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CONNECTICUT anp FLORIDA FROM THE MEDICAL DIRECTOR

A PHysIcIAN’s Focus

Humanitarian Use Device

Coverage and payment of medical devices for Medicare beneficiaries is
governed by the interplay of two agencies, the Food and Drug Administration
(Is device safe and effective? | s the device substantialy equivalent to a predicate
device?) and the Centers for Medicare & Medicaid Services (Does the device fit
a benefit category? I's the use of the device reasonable and necessary to treat an
illness or injury?). Each agency evolved from different statutory purposes and
consequently employs different evaluation criteria per mandates. FDA decisions
determine if a manufacturer can market a product in the United States. CMS and
its contractor decisions establish if a provider can seek payment for a device
from the Medicare program if used in the treatment of a Medicare beneficiary.

The FDA defines a humanitarian use device as one that is intended to benefit
patients in the treatment and diagnosis of diseases or conditions that affect or is
manifested in fewer than 4,000 individuals in the United States per year. A manufacturer must apply to the FDA for this
designation and if so deemed must then apply for ahumanitarian device exemption (HDE). An HDE is an application that
is similar to a premarket approval application, but exempt from the effectiveness requirements. An approved HDE autho-
rizes marketing of a humanitarian use device. See http://www.fda.gov/cdrh/devadvice/pma/app_methods.html

Is there Medicare Coverage for a Humanitarian Use Device?
Generally, the Medicare program covers devices approved for marketing by the FDA if:

there exists a benefit category and the device is not statutorily excluded,

¢ thereisnot a national coverage determination of noncoverage

¢ or absent a national coverage determination, there is not local contractor noncoverage (or local medical review
policy coverage limitation, — soon to be called local coverage decisions),

¢ and the deviceis used in an episode of care that is reasonable and necessary for the diagnosis and treatment of
illness or injury or to improve the functioning of a malformed body member.

If there is a national or local coverage limitation, criteria have to be met for coverage.
Asnoted, the FDA must approve a humanitarian use device for marketing. Before using a humanitarian use device
for traditional Medicare patients, please provide FCSO with the following information:

¢ Details about the specific device, including its humanitarian device exemption number and pertinent FDA approva data.

* A description of the clinicd situations where you plan to use the device, CPT/HCPCS codes to be submitted with
charges and invoice price if applicable.

* Indtitutional review board (IRB) approval document. Per the FDA, ahumanitarian use device may only beused in
facilities that have established aloca IRB to supervise clinical testing of devices and, after an IRB has approved the use
of the device, to treat or diagnose the specific disease. See http:/Mmmw.fda.gov/cdrh/ode/guidance/1381.html.

Please submit the information to the Office of the Medical Director or medical.policy@fcso.com. FCSO will
review your submission and respond as soon as possible. We may ask you to provide more information in some
instances. Though thereis no prior approval in traditional Medicare and all payment decisions are made when the
claims are submitted, this process will help ensure Medicare beneficiaries are receiving covered services without
unnecessary financia liability. Also, given the possible risk for the patient, the FDA IRB requirement establishes
informed consent.

James J. Corcoran, M.D., M.PH.
FCSO Chief Medical Officer
James.Corcoran@fcso.com

Third party Web sites. This document contains references to sites operated by third parties. Such references are provided for your convenience only.
BCBSF and/or FCSO do not control such sites, and are not responsible for their content. The inclusion of these references within this document does
not suggest any endorsement of the material on such sites or any association with their operators.
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THE FCSO MeEebpicare B UrpaTe!

About the Connecticut and Florida Medicare B Update!

he Medicare B Update! is a comprehensive magazine published quarterly by First Coast Service Options, Inc.
(FCSO) for Part B providers in Connecticut and Florida. In accordance with notification requirements established
by the Centers for Medicare & Medicaid Services, approximate delivery dates for fiscal year 2004 are:

Publication Name

Publication Date

Effective Date of Changes

First Quarter 2004

Mid-November 2003

January 1, 2004

Second Quarter 2004

Mid-February 2004

April 1, 2004

Third Quarter 2004 Mid-May 2004

July 1, 2004

Fourth Quarter 2004

Mid-August 2004

October 1, 2004

Important notifications that require communication in between these dates will be posted to the FCSO Medicare
provider education Web sites, Attp.//www.connecticutmedicare.com and http.//www.floridamedicare.com. In some

cases, additional unscheduled special issues may be posted.

Who Receives the Update?

Anyone may view, print, or download the Update!
from our provider education Web site(s). Providers who
cannot obtain the Update! from the Internet are required
to register with us to receive a complimentary hardcopy
or CD-ROM (please see the hardcopy/CD-ROM
registration form on page 6).

Distribution of the Update! in hardcopy or CD-
ROM format is limited to individual providers and
professional association (PA) groups who have billed at
least one Part B claim to either Connecticut or Florida
Medicare for processing during the twelve months prior
to the release of each issue. Providers meeting these
criteria are eligible to receive a complimentary copy of
that issue, if a technical barrier exists that prevents
them from obtaining it from the Internet and they have
returned a completed registration form to us.

For additional copies, providers may purchase a
separate annual subscription in hardcopy or CD-ROM
format (see order form on the inside back cover ot this
issue). All issues published since 1997 may be down-
loaded from the Internet, free of charge.

We use the same mailing address for al/ correspon-
dence, and cannot designate that the Update! be sent to a
specific person/department within a provider’s office.
To ensure continued receipt of all Medicare correspon-
dence, providers must keep their addresses current with
the Medicare Provider Registration department. Please
remember that address changes must be done using the
appropriate Form CMS-855.

Clear Identification of State-Specific Content

A header bar preceding articles clearly indicates
whether the topic is applicable to both Connecticut and
Florida, Connecticut only, or Florida only. Within
articles, references to phone numbers, addresses,
reimbursement amounts, past publications, etc., are state-
specific as appropriate.

Publication Format
The Update! is arranged into distinct sections.

Following the table of contents, a letter from the Carrier

Medical Director, and an administrative information

section, the Update! provides content applicable to both

states, as noted previously. Within this section, informa-
tion is categorized as follows.

¢ The claims section provides claim submission
requirements and tips, plus correspondence (appeals
and hearings) information.

* The coverage/reimbursement section discusses
specific CPT and HCPCS procedure codes. It is
arranged by specialty categories (not specialties). For
example, “Mental Health” would present coverage
information of interest to psychiatrists, clinical
psychologists and clinical social workers, rather than
listing articles separately under individual provider
specialties. Also presented in this section are changes
to the Medicare physician fee schedule, and other
pricing issues.

* The section pertaining to electronic media claim
(EMC) submission also includes information pertain-
ing to the Health Insurance Portability and Account-
ability Act (HIPAA).

The general information section includes fraud and
abuse, provider registration, and Medicare Secondary
Payer topics, plus additional topics not included
elsewhere.

Local medical review and comprehensive data
analysis will always be in state-specific sections, as will
educational resources. Important addresses, phone
numbers, and Web sites are also listed separtely for
each state

An Index to the year’s previous issues of the
Update! and a Part B materials order form are included
in the back of the publication.

The FCSO Medicare B Update!
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The Medicare B Update! Represents Formal
Notice of Coverage Policies

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 document to ensure compliance

CONNECTICUT anp FLORIDA ABOUT THE UPDATE!

with Medicare coverage and payment guidelines. The
date the Update! is posted to the Web site is consid-
ered the notice date, in the event there is a dispute over
whether a provider received advance notice regarding
coverage of a specific service and the financial liability
for it.

Advance Beneficiary Notices (ABNs)
Medicare Part B allows coverage for services and

items deemed medically reasonable and necessary
for treatment and diagnosis of the patient. For some
services, to ensure that payment is made only for
medically necessary services or items, coverage may be
limited based on one or more of the following factors
(this list is not inclusive):

e Coverage for a service or item may be allowed
only for specific diagnoses/conditions. Always
code to the highest level of specificity.

e Coverage for a service or item may be allowed
only when documentation supports the medical
need for the service or item.

e Coverage for a service or item may be allowed
only when its frequency is within the accepted
standards of medical practice (i.e., a specified
number of services in a specified timeframe for
which the service may be covered).

If the provider believes that the service or item may
not be covered as medically reasonable and necessary,
the patient must be given an acceptable advance notice of
Medicare’s possible denial of payment if the provider
does not want to accept financial responsibility for the
service or item. ABNs advise beneficiaries, before items
or services actually are furnished, when Medicare is
likely to deny payment. ABNs allow beneficiaries to
make informed consumer decisions about receiving
items or services for which they may have to pay out-of-
pocket, and to be more active participants in their own
health care treatment decisions. An ABN must meet the
following requirements:

e The ABN must be on an approved Form CMS-R-
131 (see “New Patient Liability Notice” below).

e The ABN must be given in writing, in advance of
furnishing the service or item.

o The ABN must include the patient’s name, date(s)
and description of the service or item, and the
reason(s) why the service or item may not be
considered medically reasonable and necessary
(e.g., the service is not covered based on the
patient’s diagnosis, the frequency of the service
was in excess of accepted standards of medical
practice, etc.).

o The notice must be signed and dated by the
patient, indicating the patient assumes financial
responsibility for the service if payment is denied

as being not medically reasonable and necessary
for reason(s) indicated on the advance notice. The
signature of the provider of service is not
required.

e The ABN should be maintained with the patient’s
medical record.

New Patient Liability Notice

Form CMS-R-131 is the new approved ABN,
required for services provided on or after January 1,
2003. Form CMS-R-131 was developed as part of the
Centers for Medicare & Medicaid Services’ (CMS)
Beneficiary Notices Initiative (BNI), and was approved
by OMB (Office of Management and Budget) on June 18,
2002. The new ABNs are designed to be more benefi-
ciary-friendly, more readable and understandable, with
patient options more clearly defined.

There are two ABN forms - the General Use form
(CMS-R-131G) and the Laboratory Tests form (CMS-R-
131L). Both are standard forms that may not be modi-
fied, however, both contain customizable boxes for the
individual requirements of users, following the guidance
in CMS Program Memoranda (PM) AB-02-114 and AB-
02-168, which may be found on the CMS Web site at
http://cms.hhs.gov/manuals/pm_trans/AB02114.pdf and
http://cms.hhs.gov/manuals/pm_trans/AB02168.pdf.

Reproducible copies of Form CMS-R-131 ABNs (in
English and Spanish) and other BNI information may be
found on CMS’s BNI Web site at
http://'www.cms.hhs.gov/medicare/bni.

ABN Modifiers

When a patient is notified in advance that a service
or item may be denied as not medically necessary, the
provider must annotate this information on the claim (for
both paper and electronic claims) by reporting modifier
GA (waiver of liability statement on file) or GZ (item or
service expected to be denied as not reasonable and
necessary) with the service or item.

Failure to report modifier GA in cases where an
appropriate advance notice was given to the patient may
result in the provider having to assume financial respon-
sibility for the denied service or item.

Modifier GZ may be used in cases where a signed
ABN is not obtained from the patient; however, when
modifier GZ is billed, the provider assumes financial
responsibility if the service or item is denied.

Third party Web sites. This document contains references to sites operated by third parties. Such references are provided for your convenience only.
BCBSF and/or FCSO do not control such sites, and are not responsible for their content. The inclusion of these references within this document does
not suggest any endorsement of the material on such sites or any association with their operators.

Second Quarter 2004
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CONNECTICUT anp FLORIDA ABOUT THE UPDATE!

Distribution of the Medicare B Update!

Use of the Internet has become an accepted standard of communication throughout the world. Publications produced by
First Coast Service Options, Inc. (FCSO) for our Connecticut Medicare Part B and Florida Part A and B customers are
available on our provider education Web sites (http://www.connecticutmedicare.com and
http://www.floridamedicare.com). Our Medicare publications are posted to the Web sites in PDF (portable document
format) and may be viewed, printed, or downloaded free of charge.

Hardcopy publications, by contrast, nationally cost Medicare a substantial amount of money for printing and
postage. Reducing the number of hardcopies produced is one way Medicare contractors can reduce costs that may be
better utilized elsewhere. In addition, enhancements to online publications can be made that are not possible in print.

Providers Must Qualify and Register to Receive the Medicare B Update! in Hardcopy or CD-
ROM Format

Hardcopy or CD-ROM distribution of the Medicare B Update! is limited to individual providers and professional
association groups who billed at least one Part B claim (to either Connecticut or Florida Medicare) for processing
during the twelve months prior to the release of each issue. Medicare providers who meet these criteria have to
register with us to receive the Update! in hardcopy or CD-ROM format. Qualifying providers will be eligible to
receive one hardcopy or CD-ROM of that issue, if'a valid reason can be shown why the electronic publication available
on the Internet cannot be utilized. “I just prefer hardcopy” is an invalid reason — a valid reason might be lack of a
personal computer with Internet access, lack of a CD-ROM drive, or another technical or other barrier.

If you believe you meet these criteria and wish to receive hardcopies or CD-ROMs, you must complete and return
the registration form that follows. You will be required to re-register annually. If you registered previously and no
longer need a hardcopy, please indicate this on the form.

If you are willing and able to receive the Update! electronically from the Internet, you do not need to reply to us.
Providers and other entities that do not meet the criteria and desire a hardcopy or CD-ROM may purchase an annual
subscription to the Update! (please see the “2004 Part B Materials” order form on the inside back cover of this issue).

Note: If you have a paid subscription, you will receive hardcopies or CD-ROMs of the Medicare B Update!
through your subscription period.

Features of the Electronic Publication

There are advantages to accessing the Update! online: the electronic version is posted to the Web before print
copies are distributed, and you can view, print, or download only those articles important to your practice.

In addition, we will be enhancing the format of electronic and CD-ROM newsletters to provide helpful features
that do not appear in the current hardcopy format, including hyperlinks. A hyperlink is an element in an electronic
document that links the user to another place in the same document, to an entirely different document, or to a Web site.
This feature will provide users instant access to the following items:

e Articles of Interest — The table of contents will include hyperlinks to each article, therefore a provider can
choose an article(s) of particular interest to his/her medical practice.

e Third-Party Web sites — All third-party Web sites referenced within articles will include hyperlinks to the
applicable information on that Web site. (Online publications only.)

e References within the Contractor Web sites — All additional resources or reference materials mentioned in
the newsletter will include hyperlinks to that information within the FCSO Medicare Web sites (e.g., full-text
versions of local medical review policies, prior publications, forms, online registration, etc.). Additionally,
links to unique Web pages will allow access to information applicable to the user’s specialty classification.
(Online publications only.)

The enhanced electronic publications are available at no charge through the FCSO Medicare Web sites and on CD-
ROM at a minimal cost. In addition, you may sign up for the FCSO eNews, our free electronic mailing list. Subscribers
receive an email notice when new publications are posted to our Web sites, plus frequent notification of other items of
interest. Anyone with an email address may sign up for eNews; you don’t have to be at the office.

6 The FCSO Medicare B Update! Second Quarter 2004



CONNECTICUT anp FLORIDA ABOUT THE UPDATE!

Medicare B Update! Hardcopy/CD-ROM Registration Form

To receive the Medicare B Update! in hardcopy or CD-ROM format, you must complete this registration form.
Please complete and fax or mail it to the number or address listed at the bottom of this form. To receive a hardcopy or
CD-ROM of the Third Quarter 2004 Update! your form must be faxed or postmarked on or before April 30, 2004.

Please note that you are not obligated to complete this form to obtain information published in the Medicare B
Update! — issues published beginning in 1997 are available free of charge on our provider education Web sites
http://www.connecticutmedicare.com and http://www.floridamedicare.com.

Provider/Professional Association Name:

Medicare Provider Identification Number (PIN):

Address:

City, State, ZIP Code:

Contact Person/Title:

Telephone Number:

Rationale for needing a hardcopy:
Does your office have Internet access? YES O NO Q
Do you have a PC with a CD-ROM drive? YES O NO U

Other technical barrier or reason for needing publications hardcopy or on CD-ROM:

Mail your completed form to:

Medicare Communication and Education - Publications
P.O. Box 45270
Jacksonville, FL 32232-5270

or fax to 1 (904) 791-6292

Please let us know your concerns or questions regarding this initiative:

Please do not contact our customer service call center regarding this initiative. Additional questions or concerns may
be submitted via the Web site in the “contact us” section.

Second Quarter 2004 The FCSO Medicare B Update! 7



READER SURVEY CONNECTICUT anpo FLORIDA

Reader Survey—~Medicare B Update!

We want readers of this publication to find it to be a helpful tool that is easy to use and understand. This survey is your
opportunity to suggest ways we can better meet your needs. After the survey closes, we will publish the results on our Web
sites and work to implement suggested enhancements as appropriate. Thank you for taking the time to complete this survey!

Please complete the questions below and return your reply to us by March 31, 2004.
Please Indicate Your Location: U Connecticut O Florida

Overall Satisfaction

On a scale of 5 to 1, with 5 being very satisfied and 1 being very dissatisfied, how satisfied are you with the
publication overall? Please circle the number that best applies.

54 3 21
Accuracy
“When I read the Medicare B Update! 1 feel comfortable that the information presented is accurate.”
54 3 21
“When I read the Medicare B Update! 1 am confident that the information is up-to-date.”
5 4 3 21
Clarity
“Medicare rules and guidelines are complex; however, I generally find the articles in the Medicare B Update! clear.”
54 3 21

“Medicare rules and guidelines are complex; however, I usually find the articles in the Medicare B Update! easy to read.”
54 3 21
Value

“The Medicare B Update! assists me in performing my job.”

5 4 3 21

Layout/Format

“The Medicare B Update! is arranged in a manner that makes it easy to find the information I need.”
5 4 3 21

Comments/Feedback —

What else could we do to improve the publication for you?

Please remove this page and mail it to:

Attention: Robert Hannan

Medicare Part B

Medicare Communication and Education
P.O. Box 2078

Jacksonville, FL 32231-0048

or you may fax your survey to (904) 791-6292.

8 The FCSO Medicare B Update! Second Quarter 2004



CONNECTICUT anpo FLORIDA CLAIMS

CLAIMS

Payment Jurisdiction and Claim Filing Requirements for Claims
Received on or after April 1, 2004

Information concerning jurisdictional pricing was posted to our provider education Web sites on October 31,
2003, and January 16, 2004. Since then, CMS has provided the following additional information.

Povi ded below are separate instructions for 2310D (claim level) will be entered. The service will
processing electronic claims using the American be priced based on the ZIP code in Service Facility
National Standards Ingtitute (ANSI) X12N 837 format and Location loop 2310D, unless the 2420C (line level) is
paper claims. No changes are required in submission of also entered. In that case, the service is priced based
claims for services subject to jurisdictional pricing on the ZIP code in the Service Facility Location loop
for services paid under the Medicare physician fee 2420C (line level) for that line.

schedule and anesthesia services submitted on the In the following situation, per the information in the

National Standar Farmat (RSF). Additional information  4010/4010A1 version of the ANSI X 12N 837, the place
P P ' where the service was rendered cannot be identified from
ANSI X12N 837 Electronic Claims the claim. In this situation, al services on the claim will be
Note: the following instructions do not apply to priced based on the ZIP code in the Billing Provider loop.
services rendered in place of service (POS) home -12. We will continue to take this action until such time as the
Per the implementation guide of the 4010/4010A 1 ANSI Accredited Sandards Committee (ASC) documenta-
version of the ANSI X12N 837, it is acceptable for tion is revised to alow for identification of where the
claims to contain the code for POS home and any number ~ service was rendered to be identified from the claim.
of additional POS codes. If different POS codes are used If the Pay-To Provider Name and Address loop
for services on the claim, a corresponding service 2010AB is not the same as the Billing Provider, both
fecility location and address must be entered for each will be entered. If the Service Facility Location loop
service at the Ime leve, if that I_ocatlon |s_d|fferent from 2310D (claim level) or 2420C (line ievel) is the
the billing provider, pay-to-provider, or claim level same as the Billing Provider or the Pay-To Provider,
service facility location. We will pay for covered | no entry is required per version 4010/4010A1 for
SEIVICES ba;ae;d on thg ZIP code of the service faqhty Service Facility Location loop 2310D (claim level)
location, billing provider address, or pay-to provider or 2420C (line level).
address depending upon which information is provided. When the same POS code and same service

Refer to the current implementation guide of the location address is ; Y
! ) . applicable to each service line on
ANSI X12N 837 to determine how information concern- the claim, the service facility location name and

ing where a service was rendered, the service facility address must be entered at the claim level 1oop
location, must be entered on a claim. Per the documenta- 2310D.
tion, though an address may not appear in the loop named In general, when the service facility location
“service facility address,” the information may still be name and address is entered only at the claim level,
available on the claim in a related |oop. we will use the ZIP code of that address to determine
pricing locality for each of the services on the claim.
When entered at the line level, the ZIP code for each
line must be used.

If the POS code is the same for all services, but
the services were provided at different addresses,

For example:

e On version 4010/4010A of the ANSI X12N 837
electronic claim format, the Billing Provider 1oop
2010AA isrequired and therefore must always be

entered. If the Pay-To Provider Name and Address
loop 2010AB is the same as the Billing Provider, only
the Billing Provider will be entered. If no Pay-To
Provider Name and Address is entered in loop
2010AB, and the Service Facility Location loop
2310D (claim level) or 2420C (line level) is the same
as the Billing Provider, then only the Billing Provider
will be entered. In this case, the service is priced
based on the Billing Provider ZIP code.

If the Pay-To Provider Name and Address loop
2010AB is not the same as the Billing Provider, both
will be entered. If the Service Facility Location loop
2310D is not the same as the Billing Provider or the
Pay-To Provider, the Service Facility Location loop

each service must be submitted with line level
information. This will provide a ZIP code to price
each service on the claim.

Paper Claims Submitted on the Form CMS-1500

It is acceptable for claims to contain POS home and
an additional POS code. No service address for POS
home needs to be entered for the service rendered at
POS home in this situation as the address will be drawn
from our beneficiary file, and the information provided
in Item 32 will apply to the other POS. Item 32 must be
completed including the name, address, and ZIP code,
for all POS other than 12 (home).

Second Quarter 2004
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Providers must submit separate claims for each
POS. The specific location where the services were
furnished must be entered on the claim. We use the ZIP

code of the address entered in Item 32 to price the claim.
If multiple POS codes are submitted on the same claim,

the claim will be returned as unprocessable.

Payment to Physician for Purchased
Diagnostic Tests - Claims Submitted to
Carriers

A physician or amedical group may submit the claim

and (if assignment is accepted) receive the Part B

payment, for the technical component of diagnostic tests

the physician or group purchases from an independent
physician, medical group, or other supplier. (This claim
and payment procedure does not extend to clinical

diagnostic laboratory tests.) The purchasing physician or

group may be the same physician or group that ordered
the tests or may be a different physician or group. An
example of the latter situation is when the attending
physician orders radiology tests from a radiologist and
the radiologist purchases the tests from an imaging

on a separate claim form. Paper claims submitted with
more than one purchased test will be returned as
unprocessable.

More than one purchased test may be billed on the
ANSI X12N 837 electronic format. When more than
one test is hilled, the total purchased service amount
must be submitted for each service. Claims received
with multiple purchased tests without line level total
purchased service amount information will be
returned as unprocessable.

Paper claims submitted for purchased services with
both the interpretation and the purchased test on one
claim will be returned as unprocessable unless the
services are submitted with the same date of service
and same place of service codes.

ANSI X12N 837 electronic claims submitted for
purchased services with both the interpretation and
purchased test on the same claim will be accepted.

In order to price claims correctly and apply purchase
price limitations, global billing is not acceptable for
claims received on Form CMS-1500 or on the ANSI
X12N 837 electronic format. Each component must

center. The purchasing physician or group may not
markup the charge for atest from the purchase price and
must accept the lowest of the fee schedule amount if the
supplier had billed directly; the physician’s actual charge;
or the supplier’s net charge to the purchasing physician

be billed as a separate line item (or on a separate
claim per the limitations described above). A claim
will be returned as unprocessable when a global billing
is received and there is information on the claim that
indicates the test was purchased.

or group, as full payment for the test even if assignment e No changes will be required in either submission or
is not accepted. processing for claims for services paid under the

In order to purchase a diagnostic test, the purchaser
must perform the interpretation. The physician or other
supplier that furnished the technical component must be
enrolled in the Medicare program. No formal reassign-
ment is necessary.

Effective for claims received on or after April 1, 2004

Medicare physician fee schedule and anesthesia
services subject to jurisdictional pricing submitted on
the NSF.

As areminder, when billing for purchased diagnostic
tests, Item 32 must be completed including the name,

In order to have appropriate service facility location
ZIP code and the purchase price of each test on the
claim, when billing for purchased tests on Form CMS-

address, and ZIP code, and PIN, regardless of POS.

Source: CMS Pub. 100-04 Transmittal: 67 Date:
January 16, 2004 Change Request 3039

1500 (paper claim form), each test must be submitted

Revisions to Jurisdictional Pricing and Unprocessable Claim Guidelines
Effective April 1, 2004

ffective for claims received on or after April 1,

2004, services paid on the physician fee schedule
and anesthesia services will be reimbursed per payment
locality (i.e., jurisdiction), based on the ZIP code of
where the service is provided. To facilitate this, item 32
of Form CM S-1500 (or electronic equivalent) must be
completed for all places of service other than the
patient’s home.

A paper claim (submitted on Form CM S-1500) will
be returned as unprocessable to a provider or supplier of
service when more than one place of service, other
than home, is submitted for services payable under the
Medicare physician fee schedule and anesthesia services.

When hilling for purchased tests on Form CMS-
1500, each test must be submitted on a separate claim
form. In this way, the appropriate service facility location
ZIP code and the purchase price of each test will be
submitted and the carrier will be able to pay the correct
reimbursement rates. Multiple purchased tests may be

submitted on electronic claims as long as appropriate
service facility location information is submitted when
services are rendered at different locations and the
appropriate total purchased service amounts are submit-
ted for each purchased test.

Item 32 on Form CMS-1500 is limited to one
service facility location name and address. In most cases
when atest is purchased, it has been rendered at a
different service facility location from where the
interpretation is performed. Therefore, a physician may
only bill for a purchased test and an interpretation
on the same claim when the services are rendered on
the same date of service and at the same service
facility location, and are submitted with the same
place of service codes. However, if the purchased test
and interpretation are billed on the same Form CMS-
1500 claim and the above criteria are not met, the claim
will be returned as unprocessable.

10 The FCSO Medicare B Update! Second Quarter 2004



Electronic claims submitted for purchased services
may be submitted with the interpretation and the test on

the same claim. In order for the carrier to pay the correct

locality based fee, appropriate service facility service
location information must be submitted at the line level
when services are rendered at different locations. If line
item data is not submitted, it will be assumed by the
carrier that the services were rendered at the same
service facility location.

Providers may not submit a global billing code on
paper or electronic claims when one component of the
service has been purchased. In order for carriers to
determine payment jurisdiction and price services
correctly, the technical and professional components of
the service must be submitted on separate lines of the
clam.

In order for carriers to be able to correctly determine
where services were provided and pay correct locality
rates, no mor e than one name, address, and ZIP code
may be entered in Item 32 of Form CM S-1500.

A reminder of rules currently in effect:

e In order to purchase a diagnostic test, the
purchaser must perform the interpretation. The
physician or other supplier that furnished the
technical component must be enrolled in the
Medicare program. No formal reassignment is
necessary.

o For al laboratory work performed outside a
physician’s office, a claim will be returned as
unproccessable if the claim does not contain in
item 32 the name, address, ZIP code, and PIN
where the laboratory services were performed,
if the services were performed at a location
other than the patient’s home

Source: CMS Pub. 100-04 Transmittal: 6 Date:
October 17, 2003 CR 2912
CMS Transmittal 1813 Date: August 1,
2003 CR 2631

Form CMS-1500 Completion Requirements

Including Data Element Requirement Matrix for Electronic and Paper Claims

orm CMS-1500 is the basic claim form prescribed by

the Centers for Medicare & Medicaid Services
(CMS) for claims for Medicare Part B services. Section
3005 of the Medicare Carriers Manual (MCM), which
provides instructions regarding unprocessable claims, is
revised effective April 1, 2004. Specific information
concerning how these revisions affect providers and
suppliers is furnished below.

Overview of Revisions

Section 3005.4, Data Element Requirements, is
revised as follows for claims received on or after
April 1, 2004:

e Section 3005.4.B.6 is revised to provide instructions

for Form CMS-1500 paper claims when more than
one place of service code is included on a claim.

Effective for claims received on or after April 1,
2004, a claim received on the Form CMS-1500 will

be returned as unprocessable if it contains more than
one place of service (POS), other than home-12, for

services paid under the physician fee schedule and
anesthesia services.

e Section 3005.4.C.1.c is revised to add additional
criteria that will cause the claim to be treated as
unprocessable:

- on aForm CMS-1500 paper claim, no more than

one purchased test may be billed on one claim;

- onaForm CMS-1500 paper claim, if both the
interpretation and test are billed on the same
claim and the dates of service and places of
service do not match;

- on an ASC X12 837 electronic claim, if more
than one purchased test is billed, line level
information must be provided for each total
purchased service amount;

- onaForm CMS-1500 paper claim and anASC
X12 837 electronic claim, a global code is
billed when the test was purchased.

e Sections 3005.4.C.1.e, 3005.4.C.1.1, 3005.4.C.2.d.2,
3005.4.C.2.h, and 3005.4.C.2.i.2 have been revised to
require that services be treated as unprocessable
should the name, address, and ZIP code of the service
location not be entered for all services other than
those furnished in place of service home-12.

e Section 3005.4.C.2.0 is revised to clarify that “home’
means place of service home-12.

Section 3060.4, Payment to Physician for Purchased
Diagnostic Tests, is revised to add some additional
requirements for the completion of claims as
outlined above for section 3005.4.C.1. Effective for
claims received on or after April 1, 2004:

¢ In order to have appropriate service facility location
ZIP code and the purchase price of each test on the
claim, when hilling for purchased tests on the Form
CMS-1500 paper claim form, per section 4020.2,
Part 3 and section 2010.3, Part 4, Item 20, each test
must be submitted on a separate claim form. Paper
claims submitted with more than one purchased test
will be returned as unprocessable per section 3005.

e More than one purchased test may be billed on the
ASC X12 837 electronic format. When more than one
test is billed, the total purchased service amount must
be submitted for each service. Claims received with
multiple purchased tests without line level total
purchased service amount information will be
returned as unprocessable per section 3005.

e Paper claims submitted for purchased services with
both the interpretation and the purchased test on one
claim will be returned as unprocessable per section
3005, unless the services are submitted with the same
date of service and same place of service codes. When
aclaim isreceived that includes both services, and the
date of service and place of service codes match, we
will assume that the one addressin Item 32 applies to
both services.

CONNECTICUT anpo FLORIDA CLAIMS
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e ASC X12 837 €electronic claims submitted for

purchased services with both the interpretation and
purchased test on the same claim will be accepted. We
will assume that the claim level service facility
location information applies to both services if line
level information is not provided.

In order to price claims correctly and apply purchase
price limitations, global billing is not acceptable for
claims received on the paper Form CMS-1500 or the
ASC X12 837 electronic format. Each component
must be billed as a separate line item (or on a separate
claim per the limitations described above). We will
treat the claim as unprocessable per section 3005
when aglobal hilling is received and there is informa-
tion on the claim that indicates the test was purchased.

Sections 3101, Area Carrier — Physician’s Services,
is deleted and replaced with 3100.1-3100.6.

e Section 3100.1, Payment Jurisdiction for Services

Paid Under the Physician Fee Schedule and Anesthesia
Services, is anew section that mandates that jurisdic-
tion will be determined by ZIP code and will apply to
all services except those rendered at place of service
home - 12.

Section 3100.2, Claims Processing Instructions for
Payment Jurisdiction for Claims Received on or after
April 1, 2004, is a new section that mandates that the
service facility location must be entered on every
claim in amanner that will allow the carrier to be able
to determine jurisdiction for every service on that
claim. Carriers will no longer be able to use the
addresses on their provider files for the service
location when the place of service is office.

Section 3100.3, Payment Jurisdiction for Purchased
Services, is a new section that clarifies payment
jurisdiction for purchased diagnostic tests and
interpretations. It also clarifies that global billings
will not be acceptable for purchased services.

Diagnostic tests and their interpretations are paid on
the Medicare physician fee schedule (MPFS);
therefore, they are subject to the same jurisdictional
payment rules as al other services paid on the MPFS.
Additional explanation is provided here due to genera
confusion concerning these services when they are
purchased and then billed, rather than rendered and
billed by the billing entity. Asfor any other services,
suppliers must also meet current enrollment criteria as
stated in Chapter 10 of the Program Integrity Manual
in order to be able to enroll and bill for purchased tests
and interpretations. That these services are purchased
does not negate the need for appropriate enrollment
procedures with the carrier that has jurisdiction over
the geographic area where the services were rendered.

Effective for claims processed on or after April 1,
2004, in order to determine jurisdiction, price
correctly, and apply purchase price limitations,
global billing will not be accepted for purchased
services on electronic or paper claims. Claims
received with global billings in this situation will be
treated as unprocessable per section 3005.

e Section 3100.4, Payment Jurisdiction for Reassigned

Services, is a new section that clarifies payment
jurisdiction for reassigned services.

Though a supplier or provider may reassign payment
for his services to another entity, that does not
negate the necessity of hilling the correct carrier for
those services when they are services paid under the
MPFS. The entity that bills for the services must till
bill the carrier that has jurisdiction over the
geographic area where the services were rendered.
Suppliers and providers must also meet current
enrollment criteria as stated in Chapter 10 of the
Program Integrity Manual in order to be able to
enroll and hill for reassigned services.

e Section 3100.5, Jurisdiction for Shipboard Services,
is the former section 3101C. The content has not
changed.

e Section 3100.6, Exceptions to Jurisdictional Pay-
ment, is the former section 3101D. The content has
not changed.

Section 3999, Exhibit 10, is revised to change the
information for certain data elements for electronic
claims to be consistent with the requirements of the
Accredited Standards Committee X12N 837 Version
4010 Health Care Claim: Professional implementa-
tion guide. (See “Data Element Requirements
Matrix,” below.)

Section 4020.2, Items 14-33—Physician or Supplier
Information, is revised for claims received on or
after April 1, 2004:

e to add language in Item 20 to allow for multiple
purchased tests to be billed on the ASC X12 837
electronic format when certain criteria are met;

e torequirethat in Item 32 the address and ZIP code of
where the service was rendered be entered on the
claim for services furnished in all places of service
other than the place of service home — 12; and

e torequirein Item 32 that only one name, address and
ZIP code may be entered in the block. If additional
entries are needed, separate claim forms must be
submitted.

Terminology

Unprocessable Claim- Any claim with incomplete or
missing, required information, or any claim that contains
complete and necessary information; however, the
information provided is invalid. Such information may
either be required for all claims or required
conditionally.

Incomplete Information - Missing, required or
conditional information on a claim (e.g., no unique
physician identification number [UPIN] / provider
identification number [PIN] or national provider
identifier [NPI] when effective).

Invalid Information - Complete required or conditional
information on a claim which isillogical, incorrect (e.g.,
incorrect UPIN/PIN or NPl when effective), or no longer
in effect (e.g., an expired number).

Required - Any data element that is needed in order to
process a claim (e.g., date of service).

Conditional - Any data element that must be completed
if other conditions(s) exist (e.g., if the insured is
different from the patient, then the insured’s name must
be entered on a claim).

12
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Not Required - Any data element that is not needed by Data Element Requirements Matrix

Medicare to process a claim (e.g., patient status). The matrix (MCM Section 3999, Exhibit 10) specifies

Return as Unprocessable - Returning a claim as data elements that are required and conditional. These

unprocessable does not mean a claim received with standard data elements are minimal requirements for

incomplete or invalid information is physically returned. processing a Part B claim. A crosswalk is present to relate

The term “return as unprocessable” is used to refer tothe  Form CMS-1500 items (hardcopy) to fields/records in the

processes utilized for notifying the supplier or provider NSF 3.01 (electronic) and the ASC X12N 837 Profes-

of service that their claim cannot be processed and must sional Version 4010X098A1 implementation guide.

be corrected or resubmitted. A claim returned as A copy of the matrix is provided below. Changes

unprocessable for incomplete or invalid information effective April 1, 2004, are shown in bold type. _

does not meet the criteria to be considered as a claim, is ~Note: the matrix is not a comprehensive descrip-

not denied, and, as such, is not afforded appeal rights. tion of requirements that need to be met in order to
submit a compliant transaction.

DATAELEMENT REQUIREMENTS MATRIX

* R =Required - information whichMUST alwaysbeonaclaim.

* C = Conditional - information whichisrequired onaclaimif certain conditionsexist.

NR = Not Required - information which iseither optional or isnot required in order to processaclaim.
**Required prior to mandated use of PlanID. Not used after Plan ID is mandated.

CLAIMSWILLBERETURNED ASUNPROCESSABLE IF THE FOLLOWINGINFORMATIONISINCOMPLETE/INVALID

CMS NSF301 ANSI 837Version4010 PAPERITEM EDI DATAELEMENT Medicare Status
1500 DESCRIPTION DESCRIPTION (Required or
Conditiond for
EDI)*
1A DAO-180 Loop2010BA 2-015-NM109 Insured |.D. Number Subscriber Primary Identifier R
2 CAO0-040 Loop2010BA 2-015-NM103 Patient Name Subscriber Last Name R
CA0-050  Loop2010BA 2-015-NM104 Subscriber First Name R
4 DAO-190 Loop2330A 2-325-NM103 Insured Name Other Insured Last Name C
DA0-200 Loop2330A 2-325-NM104 Other Insured First Name C
6 DAO-17.0  Loop2000B 2-005-SBR0O2 Patient Relationship to Insured  Individual Relationship Code C
Loop23202-290-SBR02
7 DA2-04.0 Loop2330A 2-332-N301 Insured’s Address Other InsuredAddressLine 1 C
DA2-06.0 Loop2330A 2-340-N401 Other Insured City C
DA2-07.0 Loop2330A 2-340-N402 Other Insured State C
DA2-080  Loop2330A 2-340-N403 Other Insured Zip Code C
DA2-090 Not Usd Insured Telephone Number NR
8 CA0-170  Not Used Patient Status NR
CA0-180  Not Used Patient Student Status NR
CA0-190 Not Used Patient Employment Status NR
n DAO-100 Loop23202-290-SBR0O3 Insured’'s Policy Group Number  Insured Group or Policy Number C
DAO0-050 Loop23202-290-SBR09 ClamFiling Indicator Code C**
DAO0-06.0 Loop23202-290-SBR05 Insurance Type Code C
uc DAO-110 Loop23202-290-SBRO4 Insurance Plan or Program Name  Other Insured Group Name C
© DA0-160 Loop23002-130-CLM10 Patient Signature Source Patient Signature Source Code C
EA0-130  Loop23002-130-CLM09 Release of Information Indicator R
14 EA0-07.0  Loop23002-135-DTP03(439) Date of Current I1Iness, etc. Accident Date C
GC0-050  Loop23002-135-DTP03(454) Initial Treatment Date C
R
Loop 2400 2-455-DTP03(454)
15 EA0-150 Not Usd Patient Has Same/Similar lliness  Same/Similar Symptom Indicator NR
EA0-160  Loop23002-135-DTP03(438) Onset of Similar Symptomsor lliness  C
(03
L oop 2400 2-455-DTP03(438)
Loop23002-135-DTP03(431) Dateof currentillnessorinjury  Onset of current illness or injury C
(03
L oop 24002-455-DTP03(431)
17 EA0-240  Loop2310A 2-250-NM103 Nameof Referring Provider Referring Provider Last Name C
(03
L oop 2420F 2-500-NM 103
EA0-250 Loop2310A 2-250-NM104 Referring Provider First Name C
(03
L oop 2420F 2-500-NM 104
OR
FB1-060  Loop2420E2-500-NM103 Ordering Provider Last Name C
FB1-07.0  Loop2420E2-500-NM104 Ordering Provider First Name C
OR
17A FB1-090  Loop2420E2-525-REF02(1G) |.D. Number of Referring Ordering Provider Secondary C
Physician Identifier (UPIN)
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BB

24A

2B

24C
24D

2G

24H
241
24)
24K

FB0-09.0

EA0-20.0

EA0-21.0

FB1-13.0
EA1-16.0

FB1-21.0

GC0-06.0

EA0-48.0

EA0-50.0
EA1-25.0

FAO-40.0
FBO-05.0
EA0-320
EA0-33.0
EA0-34.0
EA0-35.0

DAO-14.0

FAQ-34.0

EA0-53.0

EA0-54.0
FAQ-05.0
FAO-06.0
FA0-07.0

FAO-08.0
FA0-09.0
FAO-10.0
FAO-11.0
FAQ-12.0
FAO-36.0
FAO-18.0

FAO0-19.0
FBO-22.0
FAQ-20.0
FB0-21.0
FA0-23.0

Loop 2420E 2-500-NM 109(24
or 34)

Loop2310A 2-250-NM109(24
or 34)

Loop 2420F 2-500-NM109(24
or 34)

Loop2310A 2-271-REF02(1G)
R

Loop 2420F 2-525-REF02(1G)
Loop 2310E 2-250-NM 109
R

Loop2420D 2-500-NM109
Loop 2310E 2-271-REF02(1G)
R

Loop 2420D-2-525-REFO2(1G)
Loop23002-135-DTPO3(455)
R

Loop 2400 2-455-DTPO3(455)
Loop23002-135-DTPO3(304)
R

Loop 2400 2-455-DTP03(304)
Loop23002-220-CRCO3(IH)

Loop23002-135-DTPO3(090/091)

Loop 2400 2-450-CRCO2(70)
Loop 24002-488-PS102

Loop 2300 2-231-HI01-02(BK)
Loop23002-231-HI02-02(BF)
Loop 23002-231-HI03-02(BF)
Loop 2300 2-231-HI04-02(BF)

Loop23002-180-REFO2(GL)
R

Loop 2400 2-470-REFO2(G1)
Loop23002-180-REFO2(X4)
R

Loop 2400 2-470-REFO2(X4)
Loop2310D 2-271-REFO2(LU)

L.oop23002-180-REFO2(LX)
L oop 24002-455-DTP03(472)
Loop 2400 2-455-DTP03(472)
Loop23002-130-CLM05-1
R

Loop24002-370-SV105

Not Used
Loop24002-370-SV101-2(HC)
Loop24002-370-SV101-3
Loop24002-370-SV101-4
Loop24002-370-SV101-5
Loop24002-370-SV101-6
L.oop 24002-370-SV104 (UN)

L.oop24002-370-SV104 (MJ)
Loop24002-370-SV112
Loop24002-370-SV109
Loop24002-370-SV115
Loop2310B 2-250-NM109(24
or 34)

Loop 2420A 2-500-NM109(24
or 34)

OR

OR

OR

OR

Reserved for Local Use

DateLast Seen

OutsideLab
Diagnosis

Medicaid Resubmission
Code
Prior Authorization Number

CLIA 1D Number

CarePlan Oversight (CPO)
Number

Datesof Service(s) (From date)
Datesof Service(s) (To Date)
Placeof Service

Typeof Service
Procedures, Services, etc.

Daysor Unitsof Service
OR

EPSDT Family Plan
BEMG

OB

Reserved for Loca Use

OR

Order Provider Primary |dentifier
(SSNor EIN)

Referring Provider Primary
Identifier (SSN or EIN)

Referring Provider Secondary
Identifier (UPIN)

Supervising Provider Primary
Identifier (UPIN)

Supervising Provider Secondary
Identifier (PIN)

X-Ray Date

Homebound Indicator

Assumed and Relinquished Care
Dates

Hospice Employed Provider Indicator
Purchased Service Charge

Principal DiagnosisCode

Diagnosis Code

Diagnosis Code

Diagnosis Code

Prior Authorization or
Referra Number

CLIA Cetification Number

CPO Number

Investigational Device Number
ServiceDate

Service Date

Facility Type Code

Place of Service Code
Type of Service Code
Procedure Code

Procedure Modifier 1
Procedure Modifier 2
ProcedureModifier 3
Procedure Modifier 4
Unitsof Service

Anesthesia/lOxygen Minutes
Family Planning Indicator
Emergency Indicator

Co-pay Status Code
Rendering Provider Primary
Identifier (SSN or EIN)

C

2000000 00

A

(@]

TOOOOXIZ TOITO O

Z X

R

R

NR
NR
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BA0-090  Loop2310B 2-271-REF02(1C) Rendering Provider Secondary C
R Identifier (PIN)
Loop 2420A 2-525-REF02(1C)
z EA0-360  Loop23002-130-CLMO7 Accept Assignment MedicareAssignment Code R
3 EA0-370 Loop23002-130-CLM06 Provider Signature Provider or Supplier Signature R
Indicator Indicator
EA0-390  Loop2310D 2-250-NM103 Facility Name andAddress Laboratory or Facility Name C
AND/OR

EA1-040  Loop2310D 2-250-NM109(24or 32 Laboratory or Facility Primary C
R Identifier (SSN or EIN)

Loop2420C 2-500-NM10924or 32)

OR
Loop 2310D 2-271-REF02(1C) Laboratory or Facility Secondary
oR Identifier (SSN or EIN)
Loop 2420C 2-525-REF02(1C)

FBO-11.0  Loop2310C2-250-NM109(240r 34) Purchased ServiceProvider Primary  C
oR Identifier (SSN or EIN)
Loop24002-488-PS101
Loop2310C2-271-REF02(1C) Purchased Service Provider
OR Secondary Identifier (PIN)
Loop24002-488-PS101
OR
L oop 2420B 2-525-REF02(1C)

FA0-31.0  Loop23002-180-REFO2(EW) Mammography Certification C
R Number
Loop24002-470-REFO2(EW)

3B BAO-190  Loop2010AA 2-015-NM103(85,1) Provider'sBillingName& Address Provider Last Name R

BAO0-200  Loop2010AA or 2010AB 2-015- Provider First Name R

NM104
OR OR

BAO-180  Loop2010AA or 2010AB 2-015- Payer Organization Name R
NM103(85,2)

BA1-130 Loop2010AA or 2010AB 2-025- Pay-To Provider Address 1 R
N301

BA1-150 Loop2010AA or 2010AB 2-030- Pay-To Provider City Name R
N401

BA1-160 Loop2010AA or 2010AB 2-030- Pay-To Provider State Code R
N402

BA1-170 Loop2010AA or 2010AB 2-030- Pay-To Provider Zip Code R
N403

BA1-180  Loop2010AA 2-040-PERO4 Communication Number C

OR

BA0-090  Loop2010AA or 2010AB 2-015- Provider'sBillingName& Address  Billing Provider Primary Identifier R

BAO-020 NM109(240r 34) (SSNor EIN)

CA0-280  Loop2010AA or 2010AB 2-035- Billing Provider Secondary C
REF02(1C) Identifier (PIN)

Source: CM S Transmittal 1813 Date: August 1, 2003 Change Request 2631
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CoVERAGE/REIMBURSEMENT

MEDICARE PHYSICIAN FEE SCHEDULE
(MPFS)/ HEALTHCARE CoMMON PROCEDURE

Cobing SysTem (HCPCS)

2004 Medicare Physician Fee Schedule—Annual Changes

fective January 1, 2004, new payment policies under
the Medicare Physician Fee Schedule are established

for billing services.

The fee schedule update for 2004 is 1.5 percent. The
conversion factor is $37.3374.

The 2004 national average anesthesia conversion
factor is $17.50.

Section 1834(m) of the Social Security Act estab-
lishes the payment amount for the Medicare telehealth
originating site facility fee for telehealth services
provided from October 1, 2001, through December
31, 2002, at $20. For telehealth services on or after
January 1 of each subsequent calendar year, the
telehealth originating site facility fee is increased as
of the first day of the year by the percentage increased
in the Medicare Economic Index (MEI) as defined in
section 1842(i)(3) of the Act. The MEI increase for
2004 is 2.9 percent. For calendar year 2004, the
payment amount for HCPCS code “Q3014, telehealth
originating site facility fee” is 80 percent of the
lesser of the actual charge or $21.20.

In those cases where the teaching anesthesiologist is
involved in two concurrent anesthesia cases with
residents on or after January 1, 2004, the teaching
anesthesiologist may hill the usua base units and
anesthesia time for the amount of time he/she is present
with resident. The anesthesiologist can bill base units if
he/she is present with the resident throughout pre- and
post-anesthesia care. The anesthesiologist should use
the “AA” modifier to report such cases. The teaching
anesthesiologist must document his’her involvement in
cases with residents. The documentation must be
sufficient to support the payment of the fee and available
for review upon request.

For Independent Laboratory Billing for the Technical
Component of Physician Pathology Services to Hospital
Patients, section 542 of the Benefits and Improvement
Act of 2000 provides that the Medicare carrier can
continue to pay for the technical component (TC) of
physician pathology services when an independent
laboratory furnishes this service to an inpatient or
outpatient of a covered hospital. This provision had
applied to TC services furnished during the 2-year
period beginning on January 1, 2001. We will continue
to make payments in accordance with Transmittal B-03-
001 issued in January 2003 for 2004 and 2005.

e For skin lesions, benign, and malignant (CPT codes
11400 & 11600 series), CMS has withdrawn a
proposal to make the work RV Us equivaent for
removal of benign and malignant skin lesionsin a
budget neutral manner. A decision was made to
maintain the current values and request that the
speciaty societies resurvey the services.

e Thelist of physicians who can enter into private
contracts is expanded to include dentists, optom-
etrists, and podiatrists. Previously, only physicians
who were MDs and Doctors of Osteopathy could
enter into private contracts with beneficiaries.

e For intensity modulated radiation therapy (IMRT),

CM S will use the non-physician work pool methodol-
ogy to establish final practice expense RV Us for 2004
that are approximately equal to the current ones.

e CMSwill extend the deadline for submission of
supplemental survey data for practice expense to
March 1, 2004 to allow them to publish decisions
regarding survey datain the proposed rule to provide
an opportunity for public comments. The laboratory
community has submitted survey data that will be
addressed in next year’s notice of proposed
rulemaking (NPRM).

e Thereis anew definition of diabetes for diabetes self-
management training (DSMT) at CFR 410.141 and
medical nutritional therapy. In addition, the DSMT
definition replaces the beneficiary’s eligibility criteria
in the old regulation.

o For dialysis patients seeing the doctor, CMS created
separate temporary codes that describe procedures or
services, known as G codes, for 1 physician visit per
month, 2-3 visits per month, and 4 or more visits per
month, with payment increasing with the number of
visits. The aggregate payments for these services are
approximately equal to current payments for CPT
codes 90918 to 90921.

CMS aso created new G codes for the management
of home dialysis patients in each of the age groups. In
addition, four new G codes for home dialysis patients
who are hospitalized during the month were also created.
These codes are to be used to report daily management
of home dialysis patients for the days the patient was not
in the hospital. Provided on the folllwing page is a
crosswalk from the current CPT codes to the G codes.

16
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Patients Other than Home Dialysis

CPT Code Age of Patient New G Codes Number of Visits
90918 <2 G0308 4+
G0309 2t03
G0310 One visit
90919 2to 11 G0311 4+
G0312 2t03
G0313 One visit
90920 12 to 19 G0314 4+
G0315 2t03
G0316 One visit
90921 20 + G0317 4+
G0318 2to3
G0319 One visit

Home Dialysis Patients (entire month)

No distinct CPT Codes <2 G0320
2-11 G0321
12 - 19 G0322
20 + G0323

Home Dialysis Patients (partial month only—perday)

90922 <2 G0324
90923 2-1 G0325
90924 12-19 G0326
90925 20 + G0327
o Asin previousfinal rules, CMS has updated the list of or diagnostic infusions (excluding chemo-
certain services subject to the physician self-referral therapy); chemotherapy administration services,
prohibition to address new and revised CPT and and therapeutic, prophylactic, or diagnostic
HCPCS codes. injections; for which there are no work relative
e For chemotherapy administration, Section 303 of the values units assigned and for which national
Medicare Prescription Drug, Improvement and relative values are assigned. CPT code 99211 is
Modernization Act of 2003 (DIMA) revises some of alevel 1 established patient office visit with
the Medicare physician payment policies for chemo- physician work relative value units of .17. CMS
therapy services. is adding physician work relative value units of

.17 to the following drug administration
services: CPT codes 90780-90781, 90782-
90788, 96400, 96408-96425, 96520, and
96530.

3. For services furnished on or after January 1,
2004, Medicare will not alow CPT code 99211
to be billed on the same day as a drug adminis-
tration code that has awork relative value unit.
We will continue to allow other office visits to
be billed on the same day as a drug administra-
tion service with modifier 25 indicating that a
separately identifiable evaluation and manage-
ment service was provided.

1. For chemotherapy services furnished prior to
January 1, 2004, Medicare allows CPT code
96408 (Chemotherapy administration, intrave-
nous, push technique) to be reported only once
per day even if the physician administers
multiple drugs. For services furnished on or
after January 1, 2004, we will allow code 96408
to be reported more than once per day for each
drug administered.

2. Section 303 of DIMA requires the Secretary to
establish work relative value units for drug
administration services equal to the work
relative values for alevel 1 office medical visit ) X .
for an established patient (CPT code 99211). 4. %gj W I re‘"set;‘te 'tfr‘]tef net-Only Manual in
The law defines drug administration services as O Incorporate these revisions.
those services classified as of October 1, 2003, Source: CMS Pub. 100-20 Transmittal: 34 Date:
within any of the following groups: therapeutic December 24, 2003 Change Request 3028

Italicized and/or quoted material isexcer pted from theAmerican M edical AssociationCurrent Procedural Terminology. CPT codes, descriptionsand
other dataonly arecopyrighted 2003 (or other such dateof publication of CPT)American M edical Association. All rightsreserved.Applicable FARS/
DFARSapply.
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2004 Medicare Physician Fee Schedule Increase and Extension of the
Annual Participation Enrollment Period

ysicians, limited licensed practitioners, and
suppliers have until February 17, 2004, to consider
the new fee schedule increase before making your 2004
participation decision. The new fee schedule
incorporates increases passed by Congress and signed by
the President into law on December 8, 2003.

Before making your 2004 Medicare participation
decision, review the rate increase authorized by the
Medicare Prescription Drug, Improvement, and Modern-
ization Act. If you decide to maintain the same participa-
tion status in 2004 as you have now, you need take no
further action.

After reviewing the new rates, also understand the
extended timeframes for making your decision and the
rules involving your 2004 payments while your decision
is being processed, especialy if you change your
participation status.

If you decide to change your participation status, be
sure to complete the participation agreement that you
received from your carrier and submit it to that carrier as
soon as possible. Please know that we are extending the
2004 participation enrollment period and your carrier
will accept the agreements postmarked as late as Febru-
ary 17, 2004.

Background

The Medicare Prescription Drug, Improvement, and
Modernization Act of 2003, recently passed by Congress
and signed into law by the President, establishesa 1.5
percent increase in the conversion factor to be effective
on January 1, 2004. On average, Medicare Physician Fee
Schedule (MPFS) rates will increase by approximately
1.5 percent. However, please remember that changes to
relative value units and geographic practice cost indices
(GPCIs) could result in an increase that is slightly more
or less than 1.5 percent for any specific servicein a
given area.

Because this change has happened so late in the year,
the Centers for Medicare & Medicaid Services (CMS) is
extending the participation enrollment period for 2004.
The enrollment period will continue beyond December
31, 2003, because we will accept enrollment forms that
are postmarked as late as February 17, 2004. Thus, the
complete enrollment period this year runs from Novem-
ber 14, 2003 through February 17, 2004.

Impact on Claims

Although the enroliment period runs until February
17, 2004, the effective date of the agreement will be
January 1, 2004, and Medicare is ready to process your

claimsin atimely and accurate manner. If you change
your participation status by submitting a form after
December 31, 2003, you should begin submitting claims
in accordance with the participation decision you convey
as soon as you submit that form.

Enrollments and withdrawals for 2004 received after
December 31, 2003, will be recorded in our system as
soon as possible after receipt. Until your form is
received and recorded in our system, your 2004 claims
will be processed using your 2003 status. Such claims
will not be reopened or reprocessed once your form and
participation status are recorded unless you specifically
notify us to do so.

Additional Information

The 2004 fee schedule is posted on our Web sites. If
you subscribe to our “listserv,” called eNews, you
received notice that the 2004 fee schedule was been
posted to our Web site on December 31, 2003. We will
make hardcopies of the fee schedule available to you,
upon request; however, there is a reasonable fee to cover
the expense of providing a hardcopy.

If you have any questions, please contact us viathe
toll-free number or visit our Web site. In Connecticut,
the number is 1-866-419-9455; the Web address is
http://www.connecticutmedicare.com. In Florida, the
number is 1-866-454-9007, and the Web address is
http: //www.fl oridamedicare.com.

Additionally, CM S makes information available on
its Web site regarding the fee schedule. This information
can be found at http://mww.cms.hhs.gov/physicians/pfs/.

CMS dso maintains a fee schedule lookup tool on its Web
Steto assst physcians. Thistool can be found a
http:/immw.cms.hhs.gov/physi cians/mpfsapp/default.asp.

Also, the official instruction issued to your carrier
regarding this fee schedule and enrollment period
change may be found by going to
http://www.cms.hhs.gov/manual s/transmittal s/
comm_date dsc.asp. Once at that Web page, look for
3009 in the CR NUM column on the right and click on
the file for that CR.

Please know that Medicare appreciates the valuable
services you provide to Medicare beneficiaries and
hopes this information encourages you to continue or
elect participation status in this program.

Source: CMS Pub. 100-20 Transmittal: 38
Date: January 2, 2004 Change Request
3040 Medlearn Matters number
MM 3009
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AMBULANCE

Reminder Notice of the Implementation of the Ambulance Fee Schedule

Transition
n April 1, 2002, CM S implemented a new fee of the national fee schedule amount, plus 40 percent
schedule that applies to all ambulance services, of the provider’'s reasonable cost or supplier’'s
including volunteer, municipal, private, independent, and reasonable charge.
institutional providers (i.e., hospitals, critical access The updated amounts for 2004 were provided to

hospitals, and skilled nursing facilities). The fee schedule

was effective for claims with dates of services on or suppliers in early February 2004.

after April 1, 2002. Under the fee schedule, ambulance e For ambulance services, supplies furnished, and
services covered under Medicare will be paid based on mileage incurred on or after January 1, 2005, through
the lower of the actual billed amount or the ambulance December 31, 2005, the Medicare allowed amount
fee schedule amount. _ will be determined on the basis of 80 percent of the

_The fee schedule is being phased in over a 5-year national fee schedule amount, plus 20 percent of the
period. When fully implemented, the fee schedule will provider's reasonable cost or supplier’s reasonable
replace the retrospective reasonable cost reimbursement charge.

system for providers and the reasonable charge system . . .
for ambulance suppliers. January 1, 2004, began thethird ~ ® For ambulance services, supplies furnished, and
year of the 5-year transition period. mileage incurred on or after January 1, 2006, and

e For covered ambulance services, supplies furnished, thereafter, the Medicare allowed amount will be

and mileage incurred on or after January 1, 2004, gcigﬂgegmsglljﬁty on the basis of the national fee
through December 31, 2004, the Medicare allowed :
amount will be determined on the basis of 60 percent Source: CMS Transmittal AB-03-146, CR 2834

2004 Ambulance Inflation Factor
Siction 1834(1)(3)(A) of the Act provides the basis for ~ determine the total payment amount for each provider/
p

dating payment limits for ambulance services. supplier. The blending percentages used to combine

Specifically, this section provides for an update in these two components of the payment amounts for
payments for 2004 that is equal to the percentage ambulance services for calendar year (CY) 2004 are 40
increase in the consumer price index for al urban percent of the reasonable charge and 60 percent of the
consumers (CPI-U), for the 12-month period ending with ambulance fee schedule.
June of the previous year. The resulting percentage is The AlF for CY 2004 is 2.1 percent. The blending
referred to as the ambulance inflation factor (AIF). percentages used to combine the two components of the

During the transition period, the AIF is applied to payment amounts for ambulance services for CY 2004
both the fee schedule portion of the blended payment are 40 percent of the reasonable charge/ and 60 per cent
amount (incorporated in the ambulance fee schedule of the ambulance fee schedule. Part B coinsurance and
file), and to the reasonable charge portion of the blended deductible requirements apply.
payment amount separately for each ambulance provider/ Source: CMS Pub 100-4 Transmittal 56, CR 3000

supplier. Then, these two amounts are added together to

Payment for Ambulance Services Furnished by New Suppliers
edicare-covered ambulance services are paid based 1. An entity that established itself as an ambulance

on afee schedule (FS) published in the February supplier after it could no longer establish a customary
27, 2002, issue of the Federal Register (Volume 67, charge because carriers no longer profile charges;
Number 39) described originally in Program 2. An established supplier that had never billed Medicare
Memorandum (PM) AB-00-88 and further clarified in a and began furnishing and billing for Medicare ambu-
series of subsequent PMs. This fee schedule is phased in lance services for the first time after it could no
over atransition period during which the Medicare longer establish a customary charge because carriers
payment allowance is based on a blend of the supplier's no longer profile charges;

reasonable charge and the new fee schedule amount.

The information below addresses the amount to be
used for a new supplier’s reasonable charge for the
period January 1, 2000, through March 31, 2002, and
also for the reasonable charge portion of the blended rate
applicable during the ambulance FS transition period. A
new supplier is defined as:

3. An established supplier that begins furnishing services
in another geographic area; or

4. An established supplier that begins furnishing a
service that it did not previously provide. For example,
an ambulance supplier that formerly furnished only
BLS services begins furnishing AL S services as well.
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For a new supplier, the reasonable charge to be used Example
for ambulance services furnished on or after January 1, Note: the dollar values below were selected for
2000, including the reasonable charge portion of the simplicity and are not actual amounts.

blended transitional rate; is the lower of: Supplier effective date February 1, 2003; supplier begin

The supplier’s submitted charge, billing carrier for a procedure on February 1, 2003.
The 50" percentile prevailing charge*, or Reimbursement for calendar year 2004 is based on:

The prevailing I1C (inflation indexed charge) 60% of the ambulance fee schedule for that procedure

* The 50" percentile prevailing is used as a new and point-of-pickup ZIP code plus

supplier’'s “ default” customary charge for the purposes 40% of the reasonable charge (the lower of:

of calculating the supplier’s reasonable charge. 75th prev: example $10.00

The 50" percentile amounts are subject to the I1IC 75thprevIIC:  ex. $8.00
requirements applied to payment allowances for ambu- 50th prev: ex. $7.00)

lance services. Per PM AB-00-88 (reissued as AB-01-
185), carriers no longer construct customary and
prevailing charge profiles from submitted claims.
Instead, the ambulance inflation update factor is applied
to the previous year's allowances to determine current
reasonable charge amounts. If we are notified that a supplier is new, we will validate
Following established program claims data require- that the supplier began submitting Medicare claims for
ments, the new supplier's customary charge is updated on  procedure A0425 prior to April 1, 2003, and we will

In this example, the reasonable charge portion ($7.00 at
40% = $2.80) plus the ambulance fee schedule (AFS)
portion (ex: AFS amount of $10.00 at 60% = $6.00)
yields a reimbursement amount of $8.80.

January 1 of the year following the calendar year in install the 75" percentile prevailing 11C as the supplier’s
which the new supplier has established with the Medicare ~ default customary charge. Reimbursement will then be
carrier charge experience dating back at least to the based on

month of April. Because carriers no longer profile 60% of the ambulance fee schedule for that procedure
charg_e;s, the upda_ted customary ch_arge isset at th_e and point-of-pickup ZIP code plus

prevailing I1C as indexed by inflation. Therefore, if a 40% of the reasonable charge (the lower of:

supplier establishes charge experience with its Medicare 75th prev: ex. $10.00

carrier that dates back to April, that supplier’s customary 75th prev 11C; ex.  $8.00)

charge for that service(s) may be updated to the prevail- ) ,

ing IIC effective for services furnished on or after the The revised reasonable charge portion ($8.00 at 40% =
following January 1 (i.e., after approximately 9 months).  $3.20) plus the ambulance fee schedule portion (ex. AFS
If asupplier establishes charge experience with its amount of $10.00 at 60% = $6.00) yields a new
Medicare carrier that dates back to May, that supplier’s reimbursement amount of $9.20.

customary charge for that service(s) may be updated to Source: CMS Pub. 100-20 Transmittal: 23 Date:
the prevailing 11C effective for services furnished on or November 21, 2003 Change Request 2700

after January 1 of the year following the subsequent
January 1 (i.e., after approximately 20 months).

DENTAL SERVICES

Treatment of Certain Dental Claims as a Result of the Medicare
Prescription Drug, Improvement, and Modernization Act of 2003

oviders who submit dental claims for services Please amend your procedures regarding dental

provided to Medicare beneficiaries need to be aware of service claims for Medicare patients as reflected by the
the new law related to claims submissions to supplemental new legidation. See the “Additional Information” section
or other group health insurers of Medicare beneficiaries. for further illumination.

As of February 8, for outpatient dental servicesthat are
not covered by Medicare, you do not need to submit a Background _ .
claim to Medicare and receive a denid if the beneficiary Under present law, the Medicare benefit does not
has group secondary or supplemental coverage. Group include coverage of most dental services. Some insurers
hedlth plans are prohibited from requiring such determina- have required dentists to receive a claim denial from
tions as of February 8 for such services. Medicare before they will process a claim from the

A group health plan may continue to require such dentist for a Medicare beneficiary holding coverage from
determinations in cases involving or appearing to involve that group health insurer. Under section 950 of the
inpatient dental hospital services, or other dental services Medicare Prescription Drug, Improvement, and Modern-
covered by Medicare. ization act of 2003, a group health plan providing
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supplemental or secondary coverage to Medicare (K) (1) Subject to paragraph (2), agroup health
beneficiaries cannot require dentists to obtain a claim plan (as defined in subsection (a) (1) (A) (v))
denial from Medicare for dental services that are not providing supplementa or secondary coverage to
covered by Medicare before paying the claim individuals also entitled to services under this title

However, a claims determination, i.e., a submission shall not require a Medicare claims determination
of aclaim to Medicare, may be required for inpatient under this title for dental benefits specifically
dental hospital services or dental services specifically excluded under subsection (a) (12) as a condition
covered by Medicare. (Payment may be made under part of making a claims determination for such benefits
A for these services.) under the group health plan.

60 days after enactment of the legislation, which was
enacted on December 8, 2003. Thus, this provision is
effective as of February 8, 2004.

This section of the new legidlation is to be effective (2) A group health plan may require aclaims

determination under this title in cases involving or
appearing to involve inpatient dental hospital
services or dental services expressly covered

Additional Information under this title pursuant to actions taken by the
For your convenience, the actual text of Section 950 Secretary.
of the Medicare Prescription Drug, Improvement, and (b) Effective Date—The amendment made b
i } — y
Modernization Act of 2003 reads as follows subsection (a) shall take effect on the date that is
Sec. 950. Treatment of Certain Dental Claims 60 days after the date of the enactment of thisAct.
(8 In General—Section 1862 (42 U.S.C. 1395y) Source: Medlearn Matters number SE0402

isamended by adding at the end, after the
subsection transferred and redesignated by section
948 (a), the following new subsection:

DRruGs AND BiloLoaGicALs

New Basis for Medicare Drug Payment Amounts under Part B

This replaces information that was posted to our provider education Web site on January 30, 2004, based on CMS
Pub.100-04, Rev.54, which was issued on December 24, 2003. Since then, CMS has issued revised pricing files. The
new amounts are provided in this article.

Begi nning January 1, 2004, the Medicare Prescription Drug, |mprovement, and Modernization Act of 2003 (MMA)

provides that the payment limits for most drugs and biologicals not paid on a cost or prospective payment basis are

based on 85 percent of the Average Wholesale Price (AWP) reflected in the published compendia as of April 1, 2003,
for those drugs and biologicals furnished on and after January 1, 2004. There are exceptions to this general rule as
summarized below.

The Medicare payment limits for drugs and biologicals not paid on a cost or prospective payment basis, and

furnished on or after January 1, 2004, through December 31, 2004, are as described below:

The payment limits for blood clotting factors are 95 percent of the AWP reflected in the published compendia as of
September 1, 2003.

The payment limits for new drugs or biologicals are based on 95 percent of the AWP reflected in the published
compendia as of September 1, 2003. The payment limits for new drugs or biologicals without AWPlistings in the
published compendia as of September 1, 2003 are based on 95 percent of the AWP reflected in the published
compendia as of the first of the month the payment limit for the drug or biological is determined. For the purposes
of thisinstruction, a new drug is an unlisted drug (not currently covered by a specific HCPCS codg; i.e., aHCPCS
code other than a NOC code such as J3490, J9999, etc.) approved by the Food and Drugs Administration (FDA)
subsequent to April 1, 2003. A drug is not considered to be new if: the brand or manufacturer of the drug changes; a
new via sizeis developed; the drug receives a new indication; or the drug is a combination of existing drugs.

The payment limits for influenza, pneumococcal and hepatitis B vaccines are 95 percent of the AWP reflected in the
published compendia as of September 1, 2003.

The payment limits for certain drugs studied by the OIG and GAO are based on the percentages of the AWP reflected
in the published compendia as of April 1, 2003 specified in Table 1 in section 20 of Chapter 17 of the Medicare
Claims Processing Manual, Pub. 100-04.

The payment limits for infusion drugs furnished through a covered item of durable medical equipment on or after
January 1, 2004 are 95 percent of the AWP reflected in the published compendia as of October 1, 2003 regardliess
of whether or not the durable medical equipment isimplanted.

The payment limits for drugs and biologicals furnished in connection with dialysis and billed by independent dialysis
facilities are based on 95 percent of the AWP reflected in the published compendium as of September 1, 2003. The
payment limits in the Fl file are al based on 95 percent of the AWP reflected in the published compendium as of
September 1, 2003.
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¢ Drugs and biologicals not described above are paid at 85 percent of the AWP reflected in the published compendium
as of April 1, 2003.

Payment limits determined under this instruction shall not be updated during 2004.
The 2004 MMA drug payment limits effective January 1, 2004 are as follows:

Code AWP% 2004 Limitfor Drugs

RR R AR R R R R R R R R RAR R R A RARRRARR R R R RRERRARRARARRARR AR RRARARARRAR

(other than ESRD drugs
separately billed by indepen-
dent ESRD Facilitiesand
drugsinfused through DME)

$581.40
$65.18
$69.89
$32.13
$143.28
$62.94
$26.66
$26.66
$21.76
$9.95
$9.95
$121.83
$37.58
$20.05
$12.86
$17.38
$13.45
$14.97
$34.93
$23.00
$57.86

ﬂ) 17
$14.34
$114

ESRD %

ESRD Fecilities

$649.80
$72.85
$7811
$34.77
$160.13
$74.54
$29.80
$29.80
$24.32
$9.95
$9.95
$136.16
$42.00
$2241
$14.37
$19.43
$15.03
$16.74
$39.04
$25.71
$68.83
$59.17
$11.52
$37.59
$48.84
$1862
$69.45
$79.76
$110.92
$27.05
$27.05
$55.46
$110.92
$513.02
$37.71
$229.26
$76.42
$2.34
$19.04
$37.52
$452.97
$11.88
$31.51
$2.66
$0.34

$1.04
$16.05
$10.39
$21.85
$15.20
$35.80
$1.65
$7.42
$2.66
$0.20
$16.04
$1.27

BEHEBBREEEERE SRR EEREREEERREHERRERERRERE8ERRRERRREER8ER8H88RR

2004 Payment Limit for
ESRD Drugs Separately
Billed by Independent

DME
Infusion %

GRGR R

2004 Payment
Limitfor Drugs
when Infused
through DME

$10.28
$21.85
$15.20
$35.80
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Code AWP% 2004 Limitfor Drugs ESRD % 2004 Payment Limit for DME 2004 Payment
(other than ESRD drugs ESRD Drugs Separately Infusion % Limitfor Drugs
separately billed by indepen- Billed by Independent when Infused
dent ESRD Facilitiesand ESRD Facilities through DME
drugsinfused through DME)

J0390 & $17.61 % $19.68

J039%5 & $163.20 % $182.40

J0456 & $22.72 % $25.38

J0460 &b $0.74 % $1.19

Jo470 & $21.18 % $23.67

475 & $192.53 % $215.18 % $215.18

476 & $71.40 % $79.80 % $79.80

J0500 & $15.27 % $17.06

J0515 & $3.49 % $3.90

J0520 &b $4.78 % $5.34

J0530 & $10.67 % $11.92

J0540 & $20.94 % $2340

J0550 & $44.84 % $650.12

J0560 & $3.85 % $9.89

J0570 & $17.70 % $19.78

J0580 & $35.39 % $39.56

J0583 & $143 % $1.74

J0585 &b $4.43 % $4.95

J0587 & $7.86 % $.79

J0592 & $0.92 % $1.03

J0595 &b $3.94 % $4.40

Jo600 & $39.46 % $44.10

J0610 & $0.90 % $1.44

J0620 &b $6.55 % $6.42

J0630 & $34.37 % $3841

J0636 & $1.24 % $1.38

J0637 & $29.48 % $32.95

J0640 & $3.00 % $3.56

J0670 & $1.85 % $2.07

J0690 &b $2.01 % $2.25

J0692 & $7.28 % $3.13

064 53] $9.56 % $10.69

J0696 & $13.35 % $14.92

J0697 & $5.75 % $6.42

J0698 & $351 % $9.51

J0702 & $4.45 % $4.98

0704 & $0.96 % $1.07

J0706 & $3.07 % $3.44

J0713 & $6.04 % $6.75

X715 & $4.44 % $4.96

J0720 &b $6.46 % $1.22

X725 & $2.39 % $3.09

X735 & $49.35 % $65.16

J0740 & $754.80 % $343.60

X743 & $14.20 % $1587

X744 & $12.25 % $13.69

J0745 &b $0.41 % $0.87

J0760 53} $6.32 % $7.07

X770 & $4845 % $4.15

J0780 &b $3.74 % .84

J0o800 & $33.15 % $92.94

J0835 & $75.06 % $31.00

J0850 & $637.12 % $712.07

J0880 & $21.20 % $23.69

J089%5 & $13.98 % $15.63 % $15.63

J0900 & $1.46 % $163

J0945 53} $0.85 % $0.95

J0970 &b $1.44 % $1.62

J1000 & $1.70 % $1.90

J1020 & $2.40 % $2.68

J1030 &b $3.70 % $4.13

J1040 & $7.40 % $.27

J1051 & $4.50 % $5.04
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Code AWP% 2004 Limitfor Drugs

Ji1410

J1436
J1438
J1440
Ji441
J1450
Ji452
J1455
J1460
J1470
J1480
J1490
J1500
J1510
J1520
J1530
J1540
J1550
J1563
J1564
J1565
JI1570
J1580
J1590
J1595
J1600
Ji1610
J1620
J1626
J1630
Ji631
J1642
Ji644

R R R BRR R R R RR RSB R R AR R AR AR R A RRRRARRARARRAARARBARRARARRARRARARRRRAR

(other than ESRD drugs
separately billed by indepen-
dent ESRD Fecilitiesand
drugsinfused through DME)

$22.02
$3.99
$4.43
$3.44
$0.64
$0.10
$36.04
$18.36
$1.59
$0.77
$1.38
$8.07
$209.34
$1.43
$9.38
$39.91
$0.68
$0.34
$5.10
$M.24
$13.85
$4.92
$2.15
$16.16
$1148
$21.24
$3.14
$0.43
$1.02
$55.04
$0.51
$68.85
$13383
$15850
$267.79
$85.83
$350.00
$11.70
$10.20
$20.40
$30.63
$40.80
$51.00
$61.08
$71.33
$31.60
$91.89
$102.00
$66.00
$0.72
$14.81
$31.53
$1.70
$0.81
$30.13
$12.10
$40.80
$180.72
$15.62
$%.11
$3.16
$0.05
$0.35

ESRD % 2004 Payment Limit for
ESRD Drugs Separately
Billed by Independent
ESRD Fecilities

$24.61
$4.46
$4.95
$9.43
$0.71
$0.10
$36.10
$20.52
$L79
$0.86
$1.55
$9.02
$23397
$161
$10.49
$44.60
$0.75
$0.38
$5.70
$4.74
$16.45
$5.50
$2.40
$18.06
$12.83
$23.74
$359
$0.53
$1.07
$61.51
$0.57
$76.95
$156.25
$185.90
$314.07
$97.61
$950.00
$13.07
$12.17
$24.35
$36.56
$48.69
$60.87
$72.88
$85.12
$97.38
$109.66
$121.72
$78.38
$0.85
$18.12
$35.24
$2.07
$0.90
$33.67
$13.52
$45.60
$201.98
$1854
$6.83
$9.12
$0.06
$0.40

R R R R R R RERRRRERERRERERRRRERRREERRREHRRERERERRRREREREHERR

DME
Infusion %

2004 Payment
Limitfor Drugs
when Infused
through DME

$1.49

$4.74

$12.64

$13.07

$35.24
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Code AWP% 2004 Limitfor Drugs ESRD % 2004 Payment Limit for
(other than ESRD drugs ESRD Drugs Separately
separately billed by indepen- Billed by Independent
dent ESRD Fecilitiesand ESRD Fecilities
drugsinfused through DME)
J1645 & $14.04 % $15.69
J1650 53} $5.46 % $6.47
J1652 & $7.40 % $.27
J1655 &b $3.43 % $3.83
J1670 & $106.25 % $119.70
J1700 & $0.30 % $0.34
J1710 &b $4.98 % $5.57
J1720 53} $155 % $2.07
J1730 & $10.01 % $122.95
742 & $224.89 % $251.35
J1745 & $68.79 % $65.70
J1750 & $16.03 % $17.91
J1756 & $0.58 % $0.66
J1785 A $3.71 % $3.75
J1790 &b $2.50 % $2.80
J1800 & $345 % $11.63
J1810 & $3.45 % $9.44
Ji815 &b $0.09 % $0.10
Ji817
J1830 & $60.14 % $66.40
J1835 & $3297 % $38.65
J1840 53} 2.9 % $3.30
J1850 & $0.44 % $0.49
J1885 &b $3.19 % $3.56
J1890 & $9.18 % $10.26
J1910 & $13.838 % $16.14
J1940 &b $0.88 % $0.93
J1950 & $453.79 % $517.32
J1955 & $30.60 % $34.20
J1956 & $18.62 % $20.81
J1960 & $3.37 % $3.76
J1980 53] $7.66 % $3.90
J199%0 & $22.37 % $24.99
J2000 & $357 % $3.99
J2001 & $0.88 % $0.98
J2010 & $2.84 % $331
J2020 & $32.93 % $38.98
J2060 &b $2.81 % $3.14
J2150 & $2.92 % $3.27
2175 & $0.48 % $0.53
J2180 &b $4.02 % $4.50
J2185 &6 $4.40 % $4.92
J2210 & $3.67 % $4.10
J2250 &b $1.14 % $1.28
J2260 & $46.15 % $51.58
J2270 & $0.60 % $0.77
J2271 &b $6.99 % $11.07
2275 53} $1.70 % $2.38
J2280 & $9.30 % $10.39
J2300 &b $1.35 % $1.59
J2310 53} $2.12 % $2.49
J2320 53] $3.43 % $3.84
J2321 & $6.25 % $7.67
2322 & $14.08 % $15.74
2324 & $135.66 % $151.62
J2352 & $71.11 % $181.88
J2353 & $71.09 % $92.68
J2354 &b $3.81 % $4.25
J2355 & $239.67 % $267.86
J2360 & $4.84 % $5.42
J2370 &b $1.15 % $1.28
J2400 & $6.72 % $6.39
J2405 87 $5.58 % $6.09

DME
Infusion %

8

GRGR R

2004 Payment
Limitfor Drugs
when Infused
through DME

$2.80

$0.56

$51.58
$0.71
$11.07
$4.39
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CONNECTICUT ano FLORIDA COVERAGE/REIMBURSEMENT

Code AWP% 2004 Limitfor Drugs

J2788
J2790
J2792
J2795

J2820

R R R AR R R R R R R R R R R R R R R R R R R R R R SRR R RR AR AR AR R R R BB R RRRRARRRRARRRRARRAR

(other than ESRD drugs
separately billed by indepen-
dent ESRD Fecilitiesand
drugsinfused through DME)
$2.64
$237.88
$2.98
$0.91
$4.49
$2507.50
$359
$1.18
$0.26
$4.36
$40.12
$2.55
$144
$1.15
$3.09
$0.22
$351
$3.18
$3.02
$1.24
$0.71
$0.59
$0.68
$21.83
$92.12
$28.56
$1.67
$102.52
$1.29
$10554
$45.81
$39.76
$18.39
$0.06
$340
$24.47
$15.49
$0.44
$7.31
$141
$1.72
$40.76
$41.09
$0.41
$1,168.75
$79.69
$32.83
$5.67
$0.83
$23.76
$4.67
$240763
$26.30
$3.03
$16.07
$0.28
$0.84
$3.93
$552.50
$421.77
$1.25
$3.99
$1.39

ESRD %

ESRD Fecilities

$3.09
$265.87
$3.33
$101
$6.33
$2,802.50
$9.60
$1.46
$0.29
$4.90
$44.84
$2.85
$1.62
$1.28
$3.45
$0.31
$3.92
$3.62
$3.96
$1.43
$0.80
$0.67
$0.76
$24.40
$102.96
$31.92
$1.90
$114.58
$1.43
$117.96
$34.77
$100.32
$20.55
$0.07
$3.80
$29.06
$17.31
$0.49
$3.17
221
$3.24
$45.56
$45.92
$0.46
$1,364.44
$39.06
$36.70
$6.35
$0.93
$26.56
$6.23
$2,690.83
$29.39
$3.93
$17.96
$0.40
$0.94
$4.40
$617.50
$471.39
$1.55
$4.46
$1.56

GRGEGR IR R IR R R R RO R R R R R R R R R R R R R R R R R R R R R R R R R R R R R R R R R R R R R R IR R R R R

2004 Payment Limit for
ESRD Drugs Separately
Billed by Independent

2004 Payment
Limitfor Drugs
when Infused
through DME

$0.70
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CONNECTICUT anpo FLORIDA COVERAGE/REIMBURSEMENT

Code AWP% 2004 Limitfor Drugs ESRD % 2004 Payment Limit for DME 2004 Payment
(other than ESRD drugs ESRD Drugs Separately Infusion % Limitfor Drugs
separately billed by indepen- Billed by Independent when Infused
dent ESRD Fecilitiesand ESRD Facilities throughDME
drugsinfused through DME)
J3280 & $5.06 % $5.65
J3301 & $143 % $1.60
J3302 &b $0.31 % $0.33
J3303 & $0.90 % $101
J3305 & $127.50 % $142.50
J3315 & $356.66 % $398.62
J3320 & $25.30 % $28.27
J3360 & $0.77 % $0.85
J3364 & $50.65 % $10.23
J3365 & $457.66 % $511.50
J3370 & $2.58 % $7.03
J339% & $1,304.75 % $1,603.13
J3410 & $1.08 % $1.21
3411 & $0.81 % $0.90
J3415 &b $0.47 % $0.52
J3420 53} $0.15 % $0.17
J3430 & $1.98 % $2.21
J3465 &b $4.51 % $4.99
J3475 & $0.20 % $0.23
J3480 53] $0.07 % $0.08
J3485 & $0.91 % $1.02
J3486 & $18.60 % $20.79
J3487 & $194.54 % $227.86
Jro30 & $3.89 % $1.31
Jro40 & $5.64 % $4.68
Jro42 &b $3.45 % $9.44
Jros0 & $2.22 % $2.83
Jros1 & $0.68 % $0.76
Jroe0 &b $3.09 % $7.50
Jro70 & $9.78 % $10.97
Jr100 & $2247 % $25.11
Jr1o & $12.72 % $14.21
Jr120 & $1113 % $12.45
Jr130 & $0.44 % $0.52
Jr190 % $0.87 % $0.87
Jr191 % $2.04 % $2.04
Jr192 % $1.29 % $1.29
Jr193 % $112 % $1.12
J7194 % $0.40 % $0.40
Jr195 % $0.95 % $0.95
Jr197 % $1.50 % $1.50
Jr198 % $143 % $1.43
Jr308 & $90.31 %b $100.94
Jr310 & $4,25000 % $4,750.00
Jr317 & $124.11 %b $138.71
Jr320 & $201.24 % $233.14
Jr330 & $13,566.00 % $15,920.10
Jr340 & $26.21 % $29.30
Jr3a2 & $13.78 % $16.16
Jr500 & $111
Jr501 & $5354 % $59.84
Jrs02 & $4.67
Jrs04 & $249.36 % $289.85
Jr506 & $0.03
Jrs07 &b $3.13
Jr508 & $15.64
Jrs09 & $0.44
Jr510 &b $0.03
Jr511 & $319.94 % $357.58
Jr513 & $380.36 % $425.11
Jr515 &b $1.17
Jrs17 86 $2.55
Jr520 & $6.38
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Code AWP% 2004 Limitfor Drugs

Jo017

X070

Joo91
Jo092
Jo093

Jo097

J0100
1o
X120
X130
X140
X150
X151

RRR R R R R AR AR AR R R AR AR R A RR AR ARRARBRRARRASSRRAARARBRARARARARRASRRRBBBAR

(other than ESRD drugs
separately billed by indepen-
dent ESRD Fecilitiesand
drugsinfused through DME)
$106.29
$6.33
$0.12
$0.39
$3.40
$0.58
$4.04
$0.31
$0.05
$0.20
$0.32
$0.09
$0.16
$14.92
$0.63
$0.50
$0.83
$2.82
$6.51
$6.56
$25.71
$44.08
$0.10
$0.17
$1.86
$321
$10.69
$1.75
$40.49
$2.24
$2.61
$6.58
$3.16
$352.06
$523.00
$657.15
$32.94
$56.02
$143.28
$150.61
$126.83
$121.84
$1356
$67.79
$45.90
$5.13
$.74
$2045
$40.92
$31.82
$.21
$1041
$20.45
$40.92
$33.95
$332.35
$7.33
$7.65
$1241
$10.04
$1947
$66.42
$57.80

ESRD % 2004 Payment Limit for
ESRD Drugs Separately
Billed by Independent
ESRD Fecilities

% $118.80

$0.41
$1.90

88

$1254
$416.69
$584.53
$734.46
$36.81
$62.61
$160.13
$182.40
$155.65
$142.49
$15.15
$75.76
$61.30
$5.73
$10.89
$22.86
$45.73
$91.45
$4.88
$9.77
$24.42
$48.86
$97.75
$371.45
$3.19
$3.55
$1387
$11.22
$22.06
$74.23
$64.60

BEEHERRREEREREEEEREEERRREERRIEEES

DME

Infusion %

88

2004 Payment
Limitfor Drugs
when Infused
throughDME

$39348

$289.37

$61.72

$3.19
$8.55
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CONNECTICUT anpo FLORIDA COVERAGE/REIMBURSEMENT

Code AWP% 2004 Limitfor Drugs ESRD % 2004 Payment Limit for DME 2004 Payment

(other than ESRD drugs ESRD Drugs Separately Infusion % Limitfor Drugs
separately billed by indepen- Billed by Independent when Infused
dent ESRD Facilitiesand ESRD Facilities through DME
drugsinfused through DME)

X160 & $1,190.85 % $1,33095

X165 & $12.89 % $1441

X170 a0 $301.40 % $357.90

X178 & $24.73 % $2764

X180 & $618.26 % $711.71

X181 & $153 % $1.71

X182 & $15.30 % $17.10

X185 & $31859 % $34867

30190 &b $1.85 % $2.07 % $2.07

Jo200 & $122.40 % $136.80 % $136.80

J201 0 $101.90 % $129.49

X202 a0 $375.99 % $446.49

Jo206 a0 $122.73 % $152.88

Jo208 & $134.55 % $150.38 % $150.38

Jo209 & $31.45 % $35.15

211 & $375.73 % $41994

X212 & $3.67 % $4.09

Jo213 & 3121 % $34.88

X214 & $1331 % $14.83

X215 53] $7.03 % $7.86

Jo216 & $187.19 % $209.22

X217 8l $500.58 % $622.33

X218 & $23.26 % $25.10

J219 & $4,83140 % $65,399.80

J9230 & $10.74 % $12.01

30245 & $375.88 % $420.10

J9250 & $0.35 % $0.39

Jo260 & $.25 % $4.75

J9263 &b $3.45 % $9.45

J0265 al $138.28 % $162.16

J9266 & $1,277.13 % $154375

Jo268 & $1,644.27 % $1,837.72

X270 & $33.93 % $93.80

J9280 & $57.12 % $63.84 % $127.40

Jo290 & $185.64 % $207.48

Jo291 & $255.00 % $285.00

J293 & $321.52 % $359.35

Jo300 & $1,9539%4 % $2,18381

X310 8l $427.28 % $501.13

X320 & $126.58 % $141.47

Jo340 & $33.73 % $93.58

Jo350 & $706.17 % $798.65

Jo355 & $52.01 % $58.13 % $5813

X357 & $71.24 % $526.68

Jo360 & $2.81 % $3.15 % $4.10

Jo370 & $3040 % $33.98 % $33.98

X375 & $60.81 % $67.96 % $67.96

Jo380 & $152.02 % $160.36 % $169.91

J939%0 8l $76.19 % $39.36

Jo39%5 & $78.36 % $37.58

Jo600 & $2,32960 % $2,603.67

PO041 & $13.01 % $14.54

PO043 & $13.01 % $14.54

PO045 & $49.30 % $65.10

PO046 & $13.01 % $14.54

PO047 & $49.30 % $65.10

PO048 & $26.04 % $29.10

Q0136 87 $11.62 % $12.69

Q0137 & $4.24 % $4.74

Q0163 & $0.08

Q4 & $0.51

Q0165 & $0.77

QU166 & $39.98
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CONNECTICUT ano FLORIDA COVERAGE/REIMBURSEMENT

Code AWP% 2004 Limitfor Drugs ESRD % 2004 Payment Limit for DME 2004 Payment
(other than ESRD drugs ESRD Drugs Separately Infusion % Limitfor Drugs
separately billed by indepen- Billed by Independent when Infused
dent ESRD Fecilitiesand ESRD Facilities throughDME
drugsinfused through DME)

Q167 & $2.93

Q0168 & $7.96

Q0169 & $0.28

Q0170 & $0.02

Q0171 & $0.06

Q0172 & $0.08

Q0173 & $0.40

Q0174 & $0.67

Q0175 & $051

Q0176 & $0.83

Q0177 & $0.38

Q0178 & $0.27

Q0179 & $27.22

Q0180 & $64.80

Q0183 & $13.78 % $16.16

Q0187 % $1,68L50 % $1,68L50

Q200 & $5.44

Q11 & $6.62

Q02 % $0.95 % $0.95

Q3025 & $76.23 % $35.21

Q4052 & $79.36 % $33.03

Q4053 & $17.92 % $467.09

Q054 & $4.24 % $4.74

Q4055 87 $11.62

Q75 & $0.42 % $0.47 % $0.47

Q4076 % $0.62

Q4077 % $61.75

Q920 &/ $1162

Q9921 8/ $11.62

Q22 & $11.62

Q9923 &/ $1162

Q9924 8/ $11.62

Q995 &/ $11.62

Q9926 8/ $1162

Q9927 8/ $11.62

Qo928 &/ $11.62

Q9929 &/ $1162

Q9930 &/ $11.62

Qo931 &/ $11.62

Q9932 8/ $11.62

Q9933 8/ $11.62

Qo934 &/ $11.62

Q9935 8/ $11.62

Q9936 8/ $11.62

Qo937 87 $11.62

Q9938 8/ $11.62

Q9939 &/ $11.62

Q940 &/ $1162

Note: the absence or presence of a HCPCS code and its associated payment limit does not indicate Medicare
coverage of the drug. Smilarly, the inclusion of a payment limit within a specific column does not indicate
Medicare coverage of the drug in that specific category. These determinations shall be made by the local Medicare
contractor processing the claim

Source: CMS Pub. 100-04 Transmittal: 75 Date: January 30, 2004 Change Request 3105
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CONNECTICUT anpo FLORIDA COVERAGE/REIMBURSEMENT

DuraBLE MEeDICAL EQUIPMENT

Most claims for durable medical egquipment, prosthetics, orthotics, and supplies (DMEPQS) are processed by the
durable medical equipment regional carriers (DMERCs). The DMERC that serves Connecticut is HealthNow
(http://mww.umd.nycpic.com); for Florida, the DMERC is Palmetto Government Benefits Administrators
(http://www.pal mettogba.com). The article that follows is intended to provide information to those providers who
bill to the DMERC as well as to local carriers.

April Quarterly Update for 2004 DMEPOS Fee Schedule

he DM EPOS fee schedules are updated on a

quarterly basisin order to implement fee schedule
amounts for new codes and to revise any fee schedule amounts
for exigting codes thet were caculaed in eror. The quarterly
updates process for the DMEPOS fee schedule is located in
the CMS Manud System, Pub 100-4 Medicare Claims
Processng Manua, Chapter 23, Section 60.

Payment on a fee schedule basis is required for
durable medical equipment (DME), prosthetic and
orthotic devices, and surgical dressings by sections
1834(a), (h), and (i) of the Socia Security Act.

Effective for services furnished on or after April 1,
2004, the following new “K” codes have been established
for billing spinal orthotics.

K0627

K0630

K0631

K0632

K0633

K0634

K0635

Traction equipment, cervical, free-standing,
pneumatic, applying traction force to other than
mandible

Sacroiliac orthosis, flexible, provides pelvic-
sacral support, reduces motion about the
sacroiliac joint, includes straps, closures, may
include pendulous abdomen design, prefabri-
cated, includes fitting and adjustment
Sacroiliac orthosis, flexible, provides pelvic-
sacral support, reduces motion about the
sacroiliac joint, includes straps, closures, may
include pendulous abdomen design, custom
fabricated

Sacroiliac orthosis, provides pelvic-sacral
support, with rigid or semi-rigid panels over the
sacrum and abdomen, reduces motion about the
sacroiliac joint, includes straps, closures, may
include pendulous abdomen design, prefabri-
cated, includes fitting and adjustment
Sacroiliac orthosis, provides pelvic-sacral
support, with rigid or semi-rigid panels placed
over the sacrum and abdomen, reduces motion
about the sacroiliac joint, includes straps,
closures, may include pendulous abdomen
design, custom fabricated

Lumbar orthosis, flexible, provides lumbar
support, posterior extends from L-1 to below L-
5 vertebra, produces intracavitary pressure to
reduce load on the intervertebral discs, includes
straps, closures, may include pendul ous abdo-
men design, shoulder straps, stays, prefabri-
cated, includes fitting and adjustment

Lumbar orthosis, sagittal control, with rigid
posterior panel(s), posterior extends from L-1
to below L-5 vertebrae, produces intracavitary

K 0636

K0637

K0638

K0639

K0640

K0641

pressure to reduce load on the intervertebral
discs, includes straps, closures, may include
padding, stays, shoulder straps, pendulous
abdomen design, prefabricated, includes fitting
and adjustment

Lumbar orthosis, sagittal control, with rigid
anterior and posterior panels, posterior extends
from L-1 to below L-5 vertebra, produces
intracavitary pressure to reduce load on the
intervertebral discs, includes straps, closures,
may include padding, shoulder straps, pendul ous
abdomen design, prefabricated, includes fitting
and adjustment

Lumbar-sacral orthosis, flexible, provides
lumbo-sacral support, posterior extends from
sacrococcygeal junction to T-9 vertebra,
produces intracavitary pressure to reduce load
on the intervertebral discs, includes straps,
closures, may include stays, shoulder straps,
pendulous abdomen design, prefabricated,
includes fitting and adjustment

Lumbar-sacral orthosis, flexible, provides
lumbo-sacral support, posterior extends from
sacrococcygeal junction to T-9 vertebra,
produces intracavitary pressure to reduce load
on the intervertebral discs, includes straps,
closures, may include stays, shoulder straps,
pendulous abdomen design, custom fabricated
Lumbar-sacral orthosis, sagittal control, with
rigid posterior panel(s), posterior extends from
sacrococcygeal junction to T-9 vertebra,
produces intracavitary pressure to stays,
shoulder straps, pendul ous abdomen design,
prefabricated, includes fitting and adjustment
Lumbar-sacral orthosis, sagittal control, with
rigid anterior and posterior panels, posterior
extends from sacrococcygeal junction to T-9
vertebra, produces intracavitary pressure to
reduce load on the intervertebral disks, includes
straps, closures, may include padding, shoulder
straps, pendulous abdomen design, prefabri-
cated, includes fitting and adjustment
Lumbar-sacral orthosis, sagittal control, with
rigid anterior and posterior panels, posterior
extends from sacrococcygeal junction to T-9
vertebra, produces intracavitary pressure to
reduce load on the intervertebral discs, includes
straps, closures, may include padding, shoulder
straps, pendulous abdomen design, custom
fabricated
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K0642 Lumbar-sacral orthosis, sagittal-coronal
control, with rigid posterior frame/panel(s),
posterior extends from sacrococcygeal junction
to T-9 vertebra, lateral strength provided by rigid
lateral frame/panels, produces intracavitary
pressure to reduce load on intervertebral discs,
includes straps, closures, may include padding,
stays, shoulder straps, pendul ous abdomen
design, prefabricated, includes fitting and
adjustment

K0643 Lumbar-sacral orthosis, sagittal-coronal
control, with rigid posterior frame/panel(s),
posterior extends from sacrococcygeal junction
to T-9 vertebra, lateral strength provided by rigid
lateral frame/panels, produces intracavitary
pressure to reduce load on intervertebral discs,
includes straps, closures, may include padding,
stays, shoulder straps, pendul ous abdomen
design, custom fabricated

K0644 Lumbar-sacral orthosis, sagittal-coronal
control, lumbar flexion, rigid posterior frame/
panels, latera articulating design to flex the
lumbar spine, posterior extends from sacrococ-
cygeal junction to T-9 vertebra, lateral strength
provided by rigid lateral frame/panels, produces
intracavitary pressure to reduce load on inter-
vertebral discs, discs, includes straps, closures,
may include padding, anterior panel, pendulous
abdomen design, prefabricated, includes fitting
and adjustment

K0645 Lumbar-sacral orthosis, sagittal-coronal
control, lumbar flexion, rigid posterior frame/
panels, lateral articulating design to flex the
lumbar spine, posterior extends from sacrococ-
cygeal junction to T-9 vertebra, lateral strength
provided by rigid lateral frame/panels, produces
intracavitary pressure to reduce load on inter-
vertebral discs, includes straps, closures, may
include padding, anterior panel, pendulous
abdomen design, custom fabricated

K0646 Lumbar-sacral orthosis, sagittal-coronal
control, with rigid anterior and posterior frame/
panels, posterior extends from sacrococcygeal

junction to T-9 vertebra, lateral strength pro-
vided by rigid lateral frame/panels, produces
intracavitary pressure to reduce load on inter-
vertebral discs, includes straps, closures, may
include padding, shoulder straps, pendulous
abdomen design, prefabricated, includes fitting
and adjustment

K0647 Lumbar-sacral orthosis, sagittal-coronal
control, with rigid anterior and posterior frame/
panels, posterior extends from sacrococcygeal
junction to T-9 vertebra, lateral strength pro-
vided by rigid lateral frame/panels, produces
intracavitary pressure to reduce load on inter-
vertebral discs, includes straps, closures, may
include padding, shoulder straps, pendulous
abdomen design, custom fabricated

K0648 Lumbar-sacral orthosis, sagittal-coronal
control, rigid shell(s)/panel(s), posterior
extends from sacrococcygeal junction to T-9
vertebra, anterior extends from symphysis pubis
to xiphoid, produces intracavitary pressure to
reduce load on the intervertebral discs, overall
strength is provided by overlapping rigid plastic
and stabilizing closures, includes straps,
closures, may include soft interface, pendulous
abdomen design, prefabricated, includes fitting
and adjustment

K0649 Lumbar-sacral orthosis, sagittal-coronal
control, rigid shell(s)/panel(s), posterior
extends from sacrococcygeal junction to T-9
vertebra, anterior extends from symphysis pubis
to xiphoid, produces intracavitary pressure to
reduce load on the intervertebral discs, overall
strength is provided by overlapping rigid plastic
and stabilizing closures, includes straps,
closures, may include soft interface, pendulous
abdomen design, custom fabricated.

Source: CMS Pub. 100-04 Trangmittd: 58 Date:
January 2, 2004 Change Request 3014
CMS Pub. 100-04 Transmittd: 50 Date:
December 19, 2003 Change Request 2967

EnD-sTAGE RENAL Disease (ESRD)

Change in Coding for Darbepoetin Alfa (Aranesp®) and Epoetin Alfa

(Epogen®) for Patients on Dialysis
he Centers for Medicare & Medicaid Services
(CMYS) has established coding guidelines for billing

for the administration of darbepoetin alfa (Aranesp®)

and epoetin (EPO) alfa (Epoetin®) for treatment of
anemia in end-stage renal disease patients on diaysis.

Two new HCPCS codes have been assigned to report

darbepoetin afa and epoetin afa effective for services

furnished on or after January 1, 2004:

Q4054  Injection, darbepoetin alfa, 1 mcg (for
ESRD on dialysis)

Medicare jurisdiction: DME regional carrier
when self-administered for Method 11 home
patients; FI when self-administered for Method |
or Method Il home patients, when administered by
the hospital outpatient department, when
administered to infacility patients by the dialysis
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facility; and carrier when incident to a
physician’s service. Use this code for
darbepoetin alfa (Aranesp).

Q4055 Injection, epoetin alfa. 1,000 units (for
ESRD on dialysis)

Medicare jurisdiction: DME regional carrier
when self-administered for Method 11 home
patients; FI when self-administered for Method |
or Method 11 home patients, when administered by
the hospital outpatient department, when
administered to infacility patients by the dialysis
facility; and carrier when incident to a
physician’s service. Use this code for Epoetin
Alfa (Epogen, EPO).

CONNECTICUT anpo FLORIDA COVERAGE/REIMBURSEMENT

Note: The multiple Q-codes for epoetin alfa
(Q9920 through Q9940), representing a single
hematocrit level, have been discontinued and are
replaced with Q4055.

Since there is currently no payment rate for
darbepoetin alfa, CM S has determined that HCPCS code
Q4054 will be paid based on the single drug pricer
payment amount. This payment rate will be in effect until
CMS has determined an appropriate conversion factor
and corresponding payment rate for darbepoetin alfa.
Coverage guidelines for darbepoetin alfa are the same as
for epoetin alfafor ESRD related anemia.

Source: CMS Pub. 100-20 Transmittal: 39 Date:
January 6, 2004 Change Request: 2963

Additional Coding Changes for Darbepoetin Alfa and Epoetin Alfa

ffective January 1, 2004, Healthcare Common

Procedure Coding System (HCPCS) code J0880
(injection, darbepoetin alfa 5 mcg) is billable only when
administered in a physician’s office to non-ESRD (end-
stage renal disease) patients not on dialysis. HCPCS
code Q0137 (injection, darbepoetin alfa, 1 mecg [non-
ESRD useg]) will remain covered in al non-ESRD
settings. Physicians have the option of using either
HCPCS codes J0880 or Q0137 to bill for darbepoetin
alfafor non-ESRD patients not on dialysis.

For ESRD patients on dialysistreated in a
physician’s office, HCPCS code Q4054 (injection,
darbepoetin alfa, 1 mcg [for ESRD patients]) should

IMMUNOLOGY

continue to be used with the hematocrit included on the
claim. Claims without this information will be denied due
to lack of documentation. Physicians who provide
darbepoetin alfafor ESRD patients on dialysis must bill
using HCPCS code Q4054.

Billing HCPCS codes J0880 and Q0137 for non-
ESRD use on the same date of service is not alowable.
Billing codes J0880 and Q4054 on the same date of
service is also not allowable, as a patient cannot simulta-
neously be ESRD and non-ESRD.

Source: CMS Pub. 100-20 Transmittal 36
December 24, 2003 Change Request 3037

Coverage of Intravenous Immune Globulin for Treatment of Primary
Immune Deficiency Diseases in the Home

eginning for dates of service on or after January 1,

2004, The Medicare Prescription Drug,
Improvement, and Modernization Act of 2003 provides
coverage of intravenous immune globulin (IVIG) for the
treatment of primary immune deficiency diseases (ICD-
9-CM diagnosis codes 279.04, 279.05, 279.06, 279.12,
and 279.2) in the home. The corresponding HCPCS
codes are J1563 and J1564. The Act defines “intravenous
immune globulin” as an approved pooled plasma
derivative for the treatment of primary immune
deficiency disease. It is covered under this benefit when

it is administered in the home of a patient with a
diagnosed primary immune deficiency disease, and the
physician determines that administration of the derivative
in the patient’s home is medically appropriate. The
benefit does not include coverage for items or services
related to the administration of the derivative. For
coverage of IVIG under this benefit, it is not necessary
for the derivative to be administered through durable
medical equipment.

Source; CMS Pub. 100-02 Transmittal: 6 Date:
January 23, 2004 Change Request 3059
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L ABORATORY/PATHOLOGY

Changes to the Laboratory National Coverage Determination (NCD) Edit
Software for April 2004

n accordance with the decision memorandum published on the coverage Internet site on October 30, 2003, CMSis
adding the following diagnosis codes to the list of “ICD-9-CM Codes Covered by Medicare” for the serum iron
studies NCD:

403.01 Hypertensive renal disease, malignant, with rena failure

403.11 Hypertensive renal disease, benign, with renal failure

403.91 Hypertensive renal disease, unspecified, with rena failure

404.02 Hypertensive heart and renal disease, malignant, with renal failure

404.03 Hypertensive heart and renal disease, malignant, with heart and renal failure
404.12 Hypertensive heart and renal disease, benign, with renal failure

404.13 Hypertensive heart and renal disease, benign, with heart and renal failure
404.92 Hypertensive heart and renal disease, unspecified, with renal failure

404.93 Hypertensive heart and renal disease, unspecified, with heart and renal failure

These codes will be covered for services furnished on or after April 5, 2004.
Source: CMS Pub. 100-04 Transmittal: 71 Date: January 23, 2004 Change Request 3072

Independent Laboratory Billing Purchased Diagnostic Tests

MS Publication 100-04 Chapter 1 section 30.2.9; Payment to Physician for Purchased Diagnostic Tests - Claims
Submitted to Carriers, states:

A physician or amedical group may submit the claim and (if assignment is accepted) receive the Part B
payment, for the technical component of diagnostic tests which the physician or group purchases from an
independent physician, medical group, or other supplier. (This claim and payment procedure does not extend to
clinical diagnostic laboratory tests.) The purchasing physician or group may be the same physician or group as
ordered the tests or may be a different physician or group. An example of the latter situation is when the
attending physician orders radiology tests from a radiologist and the radiologist purchases the tests from an
imaging center. The purchasing physician or group may not markup the charge for a test from the purchase price
and must accept the lowest of the fee schedule amount if the supplier had billed directly; the physician’s actual
charge; or the supplier’s net charge to the purchasing physician or group, as full payment for the test even if
assignment is not accepted.

A new policy is being added to Publication 100-04 Chapter 16 section 40.2 that clarifies that when an indepen-
dent laboratory bills for alaboratory test performed by an outside supplier, the payment amount for the purchased
service is based on the lower of the submitted charge or the fee on the Medicare Physician Fee Schedule (MPFS). The
independent laboratory must perform at least one of the services billed. If the service being billed is the professional
component of a test, the independent |aboratory must meet the rules of Publication 100-04 Chapter 1 section 30.2.6.

Purchased diagnostic tests are paid using the MPFS, thus, the jurisdiction rules for the MPFS apply.

Source: CMS Pub. 100-04 Chap. 16 section 40.2 Transmittal: 16 Date: October 31, 2003
Change Request 2919
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PHysicaL THERAPY/OCCUPATIONAL THERAPY

Renewed Moratorium on Outpatient Rehabilitation Therapy Caps

his affects providers of outpatient physica therapy,
speech-language pathology, and occupational therapy
services.

Impact to You

Beginning December 8, 2003, and continuing
through December 31, 2005, there are no payment caps
on claims received for the physical therapy, speech-
language pathology, and occupational therapy services.
The payment caps for these services remain in effect for
claims received on September 1, 2003, through Decem-
ber 7, 2003, for services rendered during that timeframe.

What You Need to Know

The recently enacted Medicare Prescription Drug
Modernization Act of 2003 renewed the moratorium on
physical therapy, speech-language pathology, and
occupational therapy services payment caps, effective on
December 8, 2003, and continuing through calendar year
2005. The payment cap on services provided and for
which claims were received from September 1, 2003
through December 7, 2003 for outpatient physical
therapy and speech-language pathology services com-
bined remains $1590 and for outpatient occupational
therapy services remains $1590. These caps are based on
the allowed incurred expenses, which are defined as the
Medicare Physician Fee Schedule (MPFS) amount
before the application of any beneficiary deductible and/
or coinsurance. Caps apply to claims received during the
time caps were in effect.

What You Need to Do

You need to know that the payment caps for these
services will not be in effect on claims received from
December 8, 2003, through December 31, 2005;
therefore, you should not limit services or charge
beneficiaries for these covered services based on therapy
caps. Essentialy, the Medicare payment policies with
regard to the cap are the same as those prior to Septem-
ber 1, 2003. Note that the use of therapy modifiersis

Background

The Balanced Budget Act (BBA) of 1997 required
payment under a prospective payment system for
outpatient rehabilitation services (physical therapy,
speech-language pathology, and occupational therapy),
and set financial limitations for these services.

The Balanced Budget Refinement Act (BBRA) of
1999 placed a two-year moratorium on these limitations
effective January 1, 2000 through December 31, 2001.
This moratorium was further extended through December
31, 2002 by the Medicare, Medicaid, and SCHIP Ben-
efits Improvement and Protection Act (BIFA) of 2000.

In 2003, athough there was not a moratorium on
these payment limitations, their implementation was
delayed until September 1, 2003. The financial limita-
tions remain in effect for services provided and claims
received for those services from September 1, 2003
through December 7, 2003, when the Medicare Prescrip-
tion Drug Modernization Act of 2003 renewed the
moratorium until the end of calendar year 2005.

Important Dates to Know
This Change Request is effective and implemented
on December 8, 2003.

Related Instructions

To learn more about these issues, look for CR3005
on the CMSWeb site page for 2003 transmittals. For
example, that transmittal contains some specific ex-
amples of how the caps are computed for the period from
September 1, 2003, through December 7, 2003. The
transmittal page may be accessed at:
http: //www.cms.hhs.gov/manual s/transmittal s/
comm _date dsc.asp.

If you have any questions, please contact us viathe
toll-free number or visit our Web site. In Connecticut,
the number is 1-866-419-9455; the Web address is
http: //mww.connecticutmedicare.com In Florida, the
number is 1-866-454-9007, and the Web address is
http://mww.floridamedicare.com.

il required Source: CMS Pub. 100-20 Transmittal: 40
Il required. January 6, 2004 Change Request 3045
Medlearn Matters number MM 3005
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SCREENING SERVICES

Expanded Colorectal Cancer Screening Fecal-Occult Blood Tests

fective for services furnished on or after January 1,
2004, Medicare covers the new colorectal cancer
screening fecal-occult blood test (FOBT) — HCPCS code
(G0328. Screening FOBT (HCPCS code G0328) may be

paid as an alternative to HCPCS code G0107 for
beneficiaries who have attained age 50. Medicare will

pay for a covered FOBT (either G0107 or G0328, but not
both) at a frequency of once every 12 months (i.e., at
least 11 months have passed following the month in
which the last covered screening FOBT was performed).

HCPCS Codes

G0107  Colorectal cancer screening; fecal-occult
blood test, 1-3 simultaneous determinations;
(effective for services furnished on or after
January 1, 1998)

Colorectal cancer screening; fecal-occult
blood test, immunoassay, 1-3 simultaneous
determinations (effective for services
furnished on or after January 1, 2004)

Coverage Guidelines

Effective for services furnished on or after January
1, 2004, one screening FOBT (HCPCS code G0107 or
G0328) is covered for beneficiaries who have attained
age 50, at afrequency of once every 12 months (i.e., at
least 11 months have passed following the month in
which the last covered screening FOBT was performed).

Screening FOBT means:

G0328

1) aguaiac-based test for peroxidase activity in which the
beneficiary completes it by taking samples from two
different sites of three consecutive stools or,

2) an immunoassay (or immunochemical) test for
antibody activity in which the beneficiary completes
the test by use of a spatula to collect the appropriate

number of samples or the use of a special brush for
the collection of samples, determined by the indi-
vidual manufacturer’s instructions.

Both screenings require a written order from the
beneficiary’ s attending physician. The term “attending
physician” is defined to mean a doctor of medicine or
osteopathy (as defined in section 1861(r)(10 of the
Social Security Act) who isfully knowledgeable about
the beneficiary’s medical condition, and who would be
responsible for using the results of any examination
performed in the overall management of the beneficiary’s
specific medical problem.

Billing Guidelines

Providers must bill the carrier for colorectal cancer
screening FOBT on Form CMS-1500 or its electronic
equivalent. HCPCS code G0328 is effective for services
rendered on or after January 1, 2004.

Payment Methodology

HCPCS code G0328 or G0328QW is payable under
the clinical laboratory fee schedule methodology.
G0328QW identifies a laboratory registered with a
certificate of waiver under the Clinical Laboratory
Improvement Amendments of 1988.

Reference Resour ces:

CMS Manual System, Pub. 100-2 Benefit Policy Manual,
chapter 15, section 280.2

CMS Manua System, Pub. 100-3, Medicare National
Coverage manual, chapter 1, section 210.3

CMS Manud System, Pub. 100-4, Medicare Clam Processing
manua, chapter 18, section 60.

Source: CMS Pub 100-2 Transmittal 2, Change
Request 2996

OTHER SERVICES AND PROCEDURES

Correction to HCPCS Codes for Low Osmolar Contrast Material

ealthcare Common Procedure Coding System

(HCPCS) codes A4644 thru A4646 have been used
to bill for low osmolar contrast material since 1994. The
HCPCS Alpha-Numeric Editorial Panel added a new
single code A9525 for low or iso-osmolar contrast
materia and deleted codes A4644 thru A4646 effective
January 1, 2004.

CMS has determined that this change may result in
incorrect coding of low osmolar contrast material and
that providers should continue to use codes A4644 thru
A4646 rather than new code A9525. Therefore, effective

April 1, 2004, we will continue to process claims for low
osmolar contrast material coded under A4644 thru
A4646. In addition, effective April 1, 2004, for claims
received on or after April 1, 2004, code A9525 will be
made invalid for Medicare claims processing purposes
(coverage/status indicator = 1). Iso-osmolar products
should continue to be coded using the appropriate low
osmolar code A6444, A4645, or A4646.

Source: CMS Pub 100-20 Transmittal: 45
January 23, 2004 Change Request 3053
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PORTABILITY AND ACCOUNTABILITY ACT

This material provides a basic overview of the consumer privacy protection rules adopted by the United States Department of Health and Human
Services in conformance with the Administrative Simplification provisions of the Health Insurance Portability and Accountability Act of 1996. This
material does not interpret these rules or attempt to apply the rules to your particular circumstances. The information provided is (1) for your
information only, (2) subject to change without notice, and (3) provided “as is” without warranty of any kind, expressed or implied. FIRST COAST

SERVICE OPTIONS, INC. DISCLAIMS RESPONSIBILITY FOR ANY CONSEQUENCES OR LIABILITY ATTRIBUTABLE TO OR RELATED TO ANY USE,

NON-USE, OR INTERPRETATION OF INFORMATION CONTAINED OR NOT CONTAINED IN THIS MATERIAL. FIRSTCOASTSERVICE OPTIONS,
INC. DISCLAIMSANY LIABILITY FOR ANY DIRECT, SPECIAL, INDIRECT, INCIDENTAL, OR CONSEQUENTIAL LOSSES OR DAMAGES RELATED
TO THE ACCURACY OR COMPLETENESS OF THIS MATERIAL. The information provided is no substitute for your own review and analysis of the

relevant law.

This material is the property of First Coast Service Options, Inc. and may not be duplicated, reproduced, disseminated, or otherwise used for
purposes other than a basic overview of specified consumer privacy protection rules.

Mandatory Electronic Submission of Medicare Claims Based on the
Administrative Simplification Compliance Act (ASCA)

Including Specific Conditions under Which a Waiver May Be Granted for Submission of Electronic Claims

he Administrative Simplification Compliance Act

(ASCA) went into effect October 16, 2003, along
with the HIPAA Transactions rule. We recently published
information concerning CMS’ contingency plan for
HIPAA transactions and code sets. CMS did not
implement a contingency plan for ASCA, although much
discussion has taken place with regards to a “waiver” for
certain providers in certain circumstances. The
information that follows provides additional guidance
regarding such waivers. All providers, even those meeting
an exception, are encouraged to submit as many of their
claims electronically as possible.

Providers that do not qualify as “small,” and that do
not meet any of the remaining exception or waiver
criteria provided below, must submit their claims to
Medicare electronically. Submission of paper claims
constitutes an attestation by a provider that at least one of
the paper claim exception or waiver criteria applies at the
time of submission.

Definition of “Small Provider;” FTE
Definition and Calculation Methodology

A “small provider” is defined at 42 CFR section
424.32(d)(1)(vii) to mean

a) A provider of services (as that term is
defined in section 1861(u) of the Social
Security Act) with fewer than 25 full-time
equivalent (FTE) employees; or

b) A physician, practitioner, facility or supplier
that is not otherwise a provider under
section 1861(u) with fewer than 10 FTEs.

To simplify implementation, Medicare will consider
all providers that have fewer than 25 FTEs and that are
required to bill a Medicare intermediary to be small; and
will consider all physicians, practitioners, facilities, or
suppliers with fewer than 10 FTEs and that are required
to bill a Medicare carrier or DMERC to be small.

The ASCA law and regulation do not modify pre-
existing laws or employer policies defining full time
employment. Each employer has an established policy,

subject to certain non-Medicare state and federal
regulations, that define the number of hours employees
must work on average on a weekly, biweekly, monthly, or
other basis to qualify for full-time benefits. Some
employers do not grant full-time benefits until an
employee works an average of 40 hours a week, whereas
another employer might consider an employee who
works an average of 32 hours a week to be eligible for
fulltime benefits. An employee who works an average of
40 hours a week would always be considered full time,
but employees who work a lesser number of hours
weekly on average could also be considered full time
according to the policy of a specific employer.

Everyone on staff for whom a health care provider
withholds taxes and files reports with the Internal
Revenue Service (IRS) using an employer identification
number (EIN) is considered an employee, including if
applicable, a physician(s) who owns a practice and
provides hands on services and those support staff who
do not furnish health care services but do retain records
of, perform billing for, order supplies related to, provide
personnel services for, and otherwise perform support
services to enable the provider to function. Unpaid
volunteers are not employees. Individuals that perform
services for a provider under contract, such as individuals
employed by a billing agency or medical placement
service, for whom a provider does not withhold taxes, are
not considered members of a provider’s staff for FTE
calculation purposes when determining whether a
provider can be considered as “small” for electronic
billing waiver purposes.

Medical staff sometimes work part time, or may
work full time but their time is split among multiple
providers. Part time employee hours must also be
counted when determining the number of FTEs employed
by a provider. For example, if a provider has a policy that
anyone who works at least 35 hours per week on average
qualifies for fulltime benefits, and has 5 full-time
employees and 7 part-time employees, each of whom
works 25 hours a week, that provider would have 10 FTEs
(5+[7 x 25= 175 divided by 35= 5]).

CONNECTICUT ano FLORIDA HIPAA anp EMC

HIPAA - THe HeaLTH INSURANCE
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In some cases, the EIN of a parent company may be
used to file employee tax reports for multiple providers
under multiple provider numbers. In that instance, it is
acceptable to consider only those staff, or staff hours
worked for a particular provider as identified by provider
number, UPIN, or national provider identifier (NPI) when
implemented to calculate the number of FTEs employed
by that provider. For example, ABC Health Care Com-
pany owns hospital, home health agency (HHA), ambula-
tory surgical center (ASC), and durable medical equip-
ment (DME) subsidiaries. Some of those providers bill
intermediaries and some carriers. All have separate
provider numbers but the tax records for all employees
are reported under the same EIN to the IRS. There is a
company policy that staff must work an average of 40
hours a week to qualify for full time benefits.

Some of the same staff split hours between the
hospital and the ASC, or between the DME and HHA
subsidiaries. To determine total FTEs by provider
number, it is acceptable to base the calculation on the
number of hours each staff member contributes to the
support of each separate provider by provider number.
First, each provider would need to determine the number
of staff who work on a full time basis under a single
provider number only; do not count more than 40 hours a
week for these employees. Then each provider would
need to determine the number of part time hours a week
worked on average by all staff who furnished services for
the provider on a less than full time basis. Divide that
total by 40 hours to determine their full time equivalent
total. If certain staff members regularly work an average
of 60 hours per week, but their time is divided 50 hours
to the hospital and 10 hours to the ASC, for FTE calcula-
tion purposes, it is acceptable to consider the person as 1
FTE for the hospital and .25 FTE for the ASC.

In some cases, a single provider number and EIN
may be assigned, but the entity’s primary mission is not
as a health care provider. For instance, a grocery store’s
primary role is the retail sale of groceries and ancillary
items including over the counter medications, but the
grocery store has a small pharmacy section that provides
prescription drugs and some DME to Medicare benefi-
ciaries. Alarge drug store has a pharmacy department that
supplies prescriptions and DME to Medicare beneficia-
ries but most of the store’s revenue and most of their
employees are not involved with prescription drugs or
DME and concentrate on non-related departments of the
store, such as film development, cosmetics, electronics,
cleaning supplies, etc. A county government uses the
same EIN for all county employees but their health care
provider services are limited to furnishing of emergency
medical care and ambulance transport to residents.

Legal issues regarding the definition of providers,
particularly when multiple providers have data reported
under the same EIN, will be addressed in the NPI
regulation when published in the Federal Register in
final. For FTE calculation purposes in the interim, it is
acceptable to include only those staff of the grocery
store, drug store, or county involved with or that support
the provision of health care in the FTE count when
assessing whether a small provider waiver may apply.
This process will be modified if warranted by the
definitions established in the NPI final rule.

Support staff who should be included in the FTE
calculation in these instances include but are not neces-
sarily limited to those that restock the pharmacy or
ambulance, order supplies, maintain patient records, or
provide billing and personnel services for the pharmacy
or emergency medical services department if under the
same EIN, according to the number of hours on average
that each staff member contributes to the department that
furnishes the services or supplies for which the Medicare
provider number was issued.

Providers that qualify as “small” automatically
qualify for waiver of the requirement that their claims be
submitted to Medicare electronically. Those providers
are encouraged to submit their claims to Medicare
electronically, but are not required to do so under the
law. Small providers may elect to submit some of their
claims to Medicare electronically, but not others.
Submission of some claims electronically does not
negate their small provider status nor obligate them to
submit all of their claims electronically. The small
provider exception for submission of paper claims does
not apply to health care claim clearinghouses that are
agents for electronic claim submission for small
providers. HIPAA defines a clearinghouse as an entity
that translates data to or from a standard format for
electronic transmission. As such, HIPAA requires that
clearinghouses submit claims electronically effective
October 16, 2003 without exception.

Exception Criteria

In some cases, it has been determined that due to
limitations in the claims transaction formats adopted for
national use under HIPAA, it would not be reasonable or
possible to submit certain claims to Medicare electroni-
cally. Providers are to self-assess to determine if they
meet these exceptions. At the present time, only the
following claim types are considered to meet this
condition:

1. Roster billing of vaccinations covered by Medi-
care—Although flu shots and similar covered
vaccines and their administration can be billed to
Medicare electronically, one claim for one benefi-
ciary at a time, in the past, some suppliers have been
allowed to submit a single claim on paper with the
basic provider and service data to which was attached a
list of the Medicare beneficiaries to whom the
vaccine was administered and related identification
information for those beneficiaries. The claim
implementation guides adopted under HIPAA can
submit single claims to payer for single individuals,
but cannot be used to submit a single claim for
multiple individuals.

Flu shots are often administered in senior citizen
centers, grocery stores, malls, and other locations in
the field. It is not always reasonable or hygienic to use
a laptop computer to register all necessary data to
enable generation of an electronic (HIPAA-compliant)
claim in such field settings. In some cases, a single
nurse who is not accompanied by support staff might
conduct mass immunizations. Due to the low cost of
these vaccinations, it is not always cost effective to
obtain all of the data normally needed for preparation
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of a HIPAA-compliant claim. Such suppliers rarely
have a long-term health care relationship with their
patients and do not have a need for the extensive
medical and personal history routinely collected in
most other health care situations.

It is in the interest of Medicare and public health to
make it as simple as possible for mass immunization
activities to continue. Although suppliers are
encouraged to submit these claims to Medicare
electronically, one claim for one beneficiary at a time,
this is not required. In the absence of an electronic
format that would allow a single claim for the same
service to be submitted on behalf of multiple patients
using abbreviated data, providers/suppliers currently
allowed to submit paper roster bills may continue to
submit paper roster bills for vaccinations. Providers
or suppliers that furnish vaccinations and other
medical services or supplies must bill those other
medical services or supplies to Medicare
electronically though unless the provider qualifies as
“small” or meets other exception criteria.

This vaccinations waiver applies only to injections
such as flu shots frequently furnished in non-
traditional medical situations, and does not apply to
injections furnished in a traditional medical setting
such as a doctor’s office or an outpatient clinic when
supplied as a component of other medical care or
examination. In traditional medical situations where
the provider is required to bill the other services
furnished to the patient electronically, the flu shot or
other vaccination is also to be included in the
electronic claim sent to Medicare for the patient.

. Claims for payment under a Medicare demonstra-
tion project that specifies paper submission—By
their nature, demonstration projects test something
not previously done, such as coverage of a new
service. As a result of the novelty, the code set that
applies to the new service may not have been included
as an accepted code set in the claim implementation
guide(s) previously adopted as HIPAA standards. The
HIPAA regulation itself makes provisions for demon-
strations to occur that could involve use of alternate
standards. In the event a Medicare demonstration
project begins that requires some type of data not
supported by the existing claim formats adopted under
HIPAA, Medicare could mandate that the claims for
that demonstration be submitted on paper. In the event
demonstration data can be supported by an adopted
HIPAA format, Medicare will not require use of paper
claims for a demonstration project. Demonstrations
typically involve a limited number of providers and
limited geographic areas. Providers that submit both
demonstration and regular claims to Medicare may be
directed to submit demonstration claims on paper.
Non-demonstration claims will continue to be
submitted electronically, unless another exception or
waiver condition applies.

. Medicare Secondary Payment Claims (MSP)—
MSP claims occur when one or more payers are
primary to Medicare. The claim formats adopted for
national use under HIPAA include segments for
provider or payer use to submit secondary claims as
well as initial claims. Since a patient rarely has more

than two insurers in total, the formats were designed
for a provider to bill a payer secondarily and include
payment data from one primary in the claim. In
actuality, there may have been more than one primary
payer. The claim formats adopted under HIPAA do not
currently contain the ability to report individual
service level payments made by more than one
primary payer.

The paper claim format has no fields for reporting of
more than one primary payment data when Medicare is
secondary. When paper claims are submitted, a copy
of the primary plan’s explanation of benefits (EOB)
must always be attached if there is one or more payers
that pay prior to Medicare. Since the HIPAA claim
formats do allow service level data to be submitted
electronically when there is only one payer primary to
Medicare, those claims can be sent to Medicare
electronically. When more than one payer is primary,
the formats cannot accommodate this additional
reporting and the only alternative is for providers to
submit those claims to Medicare on paper with copies
of the EOBs/remittance advices (RAS).

The payment segments of the claim formats adopted
under HIPAA include fields for reporting of the
identity of the primary payer, service procedure code,
allowed amount, payment amount, and claim
adjustment reason codes and amounts applied by the
other payer when the billed amount of the service was
not paid in full. These segments correspond to
segments reported in the X12 835 remittance advice
format. Since the HIPAA requirements apply only to
electronic transactions, and not to paper transactions
such as paper EOBs or RA notices, there is no
requirement that payers use the same codes in their
paper EOBs or RAs as in their electronic RAs.
Medicare uses the same code set in both paper and
electronic RAs, but other payers may not. Payers can
elect to use different code sets in their paper
transactions than their electronic transactions, or to
use text messages in their paper transactions and not
use codes at all. Payers that do not use the standard
claim adjustment reason codes in their paper EOBs or
RAs, generally use proprietary codes or messages for
which there is no standard crosswalk to the 835 claim
adjustment reason codes.

Providers that receive those paper EOBs/RAs cannot
reasonably furnish standard claim adjustment reason
codes for use in the HIPAA claim and COB formats.
As a result, when there is only one payer primary to
Medicare and those claims must be sent to Medicare
electronically, those providers cannot complete the
situational CAS segment for those claims. The
coordination of benefits implementation guide
adopted under HIPAA does not require that this
segment be completed in this situation. This is
acceptable, although this will prevent the primary
payer data in the claim from balancing, akin to
balancing when the data is reported in an 835
transaction. There is no requirement in the
implementation guide that these payment segments
balance in a claim transaction. Providers should not
try to convert non-standard messages or codes to
standard claim adjustment reason codes to submit
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these claims to Medicare electronically. Medicare
does not use the CAS segment data elements to
calculate the Medicare payment in any case. However,
providers must still report the primary’s allowed,
contract amount when Obligation to Accept in Full
(OTAF) applies, and payment amounts for the
individual services to enable Medicare to calculate
payment.

4. Claims submitted by Medicare beneficiaries.

Unusual Circumstances

Congress granted the Secretary considerable
discretion to decide what other circumstances should
qualify as “unusual circumstances” for which a waiver of
the electronic claim submission requirement would be
appropriate. The Secretary delegated that authority to
CMS. In the event it is determined that enforcement of
the electronic claim submission requirement would be
against equity and good conscience as result of an
“unusual circumstance,” CMS will waive the electronic
claim submission requirement for temporary or extended
periods. In those situations, providers are encouraged to
file claims electronically where possible, but electronic
filing is not required.

CMS has in turn delegated certain authority to the
Medicare contractors (carrier, DMERC, or intermediary)
to determine whether an “unusual circumstance” applies.
Providers who feel they should qualify for a waiver as
result of an “unusual circumstance” must submit their
waiver requests to the Medicare carrier, DMERC or
intermediary to whom they submit their claims. The
Medicare contractor must issue a form letter in the event
of receipt of a written waiver request that does not allege
an “unusual circumstance.”

In some cases, an “unusual circumstance” or the
applicability of one of the other exception criteria may
be temporary; in which case, the related waiver would
also be temporary. Once the criteria no longer applied,
that provider would again be subject to the requirement
that claims be submitted to Medicare electronically.
Likewise, some exception and waiver criteria apply to
only a specific type of claim, such as secondary claims
when more than one other payer is primary. Other claim
types not covered by an exception or waiver must still be
submitted to Medicare electronically, unless the provider
is small or meets other unusual circumstance criteria.

Unusual Circumstance Waivers Subject to Provider
Self-Assessment

The following circumstances always meet the
criteria for waiver. Providers that experience one of the
following “unusual circumstances” are automatically
waived from the electronic claim submission require-
ment. A provider is expected to self-assess when one of
these circumstances applies, rather than apply for
contractor or CMS waiver approval. A provider may
continue to submit claims to Medicare on paper when
one of these circumstances applies. A provider is not
expected to pre-notify their Medicare contractor(s) that
one of the circumstances applies as a condition of paper
submission.

1. Dental claims—Medicare does not provide dental
benefits. Medicare does cover certain injuries of the
mouth that may be treated by dentists, but those injury
treatments are covered as medical benefits. Less than

.01 percent of Medicare expenditures were for oral
and maxillofacial surgery costs in 2002. The X12 837
professional implementation guide standard for
submission of medical claims requires submission of
certain data that not traditionally reported in a dental
claim but which is needed by payers to adjudicate
medical claims. As result, Medicare contractors have
not implemented the dental claim standard adopted for
national use under HIPAA. Due to the small number of
claims they would ever send to Medicare, most
dentists have not found it cost effective to invest in
software they could use to submit medical claims to
Medicare electronically. For these reasons, dentists
will not be required to submit claims to Medicare
electronically. They can continue to submit claims,
when appropriate, to Medicare on paper.

2. Disruption in electricity or phone/communica-
tion services—In the event of a major storm or other
disaster outside of a provider’s control, a provider
could lose the ability to use personal computers, or
transmit data electronically. If such a disruption is
expected to last more than two business days, all of
the affected providers are automatically waived from
the electronic submission requirement for the
duration of the disruption. If duration is expected to
be two business days or less, providers should simply
hold claims for submission when power and/or
communication restored.

3. A provider is not small based on FTEs, but submits
fewer than 10 claims to Medicare per month on
average (not more than 120 claims per year). This
would generally apply to a provider that rarely deals
with Medicare beneficiaries.

4. Non-Medicare Managed Care Organizations that
are able to bill Medicare for co-payments may
continue to submit those claims on paper. These
claims are not processable by the MSP Pay module
and must be manually adjudicated by Medicare
contractors.

Unusual Circumstance Waivers Subject to Medicare
Contractor Approval

Medicare contractors may at their discretion approve
a single waiver for up to 90 days after the date of the
decision notice for a provider if the contractor considers
there to be “good cause” that prevents a provider to submit
claims electronically for a temporary period. “Good cause”
would apply if a provider has made good faith efforts to
submit claims electronically, but due to testing difficulties,
or a similar short-term problem that the provider is making
reasonable efforts to rectify, the provider is not initially
able to submit all affected claims electronically effective
October 16, 2003.

Unusual Circumstance Waivers Subject to Medicare
Contractor Approval and CMS Decision

A provider may submit a waiver request to their
Medicare contractor in the following “unusual circum-
stances.” It is the responsibility of the provider to submit
documentation appropriate to establish the validity of the
waiver request in these situations. Requests received
without documentation to fully explain and justify why
enforcement of the requirement would be against equity
and good conscience in these cases will be denied.
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If the Medicare contractor agrees that the waiver Attention: ASCA Waiver
request has merit, CMS approval is required. The Medicare EDI
contractor will forward an explanation as to why contrac- P.O. Box 44071
tor staff recommends CMS approval wi_th the waiver Jacksonville, FL 32231-4071
request. If the contractor does not consider an “unusual . . .
circumstance” to be met, and does not recommend CMS Be sure to include documentation appropriate to
approval, the contractor will issue a “denial of an unusual ~ establish the validity of the waiver request. Awaiver
circumstance waiver request” letter. request should include the providers’ name, address,

contact person, the reason for the waiver, and why the
provider considers enforcement of the electronic billing
requirement to be against equity and good conscience.

1. Provider alleges that the claim transaction implemen-
tation guides adopted under HIPAA do not support
electronic submission of all data required for claim

adjudication may request a waiver. (If a waiver is Enforcement

approved in this case, it will apply only to the specific A separate enforcement instruction will be issued to

claim type(s) affected by the implementation guides Medicare contractors. Enforcement will be conducted on

deficiency.) a post-payment basis and will entail targeted investigation

Note: Pending issuance of future instructions of providers that appear to be submitting extraordinary
concerning submission of medical records numbers of paper claims. If an investigation establishes
for electronic claims, providers and that a provider incorrectly submitted paper claims, the
Medicare contractors can continue current provider will be notified that any paper claims submitted
policies and practices regarding submission after a certain date (a reasonable period will be allowed
of attachments with claims (see “Paper for implementation of necessary provider changes) will
Claims/Attachments,” below). be denied by Medicare.
2. A provider is not small, but all those employed by the Paper Claims/Attachments
provider have documented disabilities that would Certain claims (e.g., claims that may require

prevent their use of a personal computer for elec- attachments in some cases) may continue to be submitted
tronic submission of claims. on paper. For such submissions, providers should

3. Any other unusual situation that is documented by a continue to submit claims via their normal process in
provider to establish that enforcement of the elec- place prior to the October 16, 2003, HIPAA implemen-
tronic claim submission requirement would be against tation date, until further notification is provided.

equity and good conscience. _ Source: CMS Pub. 100-04 Transmittal: 44
Submission of a Request for an Unusual Circumstance December 19, 2003 Change Request 2966
Waiver

If a provider believes the above criteria are met, he/
she should submit a request for an unusual circumstance
waiver to:

Additional Guidance Relating to Health Insurance Portability and
Accountability Act (HIPAA) Contingency Plan

U nder Medicare’s HIPAA contingency plan, electronic remittance advice may not add a new
contractors may not add new users of legacy provider receiving electronic remittance advice in a
formats. The contingency plan applies only to those pre-HIPAA format.

trading partners already exchanging electronic

transactions prior to October 16, 2003, In addition, submitters must move their entire

workload into production within 30 days after

Effective Immediately: successfully completing testing of the HIPAA
e New electronic submitters may only test on the 4010A1 claim format.
HIPAA format (X12N 4010A1) for inbound claims; First Coast Service Options, Inc. (FCSO) offers PC-
¢ New electronic submitters may only go into produc- ACE Pro32® at-cost software to enable providers to
tion on the HIPAA format for inbound claims; become HIPAA compliant. You can learn more about the
» Current electronic submitters may not begin testing or  software at http://www.fcso.com. Select “Online Ser-
submitting inbound claims for any new providers in vices”: there is a link to PC-ACE Pro32® under “Medi-
other than the HIPAA-compliant format. care Provider Services.” If additional marketing informa-
e New electronic remittance receivers may only test tion is needed, contact 1-904-791-8767, option 1.
and go into production on the HIPAA format; and o
e Any entity (e.g., clearinghouse) currently receiving Source: CMS Joint Signature Memorandum 20, 11-25-03
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ANSI 4010A1 Claims Submission Issues

he following information is related to errors being

encountered on claims submitted on the new HIPAA-
compliant ANSI 4010A1 format. Please provide this
information to your vendor, IT programmer, or
software representative.

Issue #1: Claims are being denied or overpaid when
the minutes/units of service are billed incorrectly.

Resolution: When completing the SV1 segment in the
2400 loop, Professional Service Line, please verify the
values submitted in the SV103 (Unit or Basis for
Measurement Code). UN (unit) is the correct qualifier
for Medicare claims, unless you are submitting a service
line for anesthesia minutes. If billing anesthesia minutes,
the MJ (minutes) qualifier can be used. If your software
does not automatically default to UN for the SV103,
please make note to change the SVV103 value back to the
UN qualifier if you had entered a different qualifier on
the previous claim. You should also check to make sure

the SV104 reflects the correct number of units for the
service line. Claims submitted incorrectly to Medicare
will result in denial of payment.

Issue #2: Group provider claims denying for invalid or
missing rendering physician number.

Resolution: If you bill for a group practice, ensure your
group provider number appears in the 2010AA loop in the
REF-03 segment, and the rendering provider number
appears in the 2310B loop in the REF-03 segment.

Issue #3: Provider claims denying when the referring
name and UPIN are not provided.

Resolution: This information is required. If you are
billing for services that require the referring physician
information, you must provide the complete name and
UPIN in the 2310A loop of your file (the referring
provider name in the NM1 segment, and the referring
provider UPIN number in the REF segment of this loop).

HIPAA Issues Pertaining to Medigap
ffective October 16, 2003, under requirements of the
Administration Simplification provisions of the

Health Insurance Portability and Accountability Act

(HIPAA-AS), providers must submit Medicare claims

electronically using ANSI X12N 837 version 4010A1.
Prior to HIPAA-AS implementation, providers were

allowed to submit either the Medigap ID number or (if
using the national standard format [NSF]) the complete
name and address of the Medigap insurer. Under 4010A1,
if your program asks for the Medigap ID, this number
must be submitted in the NM109 Identification Code
element of the Other Payer Loop 2330B, or the claim
will be rejected in pre-pass editing. Providing only the

Medigap insurer’s name and address is no longer

sufficient.

You may obtain a Medigap ID list from our provider
education Web site. If a provider has an insurer listed as a
Medigap insurer but we have not yet assigned a Medigap
ID, obtain the name and address of the Medigap insurer
and policy number from the beneficiary’s card. Con-
necticut and Florida providers may submit this
information to:

Attention: Medigap Coordinator
Medicare Part B

P.O. Box 2078 10T

Jacksonville, FL 32231-0048

It is not necessary to include ID numbers for
insurers on the Supplemental Insurer Listing (Automatic
Crossovers) listing; these will cross over automatically.
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GENERAL INFORMATION

FrauD, WASTE, AND ABUSE

Medicare Discount Drug Program Scam

Medicare beneficiary reported that supposed Medicare beneficiaries should not release their

representatives from Medicare were going door-to- persond identifying information to individuas representing
door discussing the Medicare Discount Drug Program. themselves as Medicare officials. The Medicare program
According to the information reported, these individuals has not yet begun its enrollment, marketing, or outreach
were fraudulently impersonating or misrepresenting efforts for the Prescription Discount Drug Program.
Medicare by telephone and by door-to-door visits to Medicare is asking for assistance from individuals who
Medicare beneficiary homes. Attempts were made to may be aware of this activity occurring in their areas by
secure personal identifying information from reporting it to the Medicare contractor. Please refer to
beneficiaries by discussing the Medicare Discount Drug “|mportant Addresses, Phone Numbers, and Web Sites” (for

Program. In one particular case, the impersonator had a : i ; ; ;
beneficiary’s personal identifying information and asked Connecticut, page 68; for Florida, page 79) for information

for “the color of her house” to make sure he/she went to on how to report suispected fraud or abuse.
the correct address. The impersonator did not leave a Source: CMS Division of Benefit Integrity,
name, telephone number, or any business cards. submitted by TriCenturion, Inc.

Home HEALTH CONSOLIDATED BILLING

Correction to the Annual Update of HCPCS Codes Used for Home Health
Consolidated Billing Enforcement

n article addressing the 2004 annual update of A7525  Tracheostomy mask, each

HCPCS (Healthcare Common Procedure Coding A7526  Tracheostomy tube collar/holder, each
System) codes used for home health consolidation Section 1842(b)(6) of the Socia Security Act
billing was published in the First Quarter 2004 Medicare requires that payrr(1e21(t ?Or home health Servic?als provided
B Update! (page 34). Since then, the Centers for under a home health plan of care is made to the home
Medicare & Medicaid Services (CMS) hasissued a health agency. This requirement is found in Medicare
correction to the master code list for calendar year 2004 regulations at 42 CFR 409.100. The corrected HH
and the following HCPCS codes will not be added to consolidated billing master code list is available at
home health consolidated billing enforcement: http: //www.cms.hhs.gov/provider s’Thhapps/#billing.

Source: CMS Pub. 100-4 Transmittal 62, CR 3024

MANAGED CARE (MEeDICARE+CHOICE)

New Enrollee Rights, New Provider Responsibilities in M+C Program
The following provider education article is provided by the Centers for Medicare & Medicaid Services (CMS)

Introduction (HHA), or comprehensive outpatient rehabilitation
eginning on January 1, 2004, enrollees of facility (CORF) should end. This new right stems
M edicare+Choice (M+C) plans will have therightto  originally from the Grijalva lawsuit and was established
an expedited review by a Quality Improvement in regulations in afinal rule published on April 4, 2003
Organization (QIO) when they disagree with their M+C (68 FR 16652). It is similar to the longstanding right of a
plan’s decision that Medicare coverage of their services Medicare beneficiary to request a QIO review of a

from a skilled nursing facility (SNF), home health agency ~ discharge from an inpatient hospital.
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What is “ Grijalva” ?

“Grijava’ isGrijavav. Shalda—aclassaction lawsuit
that challenged the adequacy of the Medicare managed care
appeals process. The plaintiffs claimed that beneficiaries in
Medicare managed care plans were not given adequate
notice and appeal rights when coverage of their health care
services was denied, reduced or terminated. Following
extended legal negotiations — and significant changes to
appeals procedures that resolved many issues— CMS
reached a settlement agreement with plaintiffs and pub-
lished a proposed rule based on that agreement in January
2001, and the fina rule in April 2003.

New Regulations

Based on the provisions of the April 2003 final rule,
SNFs, HHAs, and CORFs must provide an advance notice
of Medicare coverage termination to M+C enrollees no
later than 2 days before coverage of their services will
end. If the patient does not agree that covered services
should end, the enrollee may request an expedited review
of the case by the QIO in that state and the enrollee’s
M+C plan must furnish a detailed notice explaining why
services are no longer necessary or covered. The review
process generally will be completed within less than 48
hours of the enrollee’s request for a review.

The new SNF, HHA, and CORF natification and
appeal requirements distribute responsibilities under the
new procedures among four parties:

1) The M+C organization generally is responsible for
determining the discharge date and providing, upon
request, a detailed explanation of termination of
services. (In some cases, M+C organizations may
choose to delegate these responsibilities to their
contracting providers.)

2) The provider is responsible for delivering the Notice of
Medicare Non-Coverage (NOMNC) to dl enrollees no
later than 2 days before their covered services end.

3) The patient/M+C enrollee (or authorized representa-
tive) is responsible for acknowledging receipt of the
NOMNC and contacting the QIO (within the specified
timelines) if they wish to obtain an expedited review.

4) The QIOis responsible for immediately contacting
the M+C organization and the provider if an enrollee
requests an expedited review and making a decision on
the case by no later than the day Medicare coverage is
predicted to end. Again, these new notice and appeal
procedures go into effect on January 1, 2004. You
should be aware that the Medicare law (section
1869[b][1][F] of the Social Security Act) establishes a
parallel right to an expedited review for “fee-for-
service” Medicare beneficiaries, and we expect to
implement similar procedures for these beneficiaries
later in 2004.

What Do the New SNF, HHA, and CORF
Notification Requirements Mean for
Providers?

Notice of Medicare Non-Coverage (NOMNC)

The NOMNC (formerly referred to as the Important
Medicare Message of Non-Coverage) is a short, straight-
forward notice that simply informs the patient of the date
that coverage of services is going to end and describes
what should be done if the patient wishes to appeal the
decision or needs more information. CMS is developing
asingle, standardized NOMNC that is designed to make

notice delivery as simple and burden-free as possible for
the provider. The NOMNC essentially includes only two
variable fields (i.e., patient name and last day of cover-
age) that the provider will have tofill in.

When to Deliver the NOMNC

Based on the M+C organization’'s determination of
when services should end, the provider is responsible for
delivering the NOMNC no later than two days before the
end of coverage. If services are expected to be fewer than
two days, the NOMNC should be delivered upon admis-
sion. If there is more than a 2-day span between services
(e.g., in the home health setting), the NOMNC should be
issued on the next to last time services are furnished. We
encourage providers to work with M+C organizations so
that these notices can be delivered as soon as the service
termination date is known. A provider need not agree with
the decision that covered services should end, but it still
has a responsibility under its Medicare provider agree-
ment to carry out this function.

How to Deliver the NOMNC

The provider must carry out “valid delivery” of the
NOMNC. This means that the member (or authorized
representative) must sign and date the notice to acknowl-
edge receipt. Authorized representatives may be notified
by telephone if personal delivery is not immediately
available. In this case, the authorized representative must
be informed of the contents of the notice, the call must
be documented, and the notice must be mailed to the
representative.

Expedited Review Process

If the enrollee decides to appeal the end of coverage,
he or she must contact the QIO by no later than noon of
the day before services are to end (as indicated in the
NOMNC) to request areview. The QIO will inform the
M+C organization and the provider of the request for a
review and the M+C organization is responsible for
providing the QIO and enrollee with a detailed explana-
tion of why coverageis ending. The M+C organization
may need to present additional information needed for
the QIO to make a decision. Providers should cooperate
with M+C organization requests for assistance in getting
needed information. Based on the expedited timeframes,
the QIO decision should take place by close of business
of the day coverageisto end.

Importance of Timing/Need for Flexibility

Although the regulations and accompanying CMS
instructions do not require action by any of the four
responsible parties until 2 days before the planned
termination of covered services, we want to emphasize
that whenever possible, it's in everyone's best interest for
an M+C organization and its providers to work together
to make sure that the advance termination notice is given
to enrollees as early as possible. Delivery of the
NOMNC by the provider as soon as it knows when the
M+C organization will terminate coverage will allow the
patient more time to determine if they wish to appeal.
The sooner a patient contacts the QIO to ask for areview,
the more time the QIO has to decide the case, meaning
that a provider or M+C organization may have more time
to provide required information.
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We understand the challenges presented by this new We strongly encourage providers to structure their

process and have tried to develop a process that can notice delivery and discharge patterns to make the new
accommodate the practical realities associated with process work as smoothly as possible.

these appeals. With respect to weekends, for example, We recognize that these new requirements will be a
many QIOs are closed (except for purposes of receiving challenge — at least at first — and that there may be
expedited review requests), as are the administrative unforeseen complications that will need to be resolved as
offices of M+C organizations and providers. Thus, to the the process evolves. We intend to work together with all
extent possible, providers should try to deliver termina- involved parties to identify problems, publicize best

tion notices early enough in the week to minimize the practices, and implement needed changes.

possibility of extended liability for weekend services for

: - . More Information
either M+C enrollees or M+C organizations, dependin
on the QIO’s decision. ganizafions, depending Further information on this process, induding the

Similarly, SNF providers may want to consider how NOMNC and related instructions can be found on the CMS
they can assist patients that wish to be discharged in the Web site at http://www.cms.hhs.gov/healthplans/appesls.

evening or on weekends in the event they lose their (Also, see reguldtions are & 42 CFR 422.624, 422.626, and
appeal and do not want to accumulate liability. Tasks such 489.27 and Chapter 13 of the M+C Manud.)
as ensuring that arrangements for follow-up care are in Source: CM'S Pub. 100-20 Transmittal: 41 Date:

place, scheduling equipment to be delivered (if needed),
and writing orders or instructions can be done in advance
and, thus, facilitate a faster and more simple discharge.

January 9, 2004 Change Request 3044

Billing Instructions for Claims for Ventricular Assist Devices for

Beneficiaries in a Medicare+Choice Plan

Information based on CMS Change Request (CR) 2958 was posted to our provider education Web site on
December 11, 2003. Since then, CMS has indicated the Current Procedural Terminology (CPT) codes listed in CR
2958 are incor rect. This instr uction provides the correct code. All other information, except the CPT coding, within
CR 2958 remains the same.

MS recently expanded coverage for ventricular assist  the new indications for destination therapy, which are

devices (VADs). Until Medicare capitation rates to effective for dates of service on or after October 1,
Medicare+Choice (M+C) organizations are adjusted to 2003.
account for this expanded VADs coverage, Medicare will Claims for M+C organizations' beneficiaries with
pay providers on afee-for-service basis for VADs that existing covered indications (NCD manual section 20.9)

fall under the new indication for destination therapy (see should not be billed with the condition code or modifier;
National Coverage Determination [NCD] manual section such indications are currently included in the M+C plan’s
20.9). This netification provides billing instructions for capitated rates.

claims for VADs for beneficiariesin a M+C Plan. CPT/HCPCS Codes
The fee-for-service claim processing system 33979  Insertion of ventricular assist device,

automatically excludes claims for services provided for

risk M+C beneficiaries except in certain Gircumstances implantable intracorporeal, single ventricle

for which editing has been created (e.g. NETT claims, Source: CMS Pub. 100-04 Transmittal: 64 Date:
clinical trial claims). January 16 2004 Change Request 3068
F’hySI cl ans/practltloners ae 'r_]StrUCted to use Italicized and/or quoted material isexcer pted fromthe American
modifier KZ (new coverage not implemented by M edical Association Current Procedural Terminology: CPT codes,
managed care) when billing for services for VADs for descriptionsand other dataonly arecopyrighted 2003 (or other such

dateof publication of CPT) American M edical Association.All rights

o L . "
beneficiaries in an M+C plan when conditions fall under reserved Applicable FARSDFARS apply.

CPT Code for Lung Volume Reduction Surgery and Instructions for

Processing Claims for Beneficiaries in a Risk M+C Plan
L ung volume reduction surgery (LVRS) (alsoknownas  submitting claims for LVRS that meet the coverage

reduction pneumoplasty, lung shaving, or lung conditions noted, are to use CPT code 32491.
contouring) is an invasive surgical procedure to reduce In addition, Medicare will pay for professiona
the volume of a hyperinflated lung in order to allow the services for CPT code 32491 according to fee-for-
underlying compressed lung to expand, and thus, service methodology for beneficiaries in a risk
establish improved respiratory function. Medicare+Choice (M+C) plan, including the application
Effective for services rendered on and after January of coinsurance, but excluding the application of the Part
1, 2004, Medicare covers LVRS under certain conditions B deductible. (Beneficiariesin arisk M+C plan are liable
described in section 240 of Pub. 100-03, National for the coinsurance for this service, but are considered to
Coverage Determinations (NCD). Physicians, when have already met their Part B deductible.)
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Because Medicare's fee-for-service claims process-
ing systems automatically exclude claims for services
provided for risk M+C beneficiaries, except in certain
circumstances for which editing has been created (e.g.,
claims for services performed in clinical trials), physi-
cians are to add modifier KZ (new coverage not imple-
mented by managed care) to CPT code 32491 on claims
for LVRS performed on Medicare beneficiaries in arisk
M+C plan.

Carriers will pay claims for LVRS CPT code 32491
furnished to beneficiaries enrolled in risk M+C plans as

PrRoVvIDER ENROLLMENT

noted above until the capitation rates to M+C organiza-
tions are adjusted to include the cost of this expanded
coverage and carriers receive additional instructions. In
addition, because systems changes needed to create edits
for modifier KZ will not be implemented until the April
2004 standard systems release, carriers will hold claims
for CPT code 32491 with modifier KZ from January 1,
2004, through March 31, 2004, or until the systems
changes are made.

Source: CMS Pub. 100-04 Transmittal: 27 Date;
October 4, 2003 Change Request 2688

The Provider Enrollment Chain and Ownership System (PECOS)

n November 3, 2003, the Centers for Medicare &

Medicaid Services (CMS) implemented the latest
stage of the Provider Enrollment Chain and Ownership
System (PECOS), CMS' new national provider
enrollment system. PECOS has been used by Medicare's
fiscal intermediaries since July 2002 and is now being
used by al carriers.

Asanational system, PECOS standardizes the
process used by carriers and will alow a one-time
enrollment process for providers and suppliers. Once
entered into PECOS, information will be available
nationally for all carriers, and additional enrollment
activity will require only an update to the initial enroll-
ment data. Therefore, the need for individuals and entities
practicing in multiple states or billing multiple contrac-
tors to completely reenroll will be eliminated. PECOS
will also make updating existing information easier, and
eliminate the need to send duplicate information to both
the local carrier and the Railroad Medicare carrier.
PECOS implementation will be completed in 2004, when
the National Supplier Clearinghouse (NSC) is brought
online. In the near future, PECOS will enable applicants
to validate and submit their enrollment data viathe
Internet, and will facilitate between the Medicare and
Medicaid programs.

PECOS will also assist Medicare as atool to detect
and fight fraud and abuse. It will improve the accuracy of
enrollment data and help ensure that only qualified
individuals and entities are enrolled with Medicare.
When fraud or abuse is detected, PECOS will make it
easier to identify other associated providers and
suppliers.

CMS iswaorking with carriers to ensure any delays
that occur during implementation of PECOS are mini-
mized. Ultimately, CM S expects that PECOS will greatly
reduce the amount of time needed to process provider
enrollment applications. In the short term, however,
providers may experience longer than usual enroll-
ment processing times, as carriers get accustomed to the
new system.

Absent extenuating circumstances, Medicare
carriers strive to process applications within 60 days. In
the event that an application is returned or development
is required for missing or incorrect information, the
process will cause further delays and can take up to 120
days to complete. FCSO is aggressively working to
minimize any impacts to the enroliment process.

Note: If your application has not been returned
nor has there been any development requested
for missing or incorrect information and it has
been processing for more than 60 days, you may
contact our Customer Service Department for
status at 1-866-419-9455 (Connecticut) or 1-866-
454-9007 (Florida). If your application has been
returned or there has been development
requested for incorrect or missing information
and your application has been processing for
longer than 120 days, you may contact Customer
Service for status.

FCSO has provided additional instructionsg/clarifica-
tion on the enrollment process on our Web sites at
http: //www.connecti cutmedicare.com and
http: //mww.floridamedi care.com.
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SkiLLED NursING FaciLiTy (SNF)

ConsoLIDATED BiLLing (CB)

Criteria for Using Modifier CB

he purpose of this article is to address two specific areas of concern related to skilled nursing facility (SNF)
consolidated billing (CB) editing and separately billed end stage renal disease (ESRD) laboratory tests furnished to
patients of independent dialysis facilities (CR 2475 Transmittal AB-02-175).

Issue/Concern #1:
Transmittal AB-02-175 requires that with respect to modifier CB,

“the provider or supplier may use the modifier only when it has determined that:
(& The beneficiary has ESRD entitlement,

(b) Thetestisrelated to the dialysis treatment for ESRD,

(c) Thetestisordered by adiaysisfacility,

(d) Thetestisnot included in the dialysis facility’s composite rate payment and
(e) Thebeneficiary isin a SNF Part A stay.”

Providers/suppliers often times cannot ascertain from the dialysis facility or the laboratory order that the ESRD
beneficiary isin a SNF Part A stay.

CMS Response
The guidance issued on submission of modifier CB is being modified to no longer require that the provider/
supplier determine that the beneficiary isin a SNF Part A stay.

Issue/Concern #2:
Providers/suppliers need a listing of diagnostic tests that are considered ESRD-related in submitting claims for
services with modifier CB. Transmittal AB-02-175 did not define specific diagnostic tests as ESRD-related.

CMS Response
CMS has identified certain diagnostic tests considered ESRD-related (see list of codes, below).

Note: this was not designed as an all-inclusive list of Medicare covered diagnostic services. Additional
diagnostic services related to the beneficiary’s ESRD treatment/care may be considered ESRD-related. Any
diagnostic services related to the beneficiary’s ESRD treatment/care must be submitted using modifier CB;
however, if these services are not listed, we may require supporting medical documentation. In addition,
beneficiariesin a SNF Part A stay are eligible for a broad range of diagnostic services as part of the SNF Part A
benefit. Physicians ordering medically necessary diagnostic test that are not directly related to the beneficiary’s
ESRD dialysis treatment are subject to the SNF consolidated hilling requirements. Physicians may bill the
carrier for the professional component of these diagnostic tests. In most cases, however, the technical
component of diagnostic tests is included in the SNF PPS rate, and is not separately billable to the carrier.
Physicians should coordinate with the SNF in ordering such tests since the SNF will be responsible for
reimbursing for the technical component.

Codes Identified as Diagnhostic Tests Considered ESRD-Related

71010 71015 71020 71021 71022 71030 71035 73120 75710 75716 75774 75790 75820
75822 75893 75894 75896 75898 75901 75902 75961 75962 75964 76070 76075 76080
76092 76778 78070 78351 80048 80051 80053 80061 80069 80074 80076 80197 80410
81000 81001 81002 81003 81005 81007 81015 82009 82010 82017 82040 82042 82108
82232 82247 82248 82306 82307 82308 82310 82330 82374 82379 82435 82465 82550
82565 82570 82575 82607 82728 82746 82747 82800 82803 82805 82810 82945 82947
82948 83540 83550 83735 83937 83970 83986 84075 84100 84105 84132 84133 84134
84155 84160 84295 84315 84450 84460 84466 84520 84540 84545 84630 85002 85004
85007 85008 85009 85013 85014 85018 85025 85027 85032 85041 85044 85045 85046
85048 85049 85345 85347 85348 85520 85610 85611 85651 85652 85730 85732 86590
86644 86645 86687 86688 86689 86692 86701 86702 86703 86704 86705 86706 86707
86709 86803 86804 86812 86813 86816 86817 86900 86901 86903 86904 86905 86906
87040 87070 87071 87073 87075 87076 87077 87081 87084 87086 87088 87181 87184
87185 87186 87187 87188 87190 87197 87205 87271 87340 87341 87350 87380 87390
87391 87515 87516 87517 87520 87521 87522 87525 87526 87527 89050 89051 93000
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93005 93010 93040 93041 93042 93307 93308 93922 93923 93925 93926 93930 93931

93965 93970 93971 GO0001 G0202

Source: CMS Pub. 100-04 Transmittal: 69 Date: January 23, 2004 Change Request 2906

Italicized and/or quoted material isexcer pted from the American M edicalAssociation Current Procedural Terminology. CPT codes, decriptionsand other data
only ar ecopyrighted 2003 (or other such dateof publication of CPT) American M edical Association. Al rightsreser ved. ApplicableFARSDFARSapply

GENERAL INFORMATION

Claims Crossover Consolidation Process—National Coordination of

Benefits Agreement

he Centers for Medicare & Medicaid Services

(CMYS) has decided to streamline the claims
crossover process to better serve our customers.
Medicare complementary insurers (i.e., non- Medigap
plans), Title X1X State Medicaid Agencies, and Medigap
plans—collectively known as coordination of benefit
(COB) trading partners—that are eligible to receive
Medicare paid claims directly from CMS for purposes of
calculating their secondary liability will no longer have
to sign separate agreements with individual Medicare
contractors. Each COB trading partner will now enter
into one national Coordination of Benefits Agreement
(COBA) with CMS' consolidated claims crossover
contractor, the Coordination of Benefits Contractor
(COBC).

Likewise, each COB trading partner will no longer
need to prepare and send separate eigibility files to
Medicare intermediaries or carriers nor receive numer-
ous crossover files. The COBC shall be designated to
collect crossover fees from al COB trading partners
(except for Title XIX State Medicaid Agencies which are

exempt from such fees) on behalf of CMS. Sections of
the Medicare Claims Processing Manual will be added or
revised to capture the scope of the many changes that
will result from the claims crossover consolidation
process.

Thiswill be accomplished via a phased-in approach.
Phase | will include analysis, design and programmer
coding for the January 2004 system release. Phase |1
will include testing and address any additional program-
mer coding or other specifications necessary as a result
of testing, and will be completed with the April 2004
system release. Phase |11 (future instructions) will
include the claim-based crossover and recovery of
claims processes, and is the portion that will affect our
customers. We will provide information concerning
future instructions as soon as it is available.

Source: CMS Pub. 100-04 Transmittal: 29 Date:
November 7, 2003 Change Request 2961
CMS Pub. 100-04 Transmittal: 28 Date:
November 27, 2003 Change Request 2962
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Medicare Deductible, Coinsurance, and Premium Rates for 2004
The Medicare Part B deductible, coinsurance, and premium amounts for calendar year 2004 are as follows:

Deductible $100.00 per year
Coinsurance 20 percent
Premium $66.60 per month

Source: CMS Pub. 100-04 Transmittal: 21 Date: October 31, 2003 Change Request 2969

Payment Denial for Medicare Services Furnished to Alien Beneficiaries
Who Are Not Lawfully Present in the United States

%‘tion 401 of the Personal Responsibility and Work
pportunity Reconciliation Act of 1996 (PRWVORA)
prohibited aliens who are not “qualified aliens” from
receiving Federal public benefits including Medicare.
Theterm “qualified alien” is defined to include six
groups of aliens as follows:

1. Aliens who are lawfully admitted for
permanent residence under the Immigration
and Nationality Act (Act).

2. Aliens who are granted asylum under
section 208 of the Act.

3. Refugees admitted into the United States
under section 207 of the Act.

4. Aliens who are paroled into the United

Sates under section 212(d)(5) of the Act
for a period of at least one year.

5. Aliens whose deportation is being withheld
under section 243(h) of the Act.
6. Aliens who are granted conditional entry

pursuant to section 203(a)(7) of the Act as
in effect prior to April 1, 1980.

Two groups of qualified aliens were added to the
statute after the original enactment of the restriction in
the 1996 Welfare Reform statute. These groups are:

1. Certain Cuban and Haitian entrants to the
United States.
2. Certain “battered aliens.”

Under the terms of the PRWORA, nonquadlified
aliens cannot receive Medicare benefits.

Section 5561 of the Balanced Budget Act of 1997
(BBA) amended section 401 of the PRWORA to create a
Medicare exemption to the prohibition on eligibility for
nonqualified alien beneficiaries, who are lawfully present
in the United States and who meet certain other condi-
tions.

Under the provisions of the final rule, payment may
be made for services furnished to an alien who is lawfully
present in the United States (and, provided that with
respect to benefits payable under Part A of Title XVIII of
the Socia Security Act [42 U.S.C. 1395c et seq.], who
was authorized to be employed with respect to any wages
attributable to employment which are counted for
purposes of eligibility for Medicare benefits). The
definition for “lawfully present in the United States’ is
found at 8 CFR 103.12.

Payment for Medicare Benefits

No Medicare payment will be issued for services
furnished to an alien beneficiary who is not lawfully
present in the United States on the date the services are
rendered. Providers may advise beneficiaries appealing
the initial Medicare determination to provide the Social
Security Administration with the appropriate documenta-
tion establishing that on the date the services were
furnished he or she was lawfully present in the United
States.

Source: CMS Transmittal AB-03-115, CR 2825

Remittance Advice Remark Code and Claim Adjustment Reason Code

Update

X12N 835 Health Care Remittance Advice Remark Codes
he CMS is the national maintainer of the remittance advice remark code list that is one of the code lists mentioned
in ASC X12 transaction 835 (Health Care Claim Payment/Advice) version 4010A 1 Implementation Guide (1G).
Under the Health Insurance Portability and Accountability Act (HIPAA), al payers, including Medicare, have to use
reason and remark codes approved by X 12-recognized maintainers instead of proprietary codes to explain any

adjustment in the payment. The CMS receives a significant number of requests for new remark codes and modifications

in existing remark codes from non-Medicare entities, and these additions and modifications may not impact Medicare.
Traditionally, remark code changes that impact Medicare are requested by Medicare staf f in conjunction with a policy
change. Contractors are notified of those new/modified codes in the corresponding implementation instructions that
implement the policy change, in addition to the regular code update notification. If a modification has been initiated by
an entity other than Medicare for a code currently used by Medicare, contractors must use the modified code even
though the modification was not initiated by Medicare. The list posted on the two Web sites also have the following
codes deactivated without any replacement codes: M16, MA116, and MA94. Research has revealed that these codes
are still being used by Medicare contractors, and will be reactivated in the next update.

CONNECTICUT ano FLORIDA GENERAL INFORMATION
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The complete list of remark codes is available at:
http: /Mmwv.cms.hhs.gov/provider sedi/hipaadoc.asp and http: //www.wpc-edi.com/codes/Codes.asp

The list is updated three times a year — in the months following X 12 trimester meetings. The following list
summarizes changes made from March 1, 2003 to June 30, 2003.

Code | Current Narrative Medicare Initiated

N202 | Additiond information/explanation will be sent separately. No

N203 | Missing/incomplete/invalid anesthesia time/units. No

N204 | Services under review for possible pre-existing condition. Send medical records for
prior 12 months. No

N205 | Information provided wasillegible. No

N206 | The supporting documentation does not match the claim. No

N207 | Missing/incomplete/invalid birth weight. No

N208 | Missing/incomplete/invalid DRG code. No

N209 | Missing/invalid/incomplete taxpayer identification number (TIN). No

N210 | You may appeal thisdecision. No

N211 | You may nhot apped thisdecision. No

Modified Remark Codes

Code | Current Modified Narrative Modification Date

M13 | Only oneinitia visit is covered per speciaty per medica group. 6/30/03

M18 | Certain services may be approved for home use. Neither a hospital nor a skilled 6/30/03
nursing facility (SNF) is considered to be a patient’s home.

M25 | Payment has been adjusted because the information furnished does not substantiate 6/30/03

the need for thislevel of service. If you believe the service should have been fully
covered ashilled, or if you did not know and could not reasonably have been
expected to know that we would not pay for thislevel of service, or if you notified
the patient in writing in advance that we would not pay for thislevel of service and
he/she agreed in writing to pay, ask usto review your claim within 120 days of the
date of this natice. If you do not request a review, we will, upon application from the
patient, reimburse him/her for the amount you have collected from him/her in
excess of any deductible and coinsurance amounts. \We will recover the
reimbursement from you as an overpayment.

M26 | The law permits exceptions to the refund requirement in two cases:

- If you did not know, and could not have reasonably been expected to know; that we
would not pay for this service; or

- If you notified the patient in writing before providing the service that you believed
that we were likely to deny the service, and the patient signed a statement agreeing
to pay for the service

If you come within either exception, or if you believe the carrier was wrong in its
determination that we do not pay for this service, you should request review of this
determination within 30 days of the date of this notice. Your request for review
should include any additional information necessary to support your position.

If you request review within 30 days of receiving this notice, you may delay
refunding the amount to the patient until you receive the results of the review. If the
review decision isfavorable to you, you do not need to make any refund. If, however,
the review is unfavorable, the law specifies that you must make the refund within 15
days of receiving the unfavorable review decision.

The law also permits you to request review at any time within 120 days of the date
of this notice. However, areview request that is received more than 30 days after
the date of this notice, does not permit you to delay making the refund. Regardless
of when areview is requested, the patient will be notified that you have requested
one, and will receive a copy of the determination.
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The patient has received a separate notice of this denia decision. The notice advises
that he/she may be entitled to arefund of any amounts paid, if you should have
known that we would not pay and did not tell him/her. It aso instructs the patient to
contact your office if he/she does not hear anything about a refund within 30 days.

The requirements for refund are in 1842(1) of the Social Security Act and
42CFRA411.408. The section specifies that physicians who knowingly and willfully
fail to make appropriate refunds may be subject to civil monetary penalties and/or
exclusion from the program.

Contact this office if you have any questions about this notice.

M60 | Missing/incomplete/invalid Certificate of Medical Necessity. 6/30/03

M86 | Service denied because payment aready made for some/similar procedure within 6/30/03
st time frame.

M117 | Not covered unless submitted via electronic claim. 6/30/03

M 129 | Missing/incomplete/invalid indicator of x-ray availability for view 6/30/03

M134 | Performed by afacility/supplier in which the provider has a financial interest. 6/30/03

MAO1| If you do not agree with what we approved for these services, you may appeal our 6/30/03

decision. To make sure that we are fair to you, we require another individual that
did not process your initial claim to conduct the review. However, in order to be
eligible for areview, you must write to us within 120 days of the date of this notice,
unless you have agood reason for being late.

An ingtitutional provider, e.g., hospital, skilled nursing facility (SNF), home health
agency (HHA) or hospice may apped only if the claim involves areasonable and
necessary denial, a SNF recertified bed denid, or a home health denial because the
patient was not homebound or was not in need of intermittent skilled nursing
services, or a hospice care denia because the patient was not terminally ill, and
either the patient or the provider is liable under Section 1879 of the Social Security
Act, and the patient chooses not to appedl.

If your carrier issues telephone review decisions, a professiona provider should
phone the carrier’s office for a telephone review if the criteria for a telephone
review are met.

MAOQ2| If you do not agree with this determination, you have the right to apped . You must 6/30/03
file awritten request for reconsideration within 120 days of the date of this notice.
Decisions made by a Quality Improvement Organization (QIO) must be appedled to
that QIO within 60 days.

An institutional provider, e.g., hospital, skilled nursing facility (SNF), home health
agency (HHA) or a hospice may appesl only if the claim involves a reasonable and
necessary denial, a SNF non-certified bed denial, or a home health denial because
the patient was not homebound or was not in need of intermittent skilled nursing
services, or a hospice care denial because the patient was not terminally ill, and
either the patient or the provider is liable under Section1879 of the Social Security
Act, and the patient chooses not to appeal.

MAO3| If you do not agree with the approved amounts and $100 or moreisin dispute (less 6/30/03
deductible and coinsurance), you may ask for ahearing. You must request a hearing
within 6 months of the date of this notice. To meet the $100, you may combine
amounts on other claims that have been denied. This includes reopened reviews if
you received arevised decision. You must appeal each claim on time.At the hearing,
you may present any new evidence which could affect our decision.

Aningtitutional provider, e.g., hospital, skilled nursing facility (SNF), home health
agency (HHA) or ahospice may apped only if the claim involves a reasonable and
necessary denial, a SNF noncertified bed denial, or a home health denial because
the patient was not homebound or was not in need of intermittent skilled nursing
services, or a hospice care denia because the patient was not terminally ill, and
either the patient or the provider is liable under Section1879 of the Social Security
Act, and the patient chooses not to appeal .
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MAZ20 [Skilled nursing facility (SNF) stay not covered when care is primarily related to the

use of an urethral catheter for convenience or the control of incontinence. 6/30/03
MA24 |Christian science sanitarium/skilled nursing facility (SNF) bill in the same benefit

period 6/30/03
MAO93 [Non-PIP (Periodic Interim Payment) Claim. 6/30/03
MA101)A skilled nursing facility (SNF) is responsible for payment of outside providers who

furnish these services/supplies to residents. 6/30/03
MA106|PIP (Periodic Interim Payment) claim. 6/30/03
MA121|{Missing/incomplete/invalid date the x-ray was performed. 6/30/03
N30 |Patient indligible for this service. 6/30/03
N32 |Clam must be submitted by the provider who rendered the service. 6/30/03
N40 |Missing/incomplete/invalid x-ray. 6/30/03
N69 |PPS (Prospective Payment System) code changed by claims processing system.

Insufficient visits or therapies. 6/30/03
N71 |Your unassigned claim for adrug or biological, clinical diagnogtic |aboratory

services or ambulance service was processed as an assigned claim. You are required

by law to accept assignment for these types of claims. 6/30/03
N72  |PPS (Prospective Payment System) code changed by medical reviewers. Not

supported by clinical records. 6/30/03
N100 |PPS (Prospect Payment System) code corrected during adjudication. 6/30/03
N103 |Social Security records indicate that this patient was a prisoner when the service

was rendered. This payer does not cover items and services furnished to an

individual while they are in State or local custody under a penal authority, unless

under State or local law, the individual is personally ligble for the cost of his or her

health care while incarcerated and the State or local government pursues such debt

in the same way and with the same vigor as any other debt. 6/30/03
N106 |Payment for services furnished to skilled nursing facility (SNF) inpatients (except

for excluded services) can only be made to the SNF. You must request payment

from the SNF rather than the patient for this service. 6/30/03
N107 |Services furnished to skilled nursing facility (SNF) inpatients must be billed on the

inpatient claim. They cannot be billed separately as outpatient services. 6/30/03
N113 [Only oneinitia vist is covered per physician, group practice or provider. 6/30/03
N115 |Thisdecision was based on aloca medical review policy (LMRP). An LMRP

provides a guide to assist in determining whether a particular item or serviceis

covered. A copy of thispolicy is available at http://mmw.cms.hhs.gov/med, or if you

do not have web access, you may contact the contractor to request a copy of the

LMRP. 6/30/03
N117 |Thisserviceispad only oncein apatient’slifetime. 6/30/03
N119 |[Thisserviceisnot paid if billed once every 28 days, and the patient has spent 5 or

more consecutive days in any inpatient or skilled nursing facility (SNF) within those

28 days. 6/30/03
N120 |Payment is subject to home health prospective payment system partia episode

payment adjustment. Patient was transferred/discharged/readmitted during payment

episode. 6/30/03
N121 |No coverage for items or services provided by this type of practitioner for patients

in acovered skilled nursing facility (SNF) stay. 6/30/03
N177 |Wedid not send this claim to patient’s other insurer. They have indicated no

additional payment can be made. 6/30/03
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Deactivated Remark Codes

Code | Current Modified Narrative Deactivation Date
M43 | Payment for this service previoudy issued to you or another provider by another Deactiv. eff. 1/31/04
carrier/intermediary. Refer to Reason Code 23
M48 | Payment for services furnished to hospita inpatients (other than professional
services of physicians) can only be made to the hospital. You must request payment
from the hospital rather than the patient for this service. Deactiv. eff. 1/31/04
Refer to M97
M63 | We do not pay for more than one of these on the same day. Deactiv. eff. 1/31/04
Refer to M86
M98 | Begin to report the Universal Product Number on claims for items of this type. Deactiv. €ff.1/31/04
We will soon begin to deny payment for items of this type if billed without the Refer to M99
correct UPN.
M101 | Begin to report a G1-G5 modifier with this HCPCS. We will soon begin to deny Deactiv. eff. 1/31/04
payment for this service if billed without a G1-G5 modifier. Refer to M78
M 106 | Information supplied does not support abreak in therapy. A new capped rental Deactiv. eff. 1/31/04
period will not begin. This is the maximum approved under the fee schedule for this | Refer to MA31
item or service.
M 140 | Service not covered until after the patient’s 50th birthday, i.e., no coverage prior to | Deactiv. eff. 1/31/04
the day after the 50th birthday. Refer to M82
MA1L | Payment is being issued on a conditiona basis. If no-fault insurance, liability Deactiv. eff. 1/31/04
insurance, Workers' Compensation, Department of Veterans Affairs, or a group Refer to M32
health plan for employees and dependents also covers this claim, arefund may be
due us. Contact us if the patient is covered by any of these sources.
MAT78 | The patient overpaid you. You must issue the patient arefund within 30 daysfor the | Deactiv. eff. 1/31/04
difference between our alowed amount total and the amount paid by the patient. Refer to MA59
MA104 Missing/incomplete/invalid date the patient was last seen or the provider identifier | Deactiv. eff. 1/31/04
of the attending physician. Refer to M128 or M57
MA124f Processed for IME only. Deactiv. eff. 1/31/04
Refer to reason code 74
MA129 This provider was not certified for this procedure on this date of service. Deactiv. eff. 1/31/04
Refer to MA120 and
reason code B7
N18 | Payment based on the Medicare alowed amount. Deactiv. eff. 1/31/04
Refer to N14
N60 |A valid NDC isrequired for payment of drug claims effective October 02. Deactiv. eff. 1/31/04
Refer to M119
N73 | A skilled nursing facility is responsible for payment of outside providers who Deactiv. eff. 1/31/04
furnish these services/supplies under arrangement to its residents. Refer to MA101 or
N200
N101 | Additiona information is needed in order to process this claim. Resubmit the claim | Deactiv. eff. 1/31/04
with the identification number of the provider where this service took place. The Refer to MA105
Medicare number of the site of service provider should be preceded with the letters
“HSP" and entered into item #32 on the claim form. You may bill only one site of
service provider number per claim.
N164 | Transportation to/from this destination is not covered. Deactiv. eff. 1/31/04
Refer to N157
N165 | Transportation in avehicle other than an ambulance is not covered. Deactiv. eff. 1/31/04
Refer to N158
N166 | Payment denied/reduced because mileage is not covered when the patient isnot in | Deactiv. eff. 1/31/04
the ambulance. Refer to N159
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N168 |[The patient must choose an option before a payment can be made for this procedure/ | Deactiv. eff. 1/31/04
equipment/supply/service. Refer to N160

N169 |[Thisdrug/service/supply is covered only when the associated service is covered. Deactiv. eff. 1/31/04
Refer to N161

X12 N 835 Health Care Claim Adjustment Reason Codes

The Health Care Code Maintenance Committee maintains the health care claim adjustment reason codes. The
Committee meets at the beginning of each X12 trimester meeting (February, June, and October) and makes decisions
about additions, modifications, and retirement of existing reason codes. The updated list is posted three times a year
after each X12 trimester meeting at http://mmwwpc-edi.conv/codes/Codes.asp; select Claim Adjustment Reason
Codes from the pull down menu. All reason code changes approved in June 2003 are listed here.

The request for a reason code change may come from non-Medicare entities. If Medicare requests a change, it may
be included in a Medicare instruction in addition to the regular code update notification. The regular code update
notification will be issued on a periodic basis to provide a summary of changes in the reason and remark codes intro-
duced since the last update notification, and will establish the deadline for Medicare contractors to implement the
reason and remark code changes that may not already have been implemented as part of a previous Medicare policy
change instruction.

A reason code may be retired if it is no longer applicable or a similar code exists. Retirements are effective for a
specified future and succeeding versions, but contractors also can discontinue use of retired codes in prior versions.
The regular code update notification will establish the deadline for Medicare contractors to retire a reason code that
could be earlier than the version specified in the WPC posting. The committee approved the following reason code
changes in June 2003.

Reason Code Changes (as of 6/30/03)

Code |Current Narrative Notes
155 |Thisclam is denied because the patient refused the service/procedure. New as of 6/03
38 Services not provided or authorized by designated (network/primary care) providers. | Modified as of 6/03
107 |Claim/service denied because the related or qualifying claim/service was not
previously paid or identified on this claim. Modified as of 6/03

The following is a comprehensive list of retired reason codes. Codes that have been retired effective version 4010
must be deactivated by the implementation date of this instruction. Codes retired effective version 4010 or any
previous version is bolded. System limitation prohibits using codes that are retired effective version 4010 for any pre-
4010 formats/versions being generated during the HIPAA contingency period invoked by CMS.

Code |[Current Narrative Notes
28 Coverage not in effect at the time the service was provided. Inactive for 004010,
since 6/98. Redundant to
codes 26 & 27.
36 Balance does not exceed co-payment amount. Inactive for 003040
37 Balance does not exceed deductible. Inactive for 003040
41 Discount agreed to in Preferred Provider contract. Inactive for 003040
46 This (these) service(s) is (are) not covered. Inactive for 004010,
since 6/00. Use code 96.
48 This (these) procedure(s) is (are) not covered. Inactive for 004010,
since 6/00. Use code 96.
57 Payment denied/reduced because the payer deems the information submitted does | Inactive for 004050.
not support this leve of service, this many services, this length of service, this Split into codes 150,
dosage, or this day’s supply. 151, 152, 153, and 154.
63 Correction to a prior clam. Inactive for 003040
64 Denid reversed per medical review. Inactive for 003040
65 Procedure code was incorrect. This payment reflects the correct code. Inactive for 003040
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67 Lifetimereserve days. (Handled in QTY, QTYO01=LA) Inactive for 003040

68 DRG weight. (Handled in CLP12) Inactive for 003040

71 Primary payer amount. Ddeted as of 6/00. Use
code 23.

72 Coinsuranceday. (Handledin QTY, QTY01=CD) Inactive for 003040

73 Administrative days. Inactive for 003050

77 Covereddays. (Handledin QTY, QTY01=CA) Inactive for 003040

79 Cost Report days. (Handled in MIA15) Inactive for 003050

80 Outlier days. (Handled in QTY, QTY01=0U) Inactive for 003050

81 Discharges. Inactive for 003040

82 PIPdays. Inactive for 003040

83 Total vidits. Inactive for 003040

84 Capital Adjustment. (Handled in MIA) Inactive for 003050

86 Satutory Adjustment. Inactive for 004010,
since 6/98. Duplicative
of code 45.

88 Adjustment amount represents collection againgt receivable created in prior Inactive for 004050.

overpayment.

92 Claim paidinfull. Inactive for 003040

93 No claim level adjustments. Inactive for 004010,
since 2/99. In 004010,
CASat theclaim level is
optional.

98 The hospital must file the Medicare claim for this inpatient non-physician service. | Inactive for 003040

99 Medicare Secondary Payer Adjustment Amount. Inactive for 003040

120 | Patient iscovered by amanaged care plan. Inactive for 004030

123 | Payer refund due to overpayment. Inactive for 004030,
since 6/99. Refer to
implementation guide for
proper handling of
reversals.

124 | Payer refund amount - not our patient. Inactive for 004030,
since 6/99. Refer to
implementation guide for
proper handling of
reversals.

A3 Medicare Secondary Payer liability met. Inactive for 004010,
since 6/98.

B2 Covered vidits. Inactive for 003040

B3 Covered charges. Inactive for 003040

B19 | Claim/service adjusted because of the finding of a Review Organization. Inactive for 003070

B21 | The charges were reduced because the service/care was partially furnished by Inactive for 003040

another physician.

D1 Claim/service denied. Level of subluxation is missing or inadeguate. Inactive for 004010,
since 2/99. Use code 16
and remark codes if
necessary.
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D2 Claim lacks the name, strength, or dosage of the drug furnished. Inactive for 004010,
since 2/99. Use code 16
and remark codes if
necessary.

D3 Claim/service denied because information to indicate if the patient owns the equipment that requires
the part or supply was
missing. Inactive for
004010, since 2/99. Use
code 16 and remark
codes if necessary.

D4 Claim/service does not indicate the period of time for which this will be needed. Inactive for 004010,
since 2/99. Use code 16
and remark codes if
necessary.

D5 Claim/service denied. Claim lacks individual 1ab codes included in the test. Inactive for 004010,
since 2/99. Use code 16
and remark codes if
necessary.

D6 Claim/service denied. Claim did not include patient's medical record for the service. | Inactive for 004010,
since 2/99. Use code 16
and remark codes if
necessary.

D7 Claim/service denied. Claim lacks date of patient’'s most recent physician visit. Inactive for 004010,
since 2/99. Use code 16
and remark codes if
necessary.

D8 Claim/service denied. Claim lacks indicator that ‘x-ray is available for review. Inactive for 004010,
since 2/99. Use code 16
and remark codes if

necessary.
D9 Claim/service denied. Claim lacks invoice or statement certifying the actual cost of | Inactive for 004010,
the lens, less discounts or the type of intraocular lens used. since 2/99. Use code 16
and remark codes if
necessary.

D10 |Clam/service denied. Completed physician financia relationship form not on file. | Inactive for 003070,
since 8/97. Use code 17.

D11 | Claim lacks completed pacemaker registration form. Inactive for 003070,
since 8/97. Use code 17.

D12 | Clam/service denied. Claim does not identify who performed the purchased Inactive for 003070,
diagnostic test or the amount you were charged for the test. since 8/97. Use code 17.

D13 | Clam/service denied. Performed by a facility/supplier in which the ordering/ Inactive for 003070,
referring physician has a financial interest. since 8/97. Use code 17.

D14 | Clam lacksindication that plan of treatment is on file. Inactive for 003070,
since 8/97. Use code 17.

D15 | Clamlacksindication that service was supervised or evaluated by a physician. Inactive for 003070,

since 8/97. Use code 17.

Source: CMS Pub. 100-04 Transmittal: 32 Date: November 21, 2003 Change Request 2975
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MEDLEARN MATTERS...

INFORMATION FOR MEDICARE PROVIDERS

Announcing the New Medlearn Matters...

Information for Medicare Providers
Educational Resource for Medicare Providers

he Centers for Medicare & Medicaid Services and your Medicare Learning Network introduces Medlearn

Matters...Information for Medicare Providers, a new educationa resource for Medicare Providers. Medlearn
Matters...Information for Medicare Providers is designed to inform you of important changes to the Medicare
system in a user-friendly format that will accommodate your busy schedule.

Please let us know if these articles help you understand these changes more readily. Provide us with suggestions
for improvements to articles. If there is a special topic of interest that you believe warrants an article, let us know and
we will consider a specia edition for that topic. To provide feedback, please go to:
http: //www.cms.hhs.gov/medl ear n/suggestform.asp
Bookmark this page, use it frequently, and let us know how best to continue providing good service to you.

Background

The Centers for Medicare & Medicaid Services (CMS) is committed to partnering with the Medicare physician,
provider, and supplier communities so services to Medicare beneficiaries can be timely and of the highest quality. One
way of providing the best services to Medicare patients is assuring that the providers of care have ready access to
Medicare's latest coverage and reimbursement rules and policiesin a brief, accurate, and easy-to-understand format.

CMS recognizes that the Medicare provider communities have been hampered by the number, frequency, and
complexity of Medicare changes. CMS also appreciates the feedback from those same providers who indicate that
Medicare rules and changes are not always relayed to them in an easy, timely, and consistent manner.

To address those issues, CM S has implemented a new initiative — “ Consistency in Medicare Contractor Outreach
Material” or CMCOM, designed to provide more timely information on Medicare changes. The product of this effort,
Medlearn Matters...Information for Medicare Providers is a series of articles prepared by actual clinicians and
billing experts. Medlearn Matters...Information for Medicare Providers articles are tailored, in content and language,
to the specific provider types who are affected by Medicare changes.

Previously, each Medicare carrier and intermediary was responsible for crafting educational articles within days of
release of the related Medicare change. With this new effort, the Medicare carrier or intermediary will still be respon-
sible for local provider education. However, they will benefit from the availability of Medlearn Matters...Information
for Medicare Providers articles to support their efforts. These articles are easily accessible from the Medlearn Web
site, which providers already access for other Medicare information.

Enlisting the expertise of medical professionals to develop these articles and providing them from a single
location will result in more consistent, accurate, and timely information than in the past. This initiative supplements
and should improve the ability of your carrier or intermediary to provide better service to you.

Those of you who have relied on Medicare Program Memorandums or Manual Transmittals on the Web, may be
familiar with the Change Request (CR) documents and their accompanying CR numbers. Since you may have used the
original CRsto get early information on upcoming changes, we think you will agree that those documents were not
always clear as to provider impact and action needed.

One reason is that those CRs were written to provide instructions to Medicare carriers, intermediaries, and
Medicare system maintainers. Thus, the focus of the message was quite different and probably contained more infor-
mation than providers needed to know. The intent of Medlearn Matters...Information for Medicare Providers articles
isto help focus the information more toward providers, to give you only the information you need and thus reduce the
amount of time you need to spend on that information.

The articles will be placed on the Medlearn Web site on the new Medlearn Matters...Information for Medicare
Providers page. Each article’'s number will usually correspond to the number of the Change Reguest (CR) that offi-
cially announced the change, but the number will be preceded by MM to show it is arelated Medlearn
Matters...Information for Medicare Providers article. There are exceptions, designated as Specia Editions. These
articleswill be numbered in a distinctive manner, as* SEyynn” where“ SE” stands for Special Edition, the “yy” isthe
two-digit year the article was released, and “nn” is the number of the special edition for that year. Thus, this first
Specia Edition article is numbered as SE0401.

To view all the articles available, please visit: http://mww.cms.hhs.gov/medlearn/matters/

We hope you find this new vehicle of assistance to you and we invite your feedback.

Medlearn Matters articles are prepared as a service to the public and are not in?énsgéglgzrrmt rights or impose obligations. Medlearn Matters articles may contain
references or links to statutes, regulations, or other policy materials. The information provided is only intended to be a general summary. It is not intended to take the

place of either the written law or regulations. We encourage readers to review the specific statutes, regulations, and other interpretive materials for a full and accurate
statement of their contents.
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ConnNEcTicuT MEebicaL ReviEw

This section of the Medicare B
Update! features summaries of new and
revised medical policiesdeveloped asa
result of either local medical review or
comprehensivedataanalysisinitiatives.
Theseinitiativesaredesigned to ensure
the appropriateness of medical care and
that the carrier’ smedical policiesand
review guidelinesare consistent with
accepted standards of medical practice.

In accordance with publication
requirements specified by the Centers
for Medicare & Medicaid Services
(CMS), carriersno longer includefull-
text local medical review policies
(LMRPs) to providersin theUpdate!
Summaries of revised and new LMRPs
areprovided instead. Providers may
obtainfull-text LMRPson our provider
education Web site,
http: //mww.connecti cutmedicare.com
Final LMRPs, draft LMRPsavailable
for comment, LMRP statuses, and
L MRP comment/response summaries
may be printed from the Part B Medical
Policy section.

Effective and Notice Dates
Effectivedatesareprovidedin
each policy, and are based on the date of

service (unless otherwise noted in the
policy). Medicare contractorsare
required to offer a45-day notice period
for LMRPs; thedatethe LMRPis
posted to the Web siteis considered the
notice date.

Electronic Notification
Toreceivequick, automatic
notification when new and revised
LMRPs are posted to the Web site,
subscribeto the FCSO eNews mailing
list. It' svery easy to do; simply sign on
to the provider education Web site,
http: //mwwconnecti cutmedicare.com
click ontheyellow “ Join our electronic
mailinglist” bar and follow the prompts.

More Information

For moreinformation, or, if you do
not have Internet access, to obtain a
hardcopy of aspecific LMRP, contact
Medica Policy at:

Attention: Medical Policy

First Coast Service Options, Inc.
P.O. Box 9000

Meriden, CT 06450-9000

Phone: 1-866-419-9455

Italicized and/or quoted material isexcer pted from the American M edicalAssociation Current Procedural Terminology. CPT codes destriptionsand other data

Medical Review - Table of Contents

Advance NOtICe StAatEMENt .........oiiuiiiiieeiiiiiiee e
Medical Review Development Process Changes ........ccccccoceeeeiveeeenns
Skin Graft Coding/Billing ISSUES ........cccuviiiiiiiiiiiiieiiiie e
Correct Billing of Ibritumomab Tiuxetan (Zevalin™) Therapy...............

Local Medical Review Policy (Revised)
Policy Changes Related to the 2004 HCPCS Update ...........c.cccveee.ns
EPO: EPOELIN A& ......veeeiiiie ittt
NCSVCS: The List of Medicare Noncovered Services..........c..ccuee.n...
NESP: Darbepoetin alfa (Aranesp®) (novel erythropoiesis
stimulating protein [NESP]) (formerly JO880) ..........cccoevcvveeiiernne
Revised Local Medical Review Policies for Pain Management............
11055: Routine Foot Care (Formerly 94004AV1.2: Coverage for
Services for Trimming, Reduction of Non-Dystrophic Toenails,
Reduction of Corns and Calluses of the Feet) ..........c...ccccvvveeenn..
11730: Surgical Treatment of Nails (Formerly 94004C V1.2:
Treatment of INgrown NailS) .........cooviiieiiiieeiiiee e
20974: Osteogenic SHMUIALION .......ceeivieeiiiiee e e e
WA LY L] 1= 0] o1 o PPN
44388: Diagnostic Colonoscopy (formerly Colonoscopy) ...................
70551: Magnetic Resonance Imaging of the Brain................ccceevcveene
76090: MamMOGIAPRNY ......vveeiieeeeiiiieeasiieeeeiteeessteeeasnbeeessseeessneeessnneeas
92235: Fluorescein ANGIOGraphly ......cooveeeerueeeiieeeiiieeesniieessineeesieeesns
92552: AUIOMELNIC TESHNG v.eveeeiviiieeeeiiiiiie e e it eeeeiee e e e e eibeee e e e e
96105: Neuropsychological Exam
(formerly 95LMRP005-V1.0-96105)—Policy Revision Initiative......
98940: ChirOpraCtic SEIVICES .....ccuvvieiuieeeiiieeeiiieesiieeesieeeesneeeesnseeaeas
99183: Hyperbaric Oxygen Therapy (HBO Therapy) ........c.cccceeevveeens

Local Medical Review Policy (Retired)
Multiple Policies BeiNg REtired ...........cccooviviiiiiieeiiiieeeie e
Retired Local Medical Review Policies for Pain Management .............

Corrections

Correction to Effective Dates for Multiple Local Medical Review
POIICIES ..o a e e e e e e

Advance Notice Statement

dvance Beneficiary Notice (ABN) is required in the event the service
may be denied or reduced for reasons of medical necessity. See page 5

for details concerning ABNSs.

only ar ecopyrighted 2003 (or other such dateof publication of CPT) American M edical Association. Al rightsreser ved.ApplicableFARSDFARSapply
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Medical Review Development Process Changes

ecause only providers who meet exception criteria

are allowed to submit paper claims under the new
HIPAA requirements, we are requesting that you no
longer submit paper claims in circumstances for which
you know, or anticipate, medical record review will be
necessary before payment can be made. In those cases
where prepayment review is necessary, we will request
the appropriate documentation via an additional develop-
ment regquest (ADR). In addition, providers who meet the
exception requirements and routinely submit paper
claims need not submit medical record documentation
unless requested through an ADR. We are currently
evaluating all prepayment medical review edits, and
documentation may or may not be required. Submitting
medical records only in response to an ADR request will
reduce the administrative burden on both the provider and
Medicare.

While we are evaluating our prepayment medical
review edits and associated claims processing guidelines,
applicable local medical review policies (LMRP) that
appear on our Web sites are still in effect. It is important
for providers to understand that whether or not we have a
prepayment edit in the system, all medical necessity
requirements in an LMRP must be met. You must
maintain medical record documentation that supports the
service and make it available upon request, whether
requested on a prepayment or postpayment basis.

If you have received aclaim denial on aservice
denied due to medical necessity, you may file an appeal
and provide the necessary medical documentation that
supports the need for the service. If you do not provide
the supporting medical documentation record with your
appeal, the previous claims decision will be affirmed.

Skin Graft Coding/Billing Issues

he purpose of this article is to address recent billing

issues that have been identified with procedure codes
15000 and 15400. It has come to our attention that some
providers are billing both the 15000 and 15400 proce-
dure codes for each wound on both the initial xenograft
application and each subsequent weekly treatments where
the wound is debrided and the xenograft is reapplied.

Procedure code 15000 is intended for reporting the
surgical preparation or creation of a graft recipient site
by excision of open wounds, burn eschar, or scar,
including subcutaneous tissue, for the first 100 sg. cm.
or one percent of body area of infants and children. The
American Medical Association’s Current Procedural
Terminology (CPT) clearly states “Use this code for
initial wound preparation.” It was intended that this code
be reported for the “initial” creation/preparation of the
graft site by excision, and not for reporting subsequent
debridement procedures. Subsequent procedures should
be billed with the appropriate level skin debridement
code(s) (11040-11042). If multiple sites are debrided,
codes 11040-11044 can be billed by appending the 59
modifier. In addition, cpt Assistant April 1999, pg. 10,
and May 1999, pg. 10 clearly indicates code 15000 is for
the first 100 sg. cm. (or for infants and children one
percent of body area) and should be reported for the total
body surface area involved not per wound site. Procedure
code 15001 should be reported for each additional 100
sg. cm., if applicable. As these codes represent total body
surface area, and, are therefore not dependent upon
anatomical site, it would not be appropriate to use the RT
and LT modifiers.

Procedure code 15400 is intended for reporting the
application of xenograft, skin; 100 sg. cm. or less. Again,
the cpt Assistant April 2001, pg. 10 clearly states code
15400 should be reported for the total body surface area
involved, and not per wound site. In addition, for the
purposes of billing Medicare, this procedure code has a
90-day global period. If the wound is being debrided and
the xenograft is being reapplied weekly, the provision for
payment of these services has been provided for in the
Medicare physician fee schedule allowance. If the same
treatment were being performed to the same wound, it
would not be appropriate to bill the -59 or —79 modifiers
in an attempt to circumvent the global period. As stated
above, the appropriate level debridement code can be
reported for these weekly debridements, if applicable. In
addition, the xenograft may be billed if the physician is
supplying the graft material. However, the xenograft
material must not be billed by more than one entity (e.g.,
if the outpatient hospital is providing and billing for the
graft material, the physician must not hill for the xe-
nograft as a supply/drug/biological in addition to 15400).
The appropriate code for billing the xenograft prior to
January 1, 2004, would be J3490 (unlisted drug/biologi-
cal) and must be submitted with the invoice. On or after
January 1, 2004, the xenograft should be reported with
Q0182 for (xenograft) tissue of non-human origin, and
must be submitted with the invoice.

Italicized and/or quoted material isexcer pted from the American M edicalAssociation Current Procedural Terminology. CPT codes destriptionsand other data
only ar ecopyrighted 2003 (or other such dateof publication of CPT) American M edical Association. Al rightsreser ved. ApplicableFARSDFARSapply
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Correct Billing of Ibritumomab Tiuxetan (Zevalin™) Therapy

local medical review policy (LMRP) for ibritu- Y-90 Zevalin™ (the therapeutic component of
momab tiuxetan (Zevalin™) therapy, which includes the therapy)
billing instructions, was implemented on June 30, 2003. It For all dates of service:
has since been noted that some providers are utilizing the A9523  Supply of radiopharmaceutical therapeutic
incorrect codes when hilling for Zevalin™ therapy. imaging agent, yttrium 90 ibritumomab
In-111 Zevalin™ (the diagnostic component of tiuxetan, per mei
the therapy) Note: A9523 should be submitted with “40” in the
For all dates of service: number billed field as the unit dose available for this
A9522  Supply of radiopharmaceutical diagnostic radiopharmaceutical is only available in the 40 mci
imaging agent, Indium 111 ibritumumab dosage and the code references a per-mci amount.

tiuxetan, per mci

AND
Note: A9522 should be submitted with “5” in the . _
number billed field as the unit dose available for this ~ For dates of service on or after January 1, 2004:

radiopharmaceutical is only available in the 5 mci 79403 Radiopharmaceutical therapy, radiolabeled
(millicurie) dosage and the code references a per- monoclonal antibody by intravenous
mci amount. infusion
AND For dates of service March 1, 2003 — December 31, 2003:
G0274  Radioph tical th , non-Hodgkin’
For dates of service on or after January 1, 2004: Iym;)%%n?:ra,n}?]cc?dé; adriri?]?)s/trrjat?gn 0(; grin's
78804 Radiopharmaceutical localization of tumor radiopharmaceutical (e.q., radiolabeled
or distribution of radiopharmaceutical antibodies) =
agent(s); whole body, requiring two or more
days imaging The full-text LMRP available on our provider educa-
For dates of service March 1. 2003 — December 31 2003: tion Web site at http://mwwwconnecti cutmedicare.com.
G0273  Radiopharmaceutical biodistribution, single Please reference the Web site for dates of service
or multiple scans on one or more days, pre- prior to March 1, 2003.

treatment planning for radiopharmaceutical
therapy of non-Hodgkin's lymphoma, includes
administration of radiopharmaceutical (e.g.,
radiolabeled antibodies)

LocAL MebicaL Review PoLicy (REVISED)

Policy Changes Related to the 2004 HCPCS Update
he table that follows provides a list of local medical review policies (LMRPs) affected by the 2004 HCPCS
update. The full-texts of these LMRPs are available on our provider education Web site at

http: //www.connecti cutmedi care.com.

Policy Number & Title Changes

20550: Trigger Point Injections Descriptor change for procedure codes 20550, 20551, and 20552
Changed policy nameto Injection of Tendon Sheath, Ligament or Trigger Points
Added diagnoses 728.71 and 729.4 for procedure codes 20550 and 20551

61862: Deep Brain Stimulation Deleted procedure code 61862

Added procedure codes 61863 61864, 61867, and 61868

Deleted unlisted procedure code 64999 and replaced it with procedure code 61795
(not related to 2004 HCPCYS)

Changed languagein the“ Coding Guidelines’ section

Changed Policy Identification Number to 61863

70551: Magnetic Resonance Imaging Added procedure codes 70557, 70558, and 70559
of the Brain Added languagein the* Coding Guidelines’ section

76090: Mammography Deleted procedure codes G0236 and 76085
Added procedure codes 76082 and 76083
Added/Deleted |languagein the* Coding Guidelines’ section

Italicized and/or quoted material isexcer pted from the American M edicalAssociation Current Procedural Terminology. CPT codes destriptionsand other data
only ar ecopyrighted 2003 (or other such dateof publication of CPT) American M edical Association. Al rightsreser ved.ApplicableFARSDFARSapply
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77301: Intensity Modulated Radiation
Therapy (IMRT)

Descriptor changefor procedure code 76375 in the* Coding Guidelines’ section

97001: Physicd Medicineand Rehabilitation

Descriptor change for procedure code 97537

99183: Hyperbaric Oxygen Therapy Deleted procedure code G0167
(HBO Therapy) Removed language related to GO167 from the “ Reasonsfor Denials’ section
A0425: Coveragefor Transportation by Added procedure codeA0800
Ambulance Added languagein the* Indicationsand Limitations of Coverage and/or Medical Necessity”

section

G0030: Positron EmissionTomography
(PET) Scans

Deleted procedure code Q4078
Added procedure codeA 9526
Added languagein the“ Coding Guidelines’ section

G0245: Peripheral Neuropathy with
Loss of Protective Sensation
(LOPS) in People with Diabetes

Descriptor changefor procedure code G0247

G0262: Wireless Capsule Endoscopy

Deleted procedure code G0262

Added procedure code 91110
Changed Policy I dentification Number to 91110
JO0150: Adenosine (Adenocard®, Deleted procedure code J0151
Adenoscan®) Added procedure code J0152

Changed languagein the“ Coding Guidelines’ section

J0880: Darbepoetin alfa(Aranesp®)
(novel erythropoiesis stimulating
protein [NESP])

Added procedure codes Q0137 and Q4054
Added languagein the“ Coding Guidelines’ section
Changed Policy Identification Number to NESP

J9999: Antineoplastic Drugs

Deleted procedure codes J9180 and J9999

Added procedure codes J9178, J9263, and J9395
Added languagein the* Coding Guidelines’ section
Changed Policy Identification Number to J9000

NCSVCS: TheList of Medicare
Noncovered Services

Descriptor changefor procedure codes M0100* and M0301* in National Noncoverage
Decisionssection

Deleted procedure code 93788 from National Noncoverage Decisions section

Added procedure codes 89268, 89272, 89280, 89281, 89290, 89291, 89335, 89342,
89343, 89344, 89346, 89352, 89353, 89354, 89356, 0058T, and 0059T to Local
Noncoverage Decisions section

Removed procedure code 33999* from the“ Devices’ section in the National Noncoverage
Decisions section and replaced it with procedure codes 0051T*,0052T*, and 0053T*
Added procedure codes 96155, J7303, V5362, V5363, and V5364 to National Noncoverage
Decisionssection

Q4053: Pegfilgrastim (Neulasta™)

Deleted procedure code Q4053
Added procedure code J2505
Changed Policy Identification Number to J2505

994V11: Labeled and Off Labeled
Uses of Erythropoietin

Del eted procedure codes Q9920-Q9940

Added procedure code Q4055

Added languagein the* Coding Guidelines’ section
Changed Palicy Identification Number to EPO
Changed Policy Nameto Epoetin alfa

ZEVALIN: Ibritumomab Tiuxetan
(Zevain™) Therapy

Deleted procedure codes G0273 and G0274
Added procedure codes 78804 and 79403
Changed languagein the“ Coding Guidelines’ section

EPO: Epoetin alfa

he local medical review policy (LMRP) for epoetin

afawas last updated on January 5, 2004. Since then,
dua diagnosis requirements for HCPCS code Q0136
have been removed from the LMRP. The ICD-9-CM code
for the appropriate anemia diagnosis is no longer
required. ICD-9-CM codes 285.22, 285.8, and 285.9
have been removed from the LMRP.

Italicized and/or quoted material isexcer pted from the American M edicalAssociation Current Procedural Terminology. CPT codes destriptionsand other data
only ar ecopyrighted 2003 (or other such dateof publication of CPT) American M edical Association. Al rightsreser ved. ApplicableFARSDFARSapply

These revisions are effective for services rendered
on or after January 5, 2004. The full-text LMRP is
available on our provider education Web site at
http://www.connecticutmedicare.com.
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NCSVCS: The List of Medicare Noncovered Services

he local medical review policy (LMRP) for

Noncovered Services was implemented on January 5,
2004. CPT codes 62281 and 64577 are covered through
either an existing LMRP, and CPT code 86301 is covered
under a laboratory services national coverage decision
(NCD). Therefore, these codes should not be included in
the list of noncovered services. A revision has been made
to remove the codes from the Local Noncoverage
Decisions section of this policy.

62281  Injection/infusion of neurolytic substance
(eg, alcohol, phenal, iced saline solutions),
with or without other therapeutic substance;
subarachnoid

Incision for implantation of neurostimulator
electrodes; autonomic nerve

Immunoassay for tumor antigen, quantita-
tive; CA 19-9

This revision is effective for services rendered on or
after January 5, 2004. The full-text LMRP is available on
our provider education Web site at
http: //www.connecti cutmedi care.com.

64577

86301

NESP: Darbepoetin alfa (Aranesp®) (novel erythropoiesis stimulating

protein [NESP]) (formerly JO880)

he local medical review policy (LMRP) for

darbepoetin alfawas last updated on September 29,
2003. The following revisions have since been made to
the LMRP.

Dual diagnosis requirements for darbepoetin afa
have been removed. The ICD-9-CM code for the appro-
priate anemia diagnosis is no longer required; and ICD-9-

CM codes 285.21, 285.22, 285.8, and 285.9 have been
removed from the LMRP.

This LMRP revision is effective for services
rendered on or after January 1, 2004. The full-text of this
LMRP is available on our provider education Web site at
http: //www.connecti cutmedicare.com.

Revised Local Medical Review Policies for Pain Management

Numerous local medical review policies (LMRP) for
pain management services were finalized with an
effective date of September 29, 2003; notification was
published in the Fourth Quarter 2003 Medicare B
Update! Some of these policies contained duplicate
procedure codes. Since then, the policies have been
reviewed, and duplicate codes have been identified. Each
policy specifically identifies the CPT codes that have
corresponding 1CD-9-CM codes for medical necessity.
The following policies have been revised:

27096: Sacroiliac Joint Injection

Procedure codes 20610, 73542, and 76005 have
been removed from the CPT/HCPCS Codes section of
the policy. This revision is effective for services ren-
dered on or after September 29, 2003.

64470:. Paravertebral Facet Joint Blocks

Procedure codes 20551 and 76005 have been
removed from the CPT/HCPCS Codes section of the
policy. This revision is effective for services rendered on
or after September 29, 2003.

64622: Paravertebral Facet Joint, Nerve
Destruction by a Neurolytic Agent

Procedure code 76005 has been removed from the
CPT/HCPCS Codes section of the policy. This revision
is effective for services rendered on or after September
29, 2003.

63650: Spinal Cord Stimulation

ICD-9-CM codes 053.12 (Post herpetic trigeminal
neuralgia), ICD-9-CM code 348.8 (other conditions of
the brain), and ICD-9-CM code range 952.00-952.09
(Spinal cord injury without evidence of spinal bone
injury) have been added to the “ICD-9 Codes that Support
Medical Necessity” section of the policy. Additionally,
procedure codes 63660, 63688, 95970, 95971, 95972,
and 95973 have been removed from the CPT/HCPCS
Codes section. These revisions are effective for services
rendered on or after September 29, 2003.

64555: Implanted Peripheral/Sacral Electrical
Nerve Stimulation

Procedure codes 64561, 64581, and A4290 have
been removed from the CPT/HCPCS section of the
policy. These procedure codes are addressed in the
LMRP 64561 (Sacral neuromodulation). In addition, the
ICD-9-CM codes 595.1, 596.51, 596.54, 596.55,
596.59, 788.20, 788.21, 788.30, 788.31, 788.34, and
788.41 have been removed from the “1CD-9 Codes that
Support Medical Necessity” section of the policy.
Language has been removed related to sacral nerve
stimulation and indication for bladder/voiding disorders
throughout the policy. This revision is effective for
services rendered on or after January 5, 2004.

The full-texts of these LMRPs are available on our
provider education Web site at
http: //www.connecti cutmedicare.com.

Italicized and/or quoted material isexcer pted from the American M edicalAssociation Current Procedural Terminology. CPT codes destriptionsand other data
only ar ecopyrighted 2003 (or other such dateof publication of CPT) American M edical Association. Al rightsreser ved.ApplicableFARSDFARSapply
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11055: Routine Foot Care (Formerly 94004A V1.2: Coverage for Services
for Trimming, Reduction of Non-Dystrophic Toenails, Reduction of Corns

and Calluses of the Feet)

he local medical review policy (LMRP) for coverage

for services for trimming, reduction of non-
dystrophic toenails, and reduction of corns and calluses
of the feet was last updated on March 1, 2003. A revision
to the entire policy has since been made for carrier
consistency.

The policy number and title were changed to 11055:
Routine Foot Care

The following additional ICD-9-CM Codes or ranges
of ICD-9-CM codes were added to “The ICD-9 Codes
that Support Medical Necessity” section of the policy,
effective for services rendered on or after January 12,
2004:

Diagnosis 030.1 was changed to diagnosis range
030.0 — 030.9

Diagnosis 356.2 was changed to diagnosis range
356.0 — 356.9

Added diagnosis codes 094.0, 094.1, 094.9, 334.0,
443.0, 444.22, & 446.0

The class findings were changed to national guide-
lines under the “Indications and Limitations of Coverage
and/or Medical Necessity” section of the palicy.

Additional changes/revisions were made to these
sections of the policy effective for claims processed on
or after April 12, 2004:

e LMRP Description

¢ Indications and Limitations of Coverage and/or
Medical Necessity

Reasons for Denial

Noncovered Diagnosis

Coding Guidelines

Documentation Requirements

Utilization Guidelines.

The full-text of thisLMRP is available on our
provider education Web site at
http://www.connecticutmedicare.com.

11730: Surgical Treatment of Nails (Formerly 94004C V1.2: Treatment of

Ingrown Nails)

he local medical review policy (LMRP) for

treatment of ingrown toenails was last revised on
January 1, 2003. A revision to the policy has been made
to include coverage of fingernails in addition to toenails,
and to add additional covered diagnoses.

The policy number and title were changed from
94004C V1.2: “Treatment of Ingrown Toenails’ to
11730: “Surgical Treatment of Nails.” Modifiers for
finger digits were added under “Coding Guidelines,” and
the word toenail was changed to nail throughout the
policy. Verbiage was added under “ Utilization Guide-
lines’ concerning standards of practice. Additional ICD-
9-CM codes were added under “1CD-9 Codes that

Support Medical Necessity.” The following is a complete
list of diagnosis codes that are covered for procedure
codes 11730, 11732, 11750, and 11765:

110.1 681.00 681.02 681.10 681.11 681.9
686.1 703.0 703.8 703.9 757.5 7854
816.02 816.03 816.12 816.13 826.0 826.1
883.0 883.1 883.2 893.0 893.1 893.2
923.3 9243 927.3 928.3 991.1 991.2

The full text of this LMRP is available on our
provider education Web site at
http: //mww.connecticutmedicare.com and is effective for
services rendered on or after January 5, 2004.

20974. Osteogenic Stimulation

he local medical review policy (LMRP) for

osteogenic stimulation was established in March
2002. Since that time, diagnosis code 724.9 has been
added to the ICD-9 Codes that Support Medical
Necessity” section of the policy for procedure code
20974, and diagnosis codes 724.9, 738.4, 756.12, 909.3,
996.4, and VV45.4 have been added to the “1CD-9 Codes
that Support Medical Necessity” section for procedure
code 20975.

The full-text of this LMRP may be found on our
provider education Web site at
http: //mww.connecti cutmedicare.com. These changes are
effective for services rendered on or after January 5, 2004.

29540: Strapping

he local medical review policy (LMRP) for strapping

was published in the Second Quarter 2003 Medicare
B Update! Since that time, diagnosis code 959.7 (injury
of ankle and foot) has been added to the “ICD-9 Codes
that Support Medical Necessity” section of the policy
for procedure codes 29540 and 29550.

The full-text of this LMRP may be found on the
provider education Web site at
http: //www.connecticutmedicare.com. These changes are
effective for services rendered on or after January 5, 2004.

Italicized and/or quoted material isexcer pted from the American M edicalAssociation Current Procedural Terminology. CPT codes destriptionsand other data
only ar ecopyrighted 2003 (or other such dateof publication of CPT) American M edical Association. Al rightsreser ved. ApplicableFARSDFARSapply
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44388: Diagnostic Colonoscopy

(formerly Colonoscopy)

he local medical review policy (LMRP) for

colonoscopy was last updated on May 9, 2003. A
revision to the policy has been made as aresult of CMS
Change Request 2822, Transmittal AB-03-114, dated
August 1, 2003, entitled “ Claims Processing and
Payment of Incomplete Screening Colonoscopies.”

When a covered colonoscopy is attempted but
cannot be completed because of extenuating circum-
stances, Medicare will pay for the interrupted
colonoscopy at a rate consistent with that of a flexible
sigmoidoscopy, as long as coverage conditions are met
for the incomplete procedure. When a covered
colonoscopy is next attempted and completed, Medicare
will pay for that colonoscopy according to payment
methodology for the procedure as long as coverage
conditions are met. When submitting a claim for the
interrupted colonoscopy, append the colonoscopy code
with modifier 53 to indicate the procedure was inter-
rupted. Medicare would expect the provider to maintain
adequate documentation in the patient’s medical record
to support an incomplete procedure.

The LMRP title was changed from Colonoscopy to
Diagnostic Colonoscopy. The full-text of this LMRPis
available on our provider education Web site at
http: //mww.connecti cutmedicare.com and is effective for
services rendered on or after January 1, 2004.

70551: Magnetic Resonance

Imaging of the Brain

he local medical review policy (LMRP) for magnetic

resonance imaging (MRI) of the brain was last updated
on September 22, 2003. This LMRP has since been revised
to include ICD-9-CM code 676.60 (galactorrhea,
unspecified as to episode of care or not applicable).

This revision is effective for services rendered on or
after December 15, 2003. The full text LMRP is avail-
able on our provider education Web site at
http: //www.connecti cutmedicare.com.

76090: Mammography

he local medical review policy (LMRP) for

mammography was last updated on April 1, 2003. The
LMRP has since been revised to reflect the 2004 HCPCS
update. Procedure codes 76085 and G0236 were deleted
from the LMRP, and codes 76082 and 76083 were added.

In addition, the “1CD-9 Codes that Support Medical
Necessity” section of the LMRP has been revised to
clarify the appropriate diagnosis code(s) for the speci-
fied procedure codes.

Note: ICD-9-CM code V76.12 (other screening
mammogram) must be on the claim when billing the
following screening mammaography procedure
codes: 76083, 76092, and G0202.

These revisions are effective for services rendered
on or after January 1, 2004. The full-text LMRP is
available on our provider education Web site at
http: //www.connecti cutmedicare.com.

92235: Fluorescein Angiography

he local medical review policy (LMRP) for

fluorescein angiography was effective January 1,
2003. This policy has been revised as aresult of a
widespread probe performed for procedure code 92235.
Changes include revisions to the “Coding Guidelines”
and “Utilization Guidelines’ sections of the policy. The
“1CD-9 Codes that Support Medical Necessity” section
of the policy has been expanded as well. ICD-9-CM
codes added include: 115.02, 115.92, 130.2, 135,
250.52, 250.53, 361.2, and 368.11.

This revision will be effective for services rendered
on or after January 20, 2004. The full-text of this local
medical review policy is available on our provider
education Web site at
http: //www.conecti cutmedicare.com.

92552: Audiometric Testing

he local medical review policy (LMRP) for

audiometric testing was last updated on January 1,
2003. A revision to the policy has been made to correct a
typographical error in the previous revision.

It was determined that on the previous revision under
the “1CD-9 Codes that Support Medical Necessity”
section of the policy, ICD-9-CM code range 389.00 —
389.08 for Hearing L oss should have been 389.00 —
389.9.

Thefull text of thisLMRP isavailable on our provider
educaion Web ste at http: /Mmwv.connecti cutmedi care.com.
and is effective for services rendered on or after October 1,
2002.

96105: Neuropsychological Exam
(formerly 95LMRPO005-V1.0-
96105)—Policy Revision Initiative

nformation concerning our local medical review policy

(LMRP) revision initiative was published in the First
Quarter 2004 Medicare B Update! Since then, an
additional LMRP has been revised. In the process of
updating the LMRP for neuropsychological exam, the
diagnosis-to-procedure code edit was reviewed, and a
change was identified that occurred due to conversion to
the Multi-Carrier System (MCS). The system was
updated under the direction of the Connecticut Carrier
Medical Director (CMD) and medical staff to reflect
diagnoses that were included in the edit prior to MCS
conversion. A system update was done prior to the policy
revision due to provider inquiries and a high volume of
post-payment reviews. Therefore, the LMRP for
neuropsychological exam has been revised by the
addition of ICD-9-CM diagnosis criteria. In addition, the
policy number has been changed to 96105.

Thefull-text LMRPisavailable on our provider education

Web dte a http: /Mwwv.connecti cutmedicar e.com.

Italicized and/or quoted material isexcer pted from the American M edicalAssociation Current Procedural Terminology. CPT codes destriptionsand other data
only ar ecopyrighted 2003 (or other such dateof publication of CPT) American M edical Association. Al rightsreser ved.ApplicableFARSDFARSapply
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98940: Chiropractic Services

he most recent revision for the local medical review

policy (LMRP) for chiropractic services was
effective October 20, 2003. That revision deleted the
requirement for billing of dual diagnoses. Therefore, the
following ICD-9-CM codes (formerly referred to as the
primary diagnoses) have been removed from the policy:

Cervica (C1-C7)

739.1

739.2 Dorsal (D1-D12) or Thoracic (T1-T12)
739.3 Lumbar (L1-L5)
739.4 Sacrococcygea (S) (To be used to indicate

pelvic/sacroiliac region)

This revidon is effective for services rendered on or after
April 12, 2004. Thefull-text LMRPis available on the provider
education Web gte at http:/mmwv.connecticutmedicare.com.

99183: Hyperbaric Oxygen Therapy (HBO Therapy)

he latest revision for local medical review policy

(LMRP) for HBO therapy was effective April 1,
2003. It has since been determined that ICD-9-CM code
909.2 (Late effect of radiation) should be added to the
“1CD-9 Codes that Support Medical Necessity” and to
the “Coding Guidelines’ sections of the policy. Also,
clarification has been provided in the “ Indications and

regarding acute peripheral arterial insufficiency as
follows: “...and acute peripheral arteria insufficiency
associated with arterial embolism and thrombosis.”

This revision is effective for services rendered on or
after January 1, 2004. The full-text of thisLMRPis
available on our provider education Web site at
http://www.connecti cutmedi care.com.

Limitations” and the “Coding Guidelines’ sections

LocAL MebicaL Review PoLicy (RETIRED)

Multiple Policies Being Retired

he following LMRPs were retired effective for services rendered on or after January 1, 2004. There can be any

number of rationales for policy retirement. Some of the rationales involve claims data and aberrancy rates; it can
be a change or update in medical technology, or the mere fact of changes in medically prudent practice guidelines or
clinical pathways. Other issues could have to do with CPT changes that effect certain codes and how they layout in
policy format. The decision was made to retire these policies for any of the aforementioned reasons or for an issue
with their efficacy and/or yield.

The following LMRPs are being retired because claims data indicates services are not aberrant compared to the

nation. Therefore, these policies are no longer required.

Policy Number

Policy Name

95LMRPO06 V1.1

Acid Phosphatase Testing

98044 V1.0 FINAL

Depridement of Tissues Around Open Fracture Wounds/Open Dislocation Wounds

76872 Echography Transrectal; for evaluation of male genital organs

99.6 V1.0 FINAL Erectile Dysfunction

(No policy #) Foot Care Services

99-3 V1.0 Frequency of Psychiatric Interventions; in the Management of Patients with Dementiain
the Nursing Home Setting

99-12 V1.0 HER-2 Protein Tests

94004D V1.2 Incision and Drainage Services of Periungal and Other Abscesses of the Foot

9oL MRPO19D V1.0

Iridoplasty by Photocoagulation (one or more sessions)

96LMRPO19F V1.0

Pan Retinal Photocoagulation

99.7 V1.0 FINAL

Preoperative Evaluation and Testing for Cataract Extraction

94L MRPOO1-V1.1

Pulmonary Function Testing

99.8 V1.0 FINAL

Surgery for Cataract Extraction

94004B V1.2

Treatment of Thickened Dystrophic Mycotic Toenails with Debridement

98040 V1.0 FINAL

Urethral Endoprosthesis

Italicized and/or quoted material isexcer pted from the American M edicalAssociation Current Procedural Terminology. CPT codes destriptionsand other data
only ar ecopyrighted 2003 (or other such dateof publication of CPT) American M edical Association. Al rightsreser ved. ApplicableFARSDFARSapply
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Retired Local Medical Review Policies for Pain Management

Numerous local medical review policies (LMRP) for
pain management services were recently finalized
with an effective date of September 29, 2003. Some of
the policies contained duplicate procedure codes. Since
then, the LMRPs have been reviewed and duplicate codes
have been identified, and it has been determined that the
following policies are being retired:

63660: Removal/Revision of Implanted

Spinal Neurostimulator Electrode/Pulse
Generator

This LMRP was last published in 1998. Since that
time, it has been determined that the CPT codes are a
duplicate of LMRP 63650 (Spina Cord Stimulation).
Therefore, LMRP 63660 is being retired effective for
services rendered on or after September 29, 2003.

64405: Greater Occipital Nerve Block/
Neurolysis

This LMRP was last revised on September 29, 2003.
Since that time, it has been determined that the procedure
codes and ICD-9-CM codes contained in this policy are a
duplicate of LMRP 64400 (Peripheral Nerve Blocks).
Therefore, LMRP 64405 is being retired effective for
services rendered on or after September 29, 2003.

63650: Dorsal Column Stimulators

This LMRP was last published in 1998. Since that
time, it has been determined that the procedure codes and
ICD-9-CM codes contained in this policy are a duplicate
of LMRP 63650 (Spinal Cord Stimulation) with the
exception of 1CD-9-CM code 053.12 (Postherpetic
trigeminal neuralgia). Therefore, this ICD-9-CM code
was added to LMRP 63650 (Spinal Cord Stimulation) in

CORRECTIONS

the “1CD-9 Codes that Support Medical Necessity”
section of the policy. Therefore, LMRP 63650 (Dorsal
Column Stimulators) is being retired effective for
services rendered on or after September 29, 2003.

64479: Nerve Blocks and Paravertebral

Nerve Blocks

This LMRP was last published in 1998. Since that
time, it has been determined that the procedure codes and
ICD-9-CM codes contained in this policy are a duplicate
of LMRP 62263 (Epidura 2003). Therefore, LMRP
64479 is being retired effective for services rendered on
or after February 17, 2004.

95 LMRPO010 V1.0 Electrical Neurostimulation

LMRP 95 LMRP010 V1.0 was last published in
1996. Since that time, it has been determined that the
procedure codes and 1CD-9-CM codes contained in this
policy are a duplicate of LMRP 63650 (Spinal Cord
Stimulation) with the exception of ICD-9-CM code
348.8 and 1CD-9-CM code range 952.00-952.09. These
ICD-9-CM codes were added to LMRP 63650 (Spinal
Cord Stimulation). Therefore, LMRP 95 LMRP010 V1.0
is being retired effective for services rendered on or
after September 29, 2003.

64418: Suprascapular Nerve Injection

This LMRP was last published in 1998. Since that
time, it has been determined that the procedure codes
contained in this policy are a duplicate of LMRP 64400
(Peripheral Nerve Blocks). Therefore, LMRP 64418 is
being retired effective services rendered on or after
September 29, 2003.

Correction to Effective Dates for Multiple Local Medical Review Policies

mmary natices for the local medical review policies

LMRPs) listed below were published in the First
Quarter 2004 Medicare B Update! The effective date
that was published for these policies was claims
processed on or after January 5, 2004. The correct
effective date is for services rendered on or after
January 5, 2004.

Policy Number Title

D0120 Dental Services

ERASV Endoluminal Radiofrequency Ablation
of the Saphenous Vein

EPO Epogen alfa

G0179 Physician Certification and Recertifi-
cation of Home Health Service

J2792 Rho (D) Immune Globulin Intravenous

J2820 Sargramostim [GM-CSF, Leukine®]

NCSVCS The List of Medicare Noncovered

Services

31525 Laryngoscopy

64561 Sacral Neuromodulation

70544 Magnetic Resonance Angiography
[MRA]

74150 Computed Tomography of the Abdomen

76514 Ocular Corneal Pachymetry

83880 B-Type Natriuretic Peptide [BNP]

84154 Free Prostate Specific Antigen

88180 Flow Cytometry and Morphometric
Analysis

88271 Urinary FISH Test for Recurrent
Bladder Cancer

90901 Biofeedback

The full-texts of these LMRPs are available on our
provider education Web site at
http: //www.connecti cutmedi care.com.

Italicized and/or quoted material isexcer pted from the American M edicalAssociation Current Procedural Terminology. CPT codes destriptionsand other data
only ar ecopyrighted 2003 (or other such dateof publication of CPT) American M edical Association. Al rightsreser ved.ApplicableFARSDFARSapply
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CONNECTICUT
EbucATIONAL RESOURCES

Connect with Medicare

Teleconference
Teleconference Agenda

Presented by First Coast Service Options, Inc.,
Your Connecticut Medicare Part B Carrier

Claims Resolution Workshop

Don’t miss this “ free” educational session
Reduce your paperwork and give your claims a powerful boost!

No Pre-Registration Required—Open to First 100 lines!
Participants may begin to dial in 10 minutes prior to call at
(1-800-860-2442) pass code Claims Resolution
Misit our Web site Education and Training page one-week
prior to teleconference to download presentation materials.

Friday, February 27, 2004 (1:00 p.m. to 2:30 p.m.)

1:00 p.m. Power Point Presentation

Troubleshoot Form CMS-1500 claim filing

File paper claims correctly

Identify “What’sWrong' or missing from your claim form
Reduce unprocessable claims

Reading the Medicare Remittance Advice

Reconciling the Medicare Remittance Advice

Navigate the appeal process effectively

Where to learn more

2:00 p.m. Questions and Answers. Limit two per caller

For more information, call our Education and Outreach
Department at 1-203-634-5430 or 1-203-634-5514.

Enhanceyour MedicareBilling Knowledge!
Visit our Web site at http://www.connecticutmedicare.com

cnrs PSS

- arge ==t
SERVICE (3PFTIFNS, THC,
A CMSContracted Intermediary & Carrier
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IMPORTANT ADDRESSES, PHONE NUMBERS, AND WEB SITES

CONNECTICUT
MEDICARE PART B
MAIL DIRECTORY

Connecticut Medicare Part B welcomes
any questions that you may have regarding
the Medicare Part B program. Always be sure
to clearly explain your question or concern.
Thiswill help our staff to know exactly what
issues to address when developing a response
to your inquiry.

Please submit your questions to the
appropriate department. Thiswill ensure that
your concerns are handled in a proper and
timely manner. This can be achieved by
including anAttention Line below the address
on the envelope. Listed below is adirectory of
departments that includes the issues that you
would address to their attention.

With the exception of Reviews and
Medicare EDI, please submit all
correspondence with the appropriate attention
lineto:

Attention: (insert dept name)
First Coast Service Options, Inc.
Medicare Part B

P.O. Box 9000

Meriden, CT 06454-9000

Attention: Correspondence

The Correspondence attention lineis
used for inquiries pertaining to general issues
regarding Medicare Part B. Some examples of
these issues are deductibles, assignment, and
beneficiary address changes. Do not use
words such as REVIEW or RECHECK when
sending general correspondence.

Attention: Financial Services
Use this attention line to return duplicate
payments or overpayment refunds.

Attention: Fraud and Abuse

If you encounter what you believeis
suspected, potential, or possible fraud or
abuse of the Medicare program, we encourage
you to contact this department.

Attention: Freedom of Information (FOIA)

This department handles requests for
information available under the Freedom of
Information Act.

Attention: Medical Review
Questionsregarding Local Medical
Review Policies and correct documentation for

evaluation and management services are
handled by this department. Documentation
for off-label chemotherapy use should also be
submitted to the Medical Review Department.

Attention: MSP

Write to the Medicare Secondary Payer
(MSP) department when submitting an
Explanation of Benefitsfrom aprimary
insurance, Exhaust |ettersfromAuto Liability
claims, and M SP calculation review requests.

Attention: Pricing/
Provider Maintenance

Address your envelope to this
department to apply for anew provider
number, change abusiness or billing address
of aprovider, or to make any changesin the
status of a provider. This department also
handles fee schedule requests and inquiries,
participation requests, and UPIN requests.

Attention: Resolutions

Use the Resol utions attention line when
inquiring or submitting information regarding
dates of death, incorrect Medicare (HIC)
numbers, incorrect beneficiary information, etc.

Attention: Hearings

If you believe that your review
determination wasincorrect and want it
reviewed by aHearing Officer, send your
inquiry to the attention of the Hearing
Department. A request for ahearing must be
made within six months of the date of the
Review Department determination and at least
$100.00 must remain in controversy fromthis
decision.

MAILING ADDRESS
EXCEPTIONS

We have established special PO. boxes
to use when mailing your review requests, or
to contact Medicare EDI:

Attention: Review

Please mail only your requests for
reviewsto thisPO. Box. DO NOT send new
claims, general correspondence, hearings, or
other documents to this location; doing so will
cause adelay in the processing of that item.
ThisPO. Box isonly for appeals.

If you believe the payment or
determination isincorrect and want aclaimto
be reconsidered, then send it to the attention
of the review department. Requestsfor review
must be made within 120 days of the date of
the Medicare Summary Notice. These requests
should not include review requests on
Medicare Secondary Pay calculations. Claims
that are denied for return/reject need to be
resubmitted and should not be sent as a
review. These resubmitted claims should be
sent in asnew claims.

Post Office Box for Reviews:

Attention: Appeals

First Coast Service Options, Inc.
P.O.Box C-1016

Meriden, CT 06450-1016

Attention: EDI

The Electronic Data I nterchange
department handles questions and provides
information on electronic claims submission
(EMC).
Post Office Box for EDI:

Attention: CT Medicare EDI
First Coast Service Options, Inc.
P.O.Box 44071

Jacksonville, FL 32231-4071

CONNECTICUT
MEDICARE PHONE
NUMBERS

Provider Services
First Coast ServiceOptions, Inc.
MedicarePart B
1-866-419-9455 (toll-free)

Beneficiary Services
First Coast ServiceOptions, Inc.
MedicarePart B
1-800-982-6819 (toll-free)
1-866-359-3614 (hearing impaired)

Electronic Data Interchange (EDI)
Enrollment
1-203-639-3160, option 1

PC-ACE® PRO-32
1-203-639-3160, option 2

Marketing and Reject Report Issues
1-203-639-3160, option 4

Format, Testing, and Remittance Issues
1-203-639-3160, option5

Electronic Funds Transfer Information
1-203-639-3219

Hospital Services
EmpireMedicare Services
Medicare PartA
1-800-442-8430

Durable Medical Equipment
HedthNow NY
DMERC Medicare Part B
1-800-842-2052

Railroad Retirees
Pametto GBA
MedicarePart B
1-800-833-4455

Quality of Care
Peer Review Organization
1-800-553-7590

OTHER HELPFUL
NUMBERS

Social Security Administration
1-800-772-1213

American Association of Retired Persons
(AARP)
1-800-523-5800

To Report Lost or
Stolen Medicare Cards
1-800-772-1213

Health Insurance Counseling Program
1-800-994-9422

Area Agency on Aging
1-800-994-9422

Department of Social Services/ConnMap
1-800-842-1508

ConnPace/
Assistance with Prescription Drugs
1-800-423-5026

WEB SITES

PROVIDER
Connecticut

http: //www.connecti cutmedicare.com
Centers for Medicare & Medicaid
Services

http: /immw.cms.hhs.gov

BENEFICIARY
Connecticut

http://www.connecti cutmedicare.com
Centers for Medicare & Medicaid
Services

http: //mmwmedi care.gov
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FLorIDA MEDICAL REVIEW

This section of the Medicare B
Update! features summaries of new and
revised medical policiesdeveloped asa
result of either local medical review or
comprehensivedataanalysisinitiatives.
Theseinitiativesaredesigned to ensure
the appropriateness of medical careand
that the carrier’smedical policiesand
review guidelinesare consistent with
accepted standards of medical practice.

In accordance with publication
requirements specified by the Centers
for Medicare & Medicaid Services
(CMYS), carriersno longer includefull-
text local medical review policies
(LMRPs) to providersin the Update!
Summaries of revised and new LMRPs
areprovided instead. Providers may
obtain full-text LMRPson our provider
education Web site,
http: //mmw.floridamedicare.com. Final
LMRPs, draft LMRPsavailablefor
comment, LMRP statuses, and LMRP
comment/response summaries may be
printed from the Part B Medical Policy
section.

Effective and Notice Dates
Effectivedatesare provided in
each policy, and are based on the date of

service (unless otherwise noted inthe
policy). Medicare contractorsare
required to offer a45-day notice period
for LMRPs; the datethe LMRP is
posted to the Web siteis considered the
notice date.

Electronic Notification

Toreceivequick, automatic
notification when new and revised
LMRPs are posted to the Web site,
subscribeto the FCSO eNews mailing
list. It' svery easy to do; simply signon
totheprovider education Web site,
http://mwww.floridamedicare.com; click
ontheyellow “Join our electronic mailing
list” bar and follow the prompts.

More Information

For moreinformation, or, if youdo
not have Internet access, to obtain a
hardcopy of aspecific LMRP, contact
Medical Policy at:

Medica Policy

First Coast Service Options, Inc.
PO. Box 2078

Jacksonville, FL 32231-0048

1-904-791-8465

Medical Review - Table of Contents

Advance NOtICE SEAIEMENT ........c.ueiiiiiiieiiiiee e 69
Medical Review Development Process Changes ........c...cccccvvvveeeeens 70
Skin Graft Coding/BilliNg ISSUES ........cccuviiiieiiiiiiiiiee e 70
Correct Billing of Ibritumomab Tiuxetan (Zevalin™) Therapy............... 71
Local Medical Review Policy (New)
G0237: Respiratory TherapeuticC SEIVICES ........ccuvvveeiiiiieeeeieiiiiieaeenns 71
Local Medical Review Policy (Revised)
Policy Changes Related to the 2004 HCPCS Update .............cc..cc..... 71
EPO: EPOEtiN @lfa .....ccoiiiiiiieeciiiie e 73
NESP: Darbepoetin alfa (Aranesp®) (novel erythropoiesis

stimulating protein [NESP]) (formerly JO880) ........ccccccvvveravvrennnne 73
NCSVCS: The List of Medicare Noncovered Services..........cccccee...... 74
A0425: Ground AMbUIANCE SEIVICES ......covuveeeiiieeaiiiieiiiieesiieeeniiee e 74
G0104: Colorectal Cancer SCreeninNg ..........eeuevrrereeeeeiiirreeeeseeainneeeens 74
G0108: Diabetes Outpatient Self-ManagementTraining ..................... 74
J0585: Botulinum Toxin TYPe A(BOIOX) ....cccovveeriiireieiieeeenieeeeseeee e 74
J1955: Levocarnitine (Carnitor®, L-carnitine®) ...........c.ccovveeeiiiveeennnen. 75
11730: Surgical Treatment of Nails (formerly Surgical Treatment of

INGrOWN NGIIS) ...ttt e e e e s e e e an 75

20974: Oste0geniC StMUIALION .......ceerrreeeiiiie e 75
29540: STAPPING +- - cveeenmreeesnreeearreesanneesssneesarneesanneesssneesarneesanneessnneeeas 75
44388 COIONOSCOPY +euvveeeureeeintreesineessueeeaseeesasseessseeesbeeesassesssnnees 75
70551: Magnetic Resonance Imaging (MRI) of the Brain .................... 75
76519 A-SCAN ...ttt ettt ettt e e st e e nb e s e e e s 76
85651: Sedimentation Rate, ErythroCyte ...........ccceeviveeeiiiicniieeiiieenns 76
92235: Fluorescein ANGIOGraphiy .......ccooveeeareeerineesireessneeesaneeesnneenns 76
92973: Interventional Cardiology ..........c.eeeiueeeeiiueeeiiieeeiiieeenieeesnieeeens 76
95805: SIEEP TESHING ..eeeiiiueriiieeeiiiiiit e e e iiiiee e e e et e e e e e ssare e e e e e snbreeeeaans 76
99183: Hyperbaric Oxygen Therapy (HBO Therapy) .......cccccccvveeeeennns 77
Local Medical Review Policy (Retired)
36430: Transfusion MEICINE .........cccuveiiieeeiiiiee et eeneee e 77
40000: DIigeStIVE SYSIEM ...vvviiiiiiiiiiiieeeieiiiieeeeeeeainrreeeeesssiaaeeaeeeaannns 77
80048: Automated Multichannel TeStS .........cccveviieeiiiieiiie e 77
94799: Pulmonary Rehabilitation .............cccoccveriieeiiiieeiiec e 77

Corrections
Correction to Effective Dates for Multiple Local Medical Review
0] 1o = 77

Italicized and/or quoted material isexcer pted from the American M edicalAssociation Current Procedural Terminology. CPT codes destriptionsand other data

Advance Notice Statement

dvance Beneficiary Notice (ABN) is required in the event the service

may be denied or reduced for reasons of medical necessity. See page 5
for details concerning ABNSs.

only ar ecopyrighted 2003 (or other such dateof publication of CPT) American M edical Association. Al rightsreserved. ApplicableFARSDFARSapply
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Medical Review Development Process Changes

ecause only providers who meet exception criteria

are allowed to submit paper claims under the new
HIPAA requirements, we are requesting that you no
longer submit paper claims in circumstances for which
you know, or anticipate, medical record review will be
necessary before payment can be made. In those cases
where prepayment review is necessary, we will request
the appropriate documentation via an additional
development request (ADR). In addition, providers who
meet the exception requirements and routinely submit
paper claims need not submit medical record
documentation unless requested through an ADR. We are
currently evaluating all prepayment medical review edits,
and documentation may or may not be required.
Submitting medical records only in response to an ADR
request will reduce the administrative burden on both the
provider and Medicare.

While we are evaluating our prepayment medical
review edits and associated claims processing guidelines,
applicable local medical review policies (LMRP) that
appear on our Web sites are till in effect. It is important
for providers to understand that whether or not we have a
prepayment edit in the system, all medical necessity
requirements in an LMRP must be met. You must
maintain medical record documentation that supports the
service and make it available upon request, whether
requested on a prepayment or postpayment basis.

If you have received aclaim denial on a service
denied due to medical necessity, you may file an appeal
and provide the necessary medical documentation that
supports the need for the service. If you do not provide
the supporting medical documentation record with your
appeal, the previous claims decision will be affirmed.

Skin Graft Coding/Billing Issues

he purpose of this article is to address recent billing

issues that have been identified with procedure codes
15000 and 15400. It has come to our attention that some
providers are billing both the 15000 and 15400
procedure codes for each wound on both the initial
xenograft application and each subsequent weekly
treatments where the wound is debrided and the xenograft
is reapplied.

Procedure code 15000 is intended for reporting the
surgical preparation or creation of a graft recipient site
by excision of open wounds, burn eschar, or scar,
including subcutaneous tissue, for the first 100 sg. cm.
or one percent of body area of infants and children. The
American Medical Association’s Current Procedural
Terminology (CPT) clearly states “Use this code for
initial wound preparation.” It was intended that this code
be reported for the “initial” creation/preparation of the
graft site by excision, and not for reporting subsequent
debridement procedures. Subsequent procedures should
be billed with the appropriate level skin debridement
code(s) (11040-11042). If multiple sites are debrided,
codes 11040-11044 can be billed by appending the 59
modifier. In addition, cpt Assistant April 1999, pg. 10,
and May 1999, pg. 10 clearly indicates code 15000 is for
the first 100 sg. cm. (or for infants and children one
percent of body area) and should be reported for the total
body surface area involved not per wound site. Procedure
code 15001 should be reported for each additional 100
sq. cm., if applicable. As these codes represent total body
surface area, and, are therefore not dependent upon
anatomical site, it would not be appropriate to use the RT
and LT modifiers.

Procedure code 15400 is intended for reporting the
application of xenograft, skin; 100 sg. cm. or less. Again,
the cpt Assistant April 2001, pg. 10 clearly states code
15400 should be reported for the total body surface area
involved, and not per wound site. In addition, for the
purposes of hilling Medicare, this procedure code has a
90-day global period. If the wound is being debrided and
the xenograft is being reapplied weekly, the provision for
payment of these services has been provided for in the
Medicare physician fee schedule allowance. If the same
treatment were being performed to the same wound, it
would not be appropriate to bill the -59 or —79 modifiers
in an attempt to circumvent the global period. As stated
above, the appropriate level debridement code can be
reported for these weekly debridements, if applicable. In
addition, the xenograft may be billed if the physician is
supplying the graft material. However, the xenograft
material must not be billed by more than one entity (e.g.,
if the outpatient hospital is providing and billing for the
graft material, the physician must not bill for the xe-
nograft as a supply/drug/biological in addition to 15400).
The appropriate code for billing the xenograft prior to
January 1, 2004, would be J3490 (unlisted drug/biologi-
cal) and must be submitted with the invoice. On or after
January 1, 2004, the xenograft should be reported with
Q0182 for (xenograft) tissue of non-human origin, and
must be submitted with the invoice.

Italicized and/or quoted material isexcer pted from the American M edicalAssociation Current Procedural Terminology. CPT codes destriptionsand other data
only ar ecopyrighted 2003 (or other such dateof publication of CPT) American M edical Association. Al rightsreser ved.ApplicableFARSDFARSapply
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Correct Billing of Ibritumomab Tiuxetan (Zevalin™) Therapy

A local medical review policy (LMRP) for
ibritumomab tiuxetan (Zevalin™) therapy, which
includes hilling instructions, was implemented on June
30, 2003. It has since been noted that some providers are
utilizing the incorrect codes when billing for Zevalin™
therapy.

In-111 Zevalin™ (the diagnostic component of

the therapy)
For all dates of service:
A9522  Supply of radiopharmaceutical diagnostic
imaging agent, Indium 111 ibritumumab
tiuxetan, per mci

Note: A9522 should be submitted with “5” in the
number billed field as the unit dose available for
this radiopharmaceutical is only available in the 5
mci (millicurie) dosage and the code references a
per-mci amount.

AND

For dates of service on or after January 1, 2004:

78804  Radiopharmaceutical localization of tumor
or distribution of radiopharmaceutical
agent(s); whole body, requiring two or more
days imaging

For dates of service March 1, 2003 — December 31, 2003:

G0273  Radiopharmaceutical biodistribution, single
or multiple scans on one or more days, pre-
treatment planning for radiopharmaceutical
therapy of non-Hodgkin’s lymphoma, includes
administration of radiopharmaceutical (e.g.,
radiolabeled antibodies)

Y-90 Zevalin™ (the therapeutic component of
the therapy)
For all dates of service:
A9523  Supply of radiopharmaceutical therapeutic
imaging agent, yttrium 90 ibritumomab
tiuxetan, per mci

Note: A9523 should be submitted with “40” in the
number billed field as the unit dose available for this
radiopharmaceutical is only available in the 40 mci
dosage and the code references a per-mci amount.

AND

For dates of service on or after January 1, 2004:

79403  Radiopharmaceutical therapy, radiolabeled
monoclonal antibody by intravenous
infusion

For dates of service March 1, 2003 — December 31, 2003:

G0274  Radiopharmaceutical therapy, non-Hodgkin's
lymphoma, includes administration of
radiopharmaceutical (e.g., radiolabeled
antibodies)

The full-text LMRP available on our provider
education Web site at http://www.floridamedicare.com.

Please reference the Web site for dates of service
prior to March 1, 2003.

LocAaL MebicaL Review PoLicy (New)

G0237: Respiratory Therapeutic Services

ealthcare Common Procedure Coding System

(HCPCS) Codes G0237, G0238, and G0239 are
new codes for respiratory therapy services. Per the
Federal Register, December 31, 2002 (Vol. 67, No.
251), pgs. 79965-80184, there is no Pulmonary
Rehabilitation Benefit Category. HCPCS codes G0237,
G0238, and G0239 were developed to provide more
specificity about the services being delivered by
respiratory therapists. A policy is being developed to

define the indications and limitations of coverage,
further define the HCPCS codes, identify a procedure to
diagnosis relationship, and clarify coding guidelines, as
well as the documentation reguirements.

These changes are effective for services rendered on
or after April 12, 2004. The full-text LMRPis available
on our provider education Web site at
http://mww.floridamedicare.com.

LocAL MebicaL ReviEw PoLicy (REVISED)

Policy Changes Related to the 2004 HCPCS Update

he table that follows provides a list of local medical review policies (LMRPs) affected by the 2004 HCPCS
update. The full-texts of these LMRPs are available on the provider education Web site at

http://www.floridamedicare.com.

Italicized and/or quoted material isexcer pted from the American M edicalAssociation Current Procedural Terminology. CPT codes destriptionsand other data
only ar ecopyrighted 2003 (or other such dateof publication of CPT) American M edical Association. Al rightsreser ved. ApplicableFARSDFARSapply
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Policy Title/Name

Changes

20550: Injection of Tendon Sheath,
Ligament or Trigger Points

Descriptor change for procedure codes 20550, 20551, and 20552
Added languagein the* Coding Guidelines’ section

43235 Diagnostic and Therapeutic

Added procedure codes 43237 and 43238

Esophagogastroduodenoscopy
58340: Infertility Descriptor change for procedure codes 58340, 89250, 89251 and 89258
Deleted procedure codes 89252 and 89256
Added procedure codes 89268, 89272, 89280, 89281, 89290, 89291, 89335, 89342
89343, 89344, 89346, 89352, 89353, 89354, 89356, 0058T, 0059T to the ‘ Reasons for
Denials section
61793 Stereotactic Radiosurgery Descriptor change for procedure code 76375 in the “ Coding Guidelines’ section

61862: Deep Brain Stimulation

Deleted procedure code 61862

Added procedure codes 61863 61864, 61867, and 61868

Deleted unlisted procedure code 64999 and replaced it with procedure code 61795
(not related to 2004 HCPCS)

Changed languagein the“ Coding Guidelines’ section

Changed Policy Identification Number to 61863

70551 Magnetic Resonance Imaging
of the Brain

Added procedure codes 70557, 70558, and 70559
Added languagein the“ Coding Guidelines’ section

76090: Diagnostic Mammaography

Deleted procedure code G0236
Added procedure code 76082
Added languagein the* Coding Guidelines’ section

76092: Screening Mammograms

Deleted procedure code 76085
Added procedure code 76083
Added/Deleted language in the* Coding Guidelines’ section

77427: Weekly Radiation Therapy
Management

Descriptor change for procedure code 99050 in the “ Coding Guidelines’ section

84155. Serum Protein

Descriptor change for procedure codes 84155 and 84160

88300: Surgical Pathology

Descriptor change for procedure code 88312

93784 Ambulatory Blood Pressure
Monitoring (ABPM)

Deleted procedure code 93788
Deleted language related to procedure code 93788from the “ Reasons for Denials’ section

97001 Physicd Medicineand Rehabilitation

Descriptor change for procedure code 97537

99183 Hyperbaric Oxygen Therapy

Deleted procedure code G0167

(HBO Therapy) Deleted language rel ated to procedure code G0167 from the “ Reasonsfor Denials’ section
A4644: Low Osmolar Contrast Media Deleted procedure codesA4644, A4645, and A4646
(LOCM) Added procedure codeA 9525

Changed Policy |dentification Number toA 9525

G0030: Positron EmissionTomography
(PET) Scan

Deleted procedure code Q4078
Added procedure codeA 9526
Added languagein the” Coding Guidelines’ section

G0245: Peripheral Neuropathy with Loss
of Protective Sensation (LOPS)
in People with Diabetes

Descriptor change for procedure code G0247

G0262: Wireless Capsule Endoscopy

Deleted procedure code G0262

Added procedure code 91110
Changed Policy Identification Number t091110
J0150: Adenosine (Adenocard®, Deleted procedure code J0151
Adenoscan®) Added procedure code J0152

Changed languagein the“ Coding Guidelines’ section

J0880: Darbepoetin afa(Aranesp®)
(novel erythropoiesis stimulating
protein [NESP])

Added procedure codes Q0137 and Q4054
Added languagein the“ Coding Guidelines’ section
Changed Palicy Identification Number to NESP

Italicized and/or quoted material isexcer pted from the American M edicalAssociation Current Procedural Terminology. CPT codes destriptionsand other data
only ar ecopyrighted 2003 (or other such dateof publication of CPT) American M edical Association. Al rightsreser ved.ApplicableFARSDFARSapply
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J9999: Antineoplastic Drugs

NCSVCS: TheList of Medicare

Noncovered Services MO0301*

section

Decisionssection

Deleted procedure codes 89252, 89256, and G0167 from Local Noncoverage Decisions

Deleted procedure codes 93788and J1910 from National Noncoverage Decisions section
Removed procedure code 33999* from the “ Devices’ section in the National Noncoveragd
Decisions section and replaced it with procedure codes 0051T*,0052T*, and 0053T*
Deleted procedure code 96155 from Local Noncoverage Decisions section of the policy
and added it to the National Noncoverage Decisions section

Added procedure codes 0058T, 0059T, 89268, 89272, 89280, 89281, 89290, 89291,
89335, 89342, 89343, 89344, 89346, 89352, 89353, 89354, 89356, and A0800 to Local

Noncoverage Decisions section
Added procedure codes J7303, V5362, V5363 and V5364 to National Noncoverage

Q4053: Pegfilgrastim (Neulastar™)

Deleted procedure code Q4053
Added procedure code J2505
Changed Policy Identification Number to J2505

Q9920: Chronic Renal Failure

Deleted procedure codes Q9920-Q9940
Added languagein the” Coding Guidelines’ section

Erythropoietin (EPOGEN)/ Added procedure code Q4055
Q0136 Non-ESRD Epoetin
(Procrit) Changed Palicy Identification Number to EPO

Changed Policy Nameto Epoetin alfa

RO070: Portable X-Ray Supplier Services

Added ModifiersUN, UP, UQ, UR, and USwithinstructionsin“ Coding Guidelines’ section
for procedure code R0075

ZEVALIN: Ibritumomab Tiuxetan
(Zevalin™) Therapy

Deleted procedure codes G0273 and G0274
Added procedure codes 78804 and 79403
Changed languagein the“ Coding Guidelines’ section

EPO: Epoetin alfa

he local medical review policy (LMRP) for Epoetin

afawaslast updated on January 5, 2004.

Dual diagnosis requirements for HCPCS code
Q0136 have been removed from the LMRP. The ICD-9-
CM code for the appropriate anemia diagnosis is no
longer required. ICD-9-CM codes 285.22, 285.8, and
285.9 have been removed from the LMRP.

This revision is effective for services rendered on or
after January 5, 2004. The full-text LMRP is available on
our provider education Web site at
http://mww.floridamedicare.com.

NESP: Darbepoetin alfa
(Aranesp®) (novel erythropoiesis
stimulating protein [NESP])

(formerly J0880)

he local medical review policy (LMRP) for

Darbepoetin alfa was last updated on September 29,
2003.

Dual diagnosis requirements for Darbepoetin alfa
have been removed from the LMRP. The ICD-9-CM code
for the appropriate anemia diagnosis is no longer
required; therefore, ICD-9-CM codes 285.21, 285.22,
285.8, and 285.9 have been removed from the LMRP.

This revision is effective for services rendered on or
after January 1, 2004. The full-text LMRP is available on
our provider education Web site at
http://mww.floridamedicare.com.

Italicized and/or quoted material isexcer pted from the American M edicalAssociation Current Procedural Terminology. CPT codes destriptionsand other data
only ar ecopyrighted 2003 (or other such dateof publication of CPT) American M edical Association. Al rightsreser ved. ApplicableFARSDFARSapply
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NCSVCS: The List of Medicare Noncovered Services

MS Transmittal 27, Change Request 2688, issued

instructions for contractors to remove CPT code
32491 (Removal of lung, other than total
pneumonectomy; excision-plication of emphysematous
lung(s) (bullous or non-bullous), for lung volume
reduction, sternal split or transthoracic approach, with or
without any pleural procedure) from their list of
noncovered services. Therefore, The List of Medicare
Noncovered Services loca medical review policy
(LMRP) is revised to remove CPT code 32491 from the
National Noncoverage Decisions section, effective for
services rendered on or after January 1, 2004.

In addition, upon reconsideration of coverage, it has
been determined that a local medical review policy
(LMRP) should be developed to provide indications and
limitations of coverage and/or medical necessity for
procedure code 83880 (Natriuretic Peptide). Therefore,
CPT code 83880 has been removed from the L ocal
Noncover age Decisions section of The List of Medi-
care Noncovered Services LMRP, effective for services
rendered on or after January 5, 2004.

The full-text LMRP is available on our provider
education Web site http://www.floridamedicare.com.

A0425: Ground Ambulance

Services

he LMRP for Ground Ambulance Services was last

updated on June 30, 2003. Effective for services
processed on or after July 31, 2002 the ICD-9-CM
codes were no longer used as examples to assume that
the patient meets coverage requirements during routine
claims processing. Therefore, the diagnoses have been
removed from the “ICD-9 Codes that Support Medical
Necessity” section of the policy.

The full-text LMRP is available on our provider
education Web site at http://mww.floridamedicare.com.

G0104: Colorectal Cancer

Screening

he local medical review policy (LMRP) for

colorecta cancer screening was last updated on January
1, 2003. A revision to the policy has been made as a result
of CMS Change Request #2822, Transmittal AB-03-114,
dated August 1, 2003, for “Claims Processing and Payment
of Incomplete Screening Colonoscopies.”

Medicare covers colorectal cancer screening test/
procedures for the early detection of colorectal cancer
when coverage conditions are met. Among the screening
procedures covered are screening colonoscopies (G0105
& G0121).

When a covered colonoscopy is attempted but cannot
be completed because of extenuating circumstances,
Medicare will pay for the interrupted colonoscopy &t a rate
consistent with that of a flexible sigmoidoscopy as long as
coverage conditions are met for the incomplete procedure.
When a covered colonoscopy is next attempted and
completed, Medicare will pay for that colonoscopy
according to its payment methodology for this procedure
as long as coverage conditions are met. This palicy is
applied to both screening and diagnostic colonoscopies.
When submitting a claim for the interrupted colonoscopy,
suffix the colonoscopy code with a modifier of -53 to
indicate that the procedure was interrupted. Medicare
would expect the provider to maintain adequate documenta-
tion in the patient’s medical record to support an incom-
plete procedure.

Thefull text of thisLMRP isavailable on our provider
education Web ste http:/Awwvfloridamedicare.com and is
effective for sarvices rendered on or after January 1, 2004.

G0108: Diabetes Outpatient Self-

Management Training

he local medical review policy (LMRP) for diabetes

outpatient self-management training was last revised
August 1, 2003.

CMS Transmittal 1895 (Change Request 2793, dated
August 1, 2003) expands the payment for diabetic
outpatient self-management training to include home
health agencies, renal dialysis facilities, and durable
medical equipment suppliers if certified by one of the
appropriate accreditation organizations. The outpatient
diabetes self-management training program must be
accredited as meeting approved quality standards. In
addition to the American Diabetes Association (ADA),
CM S has approved the Indian Health Service asan
accreditation organization. Providers are instructed to
forward a copy of their Certificate of Recognition
received from one of the accredited organizations to:

Medicare Registration
P. O. Box 2078
Jacksonville, FL 32231-2078

This revision is effective for services rendered on
or after January 1, 2004. The full-text LMRP is available
on our provider education Web site at
http: //www.floridamedicare.com.

J0585: Botulinum Toxin Type A

(Botox)

he local medical review policy (LMRP) for

botulinum toxin type A (Botox) was last updated on
February 12, 2003. A request was subsequently received
to add ICD-9-CM code 478.79 (Other disease of larynx,
not elsewhere classified [spasmodic dysphonia]) to the
“1CD-9 Codes that Support Medical Necessity” section
of the LMRP. Spasmodic dysphoniaisincluded in the
“Indications and Limitations of Coverage and/or Medical
Necessity” section of the LMRP; however, there was no
corresponding ICD-9-CM code in the LMRP. Therefore,
the “1CD-9 Codes that Support Medical Necessity”
section has been updated to include ICD-9-CM code
478.79 for HCPCS code JO585.

This revision is effective for claims processed on or
after January 6, 2004. The full-text LMRP is available on
our provider education Web site at
http: //www.fl oridamedicare.com.

Italicized and/or quoted material isexcer pted from the American M edicalAssociation Current Procedural Terminology. CPT codes destriptionsand other data
only ar ecopyrighted 2003 (or other such dateof publication of CPT) American M edical Association. Al rightsreser ved.ApplicableFARSDFARSapply
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J1955: Levocarnitine (Carnitor®, L- | 29540: Strapping

iti he local medical review policy (LMRP) for strapping
carnitin e®) was last updated January 27, 2003. Since that time,

he local medical review policy (LMRF) for diagnosis code 959.7 (injury of ankle and foot) has been

levocarnitine (Carnitor®, L-carnitine®) was added to the “1CD-9 Codes that Su :
. . . - pport Medical
effectwg Septe_mber 29, 2003. Since that i me, dual Necessity” section of the policy for procedure codes
diagnosis requirements (for end-stage rena disease 29540 and 29550

280.0-280.9, 285.21, 458.2, and 791.3 have been http://mww.floridamedicare.com. These changes are

remove_d fror_n _the LMRP f_or ESRD patients. effective for services rendered on or after January 12,
This revision is effective for claims processed on or 2004

after November 17, 2003. The full-text LMRP is

available on our provider education Web site at

http://www.fl oridamedicare.com. 44388: Colonosco Py
The local medical review policy (LMRP) for

11730: Surgical Treatment of Nails | colonoscopy was|ast updated on January 1, 2003. A
revision to the policy has been made as aresult of CMS

(formerly Surgical Treatment of Change Request 2822, Transmittal AB-03-114, dated
Ingrown Nai|s) August 1, 2003, entitled “Claims Processing and

Payment of Incomplete Screening Colonoscopies.”

When a covered colonoscopy is attempted but
cannot be completed because of extenuating circum-
stances, Medicare will pay for the interrupted
colonoscopy at a rate consistent with that of a flexible
sigmoidoscopy as long as coverage conditions are met
for the incomplete procedure. When a covered
colonoscopy is next attempted and completed, Medicare
will pay for that colonoscopy according to payment

he local medical review policy (LMRP) for

treatment of ingrown nails was implemented on
September 29, 2003. A revision to the policy has been
made to include coverage of fingernails in addition to
toenails, and to add additional covered diagnoses.

In addition, the policy title was changed from
“Surgical Treatment of Ingrown Nails’ to “ Surgical
Treatment of Nails.” Modifiers for finger digits were
added under “ Coding Guidelines,” and the verbiage under
“Utilization Guidelines’ referring to a timeframe of 16 methodology for the procedure as long as coverage

weeks for repeat nail avulsion was deleted. Additional conditions are met. When submitting a claim for the
ICD-9-CM codes were added under “ICD-Q Codes that interrupted colonoscopy, append the colonoscopy code

Support Medical Necessity.” The following is a complete | With modifier 53 to indicate the procedure was inter-
Iistpgf diagnosis codes tha)tl are covered l‘ofJ procedurg rupted. Medicare would expect the provider to maintain

codes 11730, 11732, 11750, and 11765 adequate docu_mentation in the patient's medical record
to support an incomplete procedure.

110.1 681.00 681.02 681.10 681.11 681.9 The LMRP title was changed from Colonoscopy to
686.1 703.0 703.8 703.9 7575 7854 Diagnostic Colonoscopy. The full-text of this LMRP is
816.02 816.03 816.12 816.13 826.0 826.1 available on our provider education Web site at
883.0 883.1 883.2 893.0 893.1 893.2 http://mww.floridamedicare.com and is effective for
923.3 924.3 927.3 928.3 991.1 991.2 services rendered on or after January 1, 2004.

Thefull text of this LMRP is available on our -
provider education Web site 70551: Magnetic Resonance
http://mww.floridamedicare.com and is effective for Imaging (MR|) of the Brain

services rendered on or after January 12, 2004. . . .
V! mikd he local medical review policy (LMRP) for MRI of

the brain was last updated on September 22, 2003.

20974: OSteOgemC Stimulation Since then, the policy has been revised to include |CD-9-
he local medical review policy (LMRP) for CM code 676.60 (galactorrhea, unspecified as to episode
osteogenic stimulation was last updated on October of care or not applicable).

28, 2002. Since that time, diagnosis codes 738.4, This revision is effective for services rendered on or

756.12, and 996.4 have been added to the “ICD-9 Codes after January 12, 2004. The full-text LMRP is available

that Support Medical Necessity” section of this policy on our provider education Web site at

for procedure code 20975. http: //www.floridamedicare.com.

The full-text of this LMRP may be found on our
provider education Web site at
http://mww.floridamedicare.com. These changes are
effective for services rendered on or after January 12,
2004.

Italicized and/or quoted material isexcer pted from the American M edicalAssociation Current Procedural Terminology. CPT codes destriptionsand other data
only ar ecopyrighted 2003 (or other such dateof publication of CPT) American M edical Association. Al rightsreser ved. ApplicableFARSDFARSapply
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76519: A-Scan

he latest revision for local medical review policy

(LMRP) for A-Scan was effective October 28, 1997.
It has been determined that a correction is needed in the
‘Coding Guidelines’ section of the policy. Therefore, the
coding guidelines instructions for modifier usage have
been changed from 76519 26 7 (unrelated procedure or
service by the same physician during the postoperative
period) to 76519 26 76 (Repeat procedure by same
physician).

This revision is effective for claims processed on or
after January 12, 2004. The full-text LMRP is available
on our provider education Web site
http://www.fl oridamedicare.com.

85651: Sedimentation Rate,

Erythrocyte

he latest revision to the local medical review policy

(LMRP) for sedimentation rate, erythrocyte, was
effective October 28, 2002. It has since been determined
that additional ICD-9-CM codes should be added.
Therefore, ICD-9-CM codes 285.29 (Anemia of other
chronic illness) and 285.9 (Anemia, unspecified) have
been added to the ‘ICD-9-CM Codes that Support
Medical Necessity” of the policy.

This revision is effective for services rendered on or
after January 12, 2004. The full-text LMRP is available
on our provider education Web site at
http: //www.fl oridamedicare.com.

92235: Fluorescein Angiography

he local medical review policy (LMRP) for

fluorescein angiography was effective November 18,
1996. Since then, the policy has been updated and
revised. Changes include revisions to the “ Coding
Guidelines’ and “Utilization Guidelines’ sections of the
policy. The “1CD-9 Codes that Support Medical
Necessity” section of the policy have been expanded as
well. ICD-9-CM codes added include: 115.02, 115.92,
130.2, 135, 250.52, 250.53, 361.2, and 368.11.

This revision will be effective for services rendered
on or after January 29, 2004. The full-text of this local
medical review policy is available on our provider
education Web site http://www.floridamedicare.com.

92973: Interventional Cardiology
The local medical review policy (LMRP) for
interventional cardiology was published in the First
Quarter 2004 Medicare B Update! Since that time, the
paragraph pertaining to “hierarchical scheme” in the
“Coding Guidelines’ section of the policy has been
removed.

These changes are effective for services rendered on
or after January 12, 2004. The full-text LMRP may be
found on our provider education Web site
http://mww.floridamedicare.com.

95805: Sleep Testing

he local medical review policy (LMRP) for sleep

testing was last updated on January 1, 2003. The
policy has been revised as aresult of CM S Transmittal
150, CR 1949, effective for services furnished on or
after April 1, 2002.

The following revisions were made to the LMRP
under the “Indications and Limitations of Coverage and/
or Medical Necessity” section for sleep apnea:

The use of CPAP devices are covered under
Medicare when ordered and prescribed by the
licensed treating physician to be used in adult
patients with OSA if either of the following criteria
using the Apnea-Hypopnea Index (AHI) are met:

e AHI greater than or equal to 15 events per hour,
or

o AHI greater than or equal to 5, and less than or
equal to 14 events per hour with documented
symptoms of excessive daytime sleepiness,
impaired cognition, mood disorders or insom-
nia, or documented hypertension, ischemic heart
disease or history of stroke.

TheAHI isequal to the average number of
episodes of apnea and hypopnea per hour and must
be based on a minimum of 2 hours of sleep recorded
by polysomnography using actual recorded hours of
deep (i.e., the AHI may not be extrapolated or
projected).

The polysomnography must be performed in a
facility-based sleep study laboratory, not in the home
or in amobile facility.

The following statement was added under “ Docu-
mentation Requirements:”

Initial claims for CPAP devices must be supported
by information contained in the medical record
indicating that the patient meets Medicare' s stated
coverage criteria.

Under “Other Comments” the definition of the
following terms were revised as follows:

e Apneaisdefined as a cessation of airflow for at
least 10 seconds.

e Hypopneais defined as an abnormal respiratory
event lasting at least 10 seconds with at least a
4% oxygen desaturation.

The full text of this LMRP is available on our
provider education Web site
http: //mww.floridamedicare.com, and is effective for
services rendered on or after April 1, 2002.

Italicized and/or quoted material isexcer pted from the American M edicalAssociation Current Procedural Terminology. CPT codes destriptionsand other data
only ar ecopyrighted 2003 (or other such dateof publication of CPT) American M edical Association. Al rightsreser ved.ApplicableFARSDFARSapply
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99183: Hyperbaric Oxygen Therapy (HBO Therapy)

he latest revision for local medical review policy regarding acute periphera arterial insufficiency as
(LMRP) for HBO therapy was effective April 1, follows: “...and acute peripheral arteria insufficiency
2003. It has since been determined that ICD-9-CM code associated with arterial embolism and thrombosis.”
909.2 (Late effect of radiation) should be added to the This revision is effective for services rendered on or
“1CD-9 Codes that Support Medical Necessity” and to after January 1, 2004. The full-text of thisLMRPis
the “Coding Guidelines’ sections of the policy. Also, available on our provider education Web site at
clarification has been provided in the “Indications and http://www.fl oridamedicare.com.

Limitations” and the “Coding Guidelines’ sections

LocaL MebicaL Review Poticy (RETIRED)

36430: Transfusion Medicine 40000: Digestive System
he local medical review policy (LMRP) for he local medical review policy (LMRP) for
transfusion medicine is being retired, effective for Digestive System is retired, effective for services
services rendered on or after January 1, 2004. It has been rendered on or after January 1, 2004. The information in
determined that the information in the policy is this LMRP is either no longer valid or can be found
informational only. Please be aware, however, that Florida incorporated in LMRPs for other services.

Medicare Part B pays for this service only when provided

in aphysician’s office. All other places of service should be 94799: Pulmonary Rehabilitation

billed to the fiscal intermediary (Part A).

F}r the Federal Register, December 31, 2002 (Vol.
6

7, No. 251), pgs. 79965-80184, there is no

80048: Automated Multichannel Pulmonary Rehabilitation Benefit Category. Therefore,
Tests the local medical review policy (LMRP) for pulmonary
; ; ; ehabilitation is being retired for services rendered on or
he local medical review policy (LMRP) for r
automated multichannel tests has been retired, after January 1, 2004.
effective for services rendered on or after January 1, 2004. Codes G0237, G0238, and G0239 were developed
We determined the LMRP should be retired because: to provide more specificity concerning services deliv-

ered by respiratory therapists. A policy has been devel-

* The policy is not inclusive of al multichannel codes oped to define these services. The full-text of this LMRP

e There are overlaps with codes in other “stand-alone”

policies

e Servicesinthe LMRP are not being reviewed on

either a pre- or post-pay basis

Stand-alone policies may be developed in the future,

if services become aberrant.

CORRECTIONS

is available on our provider education Web site at
http://mww.floridamedicare.com.

Correction to Effective Dates for Multiple Local Medical Review Policies
mmary notices for the local medica review policies 31525  Laryngoscopy

LMRPs) listed below were published in the First 70544  Magnetic Resonance Angiography [MRA]
Quarter 2004 Update. The effective date that was 76514  Ocular Corneal Pachymetry
published for these policies was claims processed on or 00s Outpatient Observation
after January 5, 2004. The correct effective date is for 19318  Reduction Mammaplasty
services rendered on or after January 5, 2004. 43842  Surgical Management of Morbid Obesity

88271  Urinary FISH Test for Recurrent Bladder

83880 B-Type Natriuretic Peptide [BNP) Cancer

90901  Biofeedback

ERASV  Endoluminal Radiofrequency Ablation of the

Saphenous Vein
EPO Epogen afa

The full-texts of these LMRPs are available on our
provider education Web site at
http: //mwww.fl oridamedi care.com.

Italicized and/or quoted material isexcer pted from the American M edicalAssociation Current Procedural Terminology. CPT codes destriptionsand other data
only ar ecopyrighted 2003 (or other such dateof publication of CPT) American M edical Association. Al rightsreser ved. ApplicableFARSDFARSapply
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EDUCATIONAL RESOURCES FLORIDA ONLY

FLORIDA

EbucATIONAL RESOURCES

First Medifest of 2004 to be Held in Jacksonville in May

MEDIFEST Class Schedule and Registration Form

May 27-28, 2004
Omni Jacksonville Hotel
245 Water Street
Jacksonville, FL 32202
Please contact hotel for directions and/or reservations 1-(904)-355-6664

Select one class per session (time slot)

DAY 1 DAY 2
Thursday, May 27 Friday, May 28
9:00AM - 10:30AM SESSION 1/DAY 1 9:00AM—12:00PM SESSION 1/DAY 2/\WORKSHOPS
O Direct Data Exchange (DDE) (A) O ANSI 101 (HIPAA) (A/B)
O Fraud & Abuse (A/B) O Evaluation and Management Services(B)
O Global Surgery (B) O Life after aClaim Denial (B)
O HOPPS (A) O MSPfor Part B Providers (B)
O Pathology (B) O Provider Enrollment (B)
[ Preventive Services (B) [0 Rehab Services (A/B)
10:45 AM —12:15 PM SESSION 2/DAY 1 1:30AM - 3:00PM SESSION 2/DAY 2
057,78, & 79 Modifier Workshop (B) O Anesthesia (B)
O MSP for Part A Providers (A) [0 Appeals Process for Part A Providers (A)
O SNF (Consolidated Billing) (A/B) O Global Surgery (B)
O Understanding LMRPs (A/B) O Medicaid (B)
O Urology (B) O Inquiriesreceived by the Medical Director’s Office (A)
1:30PM - 4:30PM SESSION 3/DAY 1/WORKSHOPS| | Preventive Services (B)
O ANSI 101 (HIPAA) (A/B) 3:30PM - 5:00PM SESSION 3/DAY 2
O Evaluation and Management Services(B) [ 24, 25, & 57 Modifier Workshop
[ Lifeafter aClaim Denial (B) [ Diagnostic Radiology (B)
O MSPfor Part B Providers (B) O Fraud & Abuse (A/B)
[ Provider Enrollment (B) O Medicaid (A)
O Rehab Services (A/B) O Reason Code Resol ution (A)
6:30PM - 8:00PM SESSION 4/DAY 1 0 Understanding LMRPS (A/B)
0 E/M Documentation Guidelines (B)*
*This session isdesigned for physiciansonly. Thereisno chargeto
attend this session.

For seminar cost and complete class descriptors, please visit our Web site at http://mwww.floridamedicare.com

Registrant's Name Telephone Number

EmailAddress Fax Number

Provider's Name

Street Address
City, State, ZIP Code

FAXEDREGISTRATION CONFIRMATIONNOTICE
1 Faxhoth registration form and class schedule(s) to 1-(904)-791-6035. Faxed registration: A confirmation noticewill befaxed or emailedto
2 A confirmationand invoicewill befaxed or emailedtoyou. you within 14 days of receiving your registration form. If you do not
3 Makecheckspayableto: FCSO Account #700390 receive aconfirmation notice (not the confirmation form generated from
4 Mail theforms (after you have faxed them) and payment to: your fax machine, but the confirmation notice provided by Medicare
Medifest Registration Education and Training), please contact us at 1-(904)-791-8103.
P.O. Box 45157 . . . N . .
Jacksonville FL 32231 Onlineregistration: When registering online for an education event,
5 Bring your Medifest confirmation notice to the event. youwill automatically receiveyour confirmation viaemail notification.
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IMPORTANT ADDRESSES, PHONE NUMBERS, AND WEB SITES

FLORIDA MEDICARE
PART B MAIL
DIRECTORY

CLAIMS SUBMISSIONS
Routine Paper Claims

Medicare Part B

P. O. Box 2525

Jacksonville, FL 32231-0019
Participating Providers

Medicare Part B Participating Providers

P. O. Box 44117

Jacksonville, FL 32231-4117
Chiropractic Claims

Medicare Part B Chiropractic Unit

P. O. Box 44067

Jacksonville, FL 32231-4067
Ambulance Claims

Medicare Part B Ambulance Dept.

P. O. Box 44099

Jacksonville, FL 32231-4099
Medicare Secondary Payer

Medicare Part B Secondary Payer Dept.

P. O. Box 44078

Jacksonville, FL 32231-4078
ESRD Claims

Medicare Part B ESRD Claims

P. O. Box 45236

Jacksonville, FL 32232-5236

COMMUNICATIONS
Review Requests
Medicare Part B Claims Review
P. O. Box 2360
Jacksonville, FL 32231-0018
Fair Hearing Requests
Medicare Part B Fair Hearings
P. O. Box 45156
Jacksonville, FL 32232-5156
Administrative Law Judge Hearing
Administrative Law Judge Hearing
P. O. Box 45001
Jacksonville, FL 32232-5001
Status/General Inquiries
Medicare Part B Correspondence
P. O. Box 2360
Jacksonville, FL 32231-0018
Overpayments
Medicare Part B Financial Services
P. O. Box 44141
Jacksonville, FL 32231-4141

DURABLE MEDICAL EQUIPMENT (DME)
DME, Orthotic or Prosthetic Claims
Palmetto GBA Medicare
DMERC Operations
P. O. Box 100141
Columbia, SC 29202-3141

ELECTRONIC MEDIA CLAIMS (EMC)
EMC Claims, Agreements and Inquiries
Medicare EDI

P. O. Box 44071

Jacksonville, FL 32231-4071

MEDICARE PART B ADDITIONAL
DEVELOPMENT
Within 40 days of initial request:
Medicare Part B Claims
P. O. Box 2537
Jacksonville, FL 32231-0020

Over 40 days of initial request:
Submit the charge(s) in question, including
information requested, as you would a new
claim, to:

Medicare Part B Claims

P.O.Box 2525

Jacksonville, FL 32231-0019

MISCELLANEOUS
Provider Participation and Group
Membership Issues; Written Requests for
UPINs, Profiles & Fee Schedules:
Medicare Registration
P. O. Box 44021
Jacksonville, FL 32231-4021

Provider Change of Address:
Medicare Registration
P. O. Box 44021
Jacksonville, FL 32231-4021
and
Provider Registration Department
Blue Cross Blue Shield of Florida
P. O. Box 41109
Jacksonville, FL 32203-1109

Provider Education:
For Educational Purposes and Review of
Customary/Prevailing Charges or Fee
Schedule:
Medicare Part B
Medicare Communication and Education
P.O.Box 2078
Jacksonville, FL 32231-0048
For Seminar Registration:
Medicare Part B
Medicare Education and Outreach
P. O. Box 45157
Jacksonville, FL 32232-5157

Limiting Charge Issues:
For Processing Errors:
Medicare Part B
P. O. Box 2360
Jacksonville, FL 32231-0048
For Refund Verification:
Medicare Part B
Compliance Monitoring
P. O. Box 2078
Jacksonville, FL 32231-0048

Medicare Claims for Railroad Retirees:
MetraHealth RRB Medicare

P. O. Box 10066

Augusta, GA 30999-0001

Fraud and Abuse
First Coast Service Options, Inc.
P.O. Box 45087
Jacksonville, FL 32232-5087

FLORIDA
MEDICARE
PHONE NUMBERS

BENEFICIARY

Toll-Free:
1-800-333-7586

Hearing Impaired:
1-800-754-7820

Note: The toll-free customer service lines
are reserved for Medicare beneficiaries only.
Use of this line by providers is not permitted
and may be considered program abuse.

PROVIDERS
Toll-Free
Customer Service:
1-866-454-9007
Interactive Voice Response (IVR):
1-877-847-4992

For Seminar Registration Only (not toll-free):
1-904-791-8103

EMC

Format Issues & Testing:
1-904-354-5977 option 4

Start-Up & Front-End Edits/Rejects:
1-904-791-8767 option 1

Electronic Funds Transfer
1-904-791-8016

Electronic Remittance Advice, Electronic

Claim Status, & Electronic Eligibility:
1-904-791-6895

PC-ACE Support:
1-904-355-0313

Marketing:
1-904-791-8767 option 1

New Installations:
(new electronic senders; change of address
or phone number for senders):
1-904-791-8608

Help Desk:
(Confirmation/Transmission):
1-904-905-8880 option 1

OCR
Printer Specifications/Test Claims:
1-904-791-8132

DME, Orthotic or Prosthetic Claims
Palmetto GBA Medicare
1-803-735-1034

MEDICARE PART A
Toll-Free:
1-877-602-8816

WEB SITES

PROVIDER
Florida
http://www.floridamedicare.com

Centers for Medicare & Medicaid Services
http://www.cms.hhs.gov

BENEFICIARY
Florida
http://www.medicarefla.com

Centers for Medicare & Medicaid Services
http://www.medicare.gov
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Index to Connecticut and Florida Medicare B Update! - Fiscal Year 2004

he following is a comprehensive index covering all

articles published the FCSO Medicare B Update! during

fiscal year 2004 (including specia €electronic-only issues).
Beginning in January 2003, the Update! is consoli-

dated into one issue for both states. In this index, content

published for both Connecticut and Florida is listed first,
followed by content intented only for Connecticut, then

content intended only for Florida.

Note: Electronic issues denoted with an asterisk (*)

are not produced in hard copy format, and are available

only on FCSO's provider education Web sites,
http: //mwww.connecti cutmedicare.com and
http://mww.floridamedicare.com.

Connecticut and Florida

A
Advance Beneficiary Notices (ABNS) ..........cccccveeenne 1+ QTR 2004
Ambulance Services, Adjustment to the Rural Mileage
PaymentRatefor Ground ............cccceevvevieniieniieens 1+ QTR 2004
Ambulance, Payment Policy When More Than One
PatientlsOnboardan ...........ccccoeevveevieeeiiee i 1 QTR 2004
Ambulatory Surgical Centers in Connecticutand
Florida, Updated Facility Ratesfor ................c....... October2003*
C
Certificates of Medical Necessity (CMNs), New
Requirements - Physician's Orderand .................... 19QTR 2004

CLIAWaived Tests, NEW ..........ccceveeenne ... 13QTR2004
CMS Manual System Announcement, the New Online 13 QTR 2004
Colonoscopies, Processing and Payment of

Incomplete SCreening .......ccocvevveeiieiienienieieee 1¥QTR 2004
Comprehensive Error Rate Testing (CERT) ................ 11 QTR 2004
Contractual Joint Veentures, Office of Inspector General

Special Advisory Bulletin April 2003 ............ccccceuee.. 1 QTR 2004
Correct Coding Initiative Edits on Internet, CMS Posts 1% QTR 2004
Dialysis Services, MCM Updates Pertaining to—

Correctionto Effective Date ............cccceeeeveiiveeeeeinnnns 1¢QTR 2004
Drugs, Medicare Covered—Quarterly Pricing Update . 1% QTR 2004
Electronic Data Interchange (EDI) Enroliments,

MEMICArE .....veveeiieeereese e 1°QTR 2004
Fecal Leukocyte Examination Under a CLIA

Certificate for Provider-Performed Microscopy .......... 1¢ QTR 2004

Fecal Leukocyte Examination Undera CLIA
Certificate for Provider-Performed Microscopy (PPM)
ProceduresDuring2003 ..........ccccceenienienecneeninenns 1¥QTR 2004

H

Health Insurance Portability and Accountability Act

Transaction and Code Sets, Contingency Planfor .... 13 QTR 2004
Health Professional Shortage Areas ...........cccceeveeee 1¥QTR 2004
Hepatitis B, Influenza Virus, and Pneumococcal

Pneumonia Vaccines, 2003 Allowances for

AdmIniStration of ...........cocveiiieniiiee e, 1¢QTR 2004

HIPAAPrivacy Medical Records.................... ... 1¥QTR2004
HMO ClaimsAre Returned as Unprocessable ... 18QTR2004
Holiday Schedule, 2004 ............ccccceevveeieeiecieeeieenne. 19QTR 2004
Home Health Consolidated Billing Enforcement, Annual

Update of HCPCS Codes Usedfor ............cc.cceeveenee 19QTR 2004

Home Health Consolidated Billing Enforcement,

Correction to Quarterly Update of HCPCS Codes

(01T 1 o) SRR 1 QTR 2004
Hyperbaric Oxygen (HBO) Therapy for the Treatment

of Diabetic Wounds of the Lower Extremities,

Coverage of—Clarification ............cccoeeevieeiiieeneennnns 1*QTR 2004
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ICD-9-CM Update, Addition of Three New Diagnostic Codes

to be Effective as Part of the October 1, 2003 .......... 1*QTR 2004
Implantable Automatic Defibrillators, National Coverage

Determination ...........ccccueeeveeeeeiieeiieeecieeesreeesnee e 1*QTR 2004
Index to Connecticut and Florida Medicare B Update!

for FiscalYear 2003 ...........ccoovvveeeeiiieeeesiiieee e 1*QTR 2004
Influenza Virus Vaccine Claims, New Diagnosis

(000701 (o] SR 1*QTR 2004

Influenza Virus Vaccine, PaymentAmount for the ...... 1+ QTR 2004
Influenza Virus, Pneumococcal Pneumonia, and
Hepatitis B Vaccines, 2003 Allowances for

AAMINISLrAtioN Of ........cccoeviiiieiieriee e 1¥QTR2004
Interactive Voice Response Unit Operating Guide

(CONNECHCUL) ...ttt 1*QTR 2004
Interactive Voice Response Unit Operating Guide

(FIOMOA) ....ocvoeeeeeeeeee e 12QTR 2004
Interest Rate, Overpayment ............cccoecvrrcieeeiieeeene. 1 QTR 2004
J
Jurisdictional Pricing Requirement for New Place of

Service (POS) COES .......ccceevienieerieeiiiesienieaeens 1*QTR 2004
L
Laboratory National Coverage Determination Edit

Software for January 1, 2004, Changestothe .......... 1+ QTR 2004
Laboratory Services Not Covered by Medicare, Use of

Modifier GY to Identify Clinical Diagnostic................. 1¢QTR 2004
Laboratory Testing, Guidelines for Medicare PartB .... 13 QTR 2004
M
Mammography, Billing with CAD Codes 1*QTR 2004
Medicare B Update! Aboutthe ..........ccccoeveviieninenne 1*QTR 2004
Medicare Physician Fee Schedule Payment Policy

INAICALONS ...t 1*QTR 2004
Medicare Secondary Payer WorkingAged Provision,

Clarification of Policy forthe ............cccoeeiiiieennnnn. 1£QTR 2004

Medicare+Choice Plan, Billing Instructions for Claims
for Ventricular Assist Devices for Beneficiariesina ... 1$QTR 2004

N

New England Benefit Integrity Support Center Selected
as New Program Safeguards Contractor for

CONNECHCUL ....e.vveeveeieeciiecee et 1¥QTR 2004
Order Form—2004 Part B Materials .............c..c.coc... 1¥QTR 2004
Pap Smear and Pelvic Examination Services,

Diagnosis Code for Screening—Effective Date ......... 1 QTR 2004
Pneumococcal Pneumonia Vaccine (PPV) Payment

Increase Effective October 1,2003 ........cc.ccccceuneee.. 1« QTR 2004

Pneumococcal Pneumonia, Influenza Virus, and
Hepatitis B Vaccines, 2003 Allowances for

Administration of ............ccceeviieiiie e 1*QTR 2004
Portable X-Ray Equipment, New Modifiers for
Transportation Of ..........c.ccceeveerieiieiieeie e 1¥QTR 2004

Program Safeguards Contractor for Connecticut,
New England Benefit Integrity Support Center

Selected aSNEW .......ccccvvveeiiieiiieciie e 1 QTR 2004
Provider Enrollment, What's New from ...................... 1*QTR 2004
Requirements for Medicare Hearings—

Reminderto Providers ...........cccccvveineeiieeneeneenn 1£QTR 2004
Skilled Nursing Facility (SNF) Consolidated Billing,

GUIdENNESTON .....veeeeviciece e 1¥ QTR
2004 ... s 37
Skilled Nursing Facility Consolidated Billing, 2004

AnnualUpdatefor ...........cccovvvieiiiiiiiiiiciene 12 QTR 2004
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“Split-Split” Care—Clarification of Date of Service

Local Medical Review Policy (Retired)

i ES
Requirement.............ccoooveiiiiiiic 19QTR 2004 9 95 LMRP010-V/1.0-97010: Physical Medicine for
T ChroniCPain ........coceeiveiieieeceeee e 1*QTR 2004 59
Corrections
Therapy Services, Changesto Code Listfor .............. 1*QTR 2004 2 Comprehensive DataAnalysis for Eye Exams—
Timeframe Filing Provision on Reconsiderations and ] o
h : < COITECHON ... 1QTR 2004 59

Appeals—Reminder to Providers .......... e "QTR2004 9 55700: Biopsy of Prostate Using Image Guidance—

Timely Claim Filing Guidelines for All Medicare Correction 1 QTR 2004 59

) dmtoanng o | COITECHON ..ot

POVIGES cocvvvvennnnnnnnnsssssssssssssssssssssssssssssssssssssssss 1"QTR2004 9 73218: Magnetic Resonance Imaging of Upper
V Extremity—

COITECHON ..ottt 1¥QTR 2004 59

Ventricular Assist Devices for Beneficiariesin a
Medicare+Choice Plan, Billing Instructions for i
ClaiMSOr ...ocvvieeeeeeieerese e 19QTR 2004 3b qurlda Only ) )

Carrier-Priced Codes for Florida, 2003 —Correction .... 1$QTR 2004 15

Connecticut On |y Modifiers, Invalid or Inappropriate .................cccovevee. 1*QTR 2004 8

Eucaﬂonaj Resources Educational Resources

“ ; o Medicare atthe Movies .............cccocooeiiiiice, 1*QTR 2004 78

E?/(;?LT:[%xvfn:gﬁiﬁ:&irrrzlr?tcglrgji;elg}ﬁre\g:ﬁ&%ﬁi& - 12QTR2004 60 Medicare Education & Training Event Registration .

Semina, Free Medicate PartB ... BQIR2004 60 | e e Nt and e Sis o
ImportantAddresses, Phone Numbers and Web Sites 1% QTR 2004 8 (Florida) ’ 14QTR 2004 a9
Interactive Voice Response Unit Operating Guide ....... 1¢QTR 2004 39 Interactive Voice Response Unit Operating Guide
M (T o = S 1*QTR 2004 40
Medical Review M

Table of Contents ..........cccocvvvviiieiiiincceeeeee 1+ QTR 2004 46 Medical Review

1 kY

AQVance NOtICe STAIEMENL ......oov.oves v QTR 2004 4% Table OF CONENES .......vovveeeeeeceeeeeeseeerees e, 18QTR 2004 61
Cqmpreh ensive DataAn alysis Advance Notice Statement ...............cccooveereevennn. 1¥QTR 2004 61

Widespread Probe Review Results—Codes 36245, Hand Carried Device for Neuromuscular Junction

75724,and 93508..............oovvrcriree 1 QTR 2004 47 TOSHNG .o eeeeeeeeen 1QTR 2004 62

V\g(ri]gsg;;’;gg Probe Review Results—Codes 92225 — & Comp rehensive Data Anal ys is

Widespread ProbeReview Resiis-_Code 95535 159TR 2004 43 |  VVidespread Probe Review Resuits—Code 36245

Widespread Probe Review Results—Code 92250 .... 1¥ QTR 2004 49 rterial, Pelvic, or Lower Extremity Arterial Catheter

o Placement ........c.ceeeieiuiiii e 1*QTR 2004 62

L Widespread Probe Review Results—Code 75724

RenalAngiography ...........coceveerieiienieneenieeeens 1*QTR 2004 62

Local Medical Review Policy (New) Widespread Probe Review Results—Codes 78465,

. ; : - 78478, and 78480 Myocardial Perfusion Imaging ... 13 QTR 2004 63

Egﬁ;}\ériracio\lllgiﬂmal Radiofrequency Ablation of the 11 QTR 2004 49 Widespread Probe Review Results—Code 80076

. (o of Moor] ot Nareovared Sen e P! Hepatic Panel FUNCHON .............cccvrveveveirieeeennas 1#QTR 2004 63

DOL20: DOA SOMERS ooy 1:QTR2004 5 |  Widespread Probe ReviewResuiis—Code 63508

G0179: Physician Certification and Re-certification of Catheter Placementin CoronaryArtery ................. 1*QTR 2004 64

HOME Health SEIVICES ............oovrroereererrrrrseee 14QTR2004 50 | WidespreadProbeReviewResults—Pulmonary

J2792: Rho (D) Immune Globulin Intravenous........... 1¥QTR 2004 50 Codes 94240, 94260, 94720, and94725 ............... 1*QTR2004 64
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84154: Free Prostate SpecificAntigen .................... 12 QTR 2004 52 Evaluation and Management Services Codes .

83880: B-Type Natriuretic Peptide (BNP) ................ 19QTR2004 52 9934199345 ........... e oo IYQTR2004 - 65

88180: Flow Cytometry and MorphomefricAnalysis. 13QTR2004 53 Widespread Probe Review Results—Home Visit

88271 Urinary Fluorescent In Situ Hybridization Evaluation and Management Services Codes <

(FISH) Test for Recurrent Bladder Cancer .............. 1¢QTR 2004 53 99347‘99359 -------------- AR AR 1QTR2004 66
0025T: Ocular Corneal Pachymetry ...................... 18 QTR 2004 54 Local Medical Review Policy (New)
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92136: Optical Coherence Biometry .............ccc..... 19QTR 2004 58 2004 ICD-9-CM CodingChanges .............cccerveerueenne 1*QTR 2004 70
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FINAL Manual Spinal Manipulation Services by Epoetin [Procrit] and Q9920: Chronic Renal Failure
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G0030: Positron Emission Tomography (PET) Scan 1% QTR 2004

J0207: Amifostine (EthyoI®) ............ccccveiivieriiinans 1*QTR 2004
J0640: Leucovorin (Wellcovorin®) ... ... 1¥QTR2004
J2355: Oprelvekin (Neumega®) ...........cccceerveevenne. 19QTR 2004
J9999: Antineoplastic Drugs ...........coceeeieeenee . 1¥QTR 2004
33215: Implantation of Automatic Defibrillators ......... 18QTR 2004
43235: Diagnostic and Therapeutic Esophagogastro-

AUOTENOSCOPY ...ttt 1¥QTR 2004
58340: Infertility ..........c.......... ... 1¥QTR2004
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CONNECTICUT anp FLORIDA EDUCATIONAL RESOURCES

ORDER FORM — 2004 PART B MATERIALS

The following materials are available for purchase. To order these items, please complete and submit this form along
with your check/money order payable to BCBSFL — FCSO with the account number listed by each item.

Note: Payment for fee schedules cannot be combined with payment for other items; separate payments are required for

purchases of items from different accounts.
QUANTITY ITEM ACCOUNT | COST PER
NUMBER ITEM

Medicare B Update! Subscription— The Medicare B Update! is available 700395 $70.00

a free of charge online at http://mww.connecti cutmedi care.com and (Hardcopy)
http: //mww.floridamedicare.com. Hardcopy or CD-ROM distribution is
limited to individual providers and professional association groups who billed $30.00
at least one Part B claim (to either Connecticut or Florida Medicare) for (CD-ROM)
processing during the twelve months prior to the release of each issue.
Beginning with publications issued after June 1, 2003, providers who
meet these criteria must register to receive the Update! in hardcopy or
CD-ROM format. Qualifying providers will be eligible to receive one
hardcopy or CD-ROM of each issue, if avalid reason can be shown why the
electronic publication available free of charge on the Internet cannot be
utilized. Nonprovider entities or providers who need additional copies may
purchase an annual subscription. This subscription includes all issues
published during calendar year 2004 (back issues for subscription requests
received after January 2004 will be sent upon receipt of order).
2004 Fee Schedule — The revised Medicare Part B Physician and Non- 700400 Hardcopy:

a Physician Practitioner Fee Schedule, effective for services rendered $5.00
January 1, 2004, through December 31, 2004, is available free of charge (CT)
online at http://www.connecti cutmedicare.com and $10.00
http://www.floridamedicare.com. Providers who do not have Internet access (FL)
may purchase a hardcopy or CD-ROM. The Fee Schedule contains calendar
year 2004 payment rates for all localities. These items do not include the CD-ROM:
payment rates for injectable drugs, clinical lab services, mammography $6.00
screening, or DMEPOS items. Note also that revisions to fees may occur; (Specify
these revisions will be published in future editions of the Medicare B Update! CTorFL)
Nonprovider entities or providers who need additional copies at other office
locations may purchase additional copies.

Please write legibly

Subtotal $ Mail this form with payment to:
Tax (add % for $ First Coast Service Options, Inc.
your area) Medicare Publications
P.O. Box 45280
Total $ Jacksonville, FL 32232-5280
Contact Name:
Provider/Office Name:
Phone: FAX Number:
Mailing Address:
City: State: ZIP:

Please make check/money order payable to: BCBSFL — FCSO Account # (fill in from above)

(CHECKS MADE TO “PURCHASE ORDERS” NOT ACCEPTED)
ALLORDERS MUST BE PREPAID — DO NOT FAX — PLEASE PRINT

¥ A

CERTERT i ARG ) ARERRCARD KITHIS

SERYTCE (3PFTI

ﬂ&i :

FIRST C( }:"LE;'I'

RS, THC,

A CMSContracted Intermediary & Carrier
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