCPCS Codes

88230 Ti ssue culture for non-neoplastic disorders; |ynphocyte
88233 skin or other solid tissue biopsy

88235 amiotic fluid or chorionic villus cells

88237 Ti ssue culture for neoplastic disorders; bone marrow
(nyeloid) cells

88239 solid tunor

88240 Cryopreservation, freezing and storage of cells, each
cell line

88241 Thawi ng and expansi on of frozen cells, each aliquot

88245 Chronosone anal ysis for breakage syndrones; baseline
Sister Chromatid Exchange (SCE), 20-25 cells



88248 basel i ne breakage, score 50-100 cells, count 20 cells, 2
karyotypes (eg, for ataxia telangi ectasia, Fanconi anem a
fragile X)
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88249 score 100 cells, clastogen stress (eg, diepoxybutane,
mtomycin C, ionizing radiation, UV radiation)

88261 Chronosome anal ysis; count 5 cells, 1 karyotype, with
bandi ng

88262 count 15-20 cells, 2 karyotypes, wi th banding
88263 count 45 cells for npsaicism 2 karyotypes, w th banding
88264 anal yze 20-25 cells

88267 Chronosone anal ysis, amiotic fluid or chorionic villus,
count 15 cells, 1 karyotype, w th banding

88269 Chronpbsone analysis, in situ for amiotic fluid cells,
count cells from®6-12 colonies, 1 karyotype, w th bandi ng

88271 Mol ecul ar cytogenetics; DNA probe, each (eg, FISH)

88272 chronmosormal in situ hybridization, analyze 3-5 cells (eg,
for derivatives and markers)

88273 chronmosomal in situ hybridization, analyze 10-30 cells
(eg, for nmicrodel etions)

88274 i nterphase in situ hybridization, analyze 25-99 cells
88275 i nterphase in situ hybridization, analyze 100-300 cells
88280 Chronosone anal ysi s; additional karyotypes, each study

88283 addi ti onal specialized bandi ng technique (eg, NOR, C-
bandi ng)

88285 additional cells counted, each study
88289 addi ti onal high resolution study

88291 Cytogenetics and mol ecul ar cytogenetics, interpretation
and report

88299 Unlisted cytogenetic study

| CD-9 Codes That Support Medical Necessity:

204. 00-204.01
205. 00-205. 01
205.10-205. 11



208. 00-208. 01
238.7

259.0
758.0-758.9

Reasons for Denia

When performed for indications other than those listed in the
I ndications and Linmtations of Coverage and/or Medical Necessity
section of this policy.

Docunent ati on Requi renents

All clains for procedure code 88299 (Unlisted cytogenetic
studi es) must be subnmitted with medical record docunentation

The nedi cal record documentation nust indicate the nedica
necessity for performng the test. In addition, docunentation
that the service was perforned including the test results should
be in the patient's nmedical record. This information is usually
found in the history and physical, officel/progress notes, and/or
| aboratory results.

If the provider of the service is other than the
ordering/referring physician, that provider nmust naintain hard
copy docunentation of the test results and interpretation, along
with copies of the ordering/referring physician's order for the
studi es. The physician nmust state the clinical indication/nedica
necessity for the study in his order for the test.

Advance Notice Requirenent

Applies to nmedical necessity (see page 4).
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90657- 90659, @G0008: Influenza Virus Vacci ne

I nfluenza virus vaccine is indicated for inmmnization against

i nfluenza viruses containing antigens related to those in the
vaccine. This is strongly recommended for those people who are at
an increased risk of conplications frominfluenza. Although the
current influenza virus vaccine can contain one or nore antigens
used in previous years, annual i mrunization using the current
vaccine i s necessary because immunity declines in the year
followi ng i nmuni zati on.

I ndications and Linmtations of Coverage and/or Medical Necessity

Rei mbur senent for influenza virus vacci ne 90657, 90658, 90659 and
its administration (G0008) is a covered service under Medicare
Part B regardless of the setting in which it is furnished.

Rei mbur senent is at 100% of the reasonabl e charge. Medicare does



not require that the flu vacci ne be adm nistered under a
physi ci an's order or under physician supervision. Up to two

i nfluenza virus vaccinations may be all owed per rolling cal endar
year.

Al t hough ICD-9 code V04.8 is the appropriate diagnosis for the

I nfluenza Virus Vaccine, all diagnoses will be accepted. This is
done because the goal of the programis to inprove beneficiary
health by the increased use of covered preventative services.

HCPCS Codes
30008 Adm ni stration of influenza virus vaccine

90657 I nfluenza virus vaccine, split virus, 6-35 nonths dosage,
for intramuscular or jet injection use

90658 I nfluenza virus vaccine, split virus, 3 years and above
dosage, for intramuscular or jet injection use

90659 I nfl uenza virus vacci ne, whole virus, for intranuscul ar
or jet injection use

Codi ng Gui del i nes

For services on or after October 1, 1994, G0008 (adm nistration
of influenza virus vaccine) should be used with 90724.

Ef fective January 1, 1999 HCPCS Code 90724 is being del eted.
There will be a 90 day grace period for 90724. After January 1,
1999, influenza virus vaccine should be reported with 90657,
90658, and 90659. Adm nistration of influenza virus vacci ne G0008
shoul d be used with 90657, 90658, and 90659.

Not e: Providers should continue to use procedure code 90724 unti
April 1, 1999 to ensure pronpt paynment of clains. Due to Year
2000 systens testing, the new influenza virus vacci ne codes
90657, 90658, and 90659 should not be billed until April 1, 1999.

Docunent ati on Requirenents

When the nunmber of influenza vaccine services exceed paraneters,
a nmedical review will be required. Providers will need to submt
office records or a narrative statenment indicating that a
different or new vacci ne was adm nistered for a new or different

i nfl uenza season/ epi dem c.

El ectronic Media Clains can be subnmitted for these services.

Advance Notice Requirenent

The influenza virus vaccine is covered by Medicare Part B if it
is furnished within the accepted standards of nedical practice.



For services which exceed the accepted standards of nedica
practice, an acceptabl e advance notice of Medicare's denial of
payment must be provided to the patient when the provider does
not want to accept financial responsibility for the service.
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90669, 90732, @0D009: Pneunpbcoccal Vaccinations

Pneunpococcal vaccine is available to reduce the chances of
devel opi ng pneunonia in patients considered to be at high risk of
acquiring a pneunococcal infection

I ndications and Limtations of Coverage and/or Medical Necessity

Medi care Part B rei nburses pneunococcal vaccinations (90669 and
90732) at 100% of the reasonable charge if it is ordered by a
physi cian who is a doctor of mnedicine or osteopathy. The presence
of a physician is not required if a previously witten physician
order or standing order exists which specifies that the follow ng
conditions are nmet for any person receiving the vaccine:

- the person's age, health, and vaccination status have been
det er m ned

- a signed consent was obtai ned

- the vaccine is administered only to persons at high risk of
pneunococcal di sease and have not been previously vacci nated, and
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revacci nati on with pneunococcal vaccine is covered when ordered
by a physician for patients at highest risk of pneunpcocca
di sease

a record of vaccination is provided.

Persons considered to be at high risk include, but are not
limted to, the follow ng:

all people age 65 and ol der

i mmunoconpetent adults at increased risk due to chronic disease
(e.g., cardiovascul ar di sease, pulnonary di sease, diabetes

mel litus, alcoholism cirrhosis, or cerebrospinal fluid |eaks),
and

i ndi viduals with conproni sed i mmune systens (e.g., splenic
dysfunction or anatom c aspl enia, Hodgkin's di sease, |ynphong,

mul tiple nmyeloma, chronic renal failure, HV infection, nephrotic
syndrone, sickle cell disease, or organ transplantation



i ndi vi dual s who have been shown to have a rapid decline in
pneunococcal anti body | evels.

In the event that a pneunpbcoccal vaccine is being adm nistered
via a standing order to a patient who was previously vaccinated
or who has an unknown vaccination record, the patient nust be
referred to the personal physician or, a specific physician order
for that patient (witten or by tel ephone) nust be obtained prior
to vacci nation.

HCPCS Codes

90669 Pneunpococcal conjugate vacci ne, polyvalent, for
i ntranuscul ar use

90732 Pneunpococcal pol ysacchari de vaccine, 23-valent, adult
dosage, for subcutaneous or intranuscul ar use

30009 Admi ni stration of pneunpbcoccal vaccine

Reasons for Denia

Patient is not at high risk (definition determ ned from

I ndications and Limtations of Coverage).

Codi ng Gui del i nes

Code adnministration of pneunpcoccal vaccine with G0009. Code
pneunococcal vaccine with 90669 and 90732.

Docunent ati on Requirenents

Medi cal records nmust contain sufficient information to show the
medi cal necessity of the service. See Indications and Limtations
of Coverage.

O her Comment s

Rei mbursenent is not be made for administration if paynent is not
made for the vaccine.

Advance Notice Requirenent

The pneunpbcoccal vaccine is covered by Medicare Part Bif it is
furnished within the accepted standards of nedical practice. For

servi ces which exceed the accepted standards of nedical practice,
an acceptabl e advance notice of Medicare's denial of payment nust



be provided to the patient when the provider does not want to
accept financial responsibility for the service.
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90744-90747, (0100: Hepatitis B Vaccine

Hepatitis B is a viral disease caused by the Hepatitis B virus
causing inflammtion of the liver. The virus is shed in all body
fluids by individuals with acute or chronic infections and by
asynptonmatic carriers.

I ndi cations and Linmitations of Coverage and/or Medical Necessity
Rei mbur senent nmay be nmade for Hepatitis B Vacci ne when

adm nistered to a patient who is at high or internediate risk for
contracting Hepatitis B

Hi gh risk

End- St age Renal Di sease (ESRD) patients,

Henophi | i acs who receive Factor VIII or |IX concentrates,

Clients of institutions for the nmentally retarded,

Persons who live in the same household as a Hepatitis B Virus
(HBV) carrier,

Honmbsexual nen,

Illicit injectable drug abusers

Internedi ate ri sk

Workers in health care professions who have frequent contact wth
bl ood or bl ood-derived body fluids during routine work
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Excepti on

Persons in the above-listed groups would not be considered at
high or internediate risk of contracting Hepatitis Bif there is

| aboratory evidence positive for antibodies to Hepatitis B. (ESRD
patients are routinely tested for Hepatitis B anti bodies as part
of their continuing nonitoring and therapy).

A charge separate fromthe ESRD conposite rate will be recognized
and paid for the adnministration of the vaccine to ESRD pati ents.



Rei mbur senment for the administration of Hepatitis B vaccine
(G0010) is a covered service in conjunction with Hepatitis B
vacci ne.

The following list of covered ICD-9 codes is not an all inclusive
list. Clainms with other than |listed diagnoses will be reviewed
for nedical necessity.

HCPCS Codes

90744 Hepatitis B vaccine, pediatric or pediatric/adol escent

dosage, for intranuscul ar use

90745 Hepatitis B vacci ne, adol escent/high risk infant dosage,
for intranuscul ar use

90746 Hepatitis B vaccine, adult dosage, for intranuscul ar use
90747 Hepatitis B vaccine, dialysis or immunosuppressed patient

dosage, for intramuscul ar use

&0010 Admi nistration of Hepatitis B vaccine

| CD-9 Codes That Support Medical Necessity

Reasons for Denia

Hepatitis B vaccine is not a benefit when adnm nistered to a
beneficiary who is not at high or internediate risk of
contracting the disease.

Codi ng Gui del i nes

Bill using the correct procedure code and rel ated di agnosi s.

Docunent ati on Requirenents

Clainms submitted with any diagnosis not |isted as covered |ICD-9
code nust have additional docunentation to show nmedi cal necessity
as stated in Indications and Linmtations. This informati on may be
in the form of:

of fice nedical records

hi story and physi cal

narrative statement by the physician



For clains submtted with a covered ICD-9 code, the office
medi cal records nust contain sufficient information to show
medi cal necessity as stated in Indications and Limtations.
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90780-90799: Therapeutic or Diagnostic Infusion/lnjections

Therapeutic or diagnostic injections are adninistered either as
prol onged IV infusion or as intradermal, subcutaneous,

i ntramuscul ar or routine IV drug injections. Codes exist for al
types of drug adm nistration

I ndications and Limtations of Coverage and/or Medical Necessity

Hydrati on therapy intravenous (1V) infusion (90780-90781) is
consi dered bundled into the paynment for CPT codes 96410, 96412,
96414 (chenotherapy IV infusion) when billed for on the sanme day
by the sanme physician.

Rei mbur sement for infusion injection codes (90780-90781) are
allowed in addition to the evaluati on and managenent visit, and
chenot herapy adm ni stration (96410, 96412, 96414) and the cost of
the drug(s) when billed on the sane date of service using the GB
nodi fier.

Rei mbur senent for therapeutic or diagnostic injections codes
(90782-90788) are only paid if there are no other services
payabl e under the physician fee schedule when billed on the sane
date by the sane provider. |If any other services payabl e under
the physician fee schedule are billed on the same date by the
same provider, these services are bundled into the physician
services for which paynent is made. Separate paynment will be nmde
for the cost of the drug(s).

Mul tiple adm ni strations may be reported in conjunction with
chenot herapy adnministration codes only if two separate |V routes
are established.
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HCPCS Codes

90780 1V infusion for therapy/diagnosis, admnistered by
physi ci an or under direct supervision of physician; up to one

hour

90781 each additional hour, up to eight (8) hours (List
separately in addition to code for prinmary procedure)

90782 Therapeutic or diagnhostic injection (specify nmateria
i njected); subcutaneous or intranuscul ar

90783 Intra-arteria



90784 I ntravenous
90788 Intranuscul ar injection of antibiotic (specify)

90799 Unlisted therapeutic or diagnostic injection

Reasons for Denia

If a noncovered drug is administered, both the drug (or injected
substance) and the adm nistration (90780-90799) are noncovered
items. It is not appropriate to bill a covered CPT -1V code for
the adm nistration. The claimshould be reported with code A9270
(noncovered item or service).

Codi ng Gui del i nes

Servi ces enconpassi ng prolonged IV injections (90780-90781)
require the presence or direct supervision of the physician
during the infusion.

I ntravenous (90784) administration should be billed when an IV
t herapeutic injection such as an anti-enetic is adm nistered on
the sane day as chenot herapy services.

EPO Procrit is usually given subcutaneously. The appropriate code
to use would be 90782.

Refer to codes 95115-95117 for allergy inmunizations injections.

Refer to codes 96400-96450 for chenot herapy adm ni stration
i njections.

Advance Notice Requirenent

Applies to nmedical necessity requirenments (see page 4).
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92081-92083 - Visual Field Exani nation

Recently, a revision of the |local nedical review policy for
visual field exam nation was perforned. Since the policy has not
been published within the last year, it is being republished in
its entirety.

The visual field is the area within which objects my be seen
when the eye is fixed. To standardi ze testing, several autonmated
and conputerized perineters are avail able. However, manual
perimeters are also utilized.

Visual field exam nations (procedure codes 92081, 92082, and
92083) will be considered nedically necessary under any of the
foll owi ng conditions:



The patient has inflammtion or disorders of the eyelids
potentially affecting the visual field.

The patient has a docunented di agnosi s of gl aucoma.

Pl ease note that the stabilization or progression of glaucona can
be monitored only by a visual field examination, and the
frequency of such exam nations is dependent on the variability of
i ntraocul ar pressure neasurenents (i.e., progressive increases
despite treatment indicate a worsening condition), the appearance
of new henorrhages, and progressive cupping of the optic nerve.

The patient is a glaucoma suspect as evidenced by an increase in
i ntraocul ar pressure, asymmetric intraocular nmeasurenments of
greater than 2-3 mm Hg between the two eyes, or has optic nerves
suspi ci ous for glaucoma which may be nani fested as asymetrica
cuppi ng, disc henorrhage, or an absent or thinned tenporal rim

The patient has a docunented di sorder of the optic nerve, the
neurol ogi ¢ vi sual pathway, or retina.

Pl ease note that patients with a previously diagnosed retina

det achment do not need a pretreatnment visual field exam nation
Additionally, patients with an established di agnosed cataract do
not need a followup visual field unless other presenting
synpt omat ol ogy i s docunmented. In patients who are about to
undergo cataract extraction, who do not have gl aucoma and are not
gl aucoma suspects, a visual field would not be indicated.

The patient has a recent intracranial henorrhage, an intracrania
mass or a recent neasurenment of increased intracranial pressure
with or wi thout visual synptonatol ogy.

The patient has a recently docunented occl usion or/and stenosis
of cerebral and precerebral arteries, a recently diagnosed
transi ent cerebral ischema or giant cell arteritis.
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The patient having an initial workup for buphthal nos, congenita
anomal i es of the posterior segment or congenital ptosis.

The patient has inflammation or disorders of the orbit,
potentially affecting the visual field.

The patient has sustained a significant eye injury.



The patient has an unexpl ai ned vi sual [oss which may be descri bed
as "trouble seeing or vision going in and out."

The patient has a pale or swollen optic nerve docunented by a
vi sual exam of recent origin.

The patient is having sonme new functional limtations which may
be due to visual field loss (i.e., reports by famly that patient
is running into things).

The patient is being evaluated initially for nacul ar degeneration
or has experienced central vision loss resulting in vision
nmeasured at or bel ow 20/ 70.

The patient is receiving or has conmpleted treatnent of a high-
ri sk medi cation that may cause visual side effects, (i.e., a
pati ent on plaquenil nmay devel op retinopathy).

Pl ease note that repeated exam nations for a diagnosis of macul ar
degeneration or an experienced central vision |loss are not
necessary unl ess changes in vision are docunented or to eval uate
the results of a surgical intervention

| CD-9 Codes That Support Medical Necessity:

094. 81-094. 89
095.8

190. 0-190.9
191.0-191.9
192.
192.
198.
224.
225.
227.
234.
237.
237.
237.
239.
239.
242.00-242.01
242.10-242. 11
250. 50- 250. 53
259.8
264.0-264.9
282. 60-282. 69
300. 11
346. 00- 346. 01
346. 10- 346. 11
346. 20- 346. 21

1
N
N
b
©
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346.
346.
348.
360.
360.
360.
360.
360.
360.
360.
360.
360.
360.
360.
360.
360.
360.
360.
360.
360.
360.
360.
360.
360.
360.
361.
361.
361.
361.
361.
361.
362.
362.
362.
362.
362.
362.
362.
362.
362.
362.
363.
363.
363.
363.
363.
363.
363.
363.
363.
363.
364.
364.
364.
364.
364.
364.

80- 346.
90- 346.

2

00- 360.

04
11
12
13
14
19
20
21
23
24
29
30
31
32
33
34

40- 360.
50- 360.
60- 360.
81- 360.

9

00- 361.
10- 361.

2

30- 361.
81-361.

9

01-362.
10- 362.
21-362.
30- 362.
40- 362.
50- 362.
60- 362.
70-362.
81-362.

9

00- 363.
10- 363.
20- 363.
30- 363.
40- 363.
50- 363.
61-363.
70- 363.

8
9

00- 364.
10- 364.
21- 364.

3

41- 364.
51- 364.

81
91

03

44
59
69
89

07
19

33
89

02
18
29
37
43
57
66
77
89

08
15
22
35
43
57
63
72

05
11
24

42
59



364.
364.
364.
364.
365.
365.
365.
365.
365.
365.
365.
365.
365.
366.
366.
366.
366.
366.
366.
366.
366.
368.
368.
368.
368.
368.
368.
368.
368.
368.
369.
369.
369.
369.
369.
369.
369.
369.
369.
370.
370.
370.
370.
370.
370.
370.
370.
371.
371.
371.
371.
371.
371.
371.
371.
371.
371.

60- 364.
70- 364.

00- 365.
10- 365.
20- 365.
31- 365.
41- 365.
51- 365.
60- 365.
81- 365.

00- 366.
10- 366.
20- 366.
30- 366.
41- 366.
50- 366.

00- 368.
10- 368.

30- 368.
40- 368.
51- 368.
60- 368.

00- 369.
10- 369.
20- 369.

60- 369.
70- 369.

00- 370.
20- 370.
31-370.
40- 370.
50- 370.
60- 370.

00-371.
10- 371.
20-371.
30-371.
40-371.
50-371.
60-371.
70-371.
81-371.

64
77

04
15
24
32
44
59
65
89

09
19
23
34
46
53

03
16

34
47
59
69

08
18
25

69
76

07
24
35
49
59
64

05
16
24
33
49
58
62
73
89



373. 00-373. 02
373.11-373.13
373.2
373.31-373. 34
373.8

373.9
374.00-374. 05
374.10-374. 14
374.20-374. 23
374.30-374. 34
374.41-374. 46
374.50-374. 56
374.81-374. 89
374.9

376. 00-376. 04
376.10-376. 13
376.21-376. 22
376. 30-376. 36
376. 40-376. 47
376.50-376. 52
376.6
376.81-376. 89
376.9
377.00-377.04
377.10-377.16
377.21-377. 24
377.30-377. 39
377.41-377. 49
377.51-377.54
377.61-377.63
377.71-377.75
377.9

378. 00-378. 08
378.10-378.18
378.20-378. 24
378. 30-378. 35
378. 40-378. 45
378.50-378. 56
378. 60-378. 63
378.71-378.73
378.81-378.87
378.9

379. 500-379. 59
379. 92

431
432.0-432.9
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
435.0-435.9
436



437.0-437.9
446.5

743. 20-743. 22
743.52-743. 58
743.61-743. 69
921.0-921.9
930. 0-930. 9
950. 0- 950. 9
951.0

V58. 69

V67. 51
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Docunent ati on Requirenents

Medi cal record docunentation must indicate the nmedical necessity
for performing the test. In addition, docunentation that the
service was perforned including the results of the Visual Field
Exami nati on shoul d be available. This information is normally
found in the office notes, progress notes, history and physi cal
and/or hard copy of the test results.

If the provider of the service is other than the
ordering/referring physician, the provider of the service nust
mai ntai n hard copy docunentation of test results and maintain
hard copy docunentation of test results and interpretation al ong
with copies of the ordering/referring physician's order for the
studi es. The physician nmust state the clinica

i ndi cati on/ nmedi cal necessity for the study in this order for the
test.

Advance Notice Statenment

Applies to nmedical necessity (see page 4).

LR R R R SRR SRR EEEEEEEEREEEREEEEREREEEEEEREEEREREEEREESEEREEEREEEREEEEREEER]

98925-98929: Ost eopat hi ¢ Mani pul ati ve Treat nent

Ost eopat hic mani pul ative treatnent is a form of nmmnual treatnent
applied by a physician to elimnate or alleviate somatic
dysfunction and rel ated di sorders. This treatnent nmay be
acconplished by a variety of techniques.

I ndications and Linmtations of Coverage and/or Medical Necessity

Manual mani pul ation of the rib cage contributes to the treatnent
of respiratory conditions such as bronchitis, enphysema, and
asthma as part of a regi nen which includes other elenments of
therapy, and is covered only under such circunstances.

Mani pul ati on of the occipitocervical or tenporomandi bul ar regions
of the head, when indicated for conditions affecting those
portions of the head and neck, is a covered service.



HCPCS Codes

98925 Ost eopat hi ¢ mani pul ative treatment (OMI); one to two body
regi ons involved

98926 three to four body regions involved
98927 five to six body regions invol ved
98928 seven to ei ght body regions invol ved

98929 nine to ten body regions involved

Codi ng Gui del i nes

Eval uati on and nanagenent services may be reported separately if,
and only if, the patient's condition requires a significant
separately identifiable E/M service, above and beyond the usua
preservice and postservice work associated with the procedure.

Only one OMT procedure code should be billed per day, based on
the description of the procedure code. For exanple, if a patient
has three body regions treated in one day, the provider should
bill procedure code 98926 (osteopathic manipul ative treatnent
[OMI]; three to four body regions involved). Do not indicate a
quantity billed on the HCFA-1500 claimformor on an el ectronic
claim

Docunent ati on Requirenents

The provider has the responsibility to ensure nmedical necessity
for these procedures and rmust maintain docunentation for the
possibility of postpaynment review

Advance Notice Requirement

Applies to nmedical necessity requirenents (see page 4).
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92980- 92984, 92995-92996: Interventional Cardiol ogy

Per cut aneous translum nal coronary interventions have, since
Gruentzig's 1979 report of coronary ball oon angi opl asty,
substantively altered the management of individuals with
synptomatic arteriosclerotic heart disease. Ball oon angi opl asty
rapi dly expanded fromsingle to nultiple vessels and sinple to
conpl ex anatom ¢ substrates. Translum nal interventions now
enconpass balloon dilation, a variety of atherectony devices and
two stents approved for coronary placenment. Conpl enmenting nedica
t herapy and aortocoronary bypass, translunminal interventions have
energed as a third therapeutic option for the managenent of



patients with chronic angina, acute coronary insufficiency and
evol ving nyocardi al infarction.

In this policy, the Carrier relates existing procedura
descriptors, defines indications for coverage and provi des
docunent ati on and subm ssion instructions. These definitions and
i nstructions are provided to enphasi ze HCFA policy and

phil osophic intent, and to provide a flexible franework to neet
the chal | enges of evol ving technol ogy and advances in physician
experience and expertise. Much of this information has been
previously published. It is repeated for clarification and
coherence.

I ndications and Limtations of Coverage and/or Medical Necessity
I nterventional Cardiol ogy

Transl umi nal coronary interventions are appropriately considered
in those patients who nmani fest either acute or chronic signs and
synptons of coronary insufficiency, who have not responded
adequately to optim ze nedi cal therapy, for whom a probative
alternative is aortocoronary bypass, who have objective evidence
of nyocardial ischem a and have | esions anenable to transl um nal
i ntervention. Medicare recognizes only three coronary arteries
when considering first and additional vessel interventions; the
| eft anterior descending, the left circunflex and the right
coronary arteries.

HCPCS Codes
92980 Transcat heter placenent of an intracoronary stent(s),
per cut aneous, with or without other therapeutic intervention, any

nmet hod; single vesse

92981 each additional vessel (List separately in addition to
code for primary procedure)

92982 Per cut aneous translum nal coronary ball oon angi opl asty;
si ngl e vesse

92984 each additional vessel (List separately in addition to
code for primary procedure)

92995 Per cut aneous transl um nal coronary atherectony, by
mechani cal or other method with or w thout ball oon angi opl asty;
si ngl e vesse

92996 each additional vessel (List separately in addition to
code for primary procedure)

| CD-9 Codes That Support Medical Necessity:

410. 00-410. 02
410. 10-410.12



410. 20-410. 22
410. 30-410. 32
410. 40-410. 42
410. 50-410. 52
410. 60-410. 62
410. 70-410. 72
410. 80-410. 82
410. 90-410. 92
411.1
411. 81
411. 89
413.0
413.9
414.01-414. 03
414.11
414. 8

Intravascul ar U trasound (Coronary Vessel or Graft)

I ntravascul ar ultrasound takes the ultrasound transducer directly
to the inside of the nore distant vessels, and by using high
frequencies is able to provide the npst exquisite detail of these
structures.

Codes 92978 and 92979 are add-on codes that should be reported in
addition to the specifically listed therapeutic intervention
procedures when ultrasound is being perforned. Codes 92978 and
92979 will only be allowed when billed in conjunction with the
foll owi ng therapeutic services:

92975 Thronbol ysis, coronary

92980 Pl acenent of intracoronary stent(s)

92981 each additional vessel (List separately in addition to
code for primary procedure)

92982 Coronary bal | oon angi opl asty

92984 each additional vessel (List separately in addition to
code for primary procedure)

92995 Coronary at herectony
92996 each additional vessel (List separately in addition to

code for primary procedure)

I ntravascul ar ultrasound services include all transducer
mani pul ati ons and repositioning within the specific vessel being
exam ned, both before and after therapeutic intervention, (stent
pl acenent).

HCPCS Codes



92978 I ntravascul ar ultrasound (coronary vessel or graft)
during therapeutic intervention including inmaging supervision
interpretation and report; initial vessel (List separately in
addition to code for primary procedure)

92979 each additional vessel (List separately in addition to
code for primary procedure)
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Reasons for Denia

Use of an interventional device, or technologic nodification
that has not received FDA approval.

Addi tional vessel codes applied to vessels other than the nanmed
maej or coronary arteries as recogni zed by Medicare and defined
above.

Codi ng Gui del i nes

When a single interventional nodality is utilized in nore than
one of these three vessels, the first vessel is to be identified
usi ng the respective "single vessel" code. Each additional nmjor
coronary instrunmented is to be identified using the "each
addi ti onal vessel" code. Branch vessels are considered an
integral part of these three parent, mgjor, nanmed coronary
arteries. Interventions in branch vessels are considered a part
of and included with intervention in the named parent vessel

Anatomi c variants, (large ramus or margi nal branches, unbal anced
circulatory patterns, etc.), should be referenced as precisely as
possible to a correspondi ng naned vessel. Bypass conduits are
consi dered, for nonenclature and codi ng purposes, integral to the
vessel of distal anastonopsis. Special consideration will be

provi ded when multiple bypass conduits have a common naned vesse
di stal anastonosis and when transluminal interventions are
performed on both native vessels and bypass conduits. In the
presence of bypass conduits, for purposes of these definitions,
the left main coronary artery is considered a part of the nmjor

| eft system vessel receiving antegrade fl ow

Medi care al so recogni zes a hierarchical schene in technica
conplexity when nmultiple types of coronary intervention are

enpl oyed in a single session. Generally, stent placenment

super sedes at herectony whi ch supersedes angi opl asty. The CPT-95
expl anat ory notes acconpanying the instant codes define further
this hierarchical ordering. When nultiple translum nal

i nterventions are conbined during a single setting, coding should
reflect this ranking order; the npst conplex intervention is

i dentified by using that intervention's "single vessel" code and
other interventions using the appropriate "each additiona
vessel " code. This sane format is applicable when nultiple
interventions are performed in bypass conduits and/or native
vessel s and bypass conduits.



Three new nodifiers have been added effective 1/1/97

LC-Left circunflex coronary artery

LD-Left anterior descending coronary artery

RC- Ri ght coronary artery

These nodifiers will be needed to identify treatnent of nultiple
arteries.

Docunent ati on Requirenents

The provider has the responsibility to ensure nmedical necessity

for all services and nust nmintain docunmentation for the
possibility of a postpaynment audit.

I f nedical necessity is in question or for postpayment review,
submt the follow ng:

Hi story and physical, and

Operative report

Advance Notice Requirenment

Applies to nmedical necessity (see page 4).
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93268: Patient Demand Single or Multiple Event Recorder -
Correction

The Advance Notice Statenent for this policy was inadvertently
onmitted fromthe article that was provided in the

Novenber/ Decenber 1998 Medi care Part B Update! (pages 35-37).
Advance notice, as it applies to nedical necessity (see page 4 of
this issue), is required for procedure codes covered under this

policy.
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93619, 93631, 93640-93642, 93737-93738: Intracardi ac
El ectrophysi ol ogi cal Eval uation

An intracardi ac el ectrophysiol ogical evaluation is a study of the
el ectrical processes involved with the heart action.

I ndications and Linmtations of Coverage and/or Medical Necessity



El ect rophysi ol ogi cal Eval uati on:

El ectrophysi ol ogi cal studies routinely require vascul ar access,

i njections/infusions, continuous nonitoring. In the course of an
el ectrophysi ol ogi cal study, an advanced paci ng device is
routinely used to stinulate and record intracardiac activities.

HCPCS Codes

93619 Conpr ehensi ve el ectrophysi ol ogi cal evaluation with right
atrial pacing and recording, right ventricular pacing and
recordi ng, His bundle recording, including insertion and
repositioning of nultiple electrode catheters; w thout induction
of arrhythmia (This code is to be used when 93600 i s conbi ned
with 93602, 93603, 93610, 93612)

93620 with induction of arrhythmia (This code is to be used
when 93618 is conbined with 93619

93621 with left atrial recordings fromcoronary sinus or |eft
atrium with or without pacing, with induction or attenpted
i nduction of arrhythm a

93622 with left ventricular recordings, with or without pacing,
with induction or attenpted induction of arrhythnia

93623 Programed stinmul ati on and pacing after intravenous drug
i nfusion (List separately in addition to code for primry
procedure) (Use 93623 in conjunction with codes 93620, 93621
93622)

93624 El ectrophysiologic foll owup study with paci ng and
recording to test effectiveness of therapy, including induction
or attenpted induction of arrhythm a

93631 Intra-operative epicardi al and endocardi al paci ng and
mappi ng to localize the site of tachycardia or zone of slow
conduction for surgical correction

| CD-9 Codes That Support Medical Necessity:

426.0

426. 10-426. 13
426. 2

426. 3

426. 4

426.50-426. 54
426.
426.
426.
427.
427.
427.
427.31-427. 32
427. 41-427. 42
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427.5
427.6
427. 69
427. 81
427. 89
427.9
746.9
780. 2

El ect rophysi ol ogi cal Eval uation of Cardioverter-defibrillator:
El ect rophysi ol ogi ¢ eval uation of cardioverter-defibrillator
and/ or | eads (93640, 93641, 93642) and el ectronic anal ysis of

cardi overter/defibrillator only (93737, 93738) is covered only
when due to:

a docunent ed epi sode of |ife threatening ventricul ar
tachyarrhyt hm a; or

cardi ac arrest not associated with myocardial infarction

HCPCS Codes

93640 El ect rophysi ol ogi ¢ eval uati on of cardioverter-
defibrillator leads (includes defibrillation threshold testing
and sensing function) at time of initial inplantation or

repl acenent ;

93641 with testing of cardioverter-defibrillator pulse
gener at or

93642 El ect rophysi ol ogi ¢ eval uati on of cardioverter-
defibrillator (includesdefibrillation threshold evaluation

i nducti on of arrhythm a, evaluation of sensing and pacing for
arrhythmia term nation, and programm ng or reprogranm ng of
sensing or therapeutic paraneters)

93737 El ectronic anal ysis of cardioverter-defibrillator only
(interrogation, evaluation of pulse generator status); w thout
r eprogranm ng

93738 Wi th reprogranmm ng

| CD-9 Codes That Support Medical Necessity
427.1

427.5

Codi ng Gui del i nes

Bill with the CPT code which describes services rendered and the
| CD-9 code which describes the nmedical synptom or condition



It is inappropriate to bill a separate service for insertion of a
tenmporary pacemaker. |f, at the same session as an

el ectrophysi ol ogi cal study, a permanent pacenaker is placed, it
can be billed as a separate service

Docunent ati on Requirenents

Medi cal records nust contain sufficient information to show the
nmedi cal necessity of the service. If there has been a denial due
to medi cal necessity or there is a question of medical necessity
with original billing, include history and physical, progress

notes and any ot her information needed to show nmedi cal necessity
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97010- 97036, 97110-97124, 97140-97504, 97520, 97770: Physica
Medi ci ne and Rehabilitation

Rehabilitation that is concerned with the restoration of function
foll owi ng di sease, injury, or |oss of body part is the prinmary
goal of physical nedicine. The therapeutic properties of

exercise, heat, cold, electricity, ultraviolet, and nassage are
used to inprove circul ation, strengthen nuscles, encourage return
of notion, and train or retrain an individual to performthe
activities of daily Iiving.

I ndi cations and Linmitations of Coverage and/or Medical Necessity
Hot Or Cold Modality
As of 1/1/97, paynent for the application of Hot or Cold Packs

are bundled into the paynent for other services not specified.

The application of Hot or Cold Packs nmay be considered nmedically
necessary if the follow ng conditions are present and docunented
in the patient's nedical records nmmi ntained by the provider

For Hot Packs:

The patient has a painful superficial condition for which heat is
beneficial (for exanple, neuropathy) or

The patient has nuscle spasm for which heat application has been
ordered and

The patient's condition is acute or subacute, and

The heat packs are utilized in preparation for a nore conplete
t her apeuti c program



It is usually not medically necessary to have nore than one form
of heat treatment (CPT codes 97010, 97018, 97026) for a condition
per day.

For Col d Packs

The patient has nuscle spasm inflammtion of bursa, tendon,
joint, nuscle, or other local condition requiring anal gesia and

The condition is acute or subacute and

The cold packs are utilized in preparation for a nore conpl ete
t her apeutic program

HCPCS Codes

97010 Application of a nmodality to one or nore areas; hot or
col d packs

Tracti on/ Mechani cal Mdality

The application of nmechanical traction nay be considered

medi cal |y necessary if the follow ng conditions are present and
docunented in the patient's nedical record maintained by the
provi der:

The patient has cervical radicul opathy or

The patient has |unbar radicul opathy.

HCPCS Codes

97012 Application of a nodality to one or nore areas; traction
nmechani ca

El ectrical Stinulation Mdality

The application of electrical stinulation (unattended) nmay be
considered nedically necessary if the follow ng conditions are
present and docunented in the patient's nedical records

mai nt ai ned by the provider:

The patient has an acute or subacute condition that requires
i ont ophoresi s,

The patient has a painful condition that requires anal gesia or
nmuscl e spasmthat requires reduction prior to an exercise
program



The patient has a condition that requires an educational program
for self-stinulation of denervated nuscle (consisting of 5-7
sessi ons), or

The patient has a condition that requires nuscle re-education
involving a training program i.e., functional electrica
stimulation and

Docunent ati on nmust clearly indicate that a TENS machi ne was not
used and/or a TENS treatnment was not given.

HCPCS Codes

97014 Application of a nodality to one or nobre areas;

el ectrical stinmulation (unattended)

Vasopneunati c Devices Mdality

The application of vasopneumatic devices may be considered

medi cally necessary if the followi ng conditions are present and
docunented in the patient's nedical records mai ntai ned by the
provi der:

The patient nust have | ynphedema of an extremity; or

The patient nust require education on the use of a |ynphedema
pump for hone use.

HCPCS Codes

97016 Application of a nodality to one or nobre areas;
vasopneunati c devices

Paraffin Bath Mdality

The application of a paraffin bath nay be considered nedically
necessary if any one of the follow ng conditions is present and

docunented in the patient's nedical record maintained by the
provi der:

The patient has contractures as a result of rheumatoid arthritis,
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The patient has contractures as a result of scleroderns,

The patient has acute synovitis,

The patient has post-traumatic conditions,

The patient has hypertrophic scarring,



The patient has degenerative joint disease,
The patient has osteoarthritis,

The patient has post surgical conditions (e.g., carpal tunne
rel ease) or tendon repairs, or

The patient is status post sprains or strains.

It is usually not reasonable or nedically necessary to have nore
than one form of superficial heat treatnent (CPT codes 97010,
97018, 97026) for a condition per day.

HCPCS Codes

97018 Application of a nodality to one or nore areas; paraffin
bat h

M crowave Modality

The application of mcrowave therapy nay be considered nedically
necessary if there is evidence of a need for deep heat therapy to
nmuscl es or joints docunmented in the patient's nedical records
mai nt ai ned by the provider.

HCPCS Codes

97020 Application of a nodality to one or nore areas; m crowave

Whi r | pool Modality

The application of whirlpool therapy nay be considered nedically
necessary if at |east one of the follow ng conditions is present
and docunented in the patient's nedical records maintained by the
provi der:

The patient has a condition (such as post-polio; neuropathy;
pol ymyositis, etc.) that requires the buoyancy of water to
exerci se weak mnuscl es,

The patient has open wounds that require cleaning (with or
wi t hout debri denent),

The patient has a burn that requires whirlpool to facilitate
dr essi ng changes,

The patient has an acute or sub-acute arthritis for which
whirl pool is used to facilitate joint range of notion,



The patient has a condition (i.e., anmputee or reflex sympathetic
dystrophy) that requires whirlpool treatnments to inprove
circulation, or

The patient's condition necessitates the reduction of sensitivity
of the skin.

It may not be nedically necessary to have nore than one form of
hydr ot herapy (CPT codes 97022, 97036 and 97113) for a condition
per day.

HCPCS Codes

97022 Application of a nodality to one or nore areas; whirlpoo

Di at herny Modality

The application of diathermy may be considered nedically
necessary if at |east one of the following conditions is present
and docunented in the patient's nedical records nmmi ntai ned by the
provi der:

The patient has osteoarthritis, rheumatoid arthritis or traumatic
arthritis,

The patient has sustained a strain or sprain,

The patient has acute or chronic bursitis,

The patient has pelvic inflammatory di sease,

The patient requires treatnment after a traumatic injury,

The patient has a joint dislocation or subluxation

The patient requires treatnment for a post surgical condition,
The patient has adhesive capsulitis, or

The patient has joint contractures.

HCPCS Codes

97024 Application of a nodality to one or nore areas; diatherny

Infrared Modality

The application of infrared therapy nmay be consi dered nedically
necessary if any one of the followi ng conditions is present and
docunented in the patient's nedical records maintai ned by the
provi der:



To pronote healing and anal gesi a or

As adjunct therapy for a physical nedicine procedure during the
same treatnent session for nuscle weakness and Iimted range of
not i on.

It is usually not medically necessary to have nore than one form
of superficial heat (CPT codes 97010, 97018, 97026) for a
condition per day.

HCPCS Codes

97026 Application of a nodality to one or nore areas; infrared

Utraviolet Mdality

The application of ultraviolet therapy may be consi dered

nmedi cally necessary if there is evidence of a condition that
requires heat therapy conmbined with the drying ef fect
of the ultraviolet |ight present and docunented in the patient's
nmedi cal records nmi ntained by the provider

HCPCS Codes

97028 Application of a nodality to one or nore areas;
ul traviol et
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El ectrical Stimulation (Minual)

The application of electrical stinulation (manual) may be
consi dered nedically necessary if the follow ng conditions are
present and docunented in the patient's nedical records

mai nt ai ned by the provider

The patient has an acute or subacute condition that requires
i ont ophoresi s,

The patient has a painful condition that requires anal gesia or a
muscl e spasm that requires reduction prior to an exercise

program or
The patient has a condition that requires nuscle re-education

involving a training program i.e., functional electrica
stimulation, and



Docunment ati on nmust clearly indicate that a TENS machi ne was not
used and/or a TENS treatnment was not given.

HCPCS Codes

97032 Application of a nodality to one or nore areas; electrica
stimulation (rmanual ), each 15 m nutes

| ont ophoresi s

The application of iontophoresis may be consi dered nedically
necessary if any one of the follow ng conditions is present and
docunented in the patient's nedical records nmmi ntai ned by the
provi der:

The patient has tendinitis or calcific tendinitis,

The patient has bursitis,

The patient has adhesive capsulitis, or

The patient has hyperhidrosis.

HCPCS Codes

97033 Application of a nodality to one or nore areas;

i ont ophoresi s, each 15 m nutes

Contrast Baths

The application of contrast baths nmay be considered nedically
necessary if any one of the followi ng conditions is present and
docunented in the patient's nedical records maintai ned by the
provi der:

The patient has rheumatoid arthritis,

The patient has reflex synpathetic dystrophy, or

The patient has sprains or strains resulting

froman acute injury.

HCPCS Codes

97034 Application of a nodality to one or nore areas; contrast
bat hs, each 15 m nutes

Utra Sound



The application of ultra sound may be considered nedically
necessary if at |east one of the followi ng conditions is present
and docunented in the patient's nedical records maintained by the
provi der:

The patient has a condition that requires deep heating in a
nmuscl e, bone, joint, tendon, |iganment, and/or nerve,

The patient has tightened structures linmiting joint notion (i.e.
contractures, arthritis, etc.) that require an increase in
extensibility,

The patient has synptomatic soft tissue calcification, or

The patient has synptonmatic plantar warts, neuromas or herpes
zost er pain.

HCPCS Codes

97035 Application of a nodality to one or nobre areas;

ul trasound, each 15 m nutes

Hubbard Tank

The application of Hubbard tank therapy may be consi dered

medi cal |y necessary if at |east one of the follow ng conditions
is present and docunented in the patient's nedical records

mai nt ai ned by the provider

The patient has wounds or burns or

The patient has a neuronuscul ar condition (e.g., multiple
sclerosis, Guillain Barre, nuscul ar dystrophi es, paraparesis,

anyotrophic lateral sclerosis) or nuscul oskel etal condition
(e.g., rheumatoid arthritis, osteoarthritis, fractures).

It is usually not medically necessary to have nore than one form
of hydrotherapy (CPT codes 97022, 97036 and 97113) for a
condition per day.

HCPCS Codes

97036 Application of a nodality to one or nore areas; hubbard
tank, each 15 m nutes

Physi cal Medici ne Therapeutic Procedures



Ther apeutic exerci ses may be considered nedically necessary if at
| east one of the followi ng conditions is present and docunented
in the patient's nedical records maintained by the provider

The patient has weakness, contracture, stiffness secondary to
spasm spasticity, decreased range of notion, gait problem

bal ance and/or coordination deficits, abnormal posture, mnuscle
i mbal ance, or

The patient needs to inprove nmobility, stretching, strengthening,
coordi nation, control of extremties, dexterity, range of notion,
or endurance as part of activities of daily living training, or
re-education.

HCPCS Codes

97110 Therapeutic procedure, one or nore areas, each 15 ninutes;
t herapeuti c exercises todevel op strength and endurance, range of
notion and flexibility
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Neur onmuscul ar Reeducati on

Neur onuscul ar reeducation can be consi dered reasonabl e and
necessary if at |east one of the followi ng conditions is present
and documented in the patient's nedical records naintained by the
provi der:

The patient has the | oss of deep tendon reflexes and vibration
sense acconpani ed by paresthesia, burning, or diffuse pain of the
feet, lower |egs, and/or fingers,

The patient has nerve pal sy, such as peroneal nerve injury
causi ng foot drop, or

The patient has nuscle weakness or flaccidity as a result of a
cerebral dysfunction, a nerve injury or disease, or has had
spinal cord di sease or trauma.

HCPCS Codes

97112 Therapeutic procedure, one or nore areas, each 15 m nutes;
neur onmuscul ar reeducati on of movement, bal ance, coordination

ki nesthetic sense, posture, and proprioception

Aquatic Therapy

Aquatic therapy with therapeutic exercises may be considered
reasonabl e and necessary if at |east one of the follow ng



conditions is present and docunented in the patient's nedica
records maintai ned by the provider
The patient has rheumatoid arthritis,

The patient has had a cast renoved and requires nobilization of
li nbs,

The patient has paraparesis or hem paresis,

The patient has had a recent anputation,

The patient is recovering froma paralytic condition or

The patient requires linb nobilization after a head trauna.

It is usually not medically necessary to have nore than one form
of hydrotherapy (CPT codes 97022, 97036 and 97113) for a
condition per day.

HCPCS Codes

97113 Therapeutic procedure, one or nore areas, each 15 ninutes;
aquatic therapy with therapeutic exercises

Gait Training

Gait training may be considered reasonabl e and necessary if at

| east one of the followi ng conditions is present an d docunented
in the patient's nedical records nmi ntained by the provider

The patient has an injury or condition that requires instruction
in the use of a wal ker, crutches, or cane,

The patient has been fitted with a brace prosthesis and requires
instruction in anbul ation, or

The patient has a condition (such as stroke, Parkinson disease,
arthritis, paralysis of |ower extremty) that requires retraining
in stairs/steps, chair transfer or anbul ation/gait pattern.

HCPCS Codes

97116 Therapeutic procedure, one or nore areas, each 15 ninutes;
gait training

Massage Ther apy

Massage therapy, including effleurage, petrissage, and/or
t apot enent (stroking, conpression, percussion) may be considered



reasonabl e and necessary if at |east one of the follow ng
conditions is present and docunented in the patient's nedica
records mai ntai ned by the provider

The patient has paralyzed nmuscul ature contributing to inpaired
circul ation,

The patient has excessive fluids in interstitial spaces or
j oi nts,

The patient has sensitivity of tissues to pressure,

The patient has tight nuscles resulting in shortening and/or
spasticity of affected nuscles,

The patient has abnormal adherence of tissue to surrounding
tissues,

The patient requires relaxation in preparation for neuronuscul ar
re-education or therapeutic exercise, or

The patient has contractures and decreased range of notion.

HCPCS Codes

97124 Therapeutic procedure, one or nore areas, each 15 ninutes;
massage, including effleurage, petrissage and/or tapotenent
(stroking, conmpression, percussion)

Manual Traction

Manual traction nmay be consi dered reasonabl e and necessary if
cervical radicul opathy is present and docunented in the patient's
nmedi cal records maintai ned by the provider

Myof asci al Rel ease

Myof asci al rel ease/soft tissue nobilization can be consi dered
reasonabl e and necessary if at | east one of the follow ng
conditions is present and docunented in the patient's nedica
records mai ntai ned by the provider

The patient has restricted joint nmotion in an extrenmty or

The treatnment is necessary as an adjunct to other physica

t herapy interventions.

Mani pul ati ons

Mani pul ation (cervical, thoracic, |unbosacral, sacroiliac, hand,
wist), performed by a physican may be consi dered reasonabl e and



necessary if there is fibromyositis or chronic pain syndrone
present and docunented in the patient's nedical records
mai nt ai ned by the provider.
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Joint Mbilization

Joi nt nobilization (peripheral or spinal) nmay be considered
reasonabl e and necessary if restricted joint notion is present
and documented in the patient's nedical records naintained by the
provi der.

HCPCS Codes

97140 Manual therapy techniques (eg, nobilization/ manipul ation
manual | ynphatic drai nage, manual traction), one or nore regions,
each 15 m nutes

Ther apeuti ¢ Procedure(s):

Ther apeutic procedure(s), group (2 or nore individuals) is
consi dered reasonabl e and necessary when the indications are net
for the specific therapy being adm ni stered.

HCPCS Codes

97150 Ther apeutic procedure(s), group (2 or nore individuals)

Orthotics Training

Othotics fitting and training, upper and/or |ower extremties
may be consi dered reasonabl e and necessary if there is an

i ndi cation for education for the application of orthotics and the
functional use of orthotics is present and docunented in the
patient's nedical records maintained by the provider

Othotics fitting and training, upper and/or |ower extremties,
reflects the fitting as well as the training, as the training in
the use of the orthotic is done at the tinme of the fitting.

In addition, the casting and strappi ng codes should not be
reported in addition to code 97504. If casting a strapping of a
fracture, injury, or dislocation is perfornmed, procdure codes
29000, 29590 shoul d be reported.

HCPCS Codes

97504 Othotics fitting and training, upper and/or | ower
extrenmities, each 15 m nutes



Prost hetic Training

Prosthetic training may be consi dered reasonabl e and necessary if
there is an indication for education for the application of a
prosthetic and the functional use of a prosthetic is present and
docunented in the patient's nedical records nmai ntai ned by the
provi der.

HCPCS Codes

97520 Prosthetic training, upper and | ower extremities; each 15
m nut es

Ot her Therapeutic Procedures

Devel opment of cognitive skills to inprove attention, nenory,
probl em sol vi ng may be consi dered reasonabl e and necessary for
pati ents havi ng neurol ogic conditions such as head injury or
trauma, stroke, muscul ar dystrophy, nmultiple sclerosis.
Reassessment of the patient's progress should occur every 2-3
nont hs with docunentation indicating drastic inprovenent, opposed
to slow subtle inprovenent. This service is not considered to be
out patient physical therapy and is, therefore, noncovered when
billed by an I ndependent Practicing Physical Therapist (Specialty
65) .

HCPCS Codes

97770 Devel opnent of cognitive skills to inprove attention
menory, problem solving, includes conpensatory training and/or
sensory integrative activities, direct (one on one) patient
contact by the provider, each 15 m nutes

Reasons for Denia
Di apul se and rolfing (A9270) treatnent is a noncovered service.

Hi gh Vol tage Pul sed Current (HVPC) Therapy (A9270) is a
noncovered service under the Medicare Part B Program

Vertebral Axial Decompression (VAD) therapy is the only

noni nterventi onal nmethod to relieve pressure on vital |unbar
structures. The technique is a preferred alternative to surgery
in relieving neuroconpression and is described as follows:

utilizing Vax-D equi pnent (the patient is placed in a patented
har ness, then positioned in the device);

protocols (the patient is put through alternating one mnute
cycles of lunbar disc deconpression followed by relaxation for
30-40 m nutes);



Cycles are conpleted (the patient rests for 5-10 m nutes);

Various therapy nodalities are perfornmed for the next 15 m nutes
(to limt nmuscle spasmand swelling in the | ower back);

The patient spends approxi mately one hour in the clinic.

VAD t herapy should be billed with code A9270 (noncovered item or
service). This service is considered "investigational” and is a
noncovered service under Medicare Part B

Services related to activities for the general good and wel fare
of patients, e.g., general exercises to pronote overall fitness
and flexibility and activities to provide diversion or genera
notivation, do not constitute physical therapy services for

Medi car e purposes.

Wor k hardeni ng/ condi ti oni ng (CPT codes 97545-97546) is a
noncovered service by the Carrier. These services are rel ated
solely to specific work skills and do not provide any di agnostic
or therapeutic benefit for the patient that requires physica
rehabilitation. The professional conponent of a diagnostic test
(i.e., nerve conduction study, EMG biofeedback, neuro-nuscul ar
junction test) is not considered to be outpatient physica
therapy and is therefore, noncovered when billed by an

I ndependent Practicing Physical Therapist (Specialty 65).
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El ectrotherapy for the treatnent of facial nerve paralysis is the
application of electrical stinmulation (97014) to affected facia
nmuscl es to provide nuscle innervation with the intention of
preventing nuscl e degeneration. A device that generates an

el ectrical current with controlled frequency, intensity, wave
formand type (galvanic or faradic) is used in conmbination with a
pad el ectrode and a hand applicator el ectrode to provide

el ectrical stinulation.

El ectrotherapy for the treatnent of facial nerve paralysis,
commonly known as Bell's Palsy (I1CD-9 codes 351.0) is not covered
under Medi care because its clinical effectiveness has not been
est abl i shed.

Di at hernmy (97024) or ultrasound (97035) heat treatnments perforned
for respiratory conditions or diseases (ICD-9 codes 460-519.9 )
are investigational under the Medicare B program

Codi ng Gui del i nes

Physi cal therapy services which exceed a recommended frequency
will be reviewed for nedical necessity.



Physi ci ans may report Eval uati on and Managenent services on the
same day as physical nedicine treatnents provided the services
are separately identifiable.

For all physical nedicine procedures, a physician or therapist is
required to be in constant attendance.

Docunent ati on Requirenents

The nmedical record nust indicate that the patient is under the
care of a physician for the presenting di agnosis.

Docunment ati on should indicate the potential prognosis for
restoration of functions in a reasonable and generally
predi ctabl e period of tine.

All providers billing for physical therapy services are required
to maintain an established plan of treatnment as a permanent part
of the patient's clinical record. The plan nust be established
before the treatment is begun. The physician nust see the patient
at |l east every 30 days during the course of therapy. The
physician nmust review, initial and date the plan of treatnent at
| east every 30 days. The plan nust be kept on file in the
physician's office and available for Carrier review if requested.

A physical therapy plan of treatnment nust include the type,
anount, frequency, and duration of the services that are to be
furni shed and indicate the diagnosis and anticipated goals. Any
changes in the treatnent plan nust be made in witing and signed
by the physician.

Medi cal record docunentation mai ntai ned by the ordering/referring
physi cian must clearly indicate the nedical necessity of each
physi cal therapy nodality covered by the Medicare prograns.

Advance Notice Requiremnment

Applies to nedical necessity (see page 4).
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97001-97004, 97110, 97140, 97535: Conpl ex Decongestive
Physi ot her apy

The |l ynphatic system has two primary imunol ogi c functions:
activating the inflammtory response and controlling infections.
In addition, the lynphatic system drains protein-containing fluid
fromthe tissue and conducts it in a unidirectional flow to the
circulatory system When there is a blockage in this drainage,
the result is the swelling of a body part, often an extremty.
This is referred to as | ynphedema, an abnormal accumnul ati on of

| ynph fluid.

Lynphedema i s categorized as primary or secondary. Prinmary

| ynphedema is defined as inpaired | ynphatic flow due to |ynph
vessel aplasia, hypoplasia, or hyperplasia. This type is an

i nherited deficiency in the |ynphatic channels of unknown origin.



Secondary | ynphedema i s caused by known precipitating factors.
The npst commopn causes in the United States are surgical renoval
of the lynph nodes (i.e., in connection with a mastectony),
fibrosis secondary to radiation, and traumatic injury to the

| ynphatic system Filariasis is the | eading cause of |ynphedema
t hroughout nuch of the tropical world.

Currently, lynphedema can be treated by many net hods such as:
Conpressive garnments, wrapping, elevation, surgery, pneunatic
conpressi on devices or Conpl ex Decongestive Physiotherapy (CDP).
This policy addresses only the CDP nethod.

Conpl ex Decongesti ve Physi ot herapy has been referred to by
several terns including: non-invasive conpl ex |ynphedema therapy
(CLT), early conservative | ynphedema nmanagenent, conplicated
physi ot herapeutics, manual |ynphedenma treatnment (M.T), nulti-
nodal | ynphedena therapy, and palliative |ynphedema therapy. For
pur poses of consistency, the term CDP will be used.

Each CDP session normally consists of four phases:

Skin care including cleansing, lubrication, debriding and
adm nistration of antim crobial therapy;

Manual | ynph drainage involving a gentle massage techni que that
is carried out in a predeterm ned manner ainmed at redirecting
 ynph and edema fluid towards adjacent, functioning |ynph

syst ens;

Mul ti -l ayered conpressi on wappi ng (bandages) to prevent any
reaccunul ati on of excavated edema fluid and to prevents the
ultrafiltration of additional fluid into the interstitial space;
and
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I ndi vi dual i zed exercises with the bandage to enhance |ynphatic
flow from peri pheral to central drai nage conponents. These

exerci ses are ained at augnenting muscul ar contraction, enhancing
joint mobility, strengthening the |inb, and reducing the nuscle
atrophy that frequently occurs secondary to |ynphedens.

Indications and Limtations of Coverage and/or Medical Necessity

As nentioned earlier, CDP consists of skin care, manual |ynph

dr ai nage, conpressi on wrappi ng, and exerci ses. Although there is
no nmeans for Medicare to all ow paynent of the total treatnent via
one treatnent code, paynment will be allowed for the physica

t herapy services associated with the treatnment. O her services
such as skin care and the supplies associated with the
conpressi on wapping are included in the physical therapy
services performed during each session



The goal of this therapy is not to achi eve maxi mum vol unme
reduction, but to ultimately transfer the responsibility of the
care fromthe clinic, hospital, or doctor, to hone care by the
patient, patient's famly or patient s caregiver. Unless the
patient is able to continue therapy at hone, there is only
tenporary benefit fromthe treatnment. The endpoint of treatnent
is not when the edema resolves or stabilizes, but when the
patient and/or their cohort are able to continue the treatnents
at hone. Patients who do not have the capacity or support system
to accomplish these skills in a reasonable tine are not good
candi dates for Conpl ex Decongestive Physi ot herapy.

It is expected that physical therapy education sessions would
usually last for 1 to 2 weeks, with the patient attending 3-5

ti mes per week, depending on the progress of the therapy. After
that time, there should have been enough teaching and instruction
that the care could be continued by the patient or patient
caregiver in the home setting. The maxi mum benefits of treatnent
are not expected unless the patient continues treatnent at home.

The physical therapy billed in conjunction with the manual |ynph
drai nage therapy will be subject to all national and |oca
policies for physical therapy.

The coverage of the physical therapy would only be allowed if al
of the followi ng conditions have been net:

There is a physician docunented diagnosis of |ynmphedenma; and the
physi ci an specifically orders CDP

The patient is synptomatic for |ynphedenma, with limtation of
function related to self care, nobility and/or safety.

The patient or patient caregiver has the ability to understand
and conply with hone care continuation of treatnent reginmen.

The services are being performed by a health care professiona
who has received specialized training in this formof treatnent.

Currently, Medicare covers services for |ynphedenma by the

| ynphedema punp. Sone providers are proposing noni nvasi ve Conpl ex
| ynphedenma t herapy as an alternative to punps. A patient
requiring both nodes of treatment should be rare. In addition, it
is not expected that PT and OT would be perforned concurrently;
(i.e., both PT and OT providing the therapeutic exercise portion
of the session).

The physical therapy services for CDP nust be provided either by

or under the direct personal supervision of the physician or
i ndependently practicing therapist.

HCPCS Codes



97001 Physi cal therapy eval uation

97002 Physi cal therapy re-eval uation
97003 Cccupati onal therapy eval uation
97004 Occupational therapy re-eval uation

97110 Ther apeutic procedure, one or nore areas, each 15
m nut es; therapeutic exercises to develop strength and endurance,
range of notion and flexibility

97140 Manual therapy techniques (eg, nobilization/ manipulation
manual | ynphatic drai nage, manual traction), one or nore regions,
each 15 m nutes

97535 Sel f care/ home managenent training (e.g., activities of
daily living (ADL) and conpensatory training, neal preparation,
saf ety procedures, and instructions in use of adaptive equi pment)
di rect one on one contact by provider, each 15 minutes

| CD-9 Codes That Support Medical Necessity

457.0
457.1
757.0

Reasons for Denia
Invalid provider billing for services.

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

Codi ng Gui del i nes

It is expected that procedure code 97140 will be utilized when
the manual |ynph drainage is perforned, procedure code 97535 for
the instruction of bandagi ng, exercises and self care, and
procedure code 97110 when perform ng the individual exercises.

When an initial evaluation or periodic re-evaluation is
performed, separate reinbursenment may be made. For these

eval uations, physical and occupational therapists should use
codes 97001, 97002, 97003, and 97004, and physicians shoul d use
the applicabl e Evaluati on and Managenent codes.
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It is not appropriate to automatically bill with an eval uation
and managenent service each tine a patient goes for the physica



therapy treatnment. An evaluation and managenent shoul d not be
used unl ess all of the conponents of the visit have been net.

Docunent ati on Requi renents

The nedi cal record docunentation nmaintained by the provider nust
clearly docunment the nedical necessity of the services being
per f or med.

The docunentation for the initial evaluation and treatnent nust
i nclude the follow ng:

a physician docunented di agnosis of |ynphedema and a specific
order for CDP

a statenent as to the ability of the patient/patient caregiver to
foll ow through with the continuation of treatnment on a long term
hone treatnent plan.

hi story and physical including: the cause of the |ynphedema and
any prior treatnment, nmeasurenents of body part/extremity prior to
treatment, specific areas of indurated tissue, hardness of edenm,
condition of nails and skin, infected sites, scars, dista

pul ses, pain, disconfort and the affect's the | ynphedena has on
the patients Activities of Daily Living (i.e, synptomatic for

| ynphedema, with linmitation of function related to self care,
nobility and/or safety).

treatnment plan identifying specific short and | ong term goals;
the type, anount, frequency and duration of the services.

the services/nodalities perfornmed including a response to
treatment.

The docunentation for any subsequent treatnment nust include:

a report showi ng the progress of the therapy including periodic
measurenents of the applicable extremty(ies).

the response of the patient /patient caregiver to the education
and their understanding and ability to take on sone of the
responsibilities of the treatnent.

the services/nodalities performed including a response to
treat nent.
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98940-98943: Chi ropractor

Chiropractic services involve nmanual nmani pul ation of the spine by
a licensed chiropractor, to alleviate painful synptomatol ogy due
to subl uxation of the spine



I ndications and Linmtations of Coverage and/or Medical Necessity

Treatment by a chiropractor is a covered service under the
Medi care program

Coverage extends only to nmanual nanipul ation of the spine (98940-
98942), provided it is for the purpose of correcting a

subl uxation which is docunented by an X-ray taken at a tine
reasonably proximate to the initiation of the course of
treatment.

A licensed chiropractor who neets uniform m ni rum standards is a
physi cian for specified services. Coverage extends only to
treatment by neans of manual mani pul ation of the spine to correct
a subl uxation denonstrated by X-ray, provided such treatnent is
legal in the state where performed. All other services furnished
or ordered by chiropractors are not covered.

An X-ray obtained by a chiropractor for his or her own diagnostic
pur poses before comencing treatnent may suffice for clains
docunent ati on purposes. This nmeans that if a chiropractor orders,
takes, or interprets an X-ray to denonstrate a subl uxation of the
spine, the X-ray can be used for clains processing purposes.
However, there is no coverage or paynent for these services or
for any other diagnostic or therapeutic service ordered or

furni shed by the chiropractor

In addition, in perform ng manual manipul ati on of the spine, sone
chiropractors use manual devices that are hand-held with the
thrust of the force of the device being controlled manually.
Whi | e such manual mani pul ati on may be covered, there is no
separate paynent pernitted for use of this device.

The beneficiary nust have a significant neuronuscul oskel eta
heal t h probl em (subl uxati on) necessitati ng manual mani pul ati on
(98940-98942) by the Chiropractor, and the mani pul ati on nust have
a beneficial therapeutic relationship to the patient's condition

Chiropractic mani pul ati on (98940-98942) has an associ ated HCFA
mandat ed screen, which requires manual review of clainms involving

an unusual ly I arge nunber of nmnipul ations of a beneficiary's
spine, for nedical necessity.

HCPCS Codes

98940 Chiropractic mani pul ative treatnment (CMI); spinal, one to
two regions

98941 spinal, three to four regions
98942 spinal, five regions

98943 extraspinal, one or nobre regions
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| CD-9 Codes That Support Medical Necessity (98940-98942):

346. 00- 346. 91
350. 1-350. 9
352.0-352.9
353. 0-353. 4
355.0
355.1
356.0
356.1
356. 4
356. 8
715. 00

715. 08

715. 10

715. 18

715. 20

715. 28

715. 30

715. 38

715. 80

715. 88

715. 90

716. 10

716. 90

720.0

720.1

720. 2

720. 81

720.9
721.0-721.91
722.0
722.10-722.11
722.2
722.30-722. 32
722. 4
722.51-722.52
722.70

722.71

722.72

722.73

722. 80

722. 81

722. 82

722. 83

722.90

722.91

722.92

722. 93
723.0-723.9
724.00

724.01

724.02

724.09

724.1

724.2



724.3
724. 4
724.6
724.71-724.79
724.8
726.5
726. 90
728. 10
728. 11
728.12
728. 2
728. 3
728. 4
728.5
728. 81
728. 85
729.0
729.1
729. 2
733. 00
733.01
733. 02
733. 03
733. 09
737.0
737.10
737.12
737. 20
737.21
737.22
737. 30
737.31
737.32
737. 34
737.8
738.2
738. 4
738.6
756. 11
756. 12
756. 13
756. 14
756. 15
756. 16
756.
756.
784.
846.
847.
847.
847.
847.
847.
848.
848.
848.
848.5

=
~
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905.
905.
907.
953.
954.
954.
956.
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©
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w
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Reasons for Denia

Any di agnostic service, including X-rays, that is billed to

Medi care by any provider (chiropractor, MD., D O, Radiology
Center, Independent Physiological Lab., etc.) will be denied
payment when the referring/ordering or billing physician is a
chiropractor.

Servi ces woul d not be considered nedically reasonabl e and
necessary in the absence of pain or synptonatol ogy resulting from
a subl uxation of the spine.

Procedure code 98943 is a noncovered service.

Ef fective January 1, 1999:

If the beneficiary refuses to have the X-ray to denobnstrate

subl uxation of the spine, the claimw Il be denied.

Codi ng Gui del i nes

Al clains submtted for (98940-98942) by specialties other than
specialty 35 (Chiropractor) (i.e., specialty 03, Allergy) will be
deni ed.

Procedure codes 98940-98942 do not represent add-on codes wherein
nore than one is required to report additional regions. For
exanple, to report CMI of five spinal regions you report only
code 98942 as this code includes all five regions.

One woul d expect to see this service perforned in the follow ng
pl ace of service

11 Ofice (O

12 Honme (H)

21 I npati ent Hospital (IH)

22 Qut patient Hospital (OH)

31 Skilled Nursing Facility (SNF)

31 Nur si ng Home ( NH)

Ef fective January 1, 1999:



If the beneficiary refuses to have the X-ray to denonstrate the

exi stence of a subluxation, the chiropractor nust use one of the
foll owi ng HCPCS Codes for chiropractic mani pulation in addition

to nodi fier GX: 98940, 98941, 98942. The claimw || be denied as
a technical denial.

Docunent ati on Requirenents

Chiropractic claims that exceed the utilization limts will be
revi ewed for nedical necessity. The follow ng documentation nust
be maintained in the patient's file.

Date of X-ray docunenting the precise | evel of subluxation; the
specific X-ray(s) report indicated by the date docunented on the
clai m nust be available for carrier review, the X-ray report nust
denonstrate the exi stence of the subluxation at the specified

| evel of the spine.

The docunenting X-ray nust have been taken at a tinme reasonably
proximate to the initiation of the course of treatnent:

No more than twelve (12) nonths prior or three (3) nonths
following initiation of the course of treatnent.

In the case of chronic subluxation (i.e., scoliosis) an ol der X-
ray maybe accepted provi ded the beneficiary history or health
record indicates and that there are reasonabl e grounds for
concluding that the condition is permanent.

Acceptable fornms of X-rays include flat plates, MRI's and CT
scans.

Date of initiation of treatment; indicates the date the patient
was first seen by the Chiropractor and spinal manipul ations were
initiated.

Pati ent prognosis/condition; stated by indicating whether this is
an acute, chronic or acute manifestation of a chronic condition
type of injury. This information will substantiate if the date of
X-ray is proximate to the tinme/type of injury.

A nodifier nmust be utilized when submitting paper or common
format EMC cl ai nms:

AT ° Acute condition/treatnent

WC ° Chronic condition

XC ° Acute manifestation of a chronic condition
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Cat egories of Spinal Joint Problens



Acute: Strain, sprain
Chronic: Loss of joint nobility

Nerve Root: Pinching nunbness pain

Treatment of acute disorders may require up to three (3) nonths
of mani pul ati ons and usually follows a predictable path.

frequency will decrease as the patient inproves

Wth chronic joint problens there is increasedlikelihood that the
i nvolved joints will have devel oped fixed fibrotic tissue which
may require an increased | ength of treatnent however not

i ncreased frequency of mani pul ati ons.

The beneficiary nust have a significant neuronuscul oskel eta
heal th probl em necessitating treatnent, and the mani pul ative
treatment nust have a direct therapeutic relationship to the
patient's condition.

Exanpl es of subnitted di agnoses that do and do not neet the
t herapeuti c/i nprovenment gui delines are:

YES:

Spi nal Axis Ache

Strain

Sprain

Nerve Pain

Functi onal / Mechani cal disability

NO:

Rheumatoid Arthritis
Muscul ar Dystrophy
Mul tiple Sclerosis
Pneunoni a

Enmphysema

Most ot her di seases and pat hol ogi cal disorders do not prove
grounds for the therapeutic benefit.

Exanpl es of Level Specification:

Li st exact bones (C5, D1, T7, L3)

The area may suffice if it inplies only specific bones:



occi pito-atlantal (occiput & Cl/Atl as)
| umbosacral (L5 & Sacrum

sacroiliac (S1 & ilium

Exanpl es of acceptable descriptive termfor the nature of the
abnormal i ty/ subl uxati on:

of f centered
m sal i gnment
i nconpl ete
di sl ocati on
lithiasis

-antero
-postero
-retro

-l ateral
-spondyl o

mal posi ti oni ng
rotation

noti on
-limted

- | ost
-restricted
-fl exion

- ext ensi on

spaci ng
- abnor nal
-altered
-decr eased
-increased

O her terns may be used if they are clear to nean bone/j oint
space, position or notion changes of the vertebral el enents.

A statenent of "pain" is insufficient. The | ocation nust be
descri bed and noted if the particular vertebrae is capabl e of
producing the pain in the stated area.

Synptons should refer to the |ocation:
Spi ne

- pondyl o
-vertebra



Bone
- 0Sseo
-ost eo

Nerve
-neuro

Rib

-costo
-costal nuscle

_n'yo

Joi nt

-arthro

The synptons should be reported as type:

Pai n
-al gia

I nfl anmmat i on
-itis

Swel l'ing

Spasticity

Synptons shoul d then be | abel ed as out cone/ causi ng:
headaches

arm probl ens

shoul der probl enms

hand probl ens

l eg pain

foot pain

nunmbness

rib pain

ri b/chest pain

- nmust relate to the spine
Fol | ow-up mani pul ati ons:

Dat e(s) of re-exanminations with docunentation to include only the
affected area(s) under treatnment. Each visit nust be described in



the progress notes/treatnment plan and nust include (THESE MUST BE
LEG BLE AND | N ENGLI SH) :

Response to treatnment
Any changes in treatnent plan

Change in diagnosis/prognosis if indicated

Advance Notice Requirement

Applies to nedical necessity (see page 4).
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I ndependent Physi ol ogi cal Laboratory (IPL)

The Heal th Care Financing Adm nistration has charged the Carrier
with the responsibility of ensuring that procedures are not only
"medi cal |y necessary", but also reasonable and appropriate in
order to protect the welfare of the beneficiary community.

Medi cal reasonabl eness includes ascertaining that, anong ot her
things, services are safe, effective, and perforned in an
appropriate setting by qualified personnel. This Local Medica
Revi ew Pol i cy defines the scope and intensity of the Independent
Physi ol ogi cal Laboratory benefit in the state of Florida by

al l owi ng coverage for only those services that have been deened
reasonabl e and appropriate by the Carrier for the |Independent
Physi ol ogi cal Laboratory to perform

An | ndependent Physiol ogi cal Laboratory (IPL) is an uncertified
provi der of diagnostic physiol ogical services which operates

i ndependent of a hospital, physician's office, or rural health
clinic.

I ndi cations and Linmitations of Coverage and/or Medical Necessity

Servi ces covered when perforned by an | ndependent Physi ol ogi ca
Laboratory will be linmted to the CPT codes identified in the
"HCPCS Codes" section of this policy. Services perforned in an
| PL other than those listed will be denied as not "nedically
reasonabl e and necessary" regardless of the billing provider

VWhen the technical conponent of a procedure is performed in an

I ndependent Physi ol ogi cal Laboratory and the procedure is not
identified by the Carrier as a covered service when performed by
an | ndependent Physi ol ogi cal Laboratory, the technical service
wi || be denied.

An | ndependent Physi ol ogi cal Laboratory perform ng diagnostic
ultrasound services is required to have a nedical director who
general |y supervi ses the services.



Clainms submitted for procedures perfornmed at unusually frequent
intervals will be reviewed by Medicare to nake certain that the
services were nedically reasonabl e and necessary.

For indications and limtation of coverage for an individual CPT
code, refer to the specific Local Medical Review Policy for that
code.

HCPCS Codes

Car di ol ogy:

30004 30005 30006 @0015 R0076 93000 93005 93012
93040 93041 93224 93225 93226 93230 93231 93232
93235 93236 93268 93270 93271 93278

Tel ephoni ¢ Pacemaker Anal ysis:

93733 93736

Di agnostic U trasound:
76506 76536 76604 76645 76700 76705 76770 76775

76778 76800 76805 76810 76815 76816 76818 76856
76857 76870 76880 76970 76977 76999

Echocar di ogr aphy:

93303 93304 93307 93308 93320 93321 93325

Neur ol ogy and Neuronuscul ar
92585 95812 95813 95816 95819 95900 95903 95904

95921 95922 95923 95925 95926 95927 95930 95934
95936 95937 95950 95953 95956 95957

Noni nvasi ve Vascul ar Di agnostic Studi es:

54240 93875 93880 93882 93886 93888 93922 93923
93924 93925 93926 93930 93931 93965 93970 93971
93975 93976 93978 93979 93980 93981 93990

Pul nonary:

94010 94150 94200 94240 94250 94260 94350 94360
94370 94375 94720 94725 94750 94760 94761 97462
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Nucl ear Medici ne *



78000 78001 78003 78006 78007 78010 78011 78015
78016 78018 78070 78075 78099 78102 78103 78104
78110 78111 78120 78121 78122 78130 78135 78140
78160 78162 78170 78172 78185 78190 78191 78195
78199 78201 78202 78205 78215 78216 78220 78223
78230 78231 78232 78258 78261 78262 78264 78270
78271 78272 78278 78282 78290 78291 78299 78300
78305 78306 78315 78320 78350 78399 78414 78428
78445 78455 78457 78458 78460 78461 78464 78465
78466 78468 78469 78472 78473 78478 78480 78481
78483 78499 78580 78584 78585 78586 78587 78591
78593 78594 78596 78599 78600 78601 78605 78606
78607 78610 78615 78630 78635 78645 78647 78650
78660 78699 78700 78701 78704 78707 78710 78715
78725 78726 78727 78730 78740 78760 78761 78799
78800 78801 78802 78803 78805 78806 78807 78999
93017

*Nucl ear nedicine procedures are noncovered when billed by an IPL
effective with services perforned on or after 3/1/96

| CD-9 Codes That Support Medical Necessity

For covered I1CD-9 codes for an individual CPT code, refer to the
speci fic Local Medical Review Policy for that code.

HCFA Nati onal Coverage Policy

Under Medicare Part B, paynment may be made for a diagnostic
physi ol ogi cal service furnished by a | aboratory which operates
i ndependently of a hospital, physician's office or rural health
clinic, if the |l aboratory neets applicable state and | oca
licensure | aws,the service is ordered by a referring physician
andt he service is "reasonabl e and necessary" as defined in
Section 1862 (a)(1l)(A) of the Social Security Act. (MCM2070.5)

An | ndependent Physi ol ogi cal Laboratory can bill for the globa
service or the technical conponent of a service. When a gl oba
service is billed, the professional conponent of this service
nmust have been rendered by a physician or nedical group who did
not order the service. Also, if the professional conponent of a
service is billed by a physician or nedical group who is in any
way affiliated with the I ndependent Physiol ogi cal Laboratory,
thi s physician or nedical group cannot have seen the patient or
ordered the test. (MM 3060.5)

Reasons for Denia

Medi care Part B cannot provide coverage for services perforned
for screening purposes.

Codi ng Gui del i nes



Radi ophar maceuticals (A4641, A4642, A9600 (J3005 prior to
01/01/98) J0150, J1245, Q0142, Q0143, WI125-Wi158, 79900)
associated with the performance of nucl ear nedicine procedures
will be covered and rei nbursed separately in addition to the CPT
code for the services rendered. Procedure code A4641 (supply of
radi ophar maceuti cal diagnostic i magi ng agent) can be billed when
a specific code does not exist for the agent used. Effective with
services rendered on or after 3/1/96, radiopharmaceuticals wll
be noncovered when billed by an I PL

Docunent ati on Requi renents

An | ndependent Physiol ogi cal Laboratory nust nmintain hard copy
docunentation of test results and interpretation, along with
copies of the ordering/referring physician's order for the

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

The provider nunmber of the physician interpreting a test
performed by an | ndependent/Physi ol ogi cal Laboratory nust be
provi ded on the claim

The UPI N (Uni que Physician Identification Nunmber) of the
physician referring the beneficiary for a test perforned by an
| PL nust be provided on the claim

O her Comment s

Transportation of portable EKGto facility or |ocation (R0O076)
was a covered service from1/1/96 until 1/1/97. As of 1/1/97,
code RO076 had a B status which neant paynent for covered
services were always bundl ed into paynent for other services not
speci fied. As of 1/1/98 code RO076 is no | onger bundl ed. As of
1/1/99, R0O076 will be bundl ed.
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R0070: Portable X-ray Supplier Services

Portabl e x-ray supplier services are those radiol ogy services
that may be safely perfornmed at the patient's bedsi de using
portabl e equi prent, e.g., C-armor swing arm

Indications and Limtations of Coverage and/or Medical Necessity
Di agnostic x-ray services furnished by a supplier not under the

di rect supervision of a physician are considered nedically
reasonabl e and necessary when the following criteria are net:

The health and safety standards are approved under the State of
Fl ori da;



Di agnostic x-ray tests nust be furnished in a place of residence
used as the patient's hone;

Covered portable x-rays are skeletal filns involving arnms, |egs,
pelvis, vertebral colum, and skull, chest filns which do not

i nvol ve the use of contrast nmedia (except routine screening
procedures and tests in connection with routine physica

exam nation);

Abdoni nal filns which do not involve the use of contrast nedia.

Scope of Portable X-ray Benefit. In order to avoid paynent for
services which are inadequate or hazardous to the patient, the
scope of the covered portable x-ray benefit is defined as:

skeletal films involving arns and |egs, pelvis, vertebral colum,
and skul I ;

chest films which do not involve the use of contrast nedia
(except routine screening procedures and tests in connection with
routi ne physical exam nations); and

abdom nal filns which do not involve the use of contrast nedia.

HCPCS Codes

70100
70110-70134
70140- 70160
70190- 70220
70250- 70260
71010
71020- 71022
71030
71035
71100- 71101
71110-71130
72020
72040
72070
72080
72100
72170
72200- 72220
73000- 73010
73020- 73030
73050
73060
73070- 73080



73090
73100- 73110
73120- 73140
73500- 73520
73550- 73565
73590

73600- 173610
73620- 173630
73650- 73660
74000- 74022
93000- 93005
93224- 93226
93230- 93232
93235- 93236
RO070

RO075

Q0092

RO076

Reasons for Denia

Procedures and exam nations which are not covered when perforned
by portable x-ray suppliers include procedures involving
fluoroscopy, the use of contrast nedia; procedures requiring the
adm nistration of a substance to the patient, or injection of a
substance into the patient, and/or special nmanipulation of the
patient; procedures which require special nedical skill or

know edge possessed by a physician (MD. or D.O) or which
require that nedical judgnment be exercised; procedures requiring
speci al technical conpetency and/or special euipnent or

mat eri als; routine screening procedures; and procedures which are
not of a diagnostic nature.

Codi ng Gui del i nes

Ef fective for services on or after January 1, 1992, a set-up fee
is allowed for each radiol ogi cal procedure using procedure code
Q092. This is not to be allowed nore than once when a procedure
has to be repeated at the sane visit and is not to be used for
EKG servi ces.

A transportation charge is allowed for portable x-ray equi pnment
to a home or nursing home using procedure codes R0070
(Transportation of portable x-ray equi pnment to hone or nursing
home, per trip to facility or location, one patient seen) and
RO075 (nore than one patient seen per patient). These codes are
not to be used for EKG services.

Ef fective 1/1/96, until 1/1/97, a transportation charge is

al l oned for EKG services 93000 and 93005 usi ng procedure code
RO076 (Transportation of portable EKGto facility or |ocation,
per patient). This code is not to be used for portable x-ray
equi pnent. When nmultiple patients are tested, the nunber of
pati ents should be submitted on the claimform The full fee
schedule will be reduced or prorated.



As of 1/1/97 code RO076 has a B status which nmeans paynent for
covered services are always bundled into paynent for other
servi ces not specified.

Ef fective 1/1/96, no transportation conponent (R0076) can be
al l owed with 24-hour EKG nonitoring (93224-93226, 93230-93232 or
93235-93236). In no case is the set-up conponent (Q092) payable.

As of 1/1/99, code R0O076 (transportation of portable EKG
equi pnent) is once again bundled into the paynent for other
services not specified.

O her Conments

CPT code 76075 is being deleted from policy RO070 which
deterni nes which procedures can be allowed by a portable x-ray
supplier. Medicare will not allow paynent of DEXA bone density
studi es perforned by portable x-ray suppliers

Advance Notice Requirenent

Applies to nmedical necessity (see page 4).
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YEAR 2000

Year 2000 section articles are considered informational and in no
way represent an all-enconpassing guide to mllennium conpliance.
Addi tionally, Medicare does not endorse any web sites referenced;
they are provided only as a conveni ence.

The Year 2000 Is HCFA's #1 Priority

VWhat Is The Year 2000 (Al so Known As The Y2K) Chal |l enge And Wy
Is It Inportant?

Many conputers use just two digits to record the year. If no
action is taken, these conputers will recognize "00" as the year
1900 rather than the year 2000, resulting in many potentia

probl ems for HCFA systens and the providers that treat those

i ndi vidual s that rely upon HCFA prograns.

HCFA's conputer systens and those of its business partners are
critical to the processing of clainms for 70 mIlion Medicare and
Medi cai d beneficiaries. Dates are inportant to nost of HCFA' s

m ssion critical systems. Critical dates may include, for

exanpl e, the date a beneficiary becane eligible for Medicare, the
date a patient was admitted or discharged froma hospital, the
date a wheel chair rental began, or the date an enrollee entered a
Medi care nmanaged care pl an



Date-rel ated transactions such as these occur mllions of tines a
day. If the Y2K challenge is not addressed, providers could
experi ence del ayed paynents or disruptions in receiving HCFA data
upon which they rely every day.

What |s HCFA's Action Plan To Be Y2K Ready?

Conmplying with the Year 2000 challenge is HCFA's nunber one
priority.

The agency's goal is to ensure that, conme January 1, 2000,
providers continue to receive pronpt and efficient paynent for
their services.

The Y2K probl em presents one of the greatest information system
chal I enges since the inception of the Medicare program It
requires identifying and renovating all conputer and information
systems that m ght have Year 2000 problens. It also requires
testing the renovated systens multiple tines to make sure the new
corrections will work. About 49 million lines of code are being
renovat ed and tested.

Year 2000 activities nust take precedence over other projects
that require changes to conputer and information systens.

Post poni ng other projects is necessary to focus resources and
"freeze" systems so essential Y2K rel ated systens work can be
done.

HCFA's Commitment OF Resources To Year 2000 Conpli ance:

HCFA Adm ni strator Nancy- Ann DeParle has comitted significant
staff and other resources to this goal. Follow ng are sone
actions HCFA has taken:

setting up special teans of enployees whose sole responsibility
i s maki ng Year 2000 fi xes;

hiring retired federal programmers to help with Year 2000
efforts;

hiring special contractors to nmake sure Year 2000 fixes are done
right and to independently test systens to make sure they work

properly;

amendi ng agreenents with the nore than 60 Medicare fisca
internediaries and carriers to ensure that they use infornmation
technol ogy that is Year 2000 conpliant;

closely tracking contractor progress to ensure that work is on
schedul e;



creating a special contingency planning unit to make sure
di sruptions do not result from any unexpected problens; and

working within the Adm nistration and with the Congress to
i ncrease funding for Y2K renovation efforts.

HCFA and its nore than 60 contractors, who process and pay nearly
one billion Medicare clainms each year, are followi ng a rigorous
schedul e for fixing and testing its systens. Medicare contractors
and managed care organi zations with Medicare contracts must be
Y2K ready by Decenber 31, 1998. HCFA's internal systens
renovations will has also be conpleted and tested by Decenber 31,
1998. That |leaves a full year to continue to test. State Medicaid
agencies are expected to be Y2K ready no | ater than March 31,
1999.

VWhat |s HCFA Doi ng To Ensure The Work W1l Be Conpleted On Tinme?

Work at HCFA and its contractors is well underway. HCFA has
assessed all systens and have identified those in need of
renovati on. Most of the necessary renovation has been conpl eted,
or soon will be. Testing to verify that the systens will function
properly is also underway. Further, HCFA has formed teans to

noni tor progress on at |east a weekly basis and has sent
representatives to 17 of the nmost critical Medicare contractor
sites to nonitor daily progress.

In addition, HCFA has hired two i ndependent firns. The first is
an i ndependent verification and validation conpany (I1V&Y) to
assess HCFA's and its contractors' ability to be Year 2000
conpliant. The second is an independent testing organization that
will confirmthat all of the key HCFA systens will properly
function in the year 2000.

The independent validation and verification (1V&Y) experts
recomended that HCFA require contractors to concentrate their
efforts and resources exclusively on achieving Year 2000
conpl i ance.
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The V&V firmreconmended that contractors stop making any
"parallel"™ changes in their systems, such as those required to
carry out some provisions of the Health Insurance Portability and
Accountability Act of 1996 (H PAA) and the Bal anced Budget Act of
1997 (BBA). Based on these recommendati ons, HCFA determn ned that
it must clear the decks of all mmjor systens changes during the
critical nonths right before and after the new year to
concentrate on required extensive testing.

Some Changes To Systems Have Been Suspended



In April, final transitions to shared, uniform systens for

Medi care Part A and Part B contractors were postponed to devote

t hose programm ng resources to Year 2000 conpliance. As a result,
$20 million in FY 1998 appropriated funds were redirected to Year
2000 conpliance work.

Some Provisions OF The H PAA And BBA May Have To Be Post poned

Some projects involve extensive conmputer and information system
changes and are scheduled to be carried out during the tine that
systens nust be frozen for final testing. Reluctantly, HCFA
anticipates that it will have to suspend sone BBA provisions
until Year 2000 conpliance can be assured. Provisions that may
not be inplenented tinely include:

Cal endar and Fi scal Year 2000 paynent updates;

hospi tal outpatient prospective payment (will continue to pay
under current methods);

home heal th prospective paynent;

consolidated billing for skilled nursing facility residents
receiving Part B services;

col l ection of outpatient and physician encounter data,;

verification of social security nunbers of new practitioners in
the provider enrollnment form and

i mpl enmentation of the anbul ance fee schedul e.

W Il HCFA Systens Function In The Year 20007?

Yes, HCFA will do everything it must to ensure that its m ssion
critical systenms and those of its contractors will function in
the Year 2000. Hospitals and physicians will continue to be paid
and critical information will continue to be avail abl e. HCFA has
al so | aunched a provider outreach effort to assist nedica
providers in nmaking their diagnostic equipnent and office systens
Y2K conpliant. Being ready for the Year 2000 will not be easy,

but HCFA and its partners are neeting the Y2K chal |l enge.
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How Provi ders May Be Affected by the Year 2000 Chall enge

The Year 2000 or Y2K conversion presents one of the greatest

i nformati on system chal |l enges since the inception of the Medicare
program This conversion is critical to snmooth processi ng of
health care clains for the 70 nmillion beneficiaries enrolled in

t hese prograns.

Many conputers use just two digits to record the year. If no
action is taken, these conputers may recogni ze "00" as 1900



rat her than 2000, resulting in many potential problens for the
providers and their patients.

Many provider practices will be affected, either directly or
indirectly, by the year 2000 chall enge. Taking proactive steps to
identify and address potential inpacts will be key to the success

in meeting the needs of the Medicare beneficiaries. Some exanples
of how providers may be affected are:

Financially - If the provider's conputer systenms and those ot her
systems that the provider interfaces are not Y2K ready, the
transfer of information, including clains processing information,
could be affected. Consequently, the provider's cash flow could
al so be affected. If the clainms are billed to nultiple entities
(e.g., Medicare, Medicaid, private insurance conpanies, and
managed care organi zations), the provider could face sone
problems if the Y2K readi ness with each of these entities is not
ensur ed.

If a provider relies on another entity (e.g., a billing service
or clearinghouse) to handle the claimfiling procedures and the
entity is not Y2K ready, it could add additional cost to the
provider's business. This is particularly true if the paynent for
the services is based on the nunber of clains filings, since the
billing vendor nmay file the clains nore than once.

Legally - A provider may be held liable by his or her patients,
custoners, or business partners if there is a Y2K mal function

t hat causes personal or financial injuries. Neither the Health
Care Financing Admnistration (HCFA) nor the Medicare contractors
wi |l assume any responsibility for the provider's Y2K conpli ance.

What Providers Can Do

There are key steps providers can take to becone Y2K ready and
many excel |l ent sources of information available to help
providers. Below are a few suggestions to consider. These
suggestions are not intended to replace other steps and actions
that providers nmay be taking towards their readiness plan

Becomi ng aware of how the year 2000 can affect many systens.
Anyt hi ng dependent on a microchip or date entry could be
affected. Entities that a provider depends on or who depend on
the provider need to be identified. Froma systens perspective,
an inventory of both the hardware and software prograns nay be
required. A list of the critical (cannot live without) itens
needs to be identified.

Assessing the readi ness of everything on the list. Providers can
do this by contacting their hardware or software vendor or
accessing key information fromvarious web sites. A list of

i nportant web site addresseses can be found on page 71



Mai nt enance and service contractors can help providers in
determ ning readi ness as well as system upgrades and or

repl acement options. In addition, there are many organi zations
of fering services to assess business readi ness. State
associ ati ons and busi nesses can al so provi de assi stance,
particularly in the areas of bionedical equipnent and nedica
devi ces.
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If a particular software programor formis not Y2K ready,

provi ders need to decide whether to invest in the upgrade or the
software replacenent. In nmaking this decision, providers need to
be aware of the potential challenges that could be faced if the

changes or upgrades are not nade, particularly to prograns that

support the key business processes.

Testing the existing and newy purchased systens and software.
The assunption that a systemor a software programis Y2K ready
cannot be made just because soneone said it is. During the
testing process, test plans and test output results should be
mai ntai ned just in case a problemsurfaces |ater

Devel opi ng conti ngency plansfor the continuity of business in the
event that some equipment fails and by focusing on the issues and
situations thsat would be nost problematic for the providers and

patients. For exanple, what will providers do if...

Cl ai ns cannot be sent in the right format to an insurer

Laboratory or diagnostic facilities, where providers refer
patients, cannot identify and accurately report to an insurer the
dates providers submit on the order fornms;

Qutput from nmonitoring and reporting equi pment is not accurate or
conpl et e;

El ectronic remttances from Medicare or Medicaid are not
retrievabl e;

Account receivable systens do not work properly;

Checks cannot be deposited in the bank or credited accurately; or

Payrol | systens do not function appropriately.



It is inportant to keep in nmind the Y2K challenge is very broad.
A checklist with a few exanples of systens that nay be affected
by the Y2K chal | enge can be found bel ow.
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Sanpl e Provider Y2K Readi ness Checkl i st

This checklist is intended as a supplenental guide in hel ping
providers to determne their Y2K readiness. This |list nmay be used
al ong with other diagnostic and reference tools that providers
may have obtained for this purpose. Providers may consider al
types of equi pnent, systens, procedures, etc., that may in sone
way be tine dependent and thereby affected by the Y2K "bug". This
information is not all-inclusive.

| TEM Y2K READY NOT
Y2K READY

Answer i ng machi nes

Bank debit/credit card expiration dates
Banki ng interface

Bui | di ng access cards
Claimforns

Cl ocks

Conmput er hardware (Ilist)
Comput er software (Ilist)
Custom applications (list)
Di agnosti c equi pment (list)
El evators

Fire alarm

I ndoor lighting

I nsurance/ pharmacy coverage dates
Menber ship cards

Moni toring equi pnment (list)
Order forns

Qut door lighting

Physician referral forms
Snoke al arm

Tel ephone system

Tel evi si on

VCR equi prment

Sprinkl er system

Spr eadsheet s

Treat ment equi pment (list)
Safety vaults
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Y2K WEB Site Reference

The following table lists several web sites you may want to visit
whi ch may hel p you determ ne your readi ness and those that offer

rel ated services and i nformati on.

Information: Healthcare Rel ated issues
Address... http://ww. Rx2000. org



Information: Commercial off the Shelf Software (COTS) -
conpliance information
Address... http://ww. Y2K. pol i cyworks. govmi tre. org/technol ogy/y2k

Speci fic products and information regardi ng conpliance

Information: Acer America (800-637-7000)
Address... http://ww. acer.com

I nformation: AST Conputer (800-727-1278)
Address... http://ww.ast.com

Information: Conpaq Conputer (800-OK- COVPAQ
Address... http://ww. conmpaq. com

Information: Dell conputer Corporation (800-560-8324)
Address... http://ww.dell.com

I nformation: Gateway2000 (800-846-2301)
Address... http://ww. gat eway. com

Information: Hew ett-Packard (800-752-0990)
Address... http://ww. hp.com

Information: Hitachi PC (800-555-6820)
Address... http://ww. hitachipc.com

I nformation: |1BM (800-772-2227)
Address... http://ww. us. pc.ibmcom

Information: Intel (800-538-3373)
Address... http://ww.intel.com

Information: M cron Technol ogy (800-349-6972)
Address... http://ww. m cron.com

Information: M crosoft
Address... http://ww. m crosoft.com year 2000

Informati on: NEC Conmputer Systens (800-456-9327)
Address... http://ww.nec.com

Information: Packard-Bell (800-733-4411)
Address... http://ww. packardbel|.com

I nformation: Sony Electronics (800-352-7669)
Address... http://ww.sel.sony.com

Information: Texas Instrunments (800-848-3927)
Address... http://ww.ti.com

Information: Toshi ba (800-999-4273)
Address... http://ww.toshi ba.com



Information: Commercial sector information
Address... http://ww.year2000. com

I nformation: Year 2000 Tool s
Address... http://ww. hp. conf year 2000/ cure. ht m

Information: A sinple, conplete, and free PC hardware Year 2000
di agnostic
Address... http://ww.rightinme.com

Information: The Conplete Y2K website for COBOL
Address... http://ww. pirkl e-websites.com

Information: The Conputer Network
Address... http://ww.cnet.com

Federal Gover nnent

Information: HCFA (Health Care Financing Adm nistration)
Address... http://ww. hcfa. gov/y2k

Information: Year 2000 provider outreach materials
Address. .. http://ww. hcfa.gov/y2k/prnmenorv. htm

Information: This is a recommended place to start when
researching information avail able fromthe Federal Governnent and
its partners/contractors.

Address... http://ww.fda.gov/cdrh/yr2000/year2000. ht m

Informati on: Federal communi cations conm ssion - information for
consuners and industry
Address... http://ww.fcc. gov/year2000

Information: President's Council on the Year 2000 conversion
Address. .. http://ww.y2k. gov

I nformation: U S. Smal |l Business Adninistration
Address... http://ww. sba. gov/y2k

Information: General Services Administration (GSA)
Address... http://ww.itpolicy.gsa.gov.nks.yr2000/y2khome. ht m

Information: Information technology (IT) - Information
Technol ogy Associ ation of Anerica
Address... http://ww.itaa.org/year2000. ht m

Information: The Health Alliance of Pennsylvania - provides
statewi de | eadership in inplenenting the Pennsyl vani a Heal t hcare
vi si on 2000.

Address. .. http://ww. hap2000. org

Information: Y2K M| estone markers
Address... http://ww.everythi ng2000. com



Information: Real Tinme Solutions, Linmted -Professiona
Assi stance for | T problens

Address... http://ww.rtsl.com

Address... http://ww. rts2000. denon. co. uk

Information: Direct access services - Provides Y2K i nformati on
and solutions for the m !l ennium
Address... http://ww. careconnect.com

Information: Contingency planning of all health, safety, basic,
and essential service related systens
Address... http://ww. |l ennia-bcs.com

Information: The Y2K information center - provides a forumfor
di ssenminating informati on about the year 2000 problemfor

di scussi on or possible solutions

Address... http://ww.year2000. com

Information: An on-line nagazi ne dedicated to providing the
| atest information on handling Year 2000 projects and issues
Address... http://ww.y2kjournal.com

Information: Electronic Data |Interchange (EDI)
Address. .. http://ww. hcfa. gov/nedicare/edi/edi.htm

I nformation: Bionmedi cal Equi pmrent & Engi neering
Address... http://ww.is.ufl.edu/ bawb015h. ht m
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GENERAL | NFORMATI ON

Medi care + Choi ce Scamns

Fraud, waste and abuse is costing the Medicare program billions
of dollars each year _ noney fromtaxpayers which is used to pay
for illegitimate clainms. Although Medicare contractors, the

federal governnent, and various |aw enforcenment agencies are
wor ki ng hard to deter fraud and abuse in the Medicare program
health care providers and Medicare recipients can also join in
the fight against fraud, waste and abuse.

Medi care contractors have been notified of Medicare + Choice
scans which are enmerging in certain states. (Medicare + Choice is
an alternative health benefit programfromthe traditiona

Medi care program ) There are three scans whi ch have been
identified:

A well-dressed man is going door to door and telling Medicare
beneficiaries that he will "change over" their Medicare benefits
for $60. He is also asking the beneficiaries for their Socia
Security nunbers.



Medi care beneficiaries are receiving calls fromindividuals who
attenpt to nake appointments to visit the beneficiary's hone that
evening to "fix their Medicare"” on their Medicare card

Medi care beneficiaries are receiving calls fromindividuals
offering to help themwi th their Medicare and asking for their
credit card nunbers.

We are asking for your assistance in protecting the Medicare
program and its beneficiaries fromthese scans. Please notify
your patients about these scans and rem nd them of the foll ow ng:

Medi care beneficiaries should guard their Social Security and
Medi care nunbers as securely as they would guard a credit card
nunber .

No Medicare official charges to "fix" Medicare problens.

No Medi care official makes hone visits.

If you or your patients encounter any of these scans or any other
fraud, please call the O G Fraud Hotline at (800)HHS- TIPS or your
Medi care customer service department at one of the follow ng
nunbers:

Beneficiaries: 1-800-333-7586 or

Provi ders: 904-634-4994
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Regi on C DMERC Physi cian Informati on Sheet: Enteral Nutrition

The following is a summary of the Durable Medical Equi pnent

Regi onal Carrier's (DVERC s) Regi onal Medical Review Policy
(RVMRP) upon which Medi care bases rei nbursenment decisions for sone
of the equi pment physicians mght order for patients. It

descri bes the equipment, its usual clinical indications,

Medi care's coverage criteria for reinbursenent, and the

adj udication criteria for clains.

The DMERC strongly believes that the physician is still the
"Captain of the Ship." Palnetto Government Benefits
Administrators (Palnetto GBA) requires a physician's order before
reimbursing any item Sonetinmes Palnmetto GBA requires a
Certificate of Medical Necessity (CVMN) and extra docunentation

VWhile this may inconveni ence physicians with additiona
paperwork, it is only through cooperation that Medicare can



provi de beneficiaries with the equi pnment and supplies they need.
Physi ci ans are also helping to protect the Medicare Trust Fund
from abusi ve and fraudulent clainms for itens that are not

medi cal |y necessary or physici an-ordered.

The foll owi ng Physician Information Sheet (PHYIS) is only a
summary of the RVRP published in the DMERC Regi on C DMEPOS
Suppl i er Manual. The definitive and binding coverage policy wll
al ways be the RVRP itself, which reflects national Medicare
policy, and upon which actual clains adjudication is based. The
Physician Information Sheet is intended only as an effort to
educat e the physician conmunity on conditions of coverage for
itenms of durable nmedical equi pnment, prostheses, orthoses, and
suppl i es when ordered for the care of Medicare beneficiaries.

Medi care Durabl e Medi cal Equi pment Regional Carrier Physician
Information Sheet: Enteral Nutrition

Enteral nutrition is the provision of nutritional requirenments
through a tube into the stomach or small intestine.

It is covered by Medicare for patients with di seases or

structural defects of the alinentary tract that interfere with
transport, digestion or absorption of nutrients to a degree that
oral ingestion proves inadequate to maintain weight and strength
commensurate with overall health status. Such conditions may

i ncl ude anatoni c obstructions such as head and neck cancers, or
motility disorders such as dysphagi a or gastroparesis. Even
neurol ogi cal disorders (e.g., Al zheiner's) resulting in this
degree of ingestional dysfunction would qualify for coverage. The
severity of these conditions which warrants coverage is reflected
in the physician's decision to insert and maintain a feeding tube
in the patient. Coverage is possible for patients with partia
impairments - e.g., a patient with dysphagia who can swal | ow
smal | amounts of food or a patient with Crohn's di sease who
requires prolonged infusion of enteral nutrients to overconme a
probl em wi th absorption. Questions often arise about patients
whose conditions are either inproving or deteriorating and may be
transitioning to or froma tube-feeding situation. They nay be
getting sonme of their nutrients orally, but requiring tube
feedings to maintain their nutritional status. So |long as the
physician sees fit to maintain the enteral tube, Medicare wll
cover those nutrients administered via that tube.

In order to be covered, the physician nust judge the condition to
be permanent - expected to | ast greater than three nonths, or
until the patient's death, whichever is shorter

Condi tions which are not covered (even though they may involve
tube feedings) include anorexia and nausea secondary to nood
di sorders and end-stage di seases not directly involving the
gastrointestinal tract.

Only those nutrients adnministered via the feeding tube are
covered by Medicare. (Enteral nutrients taken orally are not



covered by Medicare.) Baby food and bl enderi zed grocery products
are not covered, even if administered via a feeding tube.

Medi care pays for supplies required for different nethods of

adm ni stering tube feedings (gravity, syringe or a punp). Medica
records should reflect nedical conditions requiring controlled
adm nistration of nutrients through a punp. Mre than one
nasograstric tube per nmonth or one gastrojejunostonmy tube every 3
months are rarely nedically necessary. (Wile disoriented
patients may renove their own tubes |eading to the use of nore
tubes, such an occurrence is not considered strictly an issue of
medi cal necessity and is not reinbursable.) Dressings used for
the insertion site of enteral tubes are reinbursed as part of the
"admi nistration kit," and are not separately payable.

Most enteral nutrient products sufficient to achieve and naintain
adequate nutritional status are grouped into a basic HCPCS
billing code (B4150) and are reinbursed at the sane rate.
Products made of natural intact protein (B4151) are covered for
pati ents who have denonstrated an allergy or intolerance to the
basi c sem -synthetic products. Special, nore highly reinbursed
products (B4153-5) need to be justified for each patient. The
physi ci an nmust docunent why he or she is ordering these products
(such as those that are di sease-specific).

Docunent ati on:

If you order enteral nutrition for your patient, it is necessary
to complete a Certificate of Medical Necessity (CMN), in order
for the supplier to be reinbursed by Medicare. The physician is
expected to have seen the patient within 30 days prior to
initially certifying the need for enteral nutrition, or docunent
why not, and what nonitoring nethods were used to eval uate the
patient's enteral nutrition needs. Routine recertifications are
no | onger required. However, changes in your orders may require
conpl etion of revised CMNs.
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I mportant Information for Billing of Nurse Practitioner (NP),
Physi ci an Assistant (PA) and Cinical Nurse Specialist (CNS)
C ains

Provi der Identification Nunmber Required; Continued Use of
Di sconti nued Modifiers

For dates of service on or after January 1, 1999, NPs, CNSs and
PAs must use their carrier-assigned Provider ldentification
Nunber (PIN) to subnmit clainms to Medicare. Additionally, although
the January 1, 1999 HCPCS di scontinues nodifiers specific to
these providers effective Decenber 31, 1998 (plus a 90-day grace
period), clains subnmitted without the appropriate nodifier cannot
be processed at this tine. Any clainms for these provider types
received without the use of the appropriate nodifier will be
rejected until further notice. We will provide further



i nformati on concerning the deletion of these nodifiers in future
i ssues of the Medicare Part B Update!

The nodifiers affected by this delay are:
AK- Nurse Practitioner, rural, team nmenber;
AL- Nurse Practitioner, non-rural, team nenber;

AN- Physi ci an Assi stant services for other than assistant-at-
surgery, non-team menber;

AU- Physi ci an Assistant for other than assistant-at-surgery, team
menber ;

AV- Nurse Practitioner, rural non-team nenber
AW Cl i nical Nurse Specialist, non-team nmenmber; and

AY-Clinical Nurse Specialist, team member.

Di sconti nue Use of the Surrogate UPIN

Ef fective January 1, 1998, sections 4511 and 4512 of the Bal anced
Budget Act of 1997 renpved the restrictions on the type of areas
and settings in which the professional services of NPs, CNSs, and
PAs are paid by Medicare. Accordingly, paynents are allowed for
services furnished by these non-physician practitioners in al
areas and settings pernmtted under applicable State |icensure

| aws. However, the provision nmaintains the current policy that no
separate paynent nmay be nade to one of these non-physician
practitioners when a facility or other provider paynent or charge
is also made for such professional services.

The use of the surrogate UPIN "NPP0O0O0" is being discontinued
effective January 1, 1999. "NPP0O0O0" has been used by NPs, CNSs,
and PAs, because a permanent UPIN had not been issued to them A
mass mailing of letters containing | anguage generated from HCFA
Central Ofice and permanent UPINs for all NPs/CNSs/PAs, who are
currently enrolled as Medicare providers, will be sent from
Transaneri ca Occidental Life Insurance Conpany shortly. These
non- physi ci an practitioners should begin using their pernmanent
UPI Ns i mredi ately. Medicare is issuing a permanent UPIN to any
new NP/ CNS/ PA who is applying to become a Medicare provider. In
the future, clains containing the surrogate UPIN "NPPOOO" will be
returned as unprocessabl e.

Physi ci ans and non- physi ci an provi ders who order or refer
services nust subnit their names and their UPINs on Form HCFA-
1500. This information nust appear in block 17 and 17a of Form
HCFA- 1500. For National Standard Format (NSF) clainms, the UPIN
nmust appear in record/field EAO.20as the ordering/referring
provi der. Providers subnmitting Anerican National Standards
Institute (ANSI) clainms in the X12 837 version 3051. 3B format
must subnmit the referring/ordering UPIN in table 2, position



500. E- NML09. Providres using the X12 837 version 3032.2B will use
table 2, position 420. E-NMLO9 for the referring/ordering UPIN

Services of a NP or a CNS who is working in collaboration wth,
but i ndependent of, a physician would be consi dered covered
services as defined in sections 1861(s)(l) and 1861(s)(2)(A) of
the Social Security Act. Therefore, a NP or CNS who is treating
the beneficiary can order or prescribe itenms of durable nedica
equi pnent, orthotics, prosthetics, and supplies (DMEPCS) and can
conplete Section D of the Certificate of Medical Necessity (CW)
if he or she is pernmitted to prescribe itens of DMEPOS by the
State in which the services were rendered. The NP and CNS nust

bill using their own provider nunber, and they nust attest, the
same as a physician, that they have treated the beneficiary and
that all information presented in Section B of the CMN, or on the

order, is true, accurate, and conplete to the best of their
know edge. The nane and UPIN of the NP or CNS are required on the
CWN

Nurse Practitioner And Physician Assistant Cuidelines

Page 21 of the March/ April 1998 and page 16 of the Jul y/ August
1998 Medicare B Update contains information regarding nurse
practitioner and physician assistant services. These articles
reference that these practitioners may obtain Medicare Part B
provi der nunbers for billing the Medicare Part B Program
directly. If nurse practitioners and physician assistants are
rendering services incident to a physicians service, services
shoul d be billed under the physicians provider number. In this
i nstance, a provider nunmber for the nurse practitioner and/or
physi ci an assistant is not needed. When nurse practitioners
and/ or physician assistants render services which are incident to
a physicians service, a provider nunber is needed.

When physician assistants initially apply for a Medicare Part B
provi der number, conpletion of a CGeneral Enrollnent Application
(HCFA 855) and Reassi gnnment of Benefits (HCFA 855R) is required.
Rei mbur senent for physician assistant services can not be made
directly to the physician assistant. Rei mbursenment nust be nade
payable to their enployer; therefore, a HCFA 855R is required.

In this instance, enployer neans a W2 enpl oyee or 1099 contractor
of the entity.
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Changes to Heal th Professional Shortage Area Designations
Medi care has received the individual Health Professional Shortage

Area (HPSA) designati on changes whi ch added geographic
desi gnation as urban HPSAs for the foll owi ng counties:

Gadsden County (all)



Nassau County
Cities of Callahan and Hilliard

Census Tracts 0504. 00 and 0505. 00

The new counties are effective for services rendered on or after
Decenmber 1, 1998.

For nmore information regadi ng HPSA desi gnhations, refer to the
May/ June 1998 Medicare Part B Update! (page 58).
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Copyi ng the HCFA- 855

We have recently been advised that an applicant nay copy the HCFA
855 and its attachnents. On page 3 of the HCFA-855 application
the applicant is instructed to copy section 6 for each additiona
practice | ocation he/she needs to subnmit. Copying of the
application is not limted to only certain sections of the
application. It is therefore perm ssible to copy the HCFA-855 as
long as there is an original signature for each application

subm tted.
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Billing Tips In Subnitting Medigap Information To Insure A
Successful Crossover

The Medicare Cl ainms Processing departnent is working hard to
reduce provider billing errors. Billing errors cost the Medicare
Program t housands of dollars each year. Billing errors generally
cause the claimto suspend for manual handling. Claimprocessing
timeliness is affected. Errors can also result in claimdenial

The Medi gap Crossover process is a financial benefit available to
all participating providers. Wth one claimfiling, regardless of
the method of claimtransm ssion, a provider nmay receive two

i nsurer clai mpaynents. However, for the Medigap crossover
process to be successful, providers must submt Medigap
information that is conplete, accurate and in the prescribed
format.

Bel ow we are providing the two top billing errors providers are
maki ng when subnitting Medigap infornation to the Medicare
carrier.

Submitting the conplete nane, address, city and state of the
Medi gap i nsurer, but failing to provide a valid five digit

Medi gap carrier | D nunber, or submitting no ID nunber at all
This situation requires manual intervention by Medicare Part B
whi ch could inpact the processing tinme of the claim

Failure to submit the five digit Medigap carrier |ID number and
the nanme, address, city and state of the Medigap insurer is not



conplete. This situation will result in the claimnot being
crossed over to the patient's supplemental insurer

Pl ease exami ne the format of the Medigap infornation you are
currently submtting to Medicare to determine if your office may
be causing one of the billing errors identified above. W ask
your assistance in helping us to process your claimin a tinely
and efficient manner by making sure all of the required Medigap
information is properly subnmtted. Together, we can nmake a

di fference.
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Correct Coding Initiative

The newest version of the Correct Coding Initiative (CCl) is
schedul ed to be inplenmented on January 1, 1999. Providers who
have concerns about correct coding edit pairs should submt those
concerns in witing to:

The Correct Coding Initiative

Adm naSt ar Federa
P. O. Box 50469
I ndi anapolis, I N 46250-0469

As a rem nder, the carrier cannot make any changes to the correct
coding edit pairs.
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Crossover Updates

The foll owi ng updates have been perforned to the Medicare Part B
of Florida Crossover Insurers. These changes can be viewed on the
Florida Medicare Online Bulletin Board System (BBS) in the

Medi gap Crossover Listing section

For additional information concerning Medicare Part B Crossover,
pl ease refer to the Septenber/COctober 1998 Medicare B Update! A
Cl oser Look section (page 42)

Aut omatic Crossover

The followi ng private insurer has been added to the automatic
crossover insurer listing.

Blue Cross of California (Adm nistered by Mutual of Omaha)

As a rem nder, this type of crossover does not require the
subm ssion of policy information on the claim instead Medicare



clains are automatically sent to the private insurer based on the
patient's eligibility (as defined by his or her policy) for the
el ectronic transfer

Medi gap Crossover - Nanme Change:

Nunber: 27004
Former Nane: BCBS of Kentucky
Changed To: Ant hem BCBS*

*Ant hem BCBS | ocated in Louisville, Kentucky

Exenpt " Non- Medi gap | nsurers”

The following insurers do not offer Medicare suppl enental plans
and are exenpt fromthe Medigap crossover process.

The Medigap insurer list has been updated to change each insurer
i dentification nunber listed below to an exenpt status. Each
nunber is inactive and paynment information will not be crossover
to these insurers.

Nunber: 19570
I nsurer Nane: Anmer Life and Health Svcs

Nunber: 34010
I nsurer Name: Commmonweal th National Life

Nunber: 19590
I nsurer Nane: Life and Casualty

Nunber: 20075
Insurer Nane: Life and Casualty

Nunmber: 4512
Insurer Nanme: Ohio Graphic Arts

Nunber: 15122
I nsurer Nane: Ri sk Managenent

Nunber: 19504
I nsurer Name: Southern Life

Nunber: 19586
I nsurer Name: Sout hern Life

Nunber: 29004
I nsurer Name: UNUM
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VWhat's New for EMC?



Are You Ready For the M I enniunf?

If you or your billing conpany currently submits Part B clains
electronically with six-digit dates of service or dates of birth,
in the format YYMVDD (for exanple, 981231), you will need to

change your billing systemso it can submt and receive an eight
digit date in the format of CCYYMVDD (for exanple, 19981231).

HCFA will begin rejecting el ectronic claimsubnssions with six-
digit dates sonetine in 1999. Wile you will be notified well in

advance of such rejects being inplenmented, DON T DELAY - MAKE
YOUR FORMAT CHANGES NOW

PC- ACE(tm wusers, please be advised that while you do not see
dates in the eight digit format in your software, the two digits
i ndicating the century are systematically popul ated when the
transm ssion is processed through the NSF output file.

If you have questions concerning the electronic format change,
pl ease call us at (904) 354-5977.
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General EMC I nformation
Reporting UPIN Information for EMC

Physi ci ans and non- physi ci an provi ders who order or refer
services nust subnmit their names and their UPINs on Form HCFA-
1500. This information nust appear in block 17 and 17a of Form
HCFA- 1500. For National Standard Format (NSF) claims, the UPIN
must appear in record/field EAO-20.0 as the ordering/referring
provider. Providers submtting Anerican National Standards
Institute (ANSI) clains in the X12 837 version 3051. 3B format
nmust submit the referring/ordering UPIN in Table 2, position
500. E- NML09. Provi ders using the X12 837 version 3032.2B, will
use Table 2, position 420.E-NMLO9 for the referring/ordering
UPI N.
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| MPORTANT ADDRESSES

CLAI M5 SUBM SSI ONS

Rout i ne Paper Cl ainms

Medi care Part B

P. O Box 2525
Jacksonville, FL 32231-0019

Partici pati ng Providers

Medi care Part BParticipating Providers
P. 0. Box 44117

Jacksonville, FL 32231-4117



Chiropractic C ai nms

Medi care Part B Chiropractic Unit
P. O Box 44067

Jacksonville, FL 32231-4067

Anbul ance Cl ai s

Medi care Part B Anbul ance Dept
P. O Box 44099

Jacksonville, FL 32231-4099

Medi care Secondary Payer

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

Jacksonville, FL 32231-4078

ESRD Cl ai s

Medi care Part B ESRD Cl ai s
P. O. Box 45236
Jacksonville, FL 32232-5236

COMVUNI CATI ONS

Revi ew Request s

Medi care Part BCl ai n8 Revi ew
P. O. Box 2360
Jacksonville, FL 32231-0018

Fair Hearing Requests

Medi care Part B Fair Hearings
P. O Box 45156

Jacksonville, FL 32232-5156

Admi ni strative Law Judge Hearing
Admi ni strative Law Judge Hearing
P. 0. Box 45001

Jacksonville, FL 32231-5001

Status/ General lnquiries

Medi care Part B Correspondence
P. O Box 2360

Jacksonville, FL 32231-0018

Over paynent s

Medi care Part BFi nanci al Services
P. 0. Box 44141

Jacksonville, FL 32231-0048
DURABLE MEDI CAL EQUI PMENT ( DVE)
DME, Orthotic or Prosthetic Clains

Pal metto GBA
Medi care DMERC Oper ati ons



P. O Box 100141
Col unmbi a, SC 29202- 3141

ELECTRONI C MEDI A CLAI M5 ( EMO)

EMC Cl ai ns, Agreenents and lnquiries
Medi care EDI

P. O Box 44071

Jacksonville, FL 32231-4071

MEDI CARE PART B ADDI TI ONAL DEVELOPMENT

Wt hin 40 days of initial request:
Medi care Part B Cl ai s

P. O Box 2537

Jacksonville, FL 32231-2537

Over 40 days of initial request:
Submit the charge(s) in question, including information
requested, as you would a new claimto:

Medi care Part B Cl ai s
P. O Box 2525
Jacksonville, FL 32231-0019

M SCELLANEOUS

Fraud and Abuse

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

Medi care Clains for Railroad Retirees:
Met r aHeal t hRRB Medi car e

P. O Box 10066

Augusta, GA 30999-0001

Provi der Change of Address:

Provi der Regi stration Depart nent

Bl ue Cross Blue Shield of Florida

P. O Box 41109Jacksonville, FL 32231-1109

and

Medi care Regi stration
P. O. Box 44021
Jacksonville, FL 32231-4021

Provi der Educati on:

For Educational Purposes and Revi ew of Customary/Prevailing
Charges or Fee Schedul e:

Medi care Part BProvi der Education Depart nent



P. O Box 2078
Jacksonville, FL 32231-0048

For Sem nar Registration:

Medi care Part BProvi der Educati on Depart nent
P. O Box 45157

Jacksonville, FL 32231

Lim ting Charge |ssues:

For Processing Errors:

Medi care Part B

P. 0. Box 2360

Jacksonville, FL 32231-0048

For Refund Verification:

Medi care Part BConpliance Mbonitoring
P. 0. Box 2078

Jacksonville, FL 32231-0048

Provi der Participation and G oup Menbership |ssues;
Witten Requests for UPINs, Profiles & Fee Schedul es:
Medi care Regi stration P.O Box 44021Jacksonville, FL 32231
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MEDI CARE ONLI NE
ELECTRONI C BULLETI N BOARD ( BBS)

-- not available in this format --
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Page 80
Usi ng W ndows 95/ NT/ 98 To Access "Medi care Online BBS"

-- not available in this format --
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I ndex to Publications by Topic

-- not available in this format --
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Order Form - 1999 Part B Materials



-- not available in this format --

(contact Provider Customer Service Area)
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PHONE NUMBERS

PROVI DERS
Express Line/ ARU
Status Inquiries:
904- 353- 3205

Speci alty Custoner Service Reps:
904- 634- 4994

Medi care Onli ne BBS
Access:

1- 800- 838- 8859
1-904-791-6991

Techni cal Probl ens:
1-904-791- 8384

BENEFI CI ARY
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 lines are reserved for
Medi care beneficiaries only. Use of this service by providers is
not permtted and nmay be consi dered program abuse.

EMC
EMC Format | ssues:
904- 354- 5977

EMC Start - Up:
904-791- 8767

EMC Front-End Edits/Rejects:
904-791- 8767

El ectronic Rem ttance Advice:
904- 791- 6895

El ectroni ¢ Clai m St atus:
904-791- 6895



El ectronic Eligibility:
904-791- 6895

PC- ACE Support:
904- 355- 0313

Testi ng:
904- 354- 5977

Hel p Desk (Confirmation/ Transm ssion):
904- 791- 9880
OCR

Printer Specifications/ Test C ains:
904-791- 6912
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(end of file)



