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THE FCSO Mepicare B UpPpATE!

About the Connecticut and Florida Medicare B Update!

he Medicare B Update! isacomprehensive magazine published monthly by First Coast Service Options, Inc. (FCSO)

for Part B providersin Connecticut and Florida.

The Provider Outreach & Education Publications team will begin distributing theMedicare B Update! on a monthly basis.
We are making this change to better serve our customers by making valuableinformation availablein amoretimely manner.
The previous quarterly publications have become too large in scope and size making it difficult to navigate through the large
volumeof information.

Important notifications that require communication in between publications will be posted to the FCSO Medicare provider
education websites, http://www.connecti cutmedicare.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 website(s). Providers who cannot obtain
the Update! from the Internet are required to register with usto receive acomplimentary hardcopy or CD-ROM.

Distribution of the Update! in hardcopy or CD-ROM format islimited to individual providersand professional association
(PA) groupswho 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 criteriaare 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 formto us. Registration forms must be submitted annually or when you experience achangein
circumstances that impacts your eletronic access.

For additional copies, providers may purchase a separate annual subscription in hardcopy or CD-ROM format (see order
form on page 66). All issues published since 1997 may be downloaded from the Internet, free of charge.

We use the same mailing address for all correspondence, 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 correspondence, providers must
keep their addresses current with the Medicare Provider Registration department. Please remember that address changes must
be done using the appropriate Form CM S-855.

Clear Identification of State-Specific Content

A header bar preceding articles clearly indicates whether the topic is applicable to both Connecticut and Florida, Con-
necticut only, or Floridaonly. Articles common to both states appear at the beginning of the publication. Within common
articles, references to phone numbers, addresses, reimbursement amounts, past publications, etc., are state-specific as
appropriate. Content specific to Connecticut is next, followed by content specific to Florida. Connecticut and Floridalocal
coverage determination ( LCD) summaries are maintained in separate sections.

Publication Format
The Update! is arranged into distinct sections.

NOTE: Sincethe Update! isbeing published morefrequently, the Carrier Medical Director and Medical Review sectionswill
appear on an “as needed” basis.

Following thetable of contents, aletter from the Carrier Medical Director (as needed), and an administrative information
section, the Update! provides content applicable to both states, as noted previously. Within this section, information is
categorized asfollows.

e The claims section provides claim submission reguirements and tips, plus correspondence (appeal s and hearings) informa-
tion.

e The coverage/reimbur sement 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 psychologistsand clinical social workers, rather than listing articles separately under individual provider special-
ties. Also presented in this section are changes to the Medicare physician fee schedule, and other pricing issues.

e Thesection pertaining to electr onic media claim (EMC) submission also includesinformation pertaining to the Health
Insurance Portability and Accountability Act (HIPAA).

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

Medical review and compr ehensive data analysiswill always bein state-specific sections, aswill educational r esour ces.
Important addr esses, phone number s, and websitesare also listed for each state.
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CONNECTICUT anp FLORIDA ABOUT THE UPDATE!

Advance Beneficiary Notices (ABNS)

edicare Part B allows coverage for services and

i tems 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 thefollowing factors (thislistisnot inclusive):

e Coveragefor aserviceor item may beallowed only for
specific diagnoses/conditions. Always code to the
highest level of specificity.

o Coveragefor aservice or item may beallowed only
when documentation supports the medical need for the
serviceor item.

e Coveragefor aserviceor item may be allowed only
when its frequency is within the accepted standards of
medical practice (i.e., aspecified number of servicesin
aspecified timeframefor 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. ABNsadvise beneficiaries, beforeitemsor services
actually arefurnished, when Medicareislikely to deny
payment. ABNsallow beneficiariesto makeinformed
consumer decisions about receiving items or services for
which they may have to pay out-of-pocket, and to be more
active participantsin their own health care treatment
decisions. An ABN must meet the following requirements:

e TheABN must beon an approved Form CMS-R-131
(see“New Patient Liability Notice” below).

e TheABN must be giveninwriting, in advance of
furnishing the service or item.

e TheABN 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 wasin excess of accepted
standards of medical practice, etc.).

e The notice must be signed and dated by the patient,
indicating the patient assumes financial responsibility
for the serviceif payment is denied as being not
medically reasonable and necessary for reason(s)
indicated on the advance notice. The signature of the
provider of serviceisnot required.

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

New Patient Liability Notice

Form CMS-R-131isthe new approved ABN, required for
servicesprovided on or after January 1, 2003. Form CMS-R-
131 wasdeveloped as part of the Centersfor Medicare &
Medicaid Services (CMS) Beneficiary Notices|nitiative
(BNI), and was approved by OM B (Office of Management
and Budget) on June 18, 2002. The new ABNs aredesigned to
bemorebeneficiary-friendly, morereadableand undersandable,
with patient options more dearly defined.

TherearetwoABN forms- the General Useform (CMS-

R-131G) and the L aboratory Testsform (CMS-R-131L). Bothare
standard forms that may not be modified; however, both
contain customizable boxesfor theindividual requirements of
users, following the guidancein CM S Program Memoranda
(PM)AB-02-114 andAB-02-168, which may befound onthe
CMSwebsiteat
http://cms.hhs.gov/manuals/pm_trans/AB02114.pdf and
http: //cms.hhs.gov/manual /pm_trans/AB02168.pdf.
Reproduciblecopiesof Form CMS-R-131 ABNs(in
English and Spanish) and other BNI information may be found
on CMS'sBNI websiteat
http: //immw.cms.hhs.gov/medicar e/bni.

ABN Modifiers

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

Failureto report modifier GA in caseswhere an appropri-
ate advance notice was given to the patient may result in the
provider having to assume financial responsibility for the
denied serviceor item.

Modifier GZ may be used in caseswhereasigned ABN
is not obtained from the patient; however, when modifier GZ
ishilled, the provider assumesfinancial responsibility if the
serviceor itemisdenied.

“GA” Modifier and Appeals

hen a patient is notified in advance that a service or

item may be denied as not medically necessary, the
provider must annotate thisinformation on the claim (for
both paper and electronic claims) by reporting the modifier
GA (wavier of liability statement onfile).

Failureto report modifier GA in caseswhere an appropri-
ate advance notice was given to the patient may result in the
provider having to assume financial responsibility for the
denied service or item.

Nonassigned claimscontaining the modifier GA inwhich
the patient has been found liable must have the patient’s
written consent for an appeal . Written appeal s requests
should be sent to:

Connecticut

Attention: Medical Review
MedicarePart B CT

POBox 45010

Jacksonville, FL 32232-5010

OR

Florida

Attention: Medica Review
Medicare Part B Claims Review
POBox 2360

Jacksonville, FL 32231-0018
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CONNECTICUT anp FLORIDA COVERAGE/REIMBURSEMENT

AMBULANCE

Ambulance Inflation Factor for Calendar Year 2007
CMS hasissued the following MLN Matters article. Information for Medicare Fee-for-Service Health Care Professionals.

Provider Types Affected

Providers and suppliers of ambulance services billing
Medicarecarriers, fiscal intermediaries (FIs), or Part A/B
M edicare administrative contractors (A/B MACs) for those
services.

Provider Action Needed

Thisarticleisfor your information only. It providesthe
ambulanceinflation factor (AlF) for calendar year (CY) 2007.
TheAlFfor CY 2007 is4.3 percent.

Background

Section 1834(1)(3)(B) of the Socia Security Act (SSA)
provides the basis for updating the payment limits that
carriers, Fls, and A/B MACs use to determine how much to
pay you for the claimsthat you submit for ambulance
services. The national fee schedule for ambulance services
has been phased in over afive-year transition period begin-
ning April 1, 2002. The AlF updates payments annually and is
equal to the percentage increasein consumer price index for
all urban consumers (CPI-U) for the 12-month period ending
with June of the previous year.

TheAlFfor caendar year (CY) 2007 will be4.3 percent.
Thefollowing tabledisplaystheAlF for CY 2007 and for the
previous 4 years.

Ambulancelnflation Factor by CY
2007 4.3 percent
2006 2.5 percent
2005 3.3 percent
2004 2.1 percent
2003 1.1 percent

Additionally, the M edi care Prescription Drug, Improve-
ment, and M odernization Act of 2003 (MMA) established that
the ground ambulance base rate (for services furnished
during the period July 1, 2004 through December 31, 2009) will
have abaseline “floor” amount.

Payment will not belessthan this“floor,” whichis
determined by establishing nine fee schedules (one for each
of the nine census divisions) and then using the same
methodology that was used to establish the national fee
schedule to calculate aregional conversion factor and a
regional mileage payment.

Some key issues related to the AlF include:

National or Regional Fee Schedules

Either the national fee schedule or regional fee schedule
appliesfor all providers and suppliersin the census division,
depending on the payment amount that the regional method-
ology yields. The national fee schedule amount applies when
the regional fee schedule methodology resultsin an amount
(for agiven census division) that is lower than the national
ground base rate. Conversely, the regional fee schedule
applies when its methodol ogy resultsin an amount (for the
census division) that is greater than the national ground base
rate. When the regional fee schedule is used, that census
division's fee schedule portion of the base rate is equal to a
blend of the national rate and the regional rate.

PaymentsBased on Blended M ethodology

During the five-year transition period, your payments
are based on ablended methodology. For CY 2007, this
blend will be 20 percent regional ground base rate and 80
percent national ground base rate

Before January 1, 2007, for each ambulance provider or
supplier, the AlF was applied to both the fee schedule
portion of the blended payment amount (both national and
regional) and to the reasonabl e cost/charge portion. Then,
these two amounts were added together to determine each
provider or supplier’stotal payment amount. As of January
1, 2007, thetotal payment amount for air ambulance
providers and suppliers continues to be based on 100
percent of the national ambulance fee schedule, while the
total payment amount for ground ambulance providers and
supplierswill be based on either 100 percent of the national
ambulance fee schedule or 80 percent of the national
ambulance fee schedule and 20 percent of the regional
ambulance fee schedule.

Part B Coinsuranceand DeductibleRequirements
Part B coinsurance and deductible requirements apply.

Additional Information

You can find moreinformation about the ambulance
inflation factor by going to CR 5358, located at http://
www.cms.hhs.gov/Transmittal s/“downl oads/R1102CP. pdf
on the CM S website. There you will find updated Medicare
Claims Processing Manual (100-04), Chapter 15 (Ambu-
lance), Section 20.6.1 (Ambulance Inflation Factor [AlF]) as
an attachment to that CR.

If you have any questions, please contact your carrier,
FI, or A/B MAC at their toll-free number, which may be
found at http://mww.cms.hhs.gov/MLNProducts/down-
loads/Call Center TolINumDirectory.zip.

Thetoll-free number for First Coast Service Options,
Inc. Medicare Part B Customer Service Center is1-866-454-
9007 (FL) or 1-866-419-9455 (CT).

MLN MattersNumber: MM5358

Related Change Request (CR) #:5358
Related CR Release Date: November 3, 2006
Effective Date: January 1, 2007

Related CR Transmittal #: R1102CP
Implementation Date: January 2, 2007

This article was prepared as a service to the public and is not
intended to grant rights or impose obligations. This article 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.

December 2006
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CONNECTICUT anp FLORIDA COVERAGE/REIMBURSEMENT

ComPETITIVE ACQuISITION PROGRAM

Competitive Acquisition Program for Part B Drugs—Appeals
CMS hasissued the following MLN Matters article. Information for Medicare Fee-for-Service Health Care Professionals.
Provider Types Affected

Physiciansbilling Medicare carriersfor Part B drugs and biologicals under the Medicare Competitive Acquisition Program
(CAP) program.

Provider Action Needed
STOP — I mpact to You

Thisarticleisbased on change request (CR) 5207, which instructslocal Medicare carriers and the CAP designated carrier
how to execute the appeal's process within the unique requirements of CAP. Please note that the CAP claims processing
arrangement is not the same as the standard Part B claims processing routine.

CAUTION —What You Need to Know

CR 5207 provides additional information and instructions for theimplementation of the CAP pertaining to the CAP
appeals and dispute resolution process. Thisis not a stand-alone CR. It builds on previously published related CAP CRs,
whichinclude: CRs 4064, 4306, 4309, and 4404. Thelinksto those CRsand the related Medicare Learning Network (MLN)
articles are provided in the Additional Information section below.

GO —What You Need to Do
See the Background section of thisarticle and theinformation in CR 5207 for further details regarding these special CAP
appeal s requirements and delivery of dispute resolution services.

Background

Section 303 (d) of the Medicare Prescription Drug Improvement and Modernization Act (MMA) of 2003, requiresthe
implementation of acompetitive acquisition program (CAP) for Medicare Part B drugs and biologicals (*drugs’) not paid on a
cost or prospective payment system basis. Beginning with drugs administered on or after July 1, 2006, physicians will be given
a choice between buying and billing these drugs under the average sales price (ASP) system, or obtaining these drugs from
vendors sel ected in acompetitive bidding process. A participating CAP physician will submit aclaim for drug administration to
the Medicarelocal carrier. An approved CAP vendor will submit aclaim for the drug product to the CAP Medicare designated
carrier.

Appeal Processfor CAP DrugClaims

Asmentioned above, the CAP claims processing arrangement departs from the standard Part B claims processing routine
Specifically, the CAP usesalocal carrier’s determination about the physician’s drug administration claim that is associated
withaCAPdrug'sclaim asan indicator of whether a CAP vendor’s matching drug claim should be paid. Therefore, if alocal
carrier denies the physician’s drug administration claim that is to be matched to a CAPvendor’s drug claim and causes the
vendor’s CAP drug claim to deny, the appeal s process for the vendor’s drug claim’s denial must begin with thelocal carrier
that denied the claim. In this situation, in order to pursue an appeal of adenied CAP drug claim, the approved CAP vendor
becomes a party to the appeal of adenied drug administration claim filed by a participating CAP physician with the local
carrier.

If aCAPvendor’sdrug claim has been denied because there is no matching participating CAP physician claim on file with
thelocal carrier, the Medicare designated carrier will deny the claim and will suppress appeal rightsif thereisstill no matching
drug administration claim after 90 days. The remittance notice will instruct the approved CAP vendor that it may request a
reopening. In this caseg, if the approved CAP vendor accepts the designated Medicare carrier’s offer and requests a reopening,
the designated carrier will call the participating CAP physician to encourage the physician to file the drug administration claim.
If the participating CAP physician does not file the claim, the designated Medicare carrier will engage in dispute resolution
activitieswhich may result in arecommendation to terminate the participating CAP physician’sinvolvement in CAP.

The Medicare designated carrier will use group code CO for claimsthat are denied because the participating CAP
physician hasnot filed his/her claim, will return the foll owing messages:

e Medicare Summary Notice (MSN) —16.34 —“You should not be billed for this service. You do not haveto pay this
amount.”

e Remark code N211 —"You may not appeal thisdecision.”

e These messages are provided in addition to MSN message 21.21 and remittance advice (RA) reason code 107 for these
claimdenials. (See CR 4064, Business Requirement (BR) 4064.9.2.1, link provided below.)

Additional Information

CR 5207 adds sections 100.9-100.94 to Publication 100-04, the M edicare Claims Processing Manual, Chapter 17, “ Drugs
and Biologicalsfor CAP” CR 5207 isthe official instruction issued to your Medicare carrier regarding changes mentioned in
thisarticle. CR 5207 may be found at http://www.cms.hhs.gov/Transmittal ydownl oads/R1076CP.pdf on the CM S website.
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CONNECTICUT anp FLORIDA COVERAGE/REIMBURSEMENT

Competitive Acquisition Program for Part B Drugs—Appeals, continued

CR 4064, dated December 9, 2005, “ Competitive Acquisition Program (CAP) for Part B Drugs’ islocated at
http: //mww.cms.hhs.gov/transmittal ydownl oads/R777CP.pdf on the CMSwebsite. The related MLN article, MM 4064
“Competitive Acquisition Program (CAP) for Part B Drugs’ can befound at
http: //mww.cms.hhs.gov/MLNMatter sArticles/downl oadsyMM4064.pdf on the CM S website.

CR 4306, dated February 6, 2006, “M CS Screen Expansion for the Prescription Order Number for the CompetitiveAcquisi-
tion Program (CAP) for Part B Drugsto be Developed Over the July 2006 and October 2006 Release, With Final Implementation
on October 2, 2006” isavailable at the following link http: //mmw.cms.hhs.gov/transmittal s/downl oads/R841CP.pdf on the
CMSwebsite.

CR 43009, dated February 17, 2006, “ Additional Requirementsfor the Competitive Acquisition Program (CAP) for Part B
Drugs’ can be found at the following link http://www.cms.hhs.gov/transmittal ydownloadsyR866CP.pdf on the CM S website.

Therelated MLN article, MM 4309 “ Additional Requirementsfor the CompetitiveAcquisition Program (CAP) for Part B
Drugs’ can be reached at http://www.cms.hhs.gov/MLNMatter sArti cles/downl oadsMM4309.pdf on the CM S website.

CR 4404, dated April 28, 2006 “ CompetitiveAcquisition Program (CAP) for Part B Drugs Physician Election” islocated at
http: //mww.cms.hhs.gov/transmittal downl 0oads/R932CP.pdf on the CM S website. MM 4404, “ Competitive Acquisition
Program (CAP) for Part B Drugs Physician

Election” the related MLN article can be found at http://mww.cms.hhs.gov/MLNMatter sArticles/downl oads/MM4404. pdf
on the CMSwebsite.

If you have questions, please contact your Medicare carrier at their toll-free number, which may be found at
http: //Amww.cms.hhs.gov/MLNProducts/Call Center TolINumDirectory.zip on the CMS website.

Thetoll-free number for First Coast Service Options, Inc. Medicare Part B Customer Service Center is1-866-454-9007 (FL)
or 1-866-419-9455 (CT).

MLN Matters Number: MM 5207 Related Change Request (CR) #: 5207
Related CR Release Date: October 13,2006  Effective Date: July 1, 2006
Related CR Transmittal #: R1076CP Implementation Date: November 13, 2006

This article was prepared as a service to the public and is not intended to grant rights or impose obligations. This article 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.

Competitive Acquisition Program Billing: Do Not Bill a Prescription Order
Number More Than Once

URGENT REMINDER

he Centersfor Medicare and Medicaid Services (CMS) isproviding aclarification on billing for drugs under the

Competitive Acquisition Program (CAP) for Part B Drugsand Biologicals. In order for the CAPvendor’sdrug claimto be
processed and paid, physicians must submit a corresponding drug administration claim, and a no-pay claim line for the drug.

The vendor’s drug claim and the physician’s claim are then matched in the claims processing system by the prescription
order number and the vendor is paid for the drug that was administered.

A physician’s no-pay claim line consists of the CAPdrug’'s HCPCS code, a billed amount (which must not equal zero), and
the number of HCPCS billing unitsthat were administered. The CAP prescription order number isaunique number generated
by the approved CAP vendor that is used to match CAP claims in the payment system and is also associated with aline on an
electronic claim. Therefore, the prescription order number should not be reused on additional lines of aclaim or on other
clams.

It has come to our attention that in some cases drugs ordered under one, unique prescription order number are being
billed on multiple claim lines and the prescription order number is being reused with the modifier 76 appended. Thisis causing
CAP claimsto not process correctly.

A CAP prescription order number must only be used on ONE claim line; it must not be reused on another claim line on the
same claim or any other claim. If a CAP vendor has shipped a drug using one prescription order number but the drug is
administered in several doses, the total amount administered should be identified in the number of billing units, for example:

The approved CAP vendor has shipped 20 heparin units of J1642 heparin sodium (heparin lock flush) under the prescrip-
tion order number QXXXJ1642YYYYY. Thepatient’sIV linesrequired two 10 Unit heparin flushes during the course of the
officevisit. Sincethe HCPCS code defines J1642 as 10 Units of heparin and atotal of 20 units of heparin were administered,
this situation would be billed as two billing units of J1642 on aline containing aJ1 no-pay CAP modifier and associated with
prescription order number QXXXJ1642YYYYY.

For additional information about CAP billing refer to the billing tip sheet on CMSwebsite at:
http: //mmw.cms.hhs.gov/CompetitiveAcquisfor Bios/Downl oads/cap_billtips.pdf

Source: CMSLearning Resource, Message 200611-11
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DiagNosTIC IMAGING PROCEDURES

Multiple Procedure Reduction on the Technical Component of Certain
Diagnostic Imaging Procedures and Cap on the TC of Imaging

Procedures
CMS hasissued the following MLN Matters article. Information for Medicare Fee-for-Service Health Care Professionals.
Provider Types Affected

Physicians and suppliers billing Medicare carriers for imaging supplies and services

Provider Action Needed
STOP — I mpact to You

This special edition article provides details regarding the Centersfor Medicare & Medicaid Services (CMS) revised
policiesfor the payment of the technical component (TC) of imaging procedures.

CAUTION —What You Need to Know

CM S has 1) modified the multiple procedure payment reduction to the TC of certain diagnostic imaging procedures and 2)
implemented a procedure specific payment cap on the TC payment of imaging procedures effective January 1, 2007, as
required by the Deficit Reduction Act of 2005.

GO —What You Need to Do
See the Background and Additional Information Sections of this article for further details regarding this change.

Background

CMSisimplementing two provisionsin 2007 affecting imaging services. First, CM Sismodifying the multiple procedure
payment reduction on certain diagnostic imaging proceduresimplemented in 2006. Second, they areimplementing anew
provision of the Deficit Reduction Act of 2005 (DRA) which imposes a payment cap on most imaging procedures. (More
information on the DRA is available at http://Mmww.cho.gov/ftpdocs/ 70xx/doc7028/s1932conf.pdf on the CMS website. More
information on the fee schedulefinal rulesisavailable at
http://mww.cms.hhs.gov/Physi cianFeeSched/PFSFRN/list.asp#TopOfPage on the CM S website).

Thefirst CMS provision for 2007 addresses payment for certain multiple diagnostic imaging procedures, with:

A full payment for the first procedure, but

A 25 percent reduction in the technical component (TC) payment for additional imaging procedures (furnished on
contiguous body parts during the same session). Thisis a smaller reduction than the 50 percent that had previously been
proposed for 2007. Table 1 below in the Additional Information Section containsalist of procedures subject to the
multiple procedure payment reduction.

The second CM S provision limits the TC payment for most imaging procedures paid under the Medicare Physician Fee
Schedule (MPFS) to the amount paid under the outpatient prospective payment system (OPPS). Table 2 below in the Addi-
tional Information Section contains alist of procedures subject to the OPPS payment cap.

Both provisions apply to TC-only services and the TC of global services. The professional component (PC) ispaid in full
for al procedures.

For imaging services subject to both the multiple imaging reduction policy and the outpatient hospital cap, CMSis

applying:
e Firgt, themultipleimaging adjustment, and
e  Second, the outpatient cap.

Additional Information

If you have any questions, please contact your carrier at their toll-free number, which may be found on the CMS website
at http://mww.cms.hhs.gov/MLNProducts/downl oads/Call Center TolINumDirectory.zip_on the CMS website

Thetoll-free number for First Coast Service Options, Inc. Medicare Part B Customer Service Center is1-866-454-9007 (FL)
or 1-866-419-9455 (CT).
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CONNECTICUT anp FLORIDA COVERAGE/REIMBURSEMENT

Multiple Procedure Reduction on the TC of Certain Diagnostic | maging Procedures and Cap on the TC of I maging
Procedures, continued

Table 1 Family 5SMRI and MRA (Head/Brain/Neck)
Diagnostic | maging Services Subject totheMultiple 70540  Mri orbit/face/neck w/o dye
ProcedurePayment Reduction 70542 Mri orbit/face/neck w/ dye
Diagnostic |maging Services 70543  Mri orbit/face/neck w/o & w/dye
! . 70544 Mr angiography head w/o dye
g%r;g/rilcgjltrasound (Chest/Abdomen/Pelvis- Non- 70545 Mr angiography head widye

70546 Mr angiography head w/o & w/dye
70547 Mr angiography neck w/o dye
70548 Mr angiography neck w/dye
70549 Mr angiography neck w/o & w/dye
70551 Mri brainw/o dye

70552 Mri brainw/dye

76604 Us exam, chest, b-scan

76700 Usexam, abdom, complete
76705 Echo exam of abdomen

76770 Usexam abdo back wall, comp
76775 Usexam abdo back wall, [im

76778 Usexam kidney transplant Ce

76831 Echo exam, uterus 7055.3 Mri brainw/o & .vv/dye
76856 Usexam, pelvic, complete Family6MRI and MRA (spine)
76857 Usexam, pelvic, limited 72141 Mri neck spine w/o dye

72142 Mri neck spinew/dye

72146 Mri chest spine w/o dye
72147 Mri chest spine w/dye

72148 Mri lumbar spinew/o dye
72149 Mri lumbar spinew/dye
72156 Mri neck spinew/o & w/dye
72157 Mri chest spine w/o & w/dye
72158 Mri lumbar spinew/o & w/dye

Family 2CT and CTA (Chest/Thor ax/Abd/Pelvis)
71250 Ct thorax w/o dye

71260 Ct thorax w/ dye

71270 Ct thorax w/o & w/ dye

71275 Ct angiography, chest

72191 Ct angiography, pelv w/o & w/ dye
72192 Ct pelvisw/o dye

72193 Ct pelvisw/ dye

72194 Ct pelvisw/o & w/ dye Family 7 CT (spine)

74150 Ct abdomen w/o dye 72125 CT neck spinew/o dye
74160 Ct abdomen w/ dye 72126 Ct neck spine w/dye

74170  Ctabdomenw/o & w/ dye 72127  Ctneck spinew/o & w/dye
74175  Ctangiography, abdomw/o & w/ dye 72128  Ct chest spine w/o dye
75635  Ctangioabdominal arteries 72129  Ct chest spine w/dye
0067T  Ct colonography; dx 72130  Ct chest spinew/o & w/dye

72131 Ct lumbar spinew/o dye

Elz;rgwkll)y3CT and CTA (Head/Brain/Or bit/M axillofacial/ 72132 Ct lumbar sp!new/dye

20450 Ct head/brain w/o dye 72133 Ct lumbar spinew/o & w/dye
70460  Ct head/brain w/ dye Family 8MRI and MRA (lower extremities)
70470  Cthead/brainw/o & w/ dye 73718  Mrilower extremity w/o dye
70480 Ct orbit/ear/fossa w/o dye 73719 Mri lower extremity w/dye

70481  Ctorbit/ear/fossaw/ dye 73720  Mri lower extw/ & w/odye
70482  Ctorbit/ear/fossaw/o & w/ dye 73721 Mrijoint of lwr extrew/o dye
70486  Ctmaxillofacial w/odye 73722  Mrijoint of lwr extr w/dye

70487  Ctmaxillofacial w/ dye 73723  Mrijoint of lwr extr w/o & w/dye
70488 Ct maxillofacial w/o & w/ dye 73725—-MRA  Mrangiolower ext w or w/o dye
70490 Ct soft tissue neck wfo dye Family 9CT and CTA (lower extremities)
70491 Ct soft tissue neck w/ dye 73700  Ctlower extremity w/odye
70492 Ct soft.tlssue neck w/o & w/ dye 73701 Ct lower extremity widye

70496 Ctangiography, head 73702  Ctlower extremity w/o & w/dye
70498 Ctangiography, neck 73706  Ctangiolower extw/o & w/dye
Family 4AMRI and MRA (Chest/Abd/Pelvis) Family 10Mr and MRI (upper extremitiesand joints)
71550 Mri chest w/o dye 73218  Mri upper extr w/o dye

71551 Mri chest w/ dye 73219 Mri upper extr w/dye

71552 Mri chest w/o & w/ dye 73220  Mri upper extremity w/o & w/dye
71555 Mri angio chest w/ or w/o dye 73221 Mri joint upper extr w/o dye
72195 Mri pel V.'SW/ odye 73222 Mri joint upper extr w/dye

72196 Mri pelv!swl dye 73223 Mri joint upper extr w/o & w/dye
72197 Mri pelvisw/o &w/ dye ) o
72198  Mri angio pelvisw/ or w/o dye Family 11 CT and CTA (upper extremities)
74181  Mri abdomen w/o dye 73200 Ctupper extremity w/odye
74182  Mri abdomenw/ dye 73201 Ctupper extremity w/dye

74183  Mri abdomen w/o and w/ dye 73202 Ctupper extremity w/o & w/dye
74185  Mri angio, abdom w/ or w/o dye 73206 Ctangio upper extr w/o & w/dye
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CONNECTICUT anp FLORIDA COVERAGE/REIMBURSEMENT

Multiple Procedure Reduction on the TC of Certain Diagnostic | maging Procedures and Cap on the TC of I maging
Procedures, continued

Table 2

Addendum F CPT/HCPCSImaging Codes Defined by DRA 5102(b)

Code Short Descriptor Code Short Descriptor

31620 Endobronchia us add-on 70546 Mr angiograph head w/o& w/dye

37250 Iv us first vessel add-on 70547 Mr angiography neck w/o dye

37251 Iv us each add vessel add-on 70548 Mr angiography neck w/dye

51798 Us urine capacity measure 70549 Mr angiograph neck w/o& w/dye

70010 Contrast x-ray of brain 70551 Mri brainw/o dye

70015 Contrast x-ray of brain 70552 Mri brainw/dye

70030 X-ray eyefor foreign body 70553 Mri brainw/o & w/dye

70100 X-ray examof jaw 70557 Mri brainw/o dye

70110 X-ray examof jaw 70558 Mri brainw/dye

70120 X-ray exam of mastoids 70559 Mri brainw/o & w/dye

70130 X-ray exam of mastoids 71010 Chest x-ray

70134  X-ray examof middleear 71015 Chest x-ray

70140 X-ray exam of facia bones 71020 Chest x-ray

70150 X-ray exam of facial bones 71021 Chest x-ray

70160 X-ray exam of nasal bones 71022 Chest x-ray

70170 X-ray exam of tear duct 71023 Chest x-ray and fluoroscopy

70190 X-ray exam of eye sockets 71030 Chest x-ray

70200 X-ray exam of eye sockets 71034 Chest x-ray and fluoroscopy

70210 X-ray exam of sinuses 71035 Chest x-ray

70220 X-ray exam of sinuses 71040 Contrast x-ray of bronchi

70240 X-ray exam, pituitary saddle 71060 Contrast x-ray of bronchi

70250 X-ray exam of skull 71090  X-ray & pacemaker insertion

70260 X-ray exam of skull 71100 X-ray examof ribs

70300 X-ray exam of teeth 71101 X-ray exam of ribs/chest

70310 X-ray exam of teeth 71110 X-ray examof ribs

70320 Full mouth x-ray of teeth 71111 X-ray exam of ribs/chest

70328 X-ray exam of jaw joint 71120 X-ray exam of breastbone

70330 X-ray examof jaw joints 71130 X-ray exam of breastbone

70332 X-ray exam of jaw joint 71250 Ct thorax w/o dye

70336 Magneticimage, jaw joint 71260 Ctthorax w/dye

70350 X-ray head for orthodontia 71270 Ctthorax w/o & w/dye

70355 Panoramic x-ray of jaws 71275 Ct angiography, chest

70360 X-ray exam of neck 71550 Mri chest w/o dye

70370  Throat x-ray & fluoroscopy 71551 Mri chest w/dye

70371 Speech evaluation, complex 71552 Mri chest w/o & w/dye

70373 Contrast x-ray of larynx 71555 Mri angio chest w or w/o dye

70380 X-ray exam of salivary gland 72010 X-ray examof spine

70390 X-ray exam of salivary duct 72020 X-ray exam of spine

70450 Ct head/brain w/o dye 72040  X-ray exam of neck spine

70460 Ct head/brain w/dye 72050  X-ray exam of neck spine

70470 Ct head/brain w/o & w/dye 72052 X-ray exam of neck spine

70480 Ct orbit/ear/fossa w/o dye 72069 X-ray exam of trunk spine

70481 Ct orbit/ear/fossa w/dye 72070 X-ray exam of thoracic spine

70482 Ct orbit/ear/fossa w/o& w/dye 72072 X-ray exam of thoracic spine

70486 Ct maxillofacial w/o dye 72074  X-ray exam of thoracic spine

70487 Ct maxillofacia w/dye 72080  X-ray exam of trunk spine

70488 Ct maxillofacial w/o & w/dye 72090  X-ray exam of trunk spine

70490 Ct soft tissue neck w/o dye 72100 X-ray exam of lower spine

70491 Ct soft tissue neck w/dye 72110 X-ray exam of lower spine

70492 Ct sft tsue nck w/o & w/dye 72114 X-ray exam of lower spine

70496 Ct angiography, head 72120  X-ray examof lower spine

70498 Ct angiography, neck 72125 Ct neck spinew/o dye

70540 Mri orbit/face/neck w/o dye 72126 Ct neck spine w/dye

70542 Mri orbit/face/neck w/dye 72127 Ct neck spinew/o & w/dye

70543 Mri orbt/fac/nck w/o & wi/dye 72128 Ct chest spine w/o dye

70544 Mr angiography head w/o dye 72129 Ct chest spine w/dye

70545 Mr angiography head w/dye 72130 Ct chest spinew/o & w/dye
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CONNECTICUT anp FLORIDA COVERAGE/REIMBURSEMENT

Multiple Procedure Reduction on the TC of Certain Diagnostic | maging Procedures and Cap on the TC of I maging
Procedures, continued

Code Short Descriptor Code Short Descriptor

72131 Ct lumbar spinew/o dye 73221 Mri joint upr extrem w/o dye

72132 Ct lumbar spinew/dye 73222 Mri joint upr extremw/dye

72133 Ct lumbar spinew/o & w/dye 73223 Mri joint upr extr w/o&w/dye

72141 Mri neck spinew/o dye 73225 Mr angio upr extr w/o&w/dye

72142 Mri neck spinew/dye 73500 X-ray exam of hip

72146 Mri chest spine w/o dye 73510  X-ray examof hip

72147 Mri chest spine w/dye 73520  X-ray examof hips

72148 Mri lumbar spinew/o dye 73525 Contrast x-ray of hip

72149 Mri lumbar spinew/dye 73530 X-ray examof hip

72156 Mri neck spinew/o & w/dye 73540 X-ray exam of pelvis& hips

72157 Mri chest spine w/o & w/dye 73542 X-ray exam, sacroiliacjoint

72158 Mri lumbar spinew/o & w/dye 73550  X-ray examof thigh

72159 Mr angio spine w/o&w/dye 73560  X-ray examof knee, 1 0r 2

72170 X-ray examof pelvis 73562 X-ray examof knee, 3

72190 X-ray examof pelvis 73564 X-ray exam, knee, 4 or more

72191 Ct angiograph pelv w/o&w/dye 73565 X-ray exam of knees

72192 Ct pelvisw/o dye 73580 Contrast x-ray of kneejoint

72193 Ct pelvisw/dye 73590  X-ray examof lower leg

72194 Ct pelvisw/o & w/dye 73592 X-ray exam of leg, infant

72195 Mri pelvisw/o dye 73600  X-ray examof ankle

72196 Mri pelvisw/dye 73610 X-ray exam of ankle

72197 Mri pelvisw/o & w/dye 73615 Contrast x-ray of ankle

72198 Mr angio pelvisw/o & w/dye 73620 X-ray exam of foot

72200 X-ray exam sacroiliac joints 73630  X-ray exam of foot

72202 X-ray exam sacroiliac joints 73650  X-ray examof hedl

72220 X-ray exam of tailbone 73660  X-ray exam of toe(s)

72240 Contrast x-ray of neck spine 73700 Ctlower extremity w/o dye

72255 Contrast x-ray, thorax spine 73701 Ct lower extremity w/dye

72265 Contrast x-ray, lower spine 73702 Ct Iwr extremity w/o& w/dye

72270 Contrast x-ray, spine 73706 Ct angio lwr extr w/o& w/dye

72275 Epidurography 73718 Mri lower extremity w/o dye

72285 X-ray cft spinedisk 73719 Mri lower extremity w/dye

72291 Percut vertebroplasty fluor 73720 Mri lwr extremity w/o& w/dye

72293 Percut vertebroplasty, ct 73721 Mri jnt of lwr extrew/o dye

72295 X-ray of lower spine disk 73722 Mri joint of lwr extr w/dye

73000 X-ray exam of collar bone 73723 Mri joint lwr extr w/o& w/dye

73010 X-ray exam of shoulder blade 73725 Mr ang lwr ext w or w/o dye

73020 X-ray exam of shoulder 74000  X-ray exam of abdomen

73030 X-ray exam of shoulder 74010 X-ray exam of abdomen

73040 Contrast x-ray of shoulder 74020 X-ray exam of abdomen

73050 X-ray exam of shoulders 74022 X-ray exam series, abdomen

73060 X-ray exam of humerus 74150 Ct abdomen w/o dye

73070 X-ray exam of elbow 74160 Ct abdomen w/dye

73080 X-ray exam of elbow 74170 Ct abdomen w/o & w/dye

73085 Contrast x-ray of elbow 74175 Ct angio abdom w/o & w/dye

73090 X-ray exam of forearm 74181 Mri abdomen w/o dye

73092 X-ray exam of arm, infant 74182 Mri abdomen w/dye

73100 X-ray exam of wrist 74183 Mri abdomen w/o & w/dye

73110 X-ray exam of wrist 74185 Mri angio, abdom w orw/o dye

73115 Contrast x-ray of wrist 74190  X-ray exam of peritoneum

73120 X-ray exam of hand 74210 Contrst x-ray exam of throat

73130 X-ray exam of hand 74220 Contrast x-ray, esophagus

73140 X-ray exam of finger(s) 74230 Cinelvid x-ray, throat/esoph

73200 Ct upper extremity w/o dye 74235 Remove esophagus obstruction

73201 Ct upper extremity w/dye 74240  X-ray exam, upper gi tract

73202 Ct uppr extremity w/o& w/dye 74241 X-ray exam, upper gi tract

73206 Ctangio upr extrmw/o& w/dye 74245 X-ray exam, upper gi tract

73218 Mri upper extremity w/o dye 74246 Contrst x-ray uppr gi tract

73219 Mri upper extremity w/dye 74247 Contrst x-ray uppr gi tract

73220 Mri uppr extremity w/o& w/dye 74249 Contrst x-ray uppr gi tract
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CONNECTICUT anp FLORIDA COVERAGE/REIMBURSEMENT

Multiple Procedure Reduction on the TC of Certain Diagnostic | maging Procedures and Cap on the TC of I maging
Procedures, continued

Code Short Descriptor Code Short Descriptor

74250 X-ray exam of small bowel 75716  Artery x-rays, aimg/legs

74251 X-ray exam of small bowel 75722  Artery x-rays, kidney

74260 X-ray exam of small bowel 75724  Artery x-rays, kidneys

74270 Contrast x-ray exam of colon 75726  Artery x-rays, abdomen

74280 Contrast x-ray exam of colon 75731  Artery x-rays, adrenal gland

74283 Contrast x-ray exam of colon 75733  Artery x-rays, adrenals

74290 Contrast x-ray, gallbladder 75736  Artery x-rays, pelvis

74291 Contrast x-rays, gallbladder 75741  Artery x-rays, lung

74300 X-ray bile ducts/pancreas 75743  Artery x-rays, lungs

74301 X-rays at surgery add-on 75746  Artery x-rays, lung

74305 X-ray bile ducts/pancreas 75756  Artery x-rays, chest

74320 Contrast x-ray of bile ducts 75774  Artery x-ray, each vessel

74327 X-ray bile stone removal 75790  VisudizeA-V shunt

74328 X-ray bile duct endoscopy 75801 Lymph vessdl x-ray, arm/leg

74329 X-ray for pancreas endoscopy 75803 Lymph vessel x-ray,arms/legs

74330 X-ray bile/panc endoscopy 75805 Lymph vessel x-ray, trunk

74340 X-ray guidefor Gl tube 75807 Lymph vessel x-ray, trunk

74350 X-ray guide, stomach tube 75809 Nonvascular shunt, x-ray

74355 X-ray guide, intestinal tube 75810  Veinx-ray, spleen/liver

74360 X-ray guide, Gl dilation 75820  Veinx-ray,arm/leg

74363 X-ray, bileduct dilation 75822  Veinx-ray, ams/legs

74400 Contrst x-ray, urinary tract 75825  Veinx-ray, trunk

74410 Contrst x-ray, urinary tract 75827  Veinx-ray, chest

74415 Contrst x-ray, urinary tract 75831 Veinx-ray, kidney

74420 Contrst x-ray, urinary tract 75833  Veinx-ray, kidneys

74425 Contrst x-ray, urinary tract 75840  Veinx-ray, adrenal gland

74430 Contrast x-ray, bladder 75842  Veinx-ray, adrenal glands

74440 X-ray, malegenital tract 75860  Veinx-ray, neck

74445 X-ray exam of penis 75870  Veinx-ray, skull

74450 X-ray, urethra/bladder 75872 Veinx-ray, skull

74455 X-ray, urethra/bladder 75880  Veinx-ray, eyesocket

74470 X-ray exam of kidney lesion 75885  Veinx-ray, liver

74475 X-ray control, cath insert 75887  Veinx-ray, liver

74480 X-ray control, cath insert 75889  Veinx-ray, liver

74485 X-ray guide, GU dilation 75891  Veinx-ray, liver

74710 X-ray measurement of pelvis 75893  Venous sampling by catheter

74740 X-ray, femalegenital tract 75894  X-rays, transcath therapy

74742 X-ray, fallopian tube 75896  X-rays, transcath therapy

74775 X-ray exam of perineum 75898 Follow-up angiography

75552 Heart mri for morph w/o dye 75900 Intravascular cath exchange

75553 Heart mri for morph w/dye 75901 Remove cva device obstruct

75554 Cardiac MRI/function 75902 Remove cvalumen obstruct

75555 Cardiac MRI/limited study 75940  X-ray placement, veinfilter

75556 Cardiac MRI/flow mapping 75945 Intravascular us

75600 Contrast x-ray exam of aorta 75946 Intravascular us add-on

75605 Contrast x-ray exam of aorta 75953  Abdom aneurysm endovas rpr

75625 Contrast x-ray exam of aorta 75956 Xray, endovasc thor ao repr

75630 X-ray aorta, leg arteries 75957 Xray, endovasc thor ao repr

75635 Ct angio abdominal arteries 75958  Xray, place prox ext thor ao

75650  Artery x-rays, head & neck 75959 Xray, place dist ext thor ao

75658  Artery x-rays, am 75960  Transcath iv stent rs&i

75660  Artery x-rays, head & neck 75961 Retrieval, broken catheter

75662  Artery x-rays, head & neck 75962 Repair arterial blockage

75665  Artery x-rays, head & neck 75964 Repair artery blockage, each

75671  Artery x-rays, head & neck 75966 Repair arterial blockage

75676  Artery x-rays, neck 75968 Repair artery blockage, each

75680  Artery x-rays, neck 75970  Vascular biopsy

75685  Artery x-rays, spine 75978 Repair venous blockage

75705  Artery x-rays, spine 75980 Contrast xray exam hileduct

75710  Artery x-rays, arm/leg 75982 Contrast xray exam bileduct
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Multiple Procedure Reduction on the TC of Certain Diagnostic | maging Procedures and Cap on the TC of I maging
Procedures, continued

Code Short Descriptor Code Short Descriptor
75984  Xray control catheter change 76856 Usexam, pelvic, complete
75989  Abscess drainage under x-ray 76857 Usexam, pelvic, limited
75992 Atherectomy, x-ray exam 76870 Usexam, scrotum
76000 Fluoroscope examination 76872 Us, transrectal
76001 Fluoroscope exam, extensive 76873 Echograp trans r, pros study
76010 X-ray, noseto rectum 76880 Usexam, extremity
76080 X-ray examof fistula 76885 Usexam infant hips, dynamic
76098 X-ray exam, breast specimen 76886 Usexam infant hips, static
76100 X-ray exam of body section 76930 Echo guide, cardiocentesis
76101 Complex body section x-ray 76932 Echo guide for heart biopsy
76102 Complex body section x-rays 76936 Echo guidefor artery repair
76120 Cine/video x-rays 76937 Us guide, vascular access
76125 Cine/video x-raysadd-on 76940 Us guide, tissue ablation
76140 X-ray consultation 76941 Echo guide for transfusion
76150 X-ray exam, dry process 76942 Echo guide for biopsy
76350 Special x-ray contrast study 76945 Echo guide, villussampling
76376 3d render w/o postprocess 76946 Echo guide for amniocentesis
76377 3d rendering w/postprocess 76948 Echo guide, ova aspiration
76380 CAT scan follow-up study 76950 Echo guidance radiotherapy
76390 Mr spectroscopy 76965 Echo guidance radiotherapy
76496 Fluoroscopic procedure 76970 Ultrasound exam follow-up
76497 Ct procedure 76975 Gl endoscopic ultrasound
76498 Mri procedure 76977 Us bone density measure
76506 Echo exam of head 76998 Ultrasound guide intraoper
76510 Ophth us, b & quant a 77001 Fluoroguidefor vein device
76511 Ophth us, quant a only 77002 Needlelocalization by x-ray
76512 Ophth us, b w/non-quant a 77003 Fluoroguide for spineinject
76513 Echo exam of eye, water bath 77011 Ctscanfor localization
76514 Echo exam of eye, thickness 77012 Ct scan for needle biopsy
76516 Echo exam of eye 77013 Ct guide for tissue ablation
76519 Echo exam of eye 77014 Ct scan for therapy guide
76529 Echo exam of eye 77021 Mr guidance for needle place
76536 Us exam of head and neck 77022 Mri for tissue ablation
76604 Usexam, chest, b-scan 77031 Stereotactic breast biopsy
76645 Usexam, breast(s) 77032 X-ray of needlewire, breast
76700 Usexam, abdom, complete 77053  X-ray of mammary duct
76705 Echo exam of abdomen 77054  X-ray of mammary ducts
76770 Usexam abdo back wall, comp 77058 Magnetic image, breast
76775 Usexam abdo back wall, lim 77059 Magnetic image, both breasts
76778 Usexam kidney transplant 77071 X-ray stressview
76800 Usexam, spinal canal 77072 X-raysfor bone age
76801 Ob us< 14 wks, singlefetus 77073  X-rays, bone evaluation
76802 Obus< 14 wks, add'| fetus 77074  X-rays, bone survey
76805 Ob us>/= 14 wks, sngl fetus 77075  X-rays, bone survey
76810 Ob us>/=14 wks, addl fetus 77076 X-rays, bone evaluation
76811 Ob us, detailed, sngl fetus 77077 Joint survey, single view
76812 Ob us, detailed, addl fetus 77078 Ct bonedensity, axial
76815 Ob us, limited, fetus(s) 77079 Ct bone density, peripheral
76816 Ob us, follow-up, per fetus 77080 Dxabonedensity, axia
76817  Transvaginal us, obstetric 77081 Dxabone density/peripheral
76818 Fetal biophys profile w/nst 77082 Dxabone density/v-fracture
76819 Fetal biophys profil w/o nst 77083 Radiographic absorptiometry
76820 Umbilical artery echo 77084 Magnetic image, bone marrow
76821 Middle cerebral artery echo 77417 Radiology port film(s)
76825 Echo exam of fetal heart 77421 Stereoscopic x-ray guidance
76826 Echo exam of fetal heart 78006  Thyroidimaging with uptake
76827 Echo exam of fetal heart 78007 Thyroidimage, mult uptakes
76828 Echo exam of fetal heart 78010  Thyroidimaging
76830  Transvaginal us, non-ob 78011 Thyroid imaging with flow
76831 Echo exam, uterus 78015  Thyroid metimaging
December 2006 The FCSO Medicare B Update! 13



CONNECTICUT anp FLORIDA COVERAGE/REIMBURSEMENT

Multiple Procedure Reduction on the TC of Certain Diagnostic | maging Procedures and Cap on the TC of I maging
Procedures, continued

Code Short Descriptor Code Short Descriptor
78016  Thyroid metimaging/studies 78494 Heart image, spect
78018  Thyroid met imaging, body 78496 Heart first pass add-on
78020  Thyroid met uptake 78580 Lung perfusionimaging
78070 Parathyroid nuclear imaging 78584 Lung V/Qimagesinglebreath
78075  Adrena nuclear imaging 78585 LungV/Qimaging
78102 Bonemarrow imaging, Itd 78586  Aerosol lungimage, single
78103 Bonemarrow imaging, mult 78587  Aerosol lungimage, multiple
78104 Bonemarrow imaging, body 78588 Perfusion lung image
78135 Red cell survival kinetics 78591  Ventimage, 1 breath, 1 proj
78140 Red cell sequestration 78593  Ventimage, 1proj, gas
78185 Spleenimaging 78594  Ventimage, mult proj, gas
78190 Platelet survival, kinetics 78596 Lung differential function
78195 Lymph systemimaging 78600 Brainimaging, Itd static
78201 Liverimaging 78601 Brainimaging, Itd w/flow
78202 Liver imagingwith flow 78605 Brainimaging, complete
78205 Liverimaging (3D) 78606 Brainimaging, compl w/flow
78206 Liver image (3d) with flow 78607 Brainimaging (3D)
78215 Liver and spleenimaging 78608 Brainimaging (PET)
78216 Liver & spleenimage/flow 78609 Brainimaging (PET)
78220 Liver function study 78610 Brainflow imaging only
78223 Hepatobiliary imaging 78615 Cerébral vascular flow image
78230 Sdlivary glandimaging 78630 Cerebrospinal fluid scan
78231 Seria salivary imaging 78635 CSF ventriculography
78232 Salivary gland function exam 78645 CSF shunt evaluation
78258 Esophageal motility study 78647 Cerebrospinal fluid scan
78261 Gastric mucosaimaging 78650 CSFleakageimaging
78262 Gastroesophageal reflux exam 78660 Nuclear exam of tear flow
78264 Gastric emptying study 78700 Kidney imaging, static
78278  Acute Gl blood lossimaging 78701 Kidney imaging with flow
78282 Gl proteinlossexam 78704 Imaging renogram
78290 Meckel’sdivert exam 78707 Kidney flow/functionimage
78291 L eveen/shunt patency exam 78708 Kidney flow/functionimage
78300 Boneimaging, limited area 78709 Kidney flow/functionimage
78305 Boneimaging, multiple areas 78710 Kidney imaging (3D)
78306 Boneimaging, whole body 78715 Renal vascular flow exam
78315 Boneimaging, 3 phase 78730 Urinary bladder retention
78320 Boneimaging (3D) 78740 Ureteral reflux study
78350 Bone mineral, single photon 78760  Testicularimaging
78351 Bone mineral, dual photon 78761 Testicular imaging/flow
78428 Cardiac shuntimaging 78800  Tumorimaging, limited area
78445  Vascular flow imaging 78801 Tumor imaging, mult areas
78456  Acute venous thrombus image 78802 Tumor imaging, whole body
78457  Venousthrombosisimaging 78803  Tumorimaging (3D)
78458  Venthrombosisimages, bilat 78804  Tumorimaging, whole body
78459 Heart muscleimaging (PET) 78805  Abscessimaging, Itd area
78460 Heart muscle blood, single 78806  Abscessimaging, whole body
78461 Heart muscle blood, multiple 78807 Nuclear localization/abscess
78464 Heartimage (3d), single 78811 Tumor imaging (pet), limited
78465 Heart image (3d), multiple 78812 Tumor image (pet)/skul-thigh
78466 Heart infarctimage 78813  Tumorimage (pet) full body
78468 Heart infarct image (&f) 78814  Tumor imagepet/ct, limited
78469 Heart infarctimage (3D) 78815  Tumorimage pet/ct skul-thigh
78472 Gated heart, planar, single 78816  Tumor image pet/ct full body
78473 Gated heart, multiple 78890 Nuclear medicine dataproc
78478 Heart wall motion add-on 78891 Nuclear med data proc
78480 Heart function add-on 93303 Echo transthoracic
78481 Heart first pass, single 93304 Echo transthoracic
78483 Heart first pass, multiple 93307 Echo exam of heart
78491 Heart image (pet), single 93308 Echo exam of heart
78492 Heart image (pet), multiple 93312 Echo transesophageal

14 The FCSO Medicare B Update! December 2006



CONNECTICUT anp FLORIDA COVERAGE/REIMBURSEMENT

Multiple Procedure Reduction on the TC of Certain Diagnostic | maging Procedures and Cap on the TC of I maging
Procedures, continued

Code Short Descriptor Code Short Descriptor

93313 Echo transesophageal 93931 Upper extremity study
93314 Echo transesophageal 93970 Extremity study

93315 Echo transesophageal 93971 Extremity study

93316 Echo transesophageal 93975  Vascular study

93317 Echo transesophageal 93976  Vascular study

93318 Echo transesophageal intraop 93978  Vascular study

93320 Doppler echo exam, heart 93979 Vascular study

93321 Doppler echo exam, heart 93980 Penile vascular study
93325 Doppler color flow add-on 93981 Penile vascular study
93350 Echo transthoracic 93990 Doppler flow testing

93555 Imaging, cardiac cath 0028T Dexa body composition study
93556 Imaging, cardiac cath 00421 Ct perfusion w/contrast, cbf
93571 Heart flow reserve measure 0066T Ct colonography;screen
93572 Heart flow reserve measure 0067T Ct colonography;dx

93880 Extracrania study 0080T Endovasc aort repr rad s& i
93882 Extracrania study 0081T Endovasc visc extnsn s&i
93886 Intracranial study 01441 CT heart wo dye; qual calc
93888 Intracranial study 0145T CT heart w/wo dye funct
93890  Tcd, vasoreactivity study 0146T CCTA w/wo dye

93892  Tcd, emboli detect w/oin; 01471 CCTA w/wo, quan calcium
93893  Tcd, emboli detect w/inj 0148T CCTA w/wo, strxr

93925 Lower extremity study 0149T CCTA w/wo, strxr quan calc
93926 Lower extremity study 0150T CCTA w/wo, disease strxr
93930 Upper extremity study 0151T CT heart funct add-on

0152T Computer chest add-on

G010 Colon cascrn; barium enema

Go122 Colon cascrn; barium enema

G0130 Single energy x-ray study

G019 Pet imaging whole body; melanomafor non-covered items
G235 PET not otherwise specified

€ 024) Renal angio, cardiac cath

G0278 Iliac art angio,cardiac cath

0288 Recon, CTA for surg plan

G0365 Vessel mapping hemo access

MLN MattersNumber: SE0665 Related Change Request (CR) #: N/A
Related CR Release Date: N/A Effective Date: N/A

Related CR Transmittal #: N/A Implementation Date: N/A

This article was prepared as a service to the public and is not intended to grant rights or impose obligations. This article 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.

Italicized and/or quoted material is excerpted from the American Medical Association Current Procedural Terminology. CPT codes,
descriptions and other data only are copyrighted 2006 American Medical Association (or other such date of publication of CPT).
All rights reserved. Applicable FARS/DFARS apply.

Disclosure of the Payment Cap for the Technical Component of Imaging

Services
%i on 5102(b) of the Deficit Reduction Act of 2005 requires apayment cap on thetechnical component (TC) of imaging
vices. Effective January 1, 2007, payment for the TC of imaging servicesincluding the TC portion of the global imaging
service will be capped based on the outpatient prospective payment system (OPPS).
To determineif the payment isto be capped, the MPFS amount is compared to the cap amount for the TC and global
portion of imaging services. CM S performed this comparison and the list on the following pages represents the allowances for
theimaging services, which will be paid, based on the OPPS.

Source: CM S Pub 100-04/1083, Change Request 5357
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Connecticut Payment Cap for the Technical Component of Imaging Procedures for Disclosure

PROCMOD  PAR  NONPAR  LMTCHG |PROC MOD PAR  NONPAR  LMTCHG |PROC MOD PAR  NONPAR  LMTCHG
70336 395.45 375.68 45477 | 72128 TC 21958 208.60 25252 | 73221 470.62 447.09 541.21
70336 TC  323.68 307.50 372.23 | 72129 349.48 33201 401.90 | 73221 TC 40537 38510 466.18
70480 282.47 268.35 324.84 |72129 TC 29035 275.83 333.90 | 73222 516.13 490.32 593.55
70480 TC 22031 209.29 253.36 | 72130 406.35 386.03 467.30 | 73222 TC 43744 41557 503.06
70482 41442 39370 47658 | 72130 TC 34456 327.33 396.24 | 73223 684.29  650.08  786.93
70482 TC 34455 327.32 396.23 | 72131 275.63 261.85 316.97 | 73223 TC  579.07 550.12 665.93
70486 275.36 26159 316.66 | 72131 TC  219.58 208.60 252.52 | 73700 272.75 25911  313.66
70486 TC  220.11 209.10 253.13 | 72132 349.48 33201 401.90 73700 TC  219.79 208.80 252.76
70496 430.42 408.90 494.98 |[72132 TC  290.35 27583 333.90 [ 73702 40358 383.40 464.12
70496 TC 34561 328.33 397.45 | 72133 406.03 385.73 466.93 | 73702 TC 34445 327.23 396.12
70498 430.42 408.90 494.98 | 72133 TC  344.24 327.03 395.88 | 73706 439.31 417.34 505.21
70498 TC 34561 328.33 397.45 | 72141 481.26 457.20 553.45 73706 TC 346,74 329.40 398.75
70540 470.72 44718 541.33 | 72141 TC  403.73 383.54 46429 | 73718 470.72  447.18 541.33
70540 TC  405.48 38521 466.30 | 72142 52911 502.65 608.48 | 73718 TC 40548 38521  466.30
70542 515.39  489.62 592.70 | 72142 TC 43547 41370 500.79 | 73719 515.39  489.62  592.70
70542 TC  437.12 41526 502.69 | 72146 480.83 456.79 552.95 | 73719 TC  437.12 41526  502.69
70543 683.87 649.68 786.45 | 72146 TC  403.31 383.14 463.81 | 73720 683.45 649.28  785.97
70543 TC  579.49 550.52 666.41 | 72147 528.90 502.45 60823 |73720 TC  579.49 55052 666.41
70544 462.42 439.30 531.78 | 72147 TC 43569 413.91 501.04 | 73721 470.30 446.78  540.85
70544 TC  404.04 383.84 464.65 | 72148 475.46 451.69 546.78 | 73721 TC  405.06 384.81  465.82
70545 494.06 469.36 568.17 | 72148 TC  403.31 383.14 463.81 | 73722 515.81  490.02 593.18
70545 TC 43610 414.30 50151 | 72149 52225 496.14 600.59 | 73722 TC  437.12 41526 502.69
70546 667.93 63453 768.12 | 72149 TC 43547 41370 500.79 | 73723 683.45 649.28  785.97
70546 TC  580.83 551.79 667.95 | 72156 701.09 666.04 806.25 | 73723 TC  579.07 550.12 665.93
70547 462.00 43890 531.30 | 72156 TC  576.71 547.87 663.22 | 74150 277.49  263.62  319.11
70547 TC  404.04 383.84 464.65 | 72157 700.56 665.53 805.64 | 74150 TC  219.90 208.91 252.88
70548 493.74 469.05 567.80 | 72157 TC  576.61 547.78 663.10 | 74160 352.24  334.63  405.08
70548 TC 43578 413.99 501.15 | 72158 690.72 656.18 794.33 | 74160 TC  290.45 27593  334.02
70549 667.93 63453 768.12 |72158 TC 57671 547.87 663.22 | 74170 41251  391.88  474.39
70549 TC  580.83 551.79 667.95 | 72191 43474 413.00 499.95 | 74170 TC 34455 327.32 396.23
70551 47524 45148 54653 | 72191 TC  346.85 32951 398.88 | 74175 438.99 417.04 504.84
70551 TC  403.51 383.33 464.04 | 72192 272.86 25922 313.79 | 74175 TC  346.85 32951 398.88
70552 521.82 49573 600.09 |72192 TC  219.90 208.91 252.88 | 74181 475.10 451.35 546.37
70552 TC 43547 41370 500.79 | 72193 346.40 329.08 398.36 | 74181 TC  404.86 384.62  465.59
70553 690.40 655.88 793.96 |72193 TC  290.35 275.83 333.90 | 74182 520.93 494.88  599.07
70553 TC  576.39 547.57 662.85 | 72194 403.47 383.30 463.99 | 74182 TC  436.91 41506 502.45
71250 275.63 261.85 316.97 |72194 TC 34435 327.13 396.00 | 74183 688.04 653.64 791.25
71250 TC 21958 208.60 25252 | 72195 475.63 451.85 546.97 | 74183 TC  578.66 549.73  665.46
71260 350.65 333.12 403.25 | 72195 TC  404.96 384.71 46570 | 74260 126.48  120.16  145.45
71260 TC  290.35 275.83 333.90 | 72196 520.83 49479 598.95 | 74260 TC 10229  97.18  117.63
71270 411.35 390.78 473.05 | 72196 TC  436.81 414.97 502.33 | 74283 199.83  189.84  229.80
71270 TC 34456 327.33 396.24 | 72197 688.04 653.64 791.25 | 74283 TC  101.99  96.89  117.29
71275 440.16 418.15 506.18 | 72197 TC  578.66 549.73 665.46 | 74350 156.71  148.87  180.22
71275 TC  346.95 329.60 398.99 [ 72270 24533 233.06 282.13 | 74350 TC  120.24 11423 138.28
71550 47499 45124 54624 | 72270 TC  181.31 172.24 20851 | 75552 482.61 458.48  555.00
71550 TC  404.75 384.51 465.46 | 73200 27275 25011 313.66 | 75552 TC  404.24 384.03  464.88
71551 520.93 494.88 599.07 | 73200 TC  219.79 208.80 252.76 | 75553 536.23 509.42 616.66
71551 TC  436.91 415.06 502.45 | 73202 403.58 383.40 46412 | 75553 TC 43640 41458 501.86
71552 689.58 655.10 793.02 | 73202 TC 34445 327.23 396.12 | 75554 497.40 47253 572.01
71552 TC  580.20 551.19 667.23 | 73206 43454 41281 499.72 | 75554 TC  404.86 384.62  465.59
72125 275.63 261.85 316.97 |73206 TC  346.64 329.31 398.64 | 75555 494.46  469.74  568.63
72125 TC 21958 208.60 25252 | 73218 470.72 447.18 541.33 | 75555 TC  404.86 384.62  465.59
72126 349.48 33201 401.90 | 73218 TC 40548 38521 466.30 | 75635 464.55 44132 534.23
72126 TC  290.35 275.83 333.90 | 73219 516.24 490.43 593.68 | 75635 TC  347.46 330.09 399.58
72127 406.35 386.03 467.30 | 73219 TC 43754 41566 503.17 | 75660 508.06 482.66  584.27
72127 TC 34456 327.33 396.24 | 73220 683.87 649.68 786.45 | 75660 TC  443.09 420.94 509.55
72128 275.63 261.85 316.97 |73220 TC 57949 55052 666.41 | 75705 550.71 523.17 633.32

ALL CURRENT PROCEDURAL TERMINOLOGY (CPT) CODES AND DESCRIPTORS ARE COPYRIGHTED BY THEAMERICAN MEDICAL ASSOCIATION
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Connecticut Payment Cap for the Technical Component of Imaging Procedures for Disclosure

PROC MOD PAR  NONPAR LMT CHG | PROC MOD PAR NONPAR LMT CHG | PROC MOD PAR  NONPAR  LMT CHG
75705 TC  443.41 421.24 509.92 |78190 197.87 187.98  227.55 93976 TC 174.04  165.34  200.15
75733 509.85 484.36 586.33 78190 TC 142.69 135.56 164.09 93978 143.40 136.23 164.91
75733 TC  443.62 421.44 510.16 |78206 360.91 342.86 415.05 93978 TC 110.55  105.02  127.13
75860 500.45 475.43 575.52 |[78206 TC 314.01 298.31 361.11 93979 132,55 12592 152.43
75860 TC 442.99 420.84 509.44 78456 222.94 211.79 256.38 93979 TC 110.33 104.81 126.88
75870 499.51 47453 574.44 |78456 TC 172.02  163.42 197.82 93981 131.31 12474 151.01
75870 TC 442.99 420.84 509.44 78458 216.30 205.49 248.75 93981 TC 109.40 103.93 125.81
75893 469.84  446.35 540.32 |78458 TC 172.12 163.51 197.94 93990 123.71  117.52  142.27
75893 TC 443.31 421.14 509.81 78465 536.83 509.99 617.35 93990 TC 111.16 105.60 127.83
75962 470.06 446.56 540.57 |78465 TC 462.27 439.16  531.61 G0365 187.10 177.74 215.16
75962 TC  443.21 421.05 509.69 |78496 132.93 126.28 152.87 G0365 TC 174.87 166.13  201.10
75966 509.54 484.06 585.97 |78496 TC 107.05  101.70  123.11

75966 TC 442.89 420.75 509.32 78607 391.49 371.92  450.21

75978 469.32 44585 539.72 |78607 TC 331.15 31459 380.82

75978 TC  442.78 420.64 509.20 |78630 282.02 267.92 324.32

76376 53.87 51.18 61.95 |[78630 TC 249.00 236.55 286.35

76376 TC 43.55 41.37 50.08 78647 292.75 278.11 336.66

76377 148.28  140.87 170.52 |78647 TC 248.99 236.54 286.34

76377 TC 108.24  102.83 124.48 |78710 275.06 261.31 316.32

76380 156.48 148.66 179.95 78710 TC 243.21 231.05 279.69

76380 TC 109.26 103.80 125.65 78730 53.48 50.81 61.50

76506 103.78 98.59 119.35 78730 TC 43.35 41.18 49.85

76506 TC 70.87 67.33 81.50 78803 337.81 320.92 388.48

76812 156.24  148.43 179.68 |78803 TC 284.43 270.21  327.09

76812 TC 67.78 64.39 77.95 | 78804 475.70  451.91 547.05

76857 89.58 85.10 103.02 |78804 TC 423.81 402.62 487.38

76857 TC 70.76 67.22 81.37 |78806 325.97 309.67 374.87

76885 106.45 101.13 122.42 78806 TC 284.13 269.92 326.75

76885 TC 70.77 67.23 81.39 78807 338.23 321.32 388.96

76936 248.29 235.88 285.53 78807 TC 284.75 270.51 327.46

76936 TC 149.45  141.98 171.87 |93880 204.44 19422 235.11

76942 117.64  111.76 135.29 |93880 TC 17456  165.83  200.74

76942 TC 85.00 80.75 97.75 93886 223.08 211.93 256.54

76965 215.44 204.67 247.76 |93886 TC 174.66  165.93  200.86

76965 TC 148.72 141.28 171.03 93888 102.03 96.93 117.33

77011 350.03 332.53  402.53 93888 TC 70.25 66.74 80.79

77011 TC  291.28 276.72 334.97 [93890 162.10 153.99 186.41

77012 34578 328.49 397.65 |93890 TC 1055 105.02 127.13

77012 TC 289.73 275.24  333.19 [93892 168.75 160.31  194.06

77014 150.73  143.19 173.34 |93892 TC 110.23  104.72  126.76

77014 TC 109.26  103.80 125.65 [93893 169.07 160.62 194.43

77021 397.74 377.85 457.40 |[93893 TC 110.55  105.02  127.13

77021 TC 323.78 307.59 372.35 93925 204.21 194.00 234.84

77031 287.16 272.80 330.23 93925 TC 175.07 166.32 201.33

77031 TC 209.79 199.30 241.26 93926 131.00 12445 150.65

77054 142.46  135.34 163.83 93926 TC 111.16  105.60 127.83

77054 TC 120.56 11453  138.64 |93930 197.69 187.81 227.34

77078 95.75 90.96  110.11 |93930 TC 174.35 165.63  200.50

77078 TC 83.84 79.65 96.42 [93931 126.49  120.17 145.46

77080 94.27 89.56 108.41 93931 TC 110.86 105.32 127.49

77080 TC 83.43 79.26 95.94 93970 208.02 197.62 239.22

77084 401.41 381.34 461.62 |93970 TC 174.04 165.34  200.15

77084 TC 323.89 307.70 372.47 |93971 132.45 125.83 152.32

77421 97.44 92,57  112.06 |[93971 TC 110.23  104.72  126.76

77421 TC 78.25 74.34 89.99 [93975 264.62 251.39 304.31

78075 229.84 218.35 264.32 |[93975 TC 174.66  165.93  200.86

78075 TC 193.31 183.64 222.31 [93976 232.80 221.16 267.72

ALL CURRENT PROCEDURAL TERMINOLOGY (CPT) CODES AND DESCRIPTORS ARE COPYRIGHTED BY THE AMERICAN MEDICALASSOCIATION
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Florida Payment Cap for the Technical Component of Imaging Procedures for Disclosure

PARTICIPATING FEE SCHEDULE

CODE/MOD LOC 01/02 LOC 03
70336 331.68 354.67
70336 TC 266.13 286.42
70480 237.22 252.88
70480 TC 180.45 193.77
70482 346.12 369.61
70482 TC 282.41 303.38
70486 23111 246.72
70486 TC 180.67 194.26
70496 361.08 385.53
70496 TC 283.64 304.94
70498 361.08 385.53
70498 TC 283.64 304.94
70540 389.44 414.80
70540 TC 329.89 352.85
70542 427.39 455.20
70542 TC 355.94 380.91
70543 567.70 605.07
70543 TC 472.38 505.84
70544 384.68 411.60
70544 TC 331.48 356.30
70545 410.73 439.66
70545 TC 357.87 384.72
70546 550.43 585.36
70546 TC 470.91 502.64
70547 384.34 411.25
70547 TC 331.48 356.30
70548 410.28 439.06
70548 TC 357.42 384.11
70549 550.43 585.36
70549 TC 470.91 502.64
70551 396.80 424.44
70551 TC 331.25 356.19
70552 436.58 466.86
70552 TC 357.76 384.85
70553 578.98 620.01
70553 TC 474.99 511.89
71250 231.58 247.32
71250 TC 180.45 194.15
71260 293.67 314.02
71260 TC 238.73 256.93
71270 344.13 368.10
71270 TC 283.20 304.72
71275 367.34 390.40
71275 T1C 282.17 301.74
71550 393.96 419.81
71550 TC 329.89 353.23
71551 432.92 461.28
71551 TC 356.17 381.40
71552 570.63 606.62
71552 TC 470.80 502.77
72125 231.58 247.32
72125 TC 180.45 194.15
72126 292.63 312.95
72126 TC 238.73 256.93
72127 339.62 363.48
72127 T1C 283.20 304.72
72128 231.58 247.32
72128 TC 180.45 194.15

LOC 04
380.86

309.65
270.59
208.93
396.23
327.28
264.44
209.78
413.31
329.26
413.31
329.26
443.23
378.65
486.41
409.02
647.09
543.58
44221
384.62
472.57
415.36
624.26
538.04
441.83
384.62
471.77
414.56
624.26
538.04
455.88
384.67
501.34
415.84
666.90
554.29
265.22
209.83
337.18
271.78
395.40
329.36
416.21
323.72
448.86
379.55
493.17
409.87
646.75
538.52
265.22
209.83
336.09
277.78
390.67
329.36
265.22
209.83

NONPARTICIPATING FEE SCHEDULE

LOC 01/02 LOC 03 LOC 04
315.10 336.94 361.82
252.82 272.10 294.17
225.36 240.24 257.06
171.43 184.08 198.48
328.81 351.13 376.42
268.29 288.21 310.92
219.55 234.38 251.22
171.64 184.55 199.29
343.03 366.25 392.64
269.46 289.69 312.80
343.03 366.25 392.64
269.46 289.69 312.80
369.97 394.06 421.07
313.40 335.21 359.72
406.02 432.44 462.09
338.14 361.86 388.57
539.32 574.82 614.74
448.76 480.55 516.40
365.45 391.02 420.10
314.91 338.49 365.39
390.19 417.68 448.94
339.98 365.48 394.59
522.91 556.09 593.05
447.36 47751 511.14
365.12 390.69 419.74
314.91 338.49 365.39
389.77 417.11 448.18
339.55 364.90 393.83
522.91 556.09 593.05
447.36 47751 511.14
376.96 403.22 433.09
314.69 338.38 365.44
414.75 443.52 476.27
339.87 365.61 395.05
550.03 589.01 633.55
451.24 486.30 526.58
220.00 234.95 251.96
171.43 184.44 199.34
278.99 298.32 320.32
226.79 244.08 263.89
326.92 349.69 375.63
269.04 289.48 312.89
348.97 370.88 395.40
268.06 286.65 307.53
374.26 398.82 426.42
313.40 335.57 360.57
411.27 438.22 468.51
338.36 362.33 389.38
542.10 576.29 614.41
447.26 477.63 511.59
220.00 234.95 251.96
171.43 184.44 199.34
278.00 297.30 319.29
226.79 244.08 263.89
322.64 34531 371.14
269.04 289.48 312.89
220.00 234.95 251.96
171.43 184.44 199.34

LIMITING CHARGE

LOC 01/02
381.43

306.05
272.80
207.52
398.04
324.77
265.78
207.77
415.24
326.19
415.24
326.19
447.86
379.37
491.50
409.33
652.86
543.24
442.38
381.20
472.34
411.55
632.99
541.55
441.99
381.20
471.82
411.03
632.99
541.55
456.32
380.94
502.07
411.42
665.83
546.24
266.32
207.52
337.72
274.54
395.75
325.68
422.44
324.50
453.05
379.37
497.86
409.60
656.22
541.42
266.32
207.52
336.52
274.54
390.56
325.68
266.32
207.52

LOC 03

407.87
329.38
290.81
222.84
425.05
348.89
283.73
223.40
443.36
350.68
443.36
350.68
477.02
405.78
523.48
438.05
695.83
581.72
473.34
409.75
505.61
442.43
673.16
578.04
472.94
409.75
504.92
441.73
673.16
578.04
488.11
409.62
536.89
442.58
713.01
588.67
284.42
223.27
361.12
295.47
423.32
350.43
448.96
347.00
482.78
406.21
530.47
438.61
697.61
578.19
284.42
223.27
359.89
295.47
418.00
350.43
284.42
223.27

LOC 04
437.99

356.10
311.18
240.27
455.66
376.37
304.11
241.25
475.31
378.65
475.31
378.65
509.71
435.45
559.37
470.37
744.15
625.12
508.54
442.31
543.46
477.66
717.90
618.75
508.10
442.31
542.54
476.74
717.90
618.75
524.26
442.37
576.54
478.22
766.93
637.43
305.00
241.30
387.76
319.45
454.71
378.76
478.64
372.28
516.19
436.48
567.15
471.35
743.76
619.30
305.00
241.30
386.50
319.45
449.27
378.76
305.00
241.30
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Florida Payment Cap for the Technical Component of Imaging Procedures for Disclosure

PARTICIPATING FEE SCHEDULE NONPARTICIPATING FEE SCHEDULE ~ LIMITING CHARGE
CODE/MOD LOC 01/02 LOC 03 LOC 04 | LOC 01/02 LOC 03 LOC 04 | LOC 01/02 LOC 03 LOC 04
72129 292.63 312.95 336.09 278.00 297.30 319.29 336.52 359.89 386.50
72129 TC 238.73 256.93 277.78 226.79 244.08 263.89 274.54 295.47 319.45
72130 339.62 363.48 390.67 322.64 345.31 37114 390.56 418.00 449.27
72130 TC 283.20 304.72 329.36 269.04 289.48 312.89 325.68 350.43 378.76
72131 231.58 247.32 265.22 220.00 234.95 251.96 266.32 284.42 305.00
72131 TC 180.45 194.15 209.83 171.43 184.44 199.34 207.52 223.27 241.30
72132 292.63 312.95 336.09 278.00 297.30 319.29 336.52 359.89 386.50
72132 TC 238.73 256.93 277.78 226.79 244.08 263.89 274.54 295.47 319.45
72133 339.17 362.88 389.86 322.21 344.74 370.37 390.05 417.31 448.34
72133 TC 282.75 304.12 328.56 268.61 288.91 312.13 325.16 349.74 377.84
72141 402.57 430.62 462.57 382.44 409.09 439.44 462.96 495.21 531.96
72141 T1C 331.82 357.04 385.90 315.23 339.19 366.60 381.59 410.60 443.78
72142 443.26 473.87 508.71 421.10 450.18 483.27 509.75 544.95 585.02
72142 TC 357.76 384.85 415.84 339.87 365.61 395.05 411.42 442.58 478.22
72146 402.23 430.27 462.20 382.12 408.76 439.09 462.56 494.81 531.53
72146 TC 331.48 356.68 385.52 314.91 338.85 366.24 381.20 410.18 443.35
72147 443.49 474.36 509.56 421.32 450.64 484.08 510.01 545.51 585.99
72147 TC 358.32 385.70 417.07 340.40 366.41 396.22 412.07 443.55 479.63
72148 397.37 425.29 457.11 377.50 404.03 434.25 456.98 489.08 525.68
72148 TC 331.48 356.68 385.52 314.91 338.85 366.24 381.20 410.18 443.35
72149 436.91 467.22 501.72 415.06 443.86 476.63 502.45 537.30 576.98
72149 TC 357.76 384.85 415.84 339.87 365.61 395.05 411.42 442.58 478.22
72156 588.90 630.47 677.98 559.45 598.95 644.08 677.23 725.04 779.68
72156 TC 475.44 512.50 555.10 451.67 486.88 527.35 546.76 589.38 638.37
72157 588.67 630.36 678.03 559.24 598.84 644.13 676.97 724.91 779.73
72157 T1C 475.56 512.74 555.52 451.78 487.10 527.74 546.89 589.65 638.85
72158 579.44 620.61 667.70 550.47 589.58 634.32 666.36 713.70 767.86
72158 TC 475.44 512.50 555.10 451.67 486.88 527.35 546.76 589.38 638.37
72191 362.49 385.42 411.10 344.37 366.15 390.55 416.86 443.23 472.76
72191 TC 282.28 301.99 324.15 268.17 286.89 307.94 324.62 347.29 372.77
72192 229.25 245.08 263.12 217.79 232.83 249.96 263.64 281.84 302.59
72192 TC 180.90 194.76 210.63 171.85 185.02 200.10 208.04 223.97 242.22
72193 289.86 310.10 333.17 275.37 294.60 316.51 333.34 356.62 383.15
72193 TC 238.73 256.93 271.78 226.79 244.08 263.89 274.54 295.47 319.45
72194 336.53 359.89 386.44 319.70 341.90 367.12 387.01 413.87 44441
72194 TC 282.63 303.88 328.13 268.50 288.69 311.72 325.02 349.46 377.35
72195 394.86 421.01 450.47 375.12 399.96 427.95 454.09 484.16 518.04
72195 TC 330.46 354.08 380.78 313.94 336.38 361.74 380.03 407.19 437.90
72196 433.03 461.53 493.60 411.38 438.45 468.92 497.98 530.76 567.64
72196 TC 356.28 381.65 410.30 338.47 362.57 389.78 409.72 438.90 471.84
72197 572.33 610.32 653.15 543.71 579.80 620.49 658.18 701.87 751.12
72197 T1C 472.50 506.47 54491 448.88 481.15 517.66 543.38 582.44 626.65
72270 208.21 222.37 238.55 197.80 211.25 226.62 239.44 255.73 274.33
72270 TC 149.69 161.49 175.09 142.21 153.42 166.34 172.14 185.71 201.35
73200 228.58 243.98 261.46 217.15 231.78 248.39 262.87 280.58 300.68
73200 TC 180.22 193.66 208.98 171.21 183.98 198.53 207.25 222.71 240.33
73202 336.42 359.64 386.01 319.60 341.66 366.71 386.88 413.59 443.91
73202 TC 282.52 303.63 327.71 268.39 288.45 311.32 324.90 349.17 376.87
73206 362.72 385.92 411.96 344.58 366.62 391.36 417.13 443.81 473.75
73206 TC 282,51 302.48 325.00 268.38 287.36 308.75 324.89 347.85 373.75
73218 389.44 414.80 443.23 369.97 394.06 421.07 447.86 477.02 509.71
73218 TC 329.89 352.85 378.65 313.40 335.21 359.72 379.37 405.78 435.45
73219 428.06 455.92 487.17 406.66 433.12 462.81 492.27 524.31 560.25
73219 TC 356.28 381.26 409.39 338.47 362.20 388.92 409.72 438.45 470.80
73220 567.70 605.07 647.09 539.32 574.82 614.74 652.86 695.83 744.15
73220 TC 472.38 505.84 543.58 448.76 480.55 516.40 543.24 581.72 625.12
73221 389.55 415.05 443.65 370.07 394.30 421.47 447.98 477.31 510.20
73221 TC 330.00 353.09 379.08 313.50 335.44 360.13 379.50 406.05 435.94
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Florida Payment Cap for the Technical Component of Imaging Procedures for Disclosure

PARTICIPATING FEE SCHEDULE

CODE/MOD LOC 01/02 LOC 03
73222 428.18 456.16
73222 T1C 356.39 381.51
73223 568.04 605.42
73223 TC 472.05 505.48
73700 228.58 243.98
73700 TC 180.22 193.66
73702 336.42 359.64
73702 TC 282.52 303.63
73706 366.75 389.94
73706 TC 282.40 302.23
73718 389.44 414.80
73718 TC 329.89 352.85
73719 427.39 455.20
73719 TC 355.94 380.91
73720 567.36 604.71
73720 TC 472.38 505.84
73721 389.10 414.45
73721 T1C 329.55 352.49
73722 427.73 455.56
73722 TC 355.94 380.91
73723 567.36 604.71
73723 TC 472.05 505.48
74150 23341 249.35
74150 TC 180.90 194.76
74160 295.04 315.44
74160 TC 238.62 256.69
74170 344.38 367.83
74170 TC 282.41 303.38
74175 366.30 389.34
74175 TC 282.28 301.99
74181 394.63 420.90
74181 TC 330.57 354.33
74182 432.92 461.28
74182 TC 356.17 381.40
74183 572.33 610.32
74183 TC 472.50 506.47
74260 104.91 111.31
74260 TC 82.86 88.40
74283 173.33 183.42
74283 TC 83.99 90.49
74350 132.40 141.43
74350 TC 99.15 106.90
75552 402.67 430.10
75552 TC 331.25 355.81
75553 447.16 476.50
75553 TC 356.74 382.63
75554 414.40 441.43
75554 TC 330.57 354.33
75555 411.58 438.59
75555 TC 330.57 354.33
75635 388.45 411.72
75635 TC 281.60 300.51
75660 425.36 456.89
75660 TC 366.19 395.29
75705 465.03 498.71
75705 TC 366.64 395.89
75733 426.60 458.07
75733 TC 366.41 395.40

LOC 04
487.59

409.82
647.47
543.21
261.46
208.98
386.01
327.71
415.92
324.57
443.23
378.65
486.41
409.02
646.71
543.58
442.85
378.27
486.79
409.02
646.71
543.21
267.49
210.63
338.66
277.35
394.41
327.28
415.11
324.15
450.52
381.21
493.17
409.87
653.15
54491
118.41

94.58
194.80

97.94
151.74
115.81
461.20
383.77
509.55
412.00
471.85
381.21
468.99
381.21
437.57
321.59
493.13
428.88
537.43
429.68
494.21
428.83

NONPARTICIPATING FEE SCHEDULE

LOC 01/02 LOC 03 LOC 04
406.77 433.35 463.21
338.57 362.43 389.33
539.64 575.15 615.10
448.45 480.21 516.05
217.15 231.78 248.39
171.21 183.98 198.53
319.60 341.66 366.71
268.39 288.45 311.32
348.41 370.44 395.12
268.28 287.12 308.34
369.97 394.06 421.07
313.40 335.21 359.72
406.02 432.44 462.09
338.14 361.86 388.57
538.99 574.47 614.37
448.76 480.55 516.40
369.64 393.73 420.71
313.07 334.87 359.36
406.34 432.78 462.45
338.14 361.86 388.57
538.99 574.47 614.37
448.45 480.21 516.05
221.74 236.88 254.12
171.85 185.02 200.10
280.29 299.67 321.73
226.69 243.86 263.48
327.16 349.44 374.69
268.29 288.21 310.92
347.99 369.87 394.35
268.17 286.89 307.94
374.90 399.85 427.99
314.04 336.61 362.15
411.27 438.22 468.51
338.36 362.33 389.38
543.71 579.80 620.49
448.88 481.15 517.66

99.66 105.74 112.49

78.72 83.98 89.85
164.66 174.25 185.06

79.79 85.97 93.04
125.78 134.36 144.15

94.19 101.56 110.02
382.54 408.60 438.14
314.69 338.02 364.58
424.80 452.67 484.07
338.90 363.50 391.40
393.68 419.36 448.26
314.04 336.61 362.15
391.00 416.66 445.54
314.04 336.61 362.15
369.03 391.13 415.69
267.52 285.48 305.51
404.09 434.05 468.47
347.88 375.53 407.44
441.78 473.77 510.56
348.31 376.10 408.20
405.27 435.17 469.50
348.09 375.63 407.39

LIMITING CHARGE

LOC 01/02
492.41

409.85
653.25
542.86
262.87
207.25
386.88
324.90
421.76
324.76
447.86
379.37
491.50
409.33
652.46
543.24
447.46
378.98
491.89
409.33
652.46
542.86
268.42
208.04
339.30
274.41
396.04
324.77
421.25
324.62
453.82
380.16
497.86
409.60
658.18
543.38
120.65

95.29
199.33

96.59
152.26
114.02
463.07
380.94
514.23
410.25
476.56
380.16
473.32
380.16
446.72
323.84
489.16
421.12
534.78
421.64
490.59
421.37

LOC 03

524.58
438.74
696.23
581.30
280.58
222.71
413.59
349.17
448.43
347.56
477.02
405.78
523.48
438.05
695.42
581.72
476.62
405.36
523.89
438.05
695.42
581.30
286.75
223.97
362.76
295.19
423.00
348.89
447.74
347.29
484.03
407.48
530.47
438.61
701.87
582.44
128.01
101.66
210.93
104.06
162.64
122.94
494.62
409.18
547.97
440.02
507.64
407.48
504.38
407.48
473.48
345.59
525.42
454.58
573.52
455.27
526.78
454.71

LOC 04
560.73

471.29
744.59
624.69
300.68
240.33
443.91
376.87
478.31
373.26
509.71
435.45
559.37
470.37
743.72
625.12
509.28
435.01
559.81
470.37
743.72
624.69
307.61
242.22
389.46
318.95
453.57
376.37
477.38
372.77
518.10
438.39
567.15
471.35
751.12
626.65
136.17
108.77
224.02
112.63
174.50
133.18
530.38
441.34
585.98
473.80
542.63
438.39
539.34
438.39
503.21
369.83
567.10
493.21
618.04
494.13
568.34
493.15
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Florida Payment Cap for the Technical Component of Imaging Procedures for Disclosure

PARTICIPATING FEE SCHEDULE NONPARTICIPATING FEE SCHEDULE ~ LIMITING CHARGE
CODE/MOD LOC 01/02 LOC 03 LOC 04 | LOC 01/02 LOC 03 LOC 04 | LOC 01/02 LOC 03 LOC 04
75860 418.31 449.53 485.42 397.39 427.05 461.15 481.06 516.96 558.23
75860 TC 366.30 395.54 429.30 347.99 375.76 407.83 421.25 454.87 493.69
75870 417.75 449.06 485.09 396.86 426.61 460.84 480.41 516.42 557.85
75870 TC 366.30 395.54 429.30 347.99 375.76 407.83 421.25 454.87 493.69
75893 390.87 421.18 456.13 371.33 400.12 433.32 449.50 484.36 524.55
75893 TC 366.75 396.14 430.11 348.41 376.33 408.60 421.76 455.56 494.63
75962 391.44 422.03 457.36 371.87 400.93 434.49 450.16 485.33 525.96
75962 TC 366.87 396.39 430.53 348.53 376.57 409.00 421.90 455.85 495.11
75966 426.94 458.81 495.49 405.59 435.87 470.72 490.98 527.63 569.81
75966 TC 366.42 395.78 429.73 348.10 375.99 408.24 421.38 455.15 494.19
75978 390.65 421.07 456.18 371.12 400.02 433.37 449.25 484.23 524.61
75978 TC 366.53 396.03 430.15 348.20 376.23 408.64 421.51 455.43 494.67
76376 44.93 47.89 51.22 42.68 45.50 48.66 51.67 55.07 58.90
76376  TC 35.37 37.79 40.50 33.60 35.90 38.48 40.68 43.46 46.57
76377 128.75 139.43 152.05 122.31 132.46 144.45 148.06 160.34 174.86
76377 TC 91.53 100.10 110.27 86.95 95.09 104.76 105.26 11511 126.81
76380 132.66 141.04 150.49 126.03 133.99 142.97 152.56 162.20 173.06
76380 TC 89.61 96.30 103.92 85.13 91.48 98.72 103.05 110.74 119.51
76506 88.57 94.61 101.53 84.14 89.88 96.45 101.86 108.80 116.76
76506 TC 58.17 62.53 67.52 55.26 59.40 64.14 66.90 71.91 77.65
76812 141.28 152.38 165.62 134.22 144.76 157.34 162.47 175.24 190.46
76812 TC 60.78 68.59 78.23 57.74 65.16 74.32 69.90 78.88 89.96
76857 74.67 79.36 84.61 70.94 75.39 80.38 85.87 91.26 97.30
76857 TC 57.49 61.44 65.87 54.62 58.37 62.58 66.11 70.66 75.75
76885 90.84 96.60 103.14 86.30 91.77 97.98 104.47 111.09 118.61
76885 TC 58.28 62.78 67.95 55.37 59.64 64.55 67.02 72.20 78.14
76936 213.83 227.56 243.24 203.14 216.18 231.08 245.90 261.69 279.73
76936 TC 123.07 132.58 143.49 116.92 125.95 136.32 141.53 152.47 165.01
76942 98.82 104.78 1141 93.88 99.54 105.84 113.64 120.50 128.12
76942 TC 69.05 73.80 79.11 65.60 70.11 75.15 79.41 84.87 90.98
76965 184.20 196.83 211.33 174.99 186.99 200.76 211.83 226.35 243.03
76965 TC 123.07 132.96 144.39 116.92 126.31 137.17 141.53 152.90 166.05
77011 291.26 310.38 331.89 276.70 294.86 315.30 334.95 356.94 381.67
77011 TC 237.71 254.71 273.94 225.82 241.97 260.24 273.37 292.92 315.03
77012 290.54 311.58 335.73 276.01 296.00 318.94 334.12 358.32 386.09
77012 TC 23941 258.41 280.34 227.44 245.49 266.32 275.32 297.17 322.39
77014 127.45 135.70 145.04 121.08 128.91 137.79 146.57 156.05 166.80
77014 TC 89.61 96.30 103.92 85.13 91.48 98.72 103.05 110.74 119.51
77021 333.84 357.05 383.52 317.15 339.20 364.34 383.92 410.61 441.05
77021  TC 266.01 286.17 309.23 252.71 271.86 293.77 305.91 329.10 355.61
77031 24457 261.63 281.21 232.34 248.55 267.15 281.26 300.87 323.39
77031 TC 173.61 187.55 203.66 164.93 178.17 193.48 199.65 215.68 234.21
77054 119.56 128.27 138.27 113.58 121.86 131.36 137.49 147.51 159.01
77054 TC 99.60 107.50 116.61 94.62 102.13 110.78 114.54 123.62 134.10
77078 79.57 85.10 91.38 75.59 80.84 86.81 91.51 97.86 105.09
77078  TC 68.72 73.82 79.64 65.28 70.13 75.66 79.03 84.89 91.59
77080 78.96 85.02 92.02 75.01 80.77 87.42 90.80 97.77 105.82
77080 TC 69.17 74.81 81.34 65.71 71.07 77.27 79.55 86.03 93.54
77084 336.65 359.51 385.48 319.82 341.53 366.21 387.15 413.44 443.30
77084 TC 265.90 285.93 308.80 252.60 271.63 293.36 305.78 328.82 355.12
77421 81.20 86.38 92.18 77.14 82.06 87.57 93.38 99.34 106.01
77421  TC 63.67 68.10 73.08 60.49 64.69 69.43 73.22 78.31 84.04
78075 191.33 204.16 218.66 181.76 193.95 207.73 220.03 234.78 251.46
78075 TC 158.10 169.63 182.71 150.19 161.15 17357 181.81 195.07 210.12
78190 167.61 178.74 191.40 159.23 169.80 181.83 192.75 205.55 220.11
78190 TC 116.89 125.53 135.37 111.05 119.25 128.60 134.42 144.36 155.68
78206 295.43 312.97 332.20 280.66 297.32 315.59 339.74 359.92 382.03
78206 TC 252.74 268.58 285.97 240.10 255.15 271.67 290.65 308.87 328.87
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Florida Payment Cap for the Technical Component of Imaging Procedures for Disclosure

PARTICIPATING FEE SCHEDULE

CODE/MOD LOC 01/02 LOC 03
78456 187.60 200.25
78456 TC 141.49 152.31
78458 181.64 193.96
78458 TC 141.37 152.06
78465 447.65 479.38
78465 TC 380.33 409.49
78496 111.43 119.09
78496 TC 88.04 94.76
78607 325.65 347.48
78607 TC 270.72 290.39
78630 234.26 250.67
78630 TC 204.14 219.34
78647 243.28 259.53
78647 TC 203.35 217.99
78710 229.18 245.71
78710 TC 200.10 215.44
78730 44.75 48.03
78730 TC 35.60 38.28
78803 281.12 299.94
78803 TC 232.43 249.26
78804 390.56 415.34
78804 TC 343.36 366.33
78806 271.76 291.10
78806 TC 233.56 251.34
78807 281.46 300.30
78807 TC 232.88 249.86
93880 17174 184.52
93880 TC 144.30 155.79
93886 188.43 201.85
93886 TC 144.18 155.54
93888 87.32 93.43
93888 TC 58.06 62.67
93890 139.21 149.20
93890 TC 92.20 100.05
93892 144.99 155.00
93892 TC 91.75 99.45
93893 145.45 155.60
93893 TC 92.20 100.05
93925 170.47 182.58
93925 TC 143.73 154.55
93926 109.95 118.06
93926 TC 91.52 98.57
93930 166.07 178.97
93930 TC 144.52 156.28
93931 106.38 114.63
93931 TC 91.86 99.31
93970 176.33 190.16
93970 TC 144.86 157.02
93971 112.16 120.82
93971 TC 91.75 99.45
93975 226.97 242.35
93975 TC 144.18 155.54
93976 198.42 212.68
93976 TC 144.86 157.02
93978 122.62 132.12
93978 TC 92.20 100.05
93979 112.04 120.57
93979 TC 91.63 99.20

LOC 04
214.64

164.71
207.95
164.28
515.56
44291
127.81
102.46
372.12
312.70
269.31
236.65
271.87
234.57
264.59
233.03

51.79

41.35
321.19
268.33
442.89
391.93
313.18
271.69
321.57
269.14
199.24
169.05
217.23
168.62
100.46

68.00
160.76
109.22
166.52
108.42
167.32
109.22
196.39
166.92
127.37
106.66
193.91
169.90
124.20
107.94
206.25
171.18
130.88
108.42
259.99
168.62
229.13
171.18
143.21
109.22
130.45
107.99

NONPARTICIPATING FEE SCHEDULE

LOC 01/02 LOC 03 LOC 04
178.22 190.24 203.91
134.42 144.69 156.47
172.56 184.26 197.55
134.30 144.46 156.07
425.27 45541 489.78
361.31 389.02 420.76
105.86 113.14 121.42

83.64 90.02 97.34
309.37 330.11 353.51
257.18 275.87 297.07
222.55 238.14 255.84
193.93 208.37 224.82
231.12 246.55 263.98
193.18 207.09 222.84
217.72 233.42 251.36
190.10 204.67 221.38

42,51 45.63 49.20

33.82 36.37 39.28
267.06 284.94 305.13
220.81 236.80 254.91
371.03 394.57 420.75
326.19 348.01 372.33
258.17 276.55 297.52
221.88 238.77 258.11
267.39 285.29 305.49
221.24 237.37 255.68
163.15 175.29 189.28
137.09 148.00 160.60
179.01 191.76 206.37
136.97 147.76 160.19

82.95 88.76 95.44

55.16 59.54 64.60
132.25 141.74 152.72

87.59 95.05 103.76
137.74 147.25 158.19

87.16 94.48 103.00
138.18 147.82 158.95

87.59 95.05 103.76
161.95 173.45 186.57
136.54 146.82 158.57
104.45 112.16 121.00

86.94 93.64 101.33
157.77 170.02 184.21
137.29 148.47 161.41
101.06 108.90 117.99

87.27 94.34 102.54
167.51 180.65 195.94
137.62 149.17 162.62
106.55 114.78 124.34

87.16 94.48 103.00
215.62 230.23 246.99
136.97 147.76 160.19
188.50 202.05 217.67
137.62 149.17 162.62
116.49 125.51 136.05

87.59 95.05 103.76
106.44 114.54 123.93

87.05 94.24 102.59

LIMITING CHARGE

LOC 01/02
215.74

162.71
208.89
162.58
514.80
437.38
128.14
101.25
374.50
311.33
269.40
234.76
279.77
233.85
263.56
230.11

51.46

40.94
323.29
267.29
449.14
394.86
312.52
268.59
323.68
267.81
197.50
165.94
216.69
165.81
100.42

66.77
160.09
106.03
166.74
105.51
167.27
106.03
196.04
165.29
126.44
105.25
190.98
166.20
122.34
105.64
202.78
166.59
128.98
105.51
261.02
165.81
228.18
166.59
141.01
106.03
128.85
105.37

LOC 03

230.29
175.16
223.05
174.87
551.29
470.91
136.95
108.97
399.60
333.95
288.27
252.24
298.46
250.69
282.57
247.76

55.23

44.02
344.93
286.65
477.64
421.28
334.76
289.04
345.34
287.34
212.20
179.16
232.13
178.87
107.44

72.07
171.58
115.06
178.25
114.37
178.94
115.06
209.97
177.73
135.77
113.36
205.82
179.72
131.82
114.21
218.68
180.57
138.94
114.37
278.70
178.87
24458
180.57
151.94
115.06
138.66
114.08

LOC 04
246.84

189.42
239.14
188.92
592.89
509.35
146.98
117.83
427.94
359.60
309.71
272.15
319.55
269.76
304.28
267.98

59.56

47.55
369.37
308.58
509.32
450.72
360.16
312.44
369.81
309.51
229.13
194.41
249.81
193.91
115.53

78.20
184.87
125.60
191.50
124.68
192.42
125.60
225.85
191.96
146.48
122.66
223.00
195.38
142.83
124.13
237.19
196.86
150.51
124.68
298.99
193.91
263.50
196.86
164.69
125.60
150.02
124.19

ALL CURRENT PROCEDURAL TERMINOLOGY (CPT) CODES AND DESCRIPTORS ARE COPYRIGHTED BY THE AMERICAN MEDICAL ASSOCIATION
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Florida Payment Cap for the Technical Component of Imaging Procedures for Disclosure

PARTICIPATING FEE SCHEDULE NONPARTICIPATING FEE SCHEDULE ~ LIMITING CHARGE
CODE/MOD LOC 01/02 LOC 03 LOC 04 | LOC 01/02 LOC 03 LOC 04 | LOC 01/02 LOC 03 LOC 04
93981 112.61 122.19 133.49 106.98 116.08 126.82 129.50 140.52 153.51
93981 TC 92.65 101.42 111.83 88.02 96.35 106.24 106.55 116.63 128.60
93990 103.27 111.05 120.01 98.11 105.50 114.01 118.76 127.71 138.01
93990 TC 91.52 98.57 106.66 86.94 93.64 101.33 105.25 113.36 122.66
G0365 155.25 166.92 180.31 147.49 158.57 171.29 178.54 191.96 207.36
G0365 TC 143.96 155.05 167.77 136.76 147.30 159.38 165.55 178.31 192.94

ALL CURRENT PROCEDURAL TERMINOLOGY (CPT) CODES AND DESCRIPTORS ARE COPYRIGHTED BY THE AMERICAN MEDICAL ASSOCIATION
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L ABORATORY/PATHOLOGY

Changes to the Laboratory National Coverage Determination Edit
Software for January 2007

CMS has issued the following MLN Matters article. Information for Medicare Fee-for-Service Health Care Professionals.
Provider Types Affected

Physicians, providers, and suppliers submitting claimsto Medicare carriers, fiscal intermediaries (FIs), or Part A/B
Medicare administrative contractors (A/B MACs) for clinical diagnostic |aboratory services provided for Medicare
beneficiaries.
Provider Action Needed

Thisarticleis based on change request (CR) 5384, which announces the changes that will be included in the January 2007
release of the edit modulefor clinical diagnostic laboratory national coverage determinations (NCDs).

Background

The NCDsfor clinical diagnostic |aboratory serviceswere devel oped by the laboratory negotiated rulemaking committee
and published asafinal rule on November 23, 2001. Subsequently, the Centersfor Medicare & Medicaid Services(CMS)
contracted for nationally uniform software to be developed and incorporated into its shared systems so that laboratory claims
subject to one of the 23 NCDs can be processed uniformly throughout the nation effective January 1, 2003

The laboratory edit module for the NCDs is updated quarterly (as necessary) to reflect coding updates and substantive
changes to the NCDs devel oped through the NCD process. (See the Medicare Claims Processing Manual (Pub. 100-04),
Chapter 16, section 120.2, available at http://www.cms.hhs.gov/manual Sdownl oads/clm104c¢16.pdf on the CMS website.)

These updating changes are aresult of coding analysis decisions developed under the procedures for maintenance of
codes in the negotiated NCDs, and biannual updates of the ICD-9-CM codes. In addition, many of the listed changes may
correct Current Procedural Terminology (CPT) codes to reflect the current CPT update.

CR 5384 informsyour Medicare carrier, FI, or A/B MAC about changesto the laboratory edit module and changesin
laboratory NCD code lists effective for services furnished on or after January 1, 2007.

CR 5384 specifically announcesthe addition of thefollowing ICD-9-CM code(s):

e V58.83 (Encounter for therapeutic drug monitoring) tothelist of 1) ICD-9-CM codes covered by Medicarefor the
Prothrombin Time(190.17) NCD and 2) ICD-9-CM codes covered by Medicarefor the Partial Thromboplastin Time
(190.16) NCD;

e  783.0(Anorexia) and 793.99 (Other nonspecific abnormal findingson radiological and other examinationsof body
structure) tothelist of ICD-9-CM codes covered by Medicarefor the Thyroid Testing (190.22) NCD; and

e 995.20 (Unspecified adver seeffect of unspecified drug, medicinal and biological substance) tothelist of ICD-9-CM
codes covered by Medicarefor the Fecal Occult Blood Test (190.34) NCD.

CR 5384 also modifiesthe descriptor for CPT 87088.in Urine Culture, Bacterial NCD (190.12) to read “ Culture, bacte-
rial; with isolation and presumptive identification of eachisolates, urine’

Additional Information

For complete details, please see the official instruction issued to your carrier, Fl, or A/B MAC regarding this change. That
instruction may be viewed at http://www.cms.hhs.gov/Transmittal Sdownl oads/R1093CP.pdf on the CM S website.

If you have any questions, please contact your carrier, FI, or A/B MAC at their toll-free number, which may be found on
the CMS website at: http://mww.cms.hhs.gov/MLNProducts/downl oads/Call Center TolINumDirectory.zip

Thetoll-free number for First Coast Service Options, Inc. Medicare Part B Customer Service Center is1-866-454-9007 (FL)
or 1-866-419-9455(CT).

MLN MattersNumber: MM5384

Related Change Request (CR) #: 5384

Related CR Release Date: October 27, 2006

Effective Date: January 1, 2007

Related CR Tranamittal # R1093CP

Implementation Date: January 2, 2007

This article was prepared as a service to the public and is not intended to grant rights or impose obligations. This article 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.

Italicized and/or quoted material is excerpted from the American Medical Association Current Procedural Terminology. CPT codes,
descriptions and other data only are copyrighted 2005 American Medical Association (or other such date of publication of CPT).
All rights reserved. Applicable FARS/DFARS apply.
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MAMMOGRAPHY SERVICES

New 2007 Current Procedural Terminology Codes for Mammography

Services

he American Medical Association has assigned new 2007 Current Procedural Terminology (CPT) codes for reporting

screening and diagnostic mammography services effective for claimswith dates of serviceon or after January 1, 2007.
The new CPT codes for 2007 will replace the current CPT codes; however the CPT code descriptorsfor the servicesare
unchanged.

Thefollowing new CPT codes have been assigned to report mammography services rendered on or after January 1, 2007:
New CPT code 77051 replaces code 76082
New CPT code 77052 replaces code 76083
New CPT code 77055 replaces code 76090
New CPT code 77056 replaces code 76091
New CPT code 77057 replaces code 76092

Claims submitted for mammography serviceswith dates of service on or after January 1, 2007, containing CPT codes
76082, 76083, 76090, 76091, or 76092 will be returned to the provider as unprocessable.

Source; CM SPub. 100-04, Transmittal 1070, CR 5327

Italicized and/or quoted material is excerpted from the American Medical Association Current Procedural Terminology. CPT codes,
descriptions and other data only are copyrighted 2006 American Medical Association (or other such date of publication of CPT).
All rights reserved. Applicable FARS/DFARS apply.

SCREENING SERVICES

Implementation of an Ultrasound Screening for Abdominal Aortic Aneurysms
CMS hasissued the following MLN Matters article. Information for Medicare Fee-for-Service Health Care Professionals.
Provider Types Affected

All physiciansand providerswho bill Medicare carriers, fiscal intermediaries (FIs), and Medicare Administrative Contrac-
tors (MACs) for subject services.

Background

Thisarticleand related CR5235 highlight the fact that section 5112 of the Deficit Reduction Act (DRA) of 2005 allowsfor
one ultrasound screening for abdominal aortic aneurysms (AAA) under Medicare Part B, effective for services furnished on or
after January 1, 2007, subject to certain eligibility and other limitations. This provision also waivesthe annual Part B deductible
for the AAA screening test.

Key Points
Thisarticleand CR 5235 define the parametersfor AAA to Medicare beneficiariesasfollows:
e Theterm “ultrasound screening for abdominal aortic aneurysm” means.

e A procedure using sound waves (or such other procedures using alternative technologies, of commensurate
accuracy and cost, as specified by the Secretary of Health and Human Services through the national coverage
determination process) provided for the early detection of abdominal aortic aneurysms; and

e Includes a physician’s interpretation of the results of the procedure.

o Effectivefor dates of service on and after January 1, 2007 Medicare will pay for aone-time ultrasound screening for AAA,
for beneficiarieswho meet thefollowing criteria:

o Recevesareferral for such an ultrasound screening asaresult of aninitial preventive physical examination (IPPE)
(See MLN Matters article MM 3638 at http://mww.cms.hhs.gov/MLNMatter sArticles/downl oadsyMM3638.pdf for
more detailson the | PPE.)

e Receives such ultrasound screening from a provider or supplier who is authorized to provide covered diagnostic
services.
e Has not been previously furnished such an ultrasound screening under the Medicare program
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I mplementation of an Ultrasound Screening for Abdominal Aortic Aneurysms, continued

e |Isincludedin at least one of the following risk categories:

1 Hasafamily history of abdominal aortic aneurysm;

2. Isaman age65to 75 who has smoked at |east 100 cigarettesin hislifetime;

3. Isabeneficiary, who manifests other risk factorsin abeneficiary category recommended for screening by the
United States Preventive Services Task Force regarding AAA, as specified by the Secretary of Health and Human
Services, through the national coverage determinations process.

Payment

o ThePart B deductiblefor screening AAA iswaived effective January 1, 2007, but coinsuranceis applicable.

e |f thescreeningisprovided inaphysician office, the serviceishilled to the carrier using the HCPCS code G0389:
Ultrasound, B-scan and/or real time with image documentation; for abdominal aortic aneurysm (AAA) screening.

Short Descriptor: Ultrasound exam AAA screen
Modifiers: TC, 26 (modifiersare optional)
Payment is under the Medicare Physician Fee Schedule (MPFS).

Flswill pay for the AAA screening only when the services are performed in ahospital, including a CAH, IHSfacility, an
SNF, RHC, or FQHC and submitted on one of thefollowing typesof bills(TOBS): 12x, 13X, 22x, 23x, 71X, 73X, 85X.

Thefollowing table describes the payment methodology Medicare will use for AAA screening:

Facility Type of Bill Payment

Hospitals subject to OPPS 12x, 13x OPPS

Method | and Method Il Critical | 12x and 85x 101 percent of reasonable cost

Access Hospitals (CAHS)

IHS providers 13x, revenue code 051x OMB-approved outpatient per
visit al inclusive rate (AIR)

IHS providers 12x, revenue code 024x All-inclusive inpatient ancillary
per diem rate

IHS CAHs 85X, revenue code 051x 101 percent of the all-inclusive
facility specific per visit rate

IHS CAHs 12x, revenue code 024x 101 percent of the all-inclusive
facility specific per diem rate

SNFs** 22X, 23X Non-facility rate on the MPFS

RHCs* 71X, revenue code 052x All-inclusive encounter rate

FQHCs* 73X, revenue code 052x All-inclusive encounter rate

Maryland Hospital s under 12x, 13x 94 percent of provider submitted

jurisdiction of the Health charges or according to the terms

Services Cost Review of the Maryland Waiver

Commission (HSCRC)

*|f the screening is provided in an RHC or FQHC, the professional portion of the serviceishbilled to the FI using TOBs 71x
and 73x, respectively, and the appropriate site of service revenue codein the 052x revenue code series. If the screeningis
provided in an independent RHC or freestanding FQHC, the technical component of the service can be billed by the practitio-
ner to the carrier under the practitioner’s|D following instructions for submitting practitioner claimsto the Medicare carrier. If
the screening is provided in a provider-based RHC/FQHC, the technical component of the service can be billed by the base
provider to the FI under the base provider’s 1D, following instructions for submitting claimsto the FI from the base provider.

** The SNF consolidated billing provision allows separate part B payment for screening services for beneficiariesthat are
in skilled Part A SNF stays, however, the SNF must submit these services on a22x bill type. Screening services provided by
other provider types must be reimbursed by the SNF.

Implementation

Theimplementation date for thisinstruction is January 2, 2007.

Information Regarding Advanced Beneficiary Notices: Medicare contractorswill deny an AAA screening service billed
morethan onein abeneficiary’slifetime.

If asecond GO389 isbilled for AAA for the same beneficiary or if any of the other statutory criteriafor coveragelisted in
section 1861(s)(2)(AA) of the Social Security Act are not met, the service would be denied as a statutory (technical) denial
under Section 1861(s)(2)(AA), not amedical necessity denial.

If aprovider cannot determine whether or not the beneficiary has previously had an AAA screening, but al of the other
statutory requirements for coverage have been met, the provider should issuethe ABN-G. Likewisg, if al of the statutory
requirements for coverage have been met, but a question of medical necessity still exists, the provider should issuethe ABN-G.
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I mplementation of an Ultrasound Screening for Abdominal Aortic Aneurysms, continued

Additional Information

Theofficid instructionsfor CR 5235, issued to your Medicare carrier, FI, MAC, FQHC, RHC, SNF, or CAH regarding this
change may be found at http://www.cms.hhs.gov/Transmittal Sdownl oads/R1113CP.pdf on the CM S website. The Medicare
Claims Processing Manual, Publication 100-04, Chapter 18, has been updated to include the requirements to implement
section 5112 of the DRA of 2005. The new sections of this chapter address the payment and allowabl e settings for AAA and
the sections are attached to CR5235.

If you have questions, please contact your Medicare carrier, MAC, or Fl at their toll free number, which may be found at
http: //Mmww.cms.hhs.gov/MLNProducts/downl oads/Call Center TolINumDirectory.zip on the CM S website.

Thetoll-free number for First Coast Service Options, Inc. Medicare Part B Customer Service Center is1-866-454-9007 (FL)
or 1-866-419-9455 (CT).

MLN Matters Number: MM 5235

Related Change Request (CR) #: 5235

Related CR Release Date: November 17, 2006

Effective Date: January 2, 2007

Related CR Transmittal #: R1113CP

Implementation Date: January 1, 2007

This article was prepared as a service to the public and is not intended to grant rights or impose obligations. This article 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.

THERAPY SERVICES

Outpatient Therapy Cap Exceptions Clarifications
CMS hasissued the following MLN Matters article. Information for Medicare Fee-for-Service Health Care Professionals.
Provider Types Affected

Providers, physicians, and non-physician practitioners (NPPs) who bill Medicare contractors (fiscal intermediaries (FIs)
including regional home health intermediaries (RHHIs), Part A/B Medicare Administrative Contractors (A/B MACs), and
carriers) under the Part B benefit for therapy services.

Provider Action Needed

CR 4364, released February 15, 2006, described the exception process to the caps set on outpatient therapy services
(physical therapy and occupational therapy). CR 5271, upon which thisarticleis based, clarifies questions (bel ow) that have
arisen about this exception process. Thus, the articleis meant primarily for informational purposes.

Background

A brief history may be beneficial at thispoint. The Balanced Budget Act of 1997 placed financial limitationson Medicare
covered therapy services (therapy caps) that were implemented in 1999 and again for ashort timein 2003. Congress placed
moratoria on these capsfor 2004 and 2005, but the moratoriaare no longer in place, and the caps were re-implemented on
January 1, 2006. However, Congress, through the Deficit Reduction Act has provided that (only for calendar year 2006)
exceptions to caps may be made when provision of additional therapy servicesis determined to be medically necessary.

Review of thisexception process

Section 1833(g)(5) of the Social Security Act providesthat, for services provided during calendar year 2006, FIs, RHHIS,
and carriers can, in certain circumstances, grant an exception to the therapy cap when requested by the individual enrolled
under the Part B benefit (or by a person acting on behalf of that individual).

Exception Processes fall into two categories: 1) automatic process exceptions, or 2) manual process exceptions. Medicare
beneficiarieswill be automatically excepted from the therapy cap and will not be required to submit requestsfor exception or
supporting documentation if:

o they meet specific conditions and complexitieslisted in the Medicare Claims Processing Manual, Publication 100-04,
Chapter 5, (asrevised by CR 4364) for exception from the therapy cap for 2006; or,

e meet specific criteriafor exception, in addition to those listed in the above referenced Manual, when the Medicare
contractor believes (based on the strongest evidence available) that the beneficiary will require additional therapy visits
beyond those payable under the therapy cap.

M edicare beneficiaries may be manually excepted from the therapy cap if their providersbelievethat the beneficiarieswill
require more therapy visits than those payable under the therapy cap, but the patients do not meet at least one of the above
bulleted criteriafor automatic exceptions.
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Outpatient Therapy Cap Exceptions Clarifications, continued
Theclarificationsto questions generated from CR 4364

Your FI,RHHI, or carrier:
1 Will grant exceptionsfor any number of medically necessary servicesfor 2006 that meet the automatic process
exception criteria, if the beneficiary meets the conditions described in Medicare Claims Processing Manual, Pub.
100-04, Chapter 5, (asrevised by CR 4364).

2 Will grant an exception to the therapy cap, by approving any number of additional therapy treatment days, when
these additional treatment days are deemed medically necessary based on documentation that you have submitted in
2006.

3. Will utilizeclinical judgment in approving or disapproving requestsfor additional treatment daysin the exceptional
circumstancein which you do not submit all required documentation with the exception request in 2006.

4. Must reply as soon as practicable to arequest for exception. They will grant an exception to the therapy cap,
approving the number of treatment days that you or the beneficiary request (not to exceed 15 future treatment days),
if they do not make a decision within 10 business days of receipt of any request and appropriate documentation in
2006.

5 Will allow automatic process exceptions when medically necessary services are provided for two or more separate,
billable, conditionsin the same calendar year in 2006.

6. Will follow the manual description for allowing exceptionswhen the same patient has two conditions or complexities
in the same year, one of which qualifiesthe beneficiary for use of the automatic exception processin 2006.

7. Will allow automatic process exceptions when complexities occur in combination with other conditionsthat may or
may not be on thelist.in the Medicare Claims Processing Manual in 2006.

8 Will, when apatient is being treated under the care of two physicians for separate conditions, accept as appropriate
documentation either 1) A combined plan of care certified by one of the physicians/NPPs, or 2) Two separate plans of
care certified by separate physicians/NPPs.

9. Will update the list of exceptionsin 2006 according to the changes provided in thistransmittal. You should be aware
that they may expand (but not contract) thislist if their manual process exception decisions lead them to believe
further exceptions should be allowed.

10. Will not require the additional documentation that is encouraged but not required in the manuals.

11. Will interpret areferral or an order or aplan of care dated after an evaluation, as certification of the plan to evaluate
the patient when only an evaluation was performed. It is not required that aplan, order or referral be written prior to
evaluation.

12, Will not deny payment for re-evaluation only because an evaluation or re-evaluation was recently done, as long as
documentation supports the need for re-evaluation. A re-evaluation may be appropriate prior to planned discharge for
the purposes of determining whether goals have been met, or to provide further information, beyond that required to
be included in the discharge summary, for the use of the physician or the treatment site at which treatment will be
continued.

13. Will, on pre or post pay medical review, require clinicians to write progress reports at least during each progress
report period. Note that required elements of the progress report that are written into the treatment notes or in aplan
of care, acceptably fulfill the requirement for a progress report. In these instances, a separate progress report is not
required.

14. Will require, on pre or postpay medical review of documentation, that when the servicesincident to aphysician are
provided by qualified personnel who are not therapists, the ordering or supervising physician/NPP must personally
provide at least one treatment session during each progress report period and sign the progress report.

15. Will continueto use Medicare summary notice (MSN) message 38.18 on all Medicare M SN forms, both in English and
in Spanish. Thismessagereads: “ ALERT: Coverage by Medicarewill belimited for outpatient physical therapy (PT),
speech-language pathology (SLP), and occupational therapy (OT) servicesfor services received on January 1, 2006
through December 31, 2006. Thelimitsare $1,740 for PT and SL P combined and $1,740 for OT. Medicare paysup to 80
percent of the limits after the deductible has been met. These limits don’t apply to certain therapy approved by
Medicare or to therapy you get at hospital outpatient departments, unless you are a resident of and occupy a
Medicare-certified bed inaskilled nursing facility. If you have questions, please call 1-800-MEDICARE.”

16. Will continueto enforcelocal coverage determinations (L CDs).

Final Note: You should keep in mind that claims for services above the cap for which an exception is not granted will be
denied as abenefit category denial, and the beneficiary will beliable.
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Outpatient Therapy Cap Exceptions Clarifications, continued

Additional Information
You can find more information about outpatient therapy cap exceptions by going to CR 5271, issued in 3 transmittals. As
attachments to those transmittal's, you will find updated manual sectionsfor:

e TheMedicare ClaimsProcessing Manual, Chapter 5 (Part B Outpatient Rehabilitation and CORF/OPT Services), section
10.2 (The Financial Limitation); (Thiswill beat http://mww.cms.hhs.gov/ Transmittal s/downl oads/R1106Cp. pdf.)

e TheMedicare Program Integrity Manual, Chapter 3 (Verifying Potential Errorsand Taking CorrectiveActions), Section
3.4.1.1.1 (Exception from the Uniform Dollar Limitation [“ Therapy Cap”]). (Thiswill beat
http: //mww.cms.hhs.gov/Transmittal s/downl oads/R171PI .pdf); and,

o TheMedicare Benefit Policy Manual, Chapter 15, Section 220.3 (Documentation Requirementsfor Therapy Services.) This
isavailable at http://www.cms.hhs.gov/Transmittal S downl oads/R60BP.pdf on the CM S site.

These manual revisions include numerous additional changes clarifications.

If you have any questions, please contact your FI, RHHI, A/B MAC, or carrier at their toll-free number, which may be
found at http://mwww.cms.hhs.gov/MLNProducts/downl oads/Call Center TolINumDirectory.zip

Thetoll-free number for First Coast Service Options, Inc. Medicare Part B Customer Service Center is1-866-454-9007 (FL)
or 1-866-419-9455 (CT).

MLN MattersNumber: MM 5271

Related Change Request (CR) #: 5271

Related CR Release Date: November 9, 2006

Related CR Tranamittal #: R60BP, R171P1, R1106CP

Effective Date: December 9, 2006, for nonsystem changes, January 2, 2007 for system changes

Implementation Date: December 9, 2006, for nonsystem changes, January 2, 2007 for system changes

This article was prepared as a service to the public and is not intended to grant rights or impose obligations. This article 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.

Incorrect Denials for Therapy Claims Billed with the KX Modifier

herapy claims submitted with the KX modifier areincorrectly denying with thefollowing message: PR-119-Benefit
maximum for thistime period has been reached. We are working to resolve the issue as quickly as possible. However, it
may not be resolved beforeApril 2007.

No Action Required by Providers
Providers do not need to take action at thistime. We will perform adjustments on all affected claims.

Note: Therapy claimshilled with the KX modifier denied correctly if the denial messageis other than PR-119.
We apol ogize for any inconvenience this may have caused.

GENERAL COVERAGE

Common Working File Duplicate Claim Edit for the Technical Component of

Radiology and Pathology Laboratory Services Provided to Hospital Patients
CMS has issued the following MLN Matters article. Information for Medicare Fee-for-Service Health Care Professionals.
Provider Types Affected

Radiology suppliers, physicians and non-physician practitioners billing Medicare carriers for the technical component
(TC) of radiology laboratory services provided to Medicare fee-for-service hospital inpatients. Also affected are independent
laboratorieshilling Medicare carriersfor TC of pathology laboratory services provided to M edicare fee-for-service hospital patients.

Provider Action Needed

EffectiveApril 1, 2007, CMSwill install systems editsto prevent improper paymentsto radiology suppliers, physicians
and nonphysician practitioners for the TC of radiology laboratory services during an inpatient stay. The system editswill also
apply to independent |aboratories for the TC of pathology laboratory services provided to beneficiaries during a covered
inpatient hospital stay or provided on the same date of service as an outpatient service. This change applies to claims with
dates of serviceon or after January 1, 2007, wherethe claimisreceived on or after April 1, 2007. Please be sure billing staff are
aware of these changes.
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Common Working File Duplicate Claim Edit for the Technical Component of Radiology and Pathology Laboratory
Services Provided to Hospital Patients, continued

Background

Current Medicare billing practices allow either the hospital or the supplier performing the TC of physician pathology
laboratory servicesto hill the carrier for these services. This policy has contributed to the Medicare program paying twice for
the TC service, first through the prospective payment system (PPS) to the hospital and again to the supplier that bills the
carrier, instead of the hospital, for the TC service.

Effectivefor claimsreceived on or after April 1, 2007 for serviceson or after January 1, 2007, CMSwill install systemsedits
to prevent additional improper payments to radiology suppliers, physicians and non-physician practitioners billing Medicare
carriersfor the TC of radiology laboratory services during an inpatient stay. The edits will aso apply to independent laborato-
riesfor the TC of pathology services provided to beneficiaries during an inpatient stay or for the same date of service asan
outpatient service.

Key Points

o Effectivefor claimsreceived on or after April 1, 2007, Medicarewill reject/deny aPart B TC or globally billed radiology
service with a service date on or after January 1, 2007, that falls within the admission and discharge dates of a covered
hospital inpatient stay. Such services will also be rejected/denied when they match with a date of service of a hospital
inpatient previously processed by Medicare.

o Effectivefor claimsreceived on or after April 1, 2007, Medicarewill regject/deny reject aPart B TC or globally billed
pathology service with a service date on or after January 1, 2007, that fallswithin the admission and discharge dates of a
covered hospital inpatient stay when billed by a physician/supplier. Such services will also be rejected/denied when they
match with a date of service of ahospital outpatient bill (bill types 13x and 85x) previously processed by Medicare.

e |f providerssubmit aTC of aradiology or pathology service with a service date that falls within the admission and
discharge dates of acovered hospital inpatient stay the carrier will use remittance advice reason code 109 “ Claim not
covered by this payer/contractor.” when denying a service line item.

e Where Medicare systems detect that a Part B TC or globally billed radiology or physician pathology service has been
paid and Medicare subsequently receives a hospital inpatient bill for the same date of service, the Medicare carrier will
adjust aTC of aradiology or physician pathology service line item and recoup the payment made for that service from the
physician/supplier. The Medicare carrier will also adjust aTC of a pathology service for an outpatient claim. The same
remittance advice reason code of 109 will be used in such cases.

o Effectivefor claimsreceived on or after April 1, 2007, the carrier will deny anincoming Part B TC or globally billed
radiology or physician pathology service lineitem with a service date that falls outside the occurrence span code 74
(noncovered level of care) from and through dates plus one day on a posted hospital inpatient bill. Again, the carrier will
use remittance advice reason code 109. In addition, the Medicare carrier will recoup payment made to the physician/
supplier if asubsequent hospital inpatient bill is received for those same services.

e Carrierswill not searchtheir filesto either retract payment or retroactively pay claimsprior to theimplementation of CR
5347. However, they will adjust claimsif they are brought to their attention.

Implementation
Thischangewill beimplemented on April 2, 2007.

Additional Information

For compl ete details regarding this CR, please seethe official instruction issued to your Medicare Fl, Carrier or A/B MAC.
That instruction may be viewed by going to http://mww.cms.hhs.gov/Transmittal s/downl cads/R1098CP.pdf on the CMS
website.

If you have questions, please contact your Medicare fiscal intermediary (FI), carrier or A/B MAC at their toll-free number
which may be found at http://mwww.cms.hhs.gov/MLNProducts/downl oads/Call Center TolINumDirectory.zip on the CMS
website.

Thetoll-free number for First Coast Service Options, Inc. Medicare Part B Customer Service Center is1-866-454-9007 (FL)
or 1-866-419-9455 (CT).

MLN Matters Number: MM 5347

Related Change Request (CR) #: 5347

Related CR Release Date: November 2, 2006

Effective Date: April 1, 2007

Related CR Tranamittal #: R1098CP

Implementation Date: April 2, 2007

This article was prepared as a service to the public and is not intended to grant rights or impose obligations. This article 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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Processing All Diagnosis Codes Reported on Claims Submitted to Carriers

Provider Types Affected
All physicians and providers submitting claimsto carriers.

Provider Action Needed
STOP — I mpact to You

Effective, at theearliest, July 1, 2007, the carrier standard system for Medicarewill automatically processall diagnosis
codes that you submit on your claims.

CAUTION —What You Need to Know

CR 4276, the second phase in theimplementation of the Negotiated Rulemaking agreement to automatically consider all
diagnosis codes reported on claims, includes finalization of the requirements and coding development for the standard system
used by Medicare carriers.

GO —What You Need to Do
Make sure that your billing staffs are aware of these changes that allow eight diagnosis codes on Medicare claims
effective, at theearliest, July 1, 2007.

Background

While the American National Standards Institute (ANSI) 837P 4010A allows the reporting of up to eight diagnosis codes
in the 2300 loop, the Medicare carrier standard system uses only the first four diagnosis codes when processing HIPAA
format claims. Carriers have used a manual process to consider the remaining diagnosis codes in the Medi care payment
determination.

In CR 4276, fromwhich thisarticleistaken, CM Sisrequiring that (effective no earlier than July 1, 2007) the Medicare
carrier standard system capture and process all diagnosis codes that are reported, up to the maximum of eight, on any claim
(both electronic and paper) processed.

Additional Information

You can find more information about the application of all diagnosis codes reported in processing carrier claims by
viewing CR 4276 at http://www.cms.hhs.gov/ Transmittal downl oads/R1095CP.pdf on the CM S website.

If you have any questions, please contact your carrier at their toll-free number, which may be found at
http: //mww.cms.hhs.gov/MLNProducts/downl oads/Call Center TolINumDirectory.zip on the CM S website.

MLN MattersNumber: MM 4276

Related Change Request (CR) #: 4276

Related CR Release Date: October 27, 2006

Effective Date: April 1, 2007

Related CR Tranamittal # R1095CP

Implementation Date: April 2, 2007

This article was prepared as a service to the public and is not intended to grant rights or impose obligations. This article 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.

UPIN Required for Immunosuppressive Drugs

U ntil October 25, 2006, First Coast Service Options, Inc. (FCSO) did not have system logic in place to deny
immunosuppressive codes submitted without avalid UPIN.

The system logic was updated for services processed on/after October 26, 2006. FCSO will not pursue overpayment
recovery of claimspreviously paid. However, immunosuppressive claims processed on/after October 26, 2006, will be denied
asunprocessable, if submitted without avalid UPIN. Providerswill need to resubmit anew day claim with avalid UPIN. Below
isalist of theimmunosuppressive codes that require a UPIN.

Impacted Procedure Codes

J0480 J0702 704 Joso0 J1020 JIO30 040 J10%4
J1100 JI700 JI710 J1720 J2650 2020 930 18301
J3302 J3303 Jr500 Jrs01 Jr502 Jiso04 Jr305 J7506
Jrs07 J7509 Jr510 Jrs11 J7513 Js15  J7s516 Jrs17
Jrs18 J520 Jr525 Jr599 Jre24 Jre37  Ji638  Jres3
Jresa J8530 JB8540 J8610

Source: CMSI0OM, Publication 100-04, Chapter 26, Section 10.4
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HIPAA — THE HEALTH INSURANCE
PORTABILITY AND ACCOUNTABILITY AcCT

Electronic Data Interchange Media Changes

me contractors allowed providersto submit EDI claims

iafax imaging, diskette, tape, or other similar storage
media. It isno longer cost effective for the Medicare
program to accept claims submitted in this manner.

An EDI transaction isdefined by itsinitial manner of
recei pt. Depending upon the capability of acarrier, DMERC,
or Fl and the detail s as negotiated between carrier/DMERC/
FI and electronic claim submitters, an electronic claim could
be submitted via central processing unit (CPU) to CPU
transmission, dia up framerelay, direct wire (T-1lineor
similar), or personal computer modem upload or download
(also see section 30.3).

When counting electronic claimsfor workload report-
ing, the contractor includes dataon all bills received for
initial processing from providers(including all RHCs)
directly or indirectly through another Fl, etc. It also includes
data on demand bills and no-pay bills submitted by provid-
ers with no charges and/or covered days/visits. See § 90 of
this chapter for information about application of the claims
payment floor when aclaimissubmitted electronically ina
non-HIPAA compliant format.

Carriers, DMERCs, and Flsare not permitted to classify
thefollowing aselectronic claimsfor CROWD reporting, for
payment floor or Administrative Simplification Compliance
Act (ASCA, see section 90) mandatory electronic claim
submission purposes:

e Billsreceived from providersif they areincompl ete,
incorrect, or inconsistent, and consequently returned for
clarification. Individual controlsarenot required for
these hills.

o Adjustmentbills(FIsonly).

e Misdirected billstransferred to another carrier, DMERC,
orFl.

e HHA billswhereno utilization is chargeable and no
payment has been made, but which have been requested
only to facilitate record keeping processes. (Thereisno
CMS requirement for HHAsto submit no payment non-
utilization chargeablehills.)

e Billspaid by an HMO and processed by the contractor

e  Transactions submitted on diskettes, CDs, DVDs or
similar storage media that should only be accepted as
part of a disaster recovery process.

Carriers, DMERCs, DMEMACs,A/B MACs, and Flsare
no longer permitted to accept claimsviafax imaging, tape/
diskette/similar storage media. Carriers, DMERCs, DME
MACs, A/B MACs, and Fls are to assist hillers using such
mediato transition to more efficient el ectronic media, such as
thefree Medicare claim submission or commercially available
software that are considered to be more cost effective.

Source: Publication 100-04, Transmittal 1081, Change Request 5225

Returning Paper Claims Received From Clearinghouses
CMS has issued the following MLN Matters article. Information for Medicare Fee-for-Service Health Care Professionals.

Provider Types Affected

All Medicare providerswho submit paper claimsto clearinghousesfor filing with Medicare.

Provider Impact

If aclearinghouse submits claimsfor you on paper (rather than electronically) your payments may be affected. The
Administrative Simplification Compliance Act (ASCA) requiresthat claims aclearinghouse submitsto Medicare on your
behalf must be submitted electronically. When your carrier or fiscal intermediary (FI) identifiesthat a clearinghouse has
submitted aclaim for you on paper, they will return the claim unprocessed to the clearinghouse.

Background

Section 3 of the Administrative Simplification ComplianceAct (ASCA), PL 107-105; theimplementing regulation at 42 CFR
424; and the Medicare Claims Processing Manual Chapter 24, Section 90-90.6 and itsexhibitsall require (except in limited
situations) that you submit claimsto Medicare electronically. And, while ASCA regulations do allow you (as a provider) to
submit some, or all, claims on paper in very specific and limited instances; HIPAA covered entities (other than providers) are
not eligiblefor an exemption from these el ectronic M edicare claim submission requirements.

CR 5341, from which thisarticleistaken, addresses claims that your clearinghouse submitsto Medicare on your behalf.
To be specific, if you contract with a clearinghouse to send claimsto Medicare for you, they are required to submit these

claimselectronically.

But this being said, there is evidence that some clearinghouses are routinely submitting paper claims without the provid-
ers’ knowledge. You should be aware that your carriers and Fls, having identified that a provider’s clearinghouse has submit-
ted your claimsin paper form, will return them back to the clearinghouse without action.
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Returning Paper Claims Received From Clearinghouses, continued

Additional Information

Theofficial instruction (CR 5341) issued to your Medicare contractor (carriers, durable medical equipment regional carrier
(DMERC), DME Medicare Administrative Contractor (DME MAC), fiscal intermediary (FI), or Part A/B Medicare Administra-
tive Contractor (A/B MAC)) regarding paper claimsthat they receive from clearinghousesislocated at
http: //mww.cms.hhs.gov/ Transmittal s/downl oads/R2470TN.pdf on the CM S website.

If you have any questions, please contact your Medicare contractor at their toll-free number, which may be found at
http: //mmw.cms.hhs.gov/MLNProducts/downl oads/Call Center TolINumDirectory.zip

Thetoll-free number for First Coast Service Options, Inc. Medicare Part B Customer Service Center is1-866-454-9007 (FL)
or 1-866-419-9455 (CT).

MLN Matters Number: MM 5341

Related Change Request (CR) #: 5341

Related CR Release Date: November 3, 2006

Effective Date: January 1, 2007

Related CR Transmittal # R2470TN

Implementation Date: January 2, 2007

This article was prepared as a service to the public and is not intended to grant rights or impose obligations. This article 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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APPEALS

Reopenings and Revisions of Claim Determinations and Decisions

CMShasissued the following MLN Matters article. Information for Medicare Fee-for-Service Health Care Professionals.
Provider Types Affected

Physicians, providers, and supplierswho submit Part A or Part B Fee-for-Service claimsto Medicare contractors (fiscal
intermediaries (FIs) including regional home health intermediaries (RHHIs) and carriers, including durable medical equipment
regiona carriers(DMERCSs) and DME MedicareAdministrative Contractors (DME MACs) for payment.

Provider Action Needed
STOP — Impact to You

This article, based on change request (CR) 4147, notifies you about changes to the Medicare Claims Processing Manual,
which ensure that claimswith clerical errors(which include minor errorsand omissions) should be processed as
“reopenings’ and not as“appeals.”

CAUTION —What You Need to Know

All reopenings are conducted at the discretion of your Medicare contractor and are therefore not appealable. Your Part A
Medicare contractor may continue to handle some errors through the claim adjustment process. The Centersfor Medicare &
Medicaid Services (CMS) has added “Missing dataitems, such as provider number or missing date of service” to the defini-
tion of clerical errors. Notethat clerical errorsarelimited to errorsin form and content, and that omissions do not include
failuretobill for certain items or services. Please note that third party payor errors DO NOT constitute clerical errors.

GO —What You Needto Do

Pleaserefer to theAdditional Information section of this article and to the information in the manual attachment to CR
4147 (Pub. 100-04, The Medicare Claims Processing Manual, Chapter 34, Section 10) for detail ed and updated information
regarding reopenings. Please note al so that this information replaces what was previously found in Chapter 29, Section 90 of
TheMedicare Claims Processing Manual.

Background
The Medicare claim appeal's process was amended by the Medicare, Medicaid and SCHIP Benefits Improvement and
ProtectionAct of 2000 (BIPA), and by the M edi care Prescription Drug, Improvement, and ModernizationAct of 2003 (MMA).

Section 937 of MMA requires the establishment of a process for the correction of minor errors and omissions that do not
necessitate the use of the formal appeals process.

Additional Information

“A reopening isaremedial action taken to change afinal determination or decision that resulted in either an overpayment
or an underpayment, even though the determination or decision was correct based on the evidence of record.” (Pub. 100-04,
The Medicare Claims Processing Manual, Chapter 34, Section 10)If your reopening request is denied, you may not appeal the
contractor’srefusal to reopen but you can appeal the original claim denial aslong as the timeframe to request an appeal has
not expired. Requesting a reopening does not toll the timeframe to request an appeal . If areopening resultsin arevised
determination, new appeal rightswill be afforded on that revised determination. Not al reopeningsresult in arevised determi-
nation. Some important points to note about reopenings as a result of these changes are as follows:

e Medicare contractors will not use reopenings as an appeal when aformal appeal isnot available.

e Medicare contractors may conduct areopening to revise aninitial determination or redetermination. Medicare Secondary
Payer (M SP) beneficiary or provider/supplier recovery claimsare not reopening actions except where therecovery claimis
aMSP provider/supplier recovery claim.All other M SP beneficiary or provider /supplier recovery claimsareinitial
determinations.

o |f aclamissuspended for medical review, arequest for additional documentation (ADR) may berequired to makea
determination. If no responseisreceived within the specified timeframes, the medical review department will likely deny
the service as not reasonable and necessary based on lack of documentation. In such cases, if appealed with the
requested documentation, the Medicare contractor will perform areopening instead of an appeal. The reopeningswill be
performed by the medical review department.

e For Part AMedicare, there are alimited number of clerical errorsthat can be corrected through the reopening process.
Many Fls are handling the correction of errors through the submission of an adjustment or corrected claim. FIswho are
handling errors through adjustments will continue to do so.

e Medicare contractors will accept reopening requests only if they are made in writing or over the telephone. Please note
that the telephone reopenings processis not required for fiscal intermediaries.

e Medicare contractors will ask the providers or suppliers to fax in the proof to support changes and error correction, when
necessary.
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Reopenings and Revisions of Claim Determinations and Decisions, continued

e Incaseswheretheissueis: (1) too complex to be handled over the phone or (2) thereisaneed for additional medical
documents, the Medicare contractor will inform the party that their request cannot be processed over the phone. In such
instances, the contractor will advise the requestor to file their request in writing.

e Medicare contractorswill requirethefollowing threeitemsfrom the caller, prior to conducting atelephone reopening: (1)
provider/ physician/supplier name& ID #or NSC#; (2) Beneficiary last name & firstinitial; and (3) Medicare HICN.
NOTE: Itemsmust match exactly.

CR 4147 istheofficia instruction issued to your FI/RHHI, carrier, DMERC, or DME MAC regarding changes mentioned inthis
article. CR 4147 may be found by going to http:/Amww.cms.hhs.gov/ Transmittal downl 0ads/R1069CPpdf on the CM Swebsite.

For additional information relating to the Medicare appeal s process, you may wish to refer to Chapter 29 of the Medicare
Claims Processing Manual, which is available at http://mwww.cms.hhs.gov/manual s’downl oads/clm104c29. pdf.

If you have any questions, please contact your FI, RHHI, carrier, DMERC, or DME MAC at their toll-free number, which
may be found at http://mwww.cms.hhs.gov/MLNProducts/downl oads/Call Center TolINumDirectory.zip on the CMS website.

Thetoll-free number for First Coast Service Options, Inc. Medicare Part B Customer Service Center is 1-866-454-9007 (FL)
or 1-866-419-9455 (CT).

MLN MattersNumber: MM 4147 Related Change Request (CR) #: 4147
Related CR Release Date: September 29, 2006 Effective Date: November 29, 2006
Related CR Transmittal # R1069CP Implementation Date: November 29, 2006

This article was prepared as a service to the public and is not intended to grant rights or impose obligations. This article 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.

Appeals of Connecticut Claims and Appeal Decisions for Medicare Part B

ffective January 1, 2006 the Medicare claim appeal s process was amended. The reconsideration process has been added

asthe new second level of appeal. In addition, it isno longer necessary to appeal aclaimif aminor error or omission was
made which caused the claim to deny. In these cases, the provider can request that the claim be reopened and the error or
omission corrected.

Definitions

Levels of Definition TimeLimit from Address

Apped Deter mination

Firg Thefirg appedl level after 120 daysfrominitial or | Connecticut

Redetermination | the initial determination. A revised initid Medi care Part B Appeals
redetermination mug be determinati on First Coagt Service Options, Inc.
submitted to the carrier in P.O. Box 45041
writing. Jacksonville FL 32232-5041

Second The secondlevel of apped Six months from the Connecti cut

Hearings for redeterminations mede redeterminati on Medi care Part B Hearings
prior to 01/02/06. These First Coast Service Options, Inc.
appeal sshould be submitted P.O. Box 45041
to the carrier asinstructed in Jacksonville FL 32232-5041
your redetemination notice

New Second Thenew second level of 180 daysfrom Connecti cut

Reconsideration | appeal for redetermingions redeterminati on Q2 Adminigrators, LLC
made on or dter 01/01/06. Part B QIC East Operations
These appeal sshould be P.O. Box 183092
submitted to the qualified Columbus, Ohio 43218-3092
independent contractor Attn: Administration Manager
(QIC) asinstructed in your
redeterminati on noti ce.
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Appeals of Connecticut Claims and Appeal Decisions for Medicare Part B, continued

Appeal Process

If you are dissatisfied with the determination made on
your case you should file an appeal with the appropriate
entity. The appropriate entity depends on the level of appeal
and the completion date of the determination you are
appealing. The name and address for the next level of appeal
will appear on your decision notice. Providers, physicians,
and other suppliers are responsible for submitting all
required documentation with the appeal request.

REM INDER: Unprocessableclaims(CO16 denia code) result
when the provider submits anincomplete or invalid Medicare
clam (EMC or paper). Claimsdenied as unprocessabl e because
informationisincomplete, missing, invalid or non-linked
(diagnosis code reference number) cannot be corrected over
the telephone or viawritten appeal. The provider must
determinewhat information ismissing or incomplete, correct
thebilling error andfileanew clamtothecarrier. Example: A
claim submitted with aninvalid modifier.

Telephone Reopening Process
Didyouknow...

Minor errors or omissions could be corrected outside of the
appeals process?

How...

e Aclerical error reopening may beinitiated viathe
telephone or in writing; or

e Inmost cases, the denied service (s) may simply be
resubmitted.

Prior torequestingatelephoner eopening you must provide
thefollowingthreeitems:

e Theprovider’ g/physician’ s/supplier’s name and
identification number
Beneficiary last name, first initial
Medicare healthinsurance number (HICN).

When you call, please have your remittance advice and
any other documentation on hand. We will only handle three
reopening requests during each call.

Thehoursof operationsfor requestingareopeningare:

Monday — Friday 8:00 a.m.—4:00 p.m.
1-866-535-6790

Source:
CM S Pub 100-04, Chapter 29, Section 310

Examplesof minor clerical errorsor omissionsthat can be
handled viaatelephoneclerical reopening areasfollows:

Number of services/unitsbilled

Submitted charge amount

Date of service (DOS)

Add, change or delete certain modifiers (excluding 22,
24, 25,52,53,58, 62,66, 78,and 79)

e Transposed procedure or diagnosis codes.

Non-Acceptable items via Telephone Clerical
Reopenings

Limitation of liability

Potential overpayments

Medical necessity denials and reduction
Denialsrequiring manual review of medical
documentation

Year of service, which result in overpayment

Provider number/name

Utilization denials.

A written redetermination must be requested for the type of
denials above.

Resubmission of Minor Clerical Errors
Resubmitting denied lineson aclaim that are the result of a
minor clerical error or omission reduces processing delays
and saves you time and money!

Examplesof minor clerical errorsor omissionsthat may be
corrected and resubmitted viaanew claim are asfollows:

e Changes of diagnosis codes

e Addition, changes, or deletion of modifiers(e.g., 24, 25,
50,59, 78, 79, RT, LT)

e |ncorrect place of service.

*Resubmit ONLY thedenied service(s)! Resubmittingthe
entireclaim may result in aduplicatedenial.

Redetermination Request

Redetermination requests should be submitted on the
Redetermination form with documentation attached to
support the service(s) rendered. The redetermination forms
are located at http: //mmw.connecti cutmedicare.com.

Reconsideration Request
Reconsideration requests should be submitted on the
reconsideration form attached to your redetermination notice.

CMSPub 100-04, Transmittal 1069, Change Request 4147

Appeals of Florida Claims and Appeal Decisions for Medicare Part B
ffective January 1, 2006, the Medicare claim appeals process was amended. The reconsideration process has been added
the new second level of appeal. Inaddition, itisno longer necessary to appeal aclaim if aminor error or omission was
made which caused the claim to deny. In these cases, the provider can request that the claim be reopened and the error or

omission corrected.
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Appeals of Florida Claims and Appeal Decisions for Medicare Part B, continued

Definitions

Levels of D€inition TimeLimit from Address

Appeal Determination

Firg Thefirs appeal level after | 120 daysfrominitial | Florida

Redeermination | theinitial determ nation. or revised initial Medi care Part B Claims Review
A redetermination must be | determination P.O Box 2360
submitted to thecarrier in Jacksonville, FL32231-2100
writing.

Second The second level of appeal | Six months Florida

Hearings for redeterminations made | fromthe Medi care Hearings
prior to 01/01/06. These redeterminati on Pog Office Box 45156
appeal sshould be Jacksonville FL 32232-5156
submitted to the carrier as
instructed in your
redeterminati on natice.

New Second The new second level of 180 daysfrom Florida

Reconsideration | appeal for redeterminati on Q2 Adminigrators LLC
redeterminati ons made on Part B QIC East Opeaations
or after 01/01/06. These P.O.Box 183092
appeal sshould be Columbus, Ohio 43218-3092
submitted to the qualified Attn: Administration M anager
independent contractor
(QIQ) asingructedin your
redeterminati on natice.

Appeal Process

If you are dissatisfied with the determination made on
your case you should file an appeal with the appropriate
entity. The appropriate entity depends on the level of appeal
and the completion date of the determination you are
appealing. The name and address for the next level of appeal
will appear on your decision notice. Providers, physicians,
and other suppliers are responsible for submitting all
required documentation with the appeal request.

REM INDER: Unprocessable claims (CO16 denid code) result
when the provider submits an incomplete or invalid
Medicareclaim (EMC or paper). Claimsdenied as
unprocessabl e because information isincomplete, missing,
invalid or non-linked (diagnosis code reference number)
cannot be corrected over the telephone or via written appeal .

When you call, please have your remittance advice and any
other documentation on hand. We will only handle three
reopening requests during each call.

The hours of operations for requesting a reopening are:
Monday — Friday 8:00 am. —4:00 p.m.

1-866-454-9007

Examplesof minor clerical errorsor omissionsthat can be
handleviaatelephoneclerical reopening areasfollows:

Number of services/unitsbilled

Submitted charge amount

Date of service (DOS)

Add, change or delete certain modifiers (e.g.,

The provider must determinewhat informationismissing or
incomplete, correct thehbilling error andfileanew clamtothe
carrier. Example: A clam submitted with aninvalid modifier.

Telephone Reopening Process

Did you know...
Minor errors or omissions could be corrected outside of the
appeals process?

How...

e Aclerical error reopening may beinitiated viathe
telephone or inwriting; or,

e Inmost cases, the denied service (s) may simply be
resubmitted.

Prior torequesting atelephonereopening you must provide
thefollowingthreeitems:

e The provider’ g/physician’ s/supplier’s name and
identification number,

e Beneficiary last name, firstinitia

e Medicare healthinsurance number (HICN).

79,91,50,58, RT,LT)

Procedure code; excluding codes requiring
documentation on the initial submission or codes being
upcoded

Diagnosis Code

Note: It may take up to 60 days to process atelephone

clerical reopening.

Non-AcceptableitemsviaTelephoneClerical Reopenings

Limitation of liability

Potential overpayments

Medical necessity denials and reduction
Analysis of documents such as operative reports,
clinical summaries

Year of service which result in overpayment
Provider number/name

Utilization denidls.

A written redetermination must be requested for the type of
denials above.
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Appeals of Florida Claims and Appeal Decisions for Medicare Part B, continued

Resubmission of Minor Clerical Errors

Resubmitting denied lineson aclaim that aretheresult of aminor clerical error or omission reducesprocessing delaysand
savesyou timeand money!

Examples of minor clerical errorsor omissionsthat may be corrected and resubmitted viaanew claim areasfollows:

e Changes of diagnosis codes

e Addition, changes, or deletion of modifiers(e.g., 24, 25, 50, 59, 78, 79, RT,LT)

e Incorrect place of service

*Resubmit ONLY thedenied service(s)! Resubmittingtheentireclaim may result in aduplicatedenial.

Redetermination Request
Redetermination requests should be submitted on the Redetermination form with documentation attached to support the
service(s) rendered. The redetermination forms are located at: http: //mawww.floridamedi care.com.

Reconsideration Request
Reconsideration requests should be submitted on the reconsideration form attached to your redetermination notice.

Sourcee  CMSPub 100-04, Transmittal 1069, Change Request 4147
CM S Pub 100-04, Chapter 29, Section 310

FrAuD

New Contractors Help Identify Fraud in the Medicare Part D Prescription

Drug Program—Connecticut Only
his noticeisto inform you that the Centersfor Medicare & Medicaid Services (CMS) has contracted Medicare Drug

Integrity Contractors (MEDICs) to investigate any complaints or allegations (within their jurisdiction) of potential fraud,
waste and abuse related to the Medicare prescription drug benefit.

MEDIC North jurisdiction includes M ontana, Wyoming, North Dakota, South Dakota, Nebraska, Minnesota, lowa,
Wisconsin, lllinois, Indiana, Michigan, Kentucky, Ohio, West Virginia, Pennsylvania, New York, Vermont, Maine, New Hamp-
shire, Massachusetts, Rhode Island, Connecticut, New Jersey, Delaware and Maryland, the District of Columbia, and the U.S.
VirginIslands

You areinvited to learn more about therole of the MEDI C at http: //www.edssafeguar dservices.eds-gov.conv, which will be
available December 1, 2006.

MEDIC Northisinterested in receiving complaints of potential fraud, waste or abuse from Medicare providers, suppliers
and other concerned parties.

Some examples of these types of complaints may include:
e Situationswhere the prescriber is offered or paid to write prescriptions for certain drugs or products.

e  Situations known where the provider writes prescriptions for drugs that are not medically necessary, often in mass
guantities, and often for patients that are not theirs.

e Situationswhere the prescriber falsifiesinformation (not consistent with medical record) submitted through a prior
authorization or other formulary oversight mechanismin order to justify coverage.

e  Theft of prescriber’s Drug Enforcement Administration (DEA) number or prescription pad. Thisinformation couldillegally
be used to write prescriptions for controlled substances or other medications.

e  Suspicions of inappropriate relationships between pharmaceutical manufacturers and physicians that may include:

e “Switching” arrangements, when manufacturers offer physicians cash payments or other benefits each time a patient’s
prescription is changed to the manufacturer’s product from a competing product.

e Incentives offered to physicians to prescribe medically unnecessary drugs.
o |llega promotion of off-label drug usage through marketing, financial incentives, or other promotional campaigns.

e Providing free samplesto physicians knowing and expecting those physiciansto bill the federal health care programs for
the samples.

Pleasereport your complaint to 1-877-7SafeRx or 1-877-772-3379 to report complaintsthat you think may indicate fraud.
Source: Program Safeguard Contractor
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NATIONAL PROVIDER IDENTIFIER

Reporting the National Provider Identifier on Physician Claims for Clinical

Diagnostic Services Purchased Outside of the Local Carrier’'s Jurisdiction
CMS has issued the following MLN Matters article. Information for Medicare Fee-for-Service Health Care Professionals.
Provider Types Affected

Physicians billing Medicare carriers or Part A/B Medicare administrative contractors (A/B MACSs) for diagnostic services
purchased outside the local carrier or A/B MAC' sjurisdiction.
Background

Thisarticlerelatesto change request (CR) 5289, in which the Centersfor Medicare & Medicaid Services (CMS) provides
specific instructions for physicians to modify their current reporting guidelines and requires physicians to begin reporting, as
of May 23, 2007, aNational Provider | dentifier (NPI) on claimsfor clinical diagnostic services pur chased outside of thelocal
carrier’sjurisdiction. Previously CM Sinstructed physiciansto report their provider identification number (PIN) on claims
when billing for clinical diagnostic services purchased outside of thelocal carrier’sjurisdiction. (See CR 3630, Transmittal 415,
issued on December 23, 2004 at: http://www.cms.hhs.gov/Transmittal downloads/R2430TN.pdf on the CM S website).

Asof May 23, 2007, physicians must begin using their NPI to bill thelocal carrier for aclinical diagnostic service pur-
chased outside of thejurisdiction of thelocal carrier orA/B MAC. Asof May 23, 2007, remember thefollowing:

e Whenreporting the 2400 PS1 segment (Purchased Service Information) of theANSI X 12 837 electronic claim format,
version 4010A, the billing physician must report their NPI.

e When submitting paper claims, physicians must report their NPI for both the purchased portion of the test and the portion
of the test that they performed.

e Physiciansmay nolonger report aPIN after May 22, 2007.

Prior to May 23, 2007, physicians may report the PIN, the NP1, or both PIN and the NPI.

Additional Information

For complete details, please see the official instruction issued to your Medicare carrier or A/B MAC, regarding this
change. That instruction may be viewed by going to http://mwwcms.hhs.gov/ Transmittal Sdownl oads/R2430TN.pdf on the
CMSwebsite.

To learn more about the NPI and how to apply for one, visit http://mww.cms.hhs.gov/National ProvidentSand/ on the
CMSwebsite.

If you have questions, please contact your Medicare carrier or A/B MAC at their toll-free number, which may be found at
http: //mww.cms.hhs.gov/MLNProducts/downl oads/Call Center TolINumDirectory.zip on the CM S website.

Thetoll-free number for First Coast Service Options, Inc. Medicare Part B Customer Service Center is 1-866-454-9007 (FL)
or 1-866-419-9455 (CT).

MLN Matters Number: MM 5289 Related Change Request (CR) #: 5289
Related CR Release Date: October 27, 2006 Effective Date: April 1, 2007
Related CR Transmittal #: R2430TN Implementation Date: April 2, 2007

This article was prepared as a service to the public and is not intended to grant rights or impose obligations. This article 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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Electronic Claims Submitted Without the Medicare Legacy Number

During the Stage 2 Transition Period

n previous provider educational notifications addressing

thenational provider identifier (NPI) initiative, Medicare
has strongly recommended that providers, clearinghouses,
and billing services continue to submit the Medicare fee-for-
service legacy number during the stage 2 implementation of
the NPl transition period that started on October 1, 2006.

During the stage 2 NPI transition period of October 1,

2006, through May 22, 2007, Medicareisrecommending that
providers submitting Medicare fee-for-service claimssendin
both NPIsand legacy provider numbers. Electronic claims
must be submitted either by using:

e  Only the provider's Medicare legacy number, such asa
provider identification number (PIN), NSC number,
OSCAR number or UPIN; or

e Both theprovider'sNPI and legacy number.

If providers submit Medicare claimswith only an NPI,
thefollowing may occur:

e Claimsmay be processed and paid, or

e Claimsfor which Medicare systems are unableto
properly match theincoming NPI withthe Medicare
legacy number (e.g., PIN, OSCAR number) may be
returned to the provider as unprocessable, and then the
provider will need to resubmit the claim with the
appropriate Medicarelegacy number.

Based on the above guidelines, effectivefor claims
processed on or after October 1, 2006, and until further
notice, claims submitted with only an NPI will bereturned to
the provider as unprocessable if a properly matching
Medicare legacy number cannot be found.

Action Required by Providers

Providers must resubmit claimswith the appropriate
Medicare legacy number when aclaimisdenied as
unprocessable because of a missing legacy number. The
same means of submission must be used to refilethe claim
(e.g.; providersthat submitted electronically shall resubmit
electronically). Please note that NPIs cannot be submitted
on paper claimsuntil theimplementation of the revised Form
CMS-1500 (08/05) on January 2, 2007.

Source: CM S Pub. 100-20, Transmittal 249, CR 5378

National Provider Identifier—Just 6 Months Remaining

NPI: Get It. Share It. Use It.

ver 1.4M national provider identifiers (NPIs) have been issued. Do you have yours?
hink you don’t need an NPI? Think again, and be sure. If you are a health care provider who billsfor services, you
probably do need an NPI. If you bill Medicare for services, you definitely do!

Thebad newsisthat asof November 23. 2006, only six monthsremain until the NPI compliance date. The implementation
of the NPl isacomplex processthat will impact all business functions of your practice, office or institution including billing,
reporting and payment. Thisiswhy providers are urged to get, share, and use their NPl NOW to avoid adisruption in cash flow.

If you don’t have an NPI, get one. If you have one, start the testing process with your health plan and use it on your

claims and other transactions.

The Center for Medicare & Medicaid Services (CMS) continuesto urge providersto include legacy identifiers on their
NPI applications. Thisinformationiscritical for health plans and health care clearinghousesin the devel opment of crosswalks

to aid in thetransition to the NPI.
Key NPI Facts

The CM S along with theWorkgroup for Electronic Data I nterchange (WEDI) and other industry health planswould like to

remind providersof thefollowing key NPI facts:

Every covered health care provider must get and use the NPI; and even if ahealth care provider isan individual and is not
conducting electronic transactions and is, therefore, not a covered provider, he or she may be required by health plans or

employersto obtain an NPI.

The NPI is not just a number. It does affect internal and external business and systems operations and can affect the

appropriate payment of claimsin atimely manner.

It isestimated that use of the NPI can require atransition period of no less than 120 days.

Providers should begin to test and use their NPIsin electronic health care transactions no later than January 31, 2007.
May 23, 2007 is not when the process starts, but when the process must be compl eted.

Providers may be requested to communicate their NPIsto health plans, clearinghouses, and other providers well before

the compliance date.

A health care provider who isa sole proprietor is considered an individual and can only have ONE NPI.

Sharing NPIs

Once providers have received their NPIs, they should share their NPIswith other providers with whom they do business,
and with health plans that request it. In fact, as outlined in current regulation, al providers must share their NPl with other
providers, health plans, clearinghouses, and any entity that may need it for billing purposes — including designation of
ordering or referring physician. Providers should also consider |etting health plans, or institutions for whom they work, share

their numbersfor them.
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National Provider | dentifier—Just 6 Months Remaining, continued

NPIs are FREE!
Health care providers should know that getting an NPI isfree. You do not need to pay an outside source to btain your NP
for you. All CMS education on the NPl isalso free. CM S does not charge for its education or materials.

NPI Questions

CMS continues to update our Frequently Asked Questions (FAQSs) to answer many of the NPI questions we receive on a
daily basis. Visit thefollowing link to view al NPl FAQs:
http: //questions.cms.hhs.gov/cgi-bin/cmshhs.cfg/php/enduser/
std_alp.php?p_sid=Qjr3YRYh&p_lva=&p li=&p_page=1&p_cv=&p_pv=&p_prods=0&p_cats=&p_
hidden_prods=&prod IvI1=0&p_search text=NPI&p_new_search=1&p_search_type=answers.search nl

Providers should remember that the NPI Enumerator can only answer/address the following types of questions/issues.
e  Status of an application
e Forgotten/lost NPI
e LostNPI notification letter
e Troubleaccessing NPPES
e Forgotten password/User ID
e Need to request a paper application
e Need clarification oninformation that isto be supplied in the NPI application .
Providers needing thistype of assistance may contact the enumerator at 1-800-465-3203.

Upcoming WEDI Events
WEDI has several NPI events scheduled in the upcoming month. Visit http://Amww.wedi.org/npioi/index.shtml to learn
more about these events. Please note that there is a charge to participate in WEDI events.

Important Information for Medicare Providers

Communicating NPIs to Medicare
Medicare providers should know that there is no “special process’ or need to call to communicate NPIsto the Medicare
program. NPIs can be shared with the Medicare program in three different ways, as part of the following standard procedures:

e Medicare providers should usetheir NPI, along with appropriate legacy identifiers, on their Medicare claims
e For new Medicare providers, an NPl must beincluded onthe CM S-855 enrollment application
e Existing Medicare providers must provide their NPIswhen making any changesto their M edicare enrollment information

Still Confused?

Not sure what an NPI isand how you can get it, share it and useit? As always, more information and education on the
NPI can be found at the CMS NPI page www.cms.hhs.gov/National Provi dentStand on the CM S website. Providers can apply
for an NPI online at http://nppes.cms.hhs.gov or can call the NPI enumerator to request apaper application at 1-800-465-3203.

Getting an NPI is free - not having one can be costly.
Source: CM S Learning Resource, Message 200611-15
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GENERAL INFORMATION

Application Update to Medicare Deductible, Coinsurance and Premium
Rates for 2007

CMS has issued the following MLN Matters article. Information for Medicare Fee-for-Service Health Care Professionals.
Provider Types Affected

Physicians, providers, and suppliers submitting claimsto Medicare carriers, durable medical equipment regional carriers
(DMERCs), DME Medicare administrative contractors (DME MACs), fiscal intermediaries (FIs) including regional home health
intermediaries (RHHIs), and Part A/B MACsfor services provided to Medicare beneficiaries.

Provider Action Needed
Thisarticle is based on change request (CR) 5345, which announces the 2007 Medicare rates and instructs your Medicare
contractors to make necessary updates to their claims processing systems.

Background

There are beneficiary-related costs for using certain services under PartsA and B of Medicare, typically in the form of
deductibles, co-payments, and/or premium payments. Beneficiaries who use covered Part A services may be subject to
deductible and coinsurance requirements. A beneficiary isresponsible for an inpatient hospital deductible amount, which is
deducted from the amount payable by the Medicare program to the hospital, for inpatient hospital services furnished in a spell
of illness.

When a beneficiary receives such services for more than 60 days during a spell of illness, he or sheisresponsible for a
coinsurance amount equal to one-fourth of the inpatient hospital deductible per-day for the 61-90 day spent in the hospital.

Anindividual has 60 lifetime reserve days (L RDs) of coverage, which they may elect to use after the 90 day in aspell of
illness. The coinsurance amount for these LRDsis equal to one-half of the inpatient hospital deductible.

For skilled nursing facility (SNF) services furnished during aspell of illness, abeneficiary isresponsiblefor acoinsurance
amount equal to one-eighth of the inpatient hospital deductible per day for the 21 through the 100 day.

Most individuals age 65 and older, and many disabled individuals under age 65, are insured for Health Insurance (HI)
benefits without a premium payment. The Social Security Act provides that certain aged and disabled persons who are not
insured may voluntarily enroll, but are subject to the payment of amonthly premium.

Since 1994, voluntary enrollees may qualify for areduced premium if they have 30-39 quarters of covered employment.
When voluntary enrollment occurs more than 12 months after the date apersonisinitial eligibility to enroll, a 10 percent
penalty is assessed for 2 years for every year they could have enrolled and failed to enroll in PartA.

Under supplementary medical insurance (SM1) or Part B, all enrollees are subject to amonthly premium. Most SMI
services are subject to an annual deductible and coinsurance (percent of costs that the enrollee must pay), which are set by
statute. When SMI enrollment takes place more than 12 months after a person’sinitial enrollment period, there is a permanent
10 percent increase in the premium for each year the beneficiary could have enrolled and failed to enroll.

Medicare Part A for 2007
For calendar year (CY) 2007, thefollowing rates are applicablefor Medicare Part A deductible, coinsurance, and premium
amounts:

Deductible
$992.00 per benefit period

Coinsurance

$248.00 aday for days61-90in each period

$496.00 aday for days91-150for each LRD used

$124.00 aday inaSNF for days 21-100 in each benefit period

Premium

$410.00 per month for those who must pay apremium

$451.00 per month for those who must pay both a premium and a 10 percent increase

$226.00 per month for those who have 30-39 quarters of coverage

$248.60 per month for those who have 30-39 quarters of coverage and must pay a 10 percent increase

MedicarePart B for 2007
For CY 2007, thefollowing rates are applicable for Medicare Part B deductible and coinsurance.

Deductible $131.00 per year
Coinsurance 20 percent
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Application Update to Medicare Deductible, Coinsurance and Premium Rates for 2007, continued

CM S updates the Part B premium each year. These adjustments are made according to formulas set by statute. By law, the
monthly Part B premium must be sufficient to cover 25 percent of the program’ s costs, including the costs of maintaining a
reserve against unexpected spending increases. The federal government pays the remaining 75 percent.

Below arethe annual Part B premium amountsfrom calendar year (CY') 1996 to 2006. For theseyears, and yearsprior to
1996, the Part B premiumisasingle established ratefor all beneficiaries.

Year Premium Year Premium Year Premium
1996 $4250 2000 $4550 2004 $66.60
1997 $43.80 2001 $50.00 2006 $78.20
1998 $43.80 2002 $54.00 2006 $38.50
1999 $4550 2003 58.70

Beginning on January 1, 2007, the Part B premium will be based on theincome of the beneficiary. Below arethe CY 2007
Part B premium amounts based on beneficiary income parameters.

Income Par ameter sfor Determining Part B Premium

Premium/mon Individual Income Combined Income(Married)
$93.50 $80,000.000r less $160,000.00 or less

$105.80 $80,000.01 - $100,000.00 $160,000.01 - $200,000.00
$124.40 $100,000.01 - $150,000.00 $200,000.01 - $300,000.00
$142.90 $150,000.01 - $200,000.00 $300,000.01 - $400,000.00
$161.40 $200,000.01 or more $400,000.01 or more

Implementation
Theimplementation datefor CR 5345 is January 2, 2007.

Additional Information

For complete details, please seethe official instruction issued to your carrier, DMERC,DME MAC, intermediary, RHHI, or
A/B MAC regarding this change. That instruction may be viewed at
http: //www.cms.hhs.gov/ Transmittal Sdownl oads/R41GlI . pdf on the CM S website.

If you have any questions, please contact your carrier, DMERC, DME MAC, intermediary, RHHI, or A/B MAC at their toll-
free number, which may be found on the CM Swebsite at
http://mww.cms.hhs.gov/MLNProducts/downl oads/Call Center TolINumDirectory.zip.

Thetoll-free number for First Coast Service Options, Inc. Medicare Part B Customer Service Center is 1-866-454-9007 (FL)
or 1-866-419-9455 (CT).

MLN Matters Number: MM5345 Related Change Request (CR) #: 5345
Related CR Release Date: October 27, 2006 Effective Date: January 1, 2007
Related CR Transmittal # R41Gl Implementation Date: January 2, 2007

This article was prepared as a service to the public and is not intended to grant rights or impose obligations. This article 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.

Carrier Jurisdiction for Ambulance Supplier Claims
CMShasissued the following MLN Matters article. Information for Medicare Fee-for-Service Health Care Professionals.
Provider Types Affected

Ambulance supplierswho submit claimsto Medicare carriersor Part A/B Medicare Administrative Contractors (A/B
MACs) for ambulance services furnished to M edicare beneficiaries

Provider Action Needed
STOP — Impact to You

Effectivefor claims processed January 1, 2008 and | ater, aclaim for an ambulance service furnished by a supplier must be
filed with the carrier or A/B MAC having jurisdiction for the* point of pickup” (POP).

CAUTION —What You Need to Know

Effective April 1, 2007, each carrier will begin processing applications from ambul ance suppliersthat are rendering services
intheir jurisdiction. For claimswith dates of service January 1, 2008 and later, carrierswill return claimsas unprocessable any
claim for aground or air ambulance service where the POPisnot withinitsjurisdiction.

GO —What You Needto Do
Be sure your staff knowsto file Medicare claimswith the carrier or A/B MAC having jurisdiction for the POP to assure
prompt and accurate payment.
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Carrier Jurisdiction for Ambulance Supplier Claims, continued

Background

The Medicare claimsfiling jurisdiction rule for ambulance services has been that an ambulance must file the claim with the
carrier or A/B MAC having jurisdiction for where the service was furnished. When the ambulance fee schedule policies and
systems changes were being devel oped, most carriers interpreted this rule to mean that a claim for an ambulance service must
befiled with the carrier or A/B MAC having jurisdiction for the areawhere the vehicleis garaged or hangered. When the
ambulance fee schedule was implemented beginning January 1, 2000, CM S determined that this de facto interpretation of the
claimsfiling jurisdiction rule would not be changed during the fee schedul e transition period, which was completed on January
1, 2006. (See Program Memorandum [ PM] AB-00-88, Change Request [ CR] 1281, dated September 18, 2000 which wasre-issued
asPM AB-01-185 dated December 14, 2001. CR 1281 can befound at the following link http://mmww.cms.hhs.gov/Transmittals/
Downloads/AB01185.pdf on the CM S website.)

Currently all ambulance services are paid under the fee schedule which is based on the location from which the benefi-
ciary istransported, i.e., the “point of pickup” (POP). Because the basis for payment under the fee schedule is based on the
POR, it isreasonablefor the claimsfiling jurisdiction rule to also be based on the POP.

Changing the claimsfiling jurisdiction to the POP will ensure jurisdictional congruence between the policiesfor payment
and claimsfiling. It will additionally ensure that the ambulance supplier meetsthe State and local requirements where the
servicewasfurnished, which wasthe original intent of theclaim filing jurisdiction rule. Thischangewill:

e  Bring administrative practice into congruence with the longstanding regulatory standards at 42 C.F.R. section 410.41;
e Avoid having federal administrative practice undercut appropriate state and local regulatory standards; and
e Promotean appropriatelevel of servicefor all Medicare beneficiaries.

For dates of service of January 1, 2008, or later, ground and air ambulance supplier claimsfor a POP not rendered in the
carrier’s(or A/B MAC’s) jurisdiction will be returned to the supplier as* unprocessable”, accompanied by the following
remittance advice message:

e “N104 Thisclaim/serviceisnot payable under our claimsjurisdiction area. You can identify the M edicare contractor to
process this claim/service through the CM S website at http//:wwwems.hhs.gov.”

CarriersandA/B MACswill not apply thisruleto:
e  Ambulance claims submitted to the carrier that processesindian health service ambulance claims, or
e Any future ambulance demonstration claims unless CM S so directs that this policy applies.

As aconsequence of changing the claims filing rule to the POR ambulance suppliers (including those who operate in
multiple states) must be enrolled with the carrier in each jurisdiction where they furnish servicesto Medicare beneficiaries.
Thisisthe case even if that supplier does not garage or hanger its vehicles in each state in which the supplier operates
(Required by 42 C.F.R. section 410.41 located at http://www.cms.hhs.gov/AmbulanceFeeSchedul e/downl oads/cfr410 41.pdf
on the Centersfor Medicare & Medicaid (CMS) website).

Note: Asearly asApril 1, 2007, each carrier or A/B will begin processing applicationsfrom ambulance suppliersthat are
rendering servicesin their jurisdiction.

Exception: Wherethe POP is outside the United States, the claim for an ambul ance service furnished by a supplier must be
filed in accordance with theinstructionsin Publication 100-4, The Medicare Claims Processing Manual, Chapter 1 section
10.1.4.1. Carrier jurisdiction isdefined in Publication 100-04, Chapter 1 section 10.1.4.2. Theseinstructions can befound at
http://www.cms.hhs.gov/manual s/downloads/clm104c01.pdf on the CMS website.

Additional Information

CR 5203 istheofficial instruction issued to your Medicare carrier or A/B MAC regarding changes mentioned in this
article. CR 5203 may be found at http://mwwems.hhs.gov/Transmittal downl oads/R1100CPpdf on the CM S website.

If you have questions, please contact your Medicare carrier or A/B MAC at their toll-free number, which may befound at
http: //immw.cms.hhs.gov/MLNProducts/downl oads/Call Center TolINumDirectory.zip on the CM S website.

Thetoll-free number for First Coast Service Options, Inc. Medicare Part B Customer Service Center is 1-866-454-9007 (FL)
or 1-866-419-9455 (CT).

MLN Matters Number: MM5203

Related Change Request (CR) #: 5203

Related CR Release Date: November 3, 2006

Effective Date: January 1, 2008

Related CR Transmittal # R1100CP

Implementation Date: January 1, 2008

This article was prepared as a service to the public and is not intended to grant rights or impose obligations. This article 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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HMO Information Available on the Interactive Voice Response Unit
fective November 1, 2006, the interactive voice response unit (IVR) began voicing Health Maintenance Organization
HMO) information under Option 3, and Option 7. When HM O information is offered, you will hear thefollowing script,
depending on the selected HMO Option:

Option 3 - Eligibility, HM O and Deductible Information

e HMOOptionABC
o For this patient, Medicare isresponsible only for dialysis services. For al other services, this patient is
currently onan HMO.

Afterward, the system will allow you to hear specific information by pressing 1 on the keypad. Thefollowing HMO
information is voiced on the requested beneficiary:

o HMO number
¢ Name and address of the HMO
o FEffectivedate of theHMO

Option 7 —HMO name and address

Under Option 7, you may enter an HM O number, and the system will voice the name and address of the HM O, which has
been recorded from the HM O list on the CM Swebsite. For example: If you enter HM O number H1036 (HumanaMedical Plan),
the VR will voice“HumanaMedica Plan” asthe name of the HM O, and will aso voice Humana's address.

For your convenience, the IVR hours of operation for patient eligibility and claims status information are Monday through
Friday 6:00am.- 6:00 p.m. Eastern Time,

Laboratory Competitive Bidding Demonstration
CMShas issued the following MLN Matters article. Information for Medicare Fee-for-Service Health Care Professionals.

Note: Thisarticlewas previously published as MM 5205, based on CR 5205, which discussed theinitial phase of implementing
this demonstration.

Provider Types Affected

Physiciansand all providerswho bill Medicare carriers, fiscal intermediaries (FIs), or Part A/B Medicare administrative
contractors (A/B MACs) for clinical |aboratory tests performed for Medicare Part B beneficiarieswho live within the competi-
tive bidding demonstration area (CBA) sites

Background

Section 302(b) of the Medicare Prescription Drug | mprovement and Modernization Act of 2003 (MMA) requiresthe
Centersfor Medicare & Medicaid Services (CMS) to conduct a demonstration project on the application of competitive
acquisition for payment of most clinical laboratory services that would otherwise be payable under the Medicare Part B fee
schedule.

Under this statute, pap smears and colorectal cancer screening tests are excluded from this demonstration. Requirements
under the Clinical Laboratory

Improvement Amendments (CL1A), as mandated in section 353 of the Public Health ServiceAct, are applicable.

The payment basis determined for each CBA will be substituted for payment under the existing clinical laboratory fee
schedule. Multiplewinners are expected in each CBA.

Key Paints

Thisarticle and change reguest (CR) 5359 providesinstructionsfor the implementation of alaboratory competitive
bidding demonstration. The requirements specified in thisarticle and CR 5359 arein preparation for theimplementation of the
demonstrationinthefirst CBA onApril 1, 2007.

e Theproject will cover demonstration testsfor all Medicare Part B beneficiarieswho live in the demonstration sites, as
determined by the zip code of the beneficiary’s residence.

e Hospital inpatient testing is covered by Medicare Part A and is therefore exempt from the demonstration.

e Physician officelaboratory (POL) testing and hospital outpatient testing are not included in the demonstration, except
where the physician office or hospital laboratory functions as an independent |aboratory performing testing for a
beneficiary who is not a patient of the physician or hospital outpatient department.

e CMSwill continueto pay POL patient and hospital outpatient laboratory servicesin accordance with the existing clinical
laboratory fee schedule.

Required Bidders

L aboratory firmswith $100,000 or morein annual Medicare Part B (fee-for-service) paymentsasof calendar year (CY) 2005
for “demonstration tests’ provided to beneficiaries residing in the CBAs (regardless of where the laboratory firm islocated)
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Laboratory Competitive Bidding Demonstration, continued

will berequired to bid in the demonstration.
Theselaboratory firmswill bereferred to as*“ required bidders.”

PassivelL aboratories

Small Iaboratories or laboratory firmswith lessthan $100,000 in annual Medicare Part B (fee-for-service) paymentsfor
demonstration tests provided to beneficiaries residing in the CBAs will not be required to bid in the demonstration. These
laboratories are considered “ passive” |aboratories.” Passive laboratories will be paid the laboratory competitive bidding
demonstration fee schedule for demonstration tests provided to beneficiaries residing in the CBA.

During the demonstration period, CM Swill monitor the volume of services performed by passive laboratoriesto ensure
that their annual payments under Medicare Part B for demonstration tests provided to beneficiaries residing in the demonstra-
tion sitesdo not exceed the annual ceiling of $100,000.

Passivelaboratory firms exceeding the annual ceiling of $100,000 will be:

e Terminated from the demonstration project; and

e  Will not be paid anything by Medicare for demonstration tests provided to beneficiaries residing in the CBAs (regardless
of where the laboratory firm islocated) for the duration of the demonstration.

e Laboratoriesor laboratory firms providing clinical laboratory servicesexclusively to beneficiarieswith end stage renal
disease (ESRD) residing in the CBA will not be required to bid in the demonstration. These |aboratories are considers
“passive-ESRD” laboratories. Passive-ESRD laboratorieswill be paid the laboratory competitive bidding demonstration
fee schedulefor Part B demonstration tests provided to ESRD beneficiariesresiding in the CBA. During the
demonstration period (April 1, 2007 through March 31, 2010, inclusive), passive-ESRD |aboratoriesthat expand their
businessto provideclinical laboratory servicesto non-ESRD beneficiariesresiding in the CBA will be terminated from the
competitive bidding demonstration.

Winners

Both required and non-required bidders that bid and win will be paid the |aboratory competitive bidding demonstration
fee schedule for demonstration tests provided to beneficiaries residing in the CBASs (regardless of where the [aboratory firmis
located). Theselaboratorieswill belabeled “winners.”

Non-Winners

Both required and non-required bidders that bid and do not win will not be paid anything by Medicare (neither under the
Part B clinical laboratory fee schedule nor under the competitively bid price) for demonstration tests provided to beneficiaries
residing in the CBAs (regardless of where the laboratory firm islocated) for the duration of the demonstration. These laborato-
rieswill belabeled “ non-winners.”

Similarly, required biddersthat do not bid will not be paid anything by Medicare for demonstration tests provided to
beneficiariesresiding in the CBAs (regardless of where the laboratory firm islocated) for the duration of the demonstration.

Non-winner laboratories that furnish a demonstration test to a Medicare beneficiary residing in the CBA during the
demonstration have no appeal rights when Medicare payment for the test is denied. Moreover, non-winner |aboratories may
not charge the beneficiary for Part B |aboratory services.

Demongtration-Covered L aboratory Tests

Only the laboratory that performs the test may bill for the service and only winning or passive laboratories are eligible to
receive the laboratory competitive bidding demonstration fee schedul e payment for services covered under the demonstration.

Although non-winner laboratories may not bill either Medicare or the beneficiary for any demonstrati on-covered services,
such laboratories may refer such servicesto awinner laboratory or a passive laboratory.

For all other tests (i.e., those not covered under the demonstration or for tests for beneficiaries not residing in the service area),
all 1aboratorieswill be paid according to the clinical laboratory fee schedule and in accordance with Medicare payment policies.

Demonstration Sites

There are two demonstration sites and each site runs for three years with a staggered start of one year. The demonstration
uses Metropolitan Statistical Areas (MSAS) to define the CBAs.

The residence status of beneficiarieswill be determined by information in the Medicare system as of the datetheclaimis
processed. The residence of the beneficiary receiving services must be in the same CBA as determined by review of a
beneficiary’ s zip code of residence

CMSwiill providethe contractorswith alist of zip codesincludedin eschMSA, which will be used to determinewhether abeneficiary’s
resdenceisincluded in one of the CBAs.

The demonstration will set (competitively bid) feesin the demonstration areasfor all tests paid under the Medicare Part B
clinical laboratory fee schedule, with the exception of pap smears, colorectal cancer screening tests, and new tests added to
the Medicare Part B clinical |aboratory fee schedule during the course of the demonstration. Demonstration feeswill be set for
each service payable under the demonstration in each of the CBAs.

Only CLIA-certified laboratorieswill be allowed to participate in the demonstration.

Implementation

CR 5359 isbeing implemented in multiple phases. The requirements specified in thisinstruction arefor theimplementation
of the demonstrationinthefirst CBA (CBAL).

During thefirst quarter of 2007, CMSwill provide Medicare carriers, Fls, and A/B MACswith anational zip code pricing
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Laboratory Competitive Bidding Demonstration, continued

fileidentifying the zip codesincluded in thefirst CBA. Also,
inthat sametimeframe, CMSwill providetothecarriers, Fls,
andA/B MACsalist of thelaboratories eligibleto partici-
patein thefirst CBA demonstration (“winners’ and passive
laboratories) and alist of those laboratories not selected to
participatein CBA 1.

For covered demonstration laboratory servicesin CBA1
with dates of service betweenApril 1, 2007, and March 31,
2010, Medicarewill pay thelaboratory competitive bidding
demonstration fee schedule amounts for |aboratory services
on that schedule. For services not on the demonstration
schedule, Medicare will pay based on the clinical laboratory
fee schedule.

Claims submitted by non-winner laboratoriesfor dates
of service of April 1, 2007, through March 31, 2010, for
Medicare beneficiariesin CBA1 will bedenied using:

e Reason code 96 (noncovered charges);

e Remark codeM 114 (Thisservicewas processedin
accordance with rules and guidelines under the
Medicare Clinical Laboratory Services Competitive
Bidding Demonstration Project. If youwould like more
information regarding this project, you may contact
your local contractor.); and

e Remark code N83 (No appeal rights. Administrative
decision based on the provisions of a demonstration
project.).

Using these same reason and remark codes, Medicare
will rgject any laboratory claimswith adate of service
betweenApril 1,2007, and March 31, 2010 withamodifier
“90" submitted by laboratories for demonstration-covered
services provided to beneficiariesresiding in the CBA,
regardless of the referring laboratory’s participation status.

Medicarewill pay claimsduring the demonstration
period submitted by non-demonstration laboratories for
beneficiariesresiding in the CBA who receive services

MLN Matters Number: MM 5359

Related CR Release Date: November 1, 2006
Rdated CR Transmittal #: RSODEMO

outside of those areas (e.g., “snow birds”) according to the
|aboratory competitive bidding demonstration.

Non-winning laboratories should know that advance
beneficiary notices (ABNs) and Notices of Beneficiary
Exclusion from Medicare Benefits (NEMBS) are not to be
used to transfer liability to beneficiaries when services under
the demonstration are obtained at non-winner laboratories.

Lineitemsfor demonstration services and for non-
demonstration services may be submitted on the same claim.

A subsequent CR will be issued with requirementsto
implement the demonstration in the second CBA (CBA2).

Medicare contractors will be prepared to begin processing
claims under the laboratory competitive bidding demonstration
inthefirst CBA onApril 1, 2007. Thetentative start datefor the
demonstration inthe second CBA isApril 1, 2008.

Remember that required and non-required bidders that
bid and lose will be paid nothing under the Part B clinical
laboratory fee schedule and will have no appeal rightsfor
demonstration tests provided to beneficiaries residing in the
CBAs, regardless of the location of the [aboratory itself.

Implementation
Theimplementation datefor thisingtructionisApril 2, 2007.

Additional Information

The official instructionsissued to your Medicare carrier,
FlI, or A/B MAC regarding this change can be found at http:/
mwww.cms.hhs.gov/Transmittal Sdownl oads/RSODEMO. pdf
on the CMSwebsite.

If you have questions, please contact your Medicare
carrier, Fl, or A/B MAC at their toll-free number which may
be found at: http://www.cms.hhs.gov/MLNProducts/
downloads/Call Center TolINumDirectory.zip on the CMS
website.

Thetoll-free number for First Coast Service Options, Inc.
Medicare Part B Customer Service Center is1-866-454-9007
(FL) or 1-866-419-9455(CT).

Related Change Request (CR) #: 5359
Effective Date: April 1, 2007
Implementation Date: April 2, 2007

1. Please note that the demonstration design described in Transmittals R4A9DEMO and R50DEMO, which provide instructions to Medicare
contractors for the implementation of a CMS laboratory competitive bidding demonstration, is a proposed design and has not yet received final

approval from the Office of Management and Budget.

2. This article was prepared as a service to the public and is not intended to grant rights or impose obligations. This article 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.

Laboratory Competitive Bidding Demonstration
CMShas issued the following MLN Matters article. Information for Medicare Fee-for-Service Health Care Professionals.
This information was previously published in the October 2006 Medicare B Update! pages 33-35.

Note: Thisarticle has been superseded by MLN Mattersarticle MM5359. Please review MM5359 for more current information
regarding this demonstration effort. The new articleisavailable at
http://mww.cms.hhs.gov/MLNMatter sArticles/downl oadsyMM5359.pdf on the CMS site.

MLN Matters Number: MM 5205 Revised
Related CR Release Date: August 1, 2006
Related CR Tranamitta # R4A9DEMO

Related Change Request (CR) #: 5205
Effective Date: January 1, 2007
Implementation Date: January 2, 2007

This article was prepared as a service to the public and is not intended to grant rights or impose obligations. This article 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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National Influenza Vaccination Week: November 27 — December 3, 2006
ovember 27 to December 3isNational Influenza Vaccination Week. The Centersfor Disease Control and Prevention has
designated the week after Thanksgiving as national influenza vaccination week.

Thisweek long event is designed to raise awareness of the importance of continuing influenza (flu) vaccination, aswell as
foster greater use of flu vaccine through the months of November, December and beyond. Since flu activity typically does not
peak until February or later, November and December still provide good opportunitiesto get vaccinated. The Centersfor
Medicare & Medicaid Services (CMS) invitesyou to join in this event as an opportunity to ensure that people with Medicare

get their flu shot.

The flu vaccine is the best way to protect your patients from the flu. Though Medicare provides coverage for the flu
vaccine and its administration, there are still many beneficiaries who don’t take advantage of this benefit. If you have
Medicare patients who have not yet received their flu shot, we ask that you encourage these patients to protect themselves
from the risk and severity of the flu virus. — And don't forget to immunize yourself and your staff.

Protect your sdlf, your patients, and your family and friends. Get Your Flu Shot.

Remember: Influenzavaccinationisacovered Part B benefit. Notethat influenzavaccineisNOT aPart D covered drug. For
more information about Medicare’s coverage of adult immunizations and educational resources, go to CMS'swebsite at http://

www.cms.hhs.gov/MLNMatter sAr ti cles/downl oads/ SE0667.pdf.
Source: CM S Provider Education Resource 200611-16

Flu Shot Reminder

Flu season ishere! Medicare patients give many reasons for not getting their flu shot, including:

“It causes the flu” “1 don’t need it”
“It has side effects’ “It's not effective’
“| didn’t think about it” “| don’t like needles!”

Thefact isthat out of the average 36,000 peoplein the U.S. who die each year from influenza and complications of the
virus, greater than 90 percent of deaths occur in persons 65 years of age and older. You can help your Medicare patients
overcome these odds and their personal barriers through patient education. Talk to your Medicare patients about the
importance of getting their annual flu shot—and don'’t forget to immunize yourself and your staff.

Protect yourself, your patients, and your family and friends. Get Y our Flu Shot!

Remember : Influenzavaccination isacovered Medicare Part B benefit.
Note: Influenzavaccineisnot aMedicare Part D covered drug.

For information about Medicare’ s coverage of adult immunizations and educational resources, go to CMSwebsite at
http: //mmw.cms.hhs.gov/MLNMatter sArticles’”downl oads/ SE0667.pdf .

Source: CM S Provider Education Resource 200611-01

Revision to the Electronic Funds Transfer Authorization Agreement

(Form CMS-588)
he Centersfor Medicare & Medicaid Services (CMS) issued revisionsto the CM S-588 Electronic Funds Transfer (EFT)
Authorization Agreement. EFT deposits your Medicare payments directly into your bank account. CMSrequires that all
providers that are enrolling in the Medicare program or making any changes to their Medicare enrollment file, must sign
up for EFT. Effective December 1, 2006, First Coast Service Options, Inc. can only accept Form CM S588 (08/06) version of the

Electronic Funds Transfer (EFT) Authorization Agreement.

To sign up, you must complete Form CM S-588 (08/06) version available at http: //www.cms.hhs.gov/cmsforms/downl oads/
CMSB88.pdf. The completed form must be signed and dated by the provider or authorized/del egated official (for groups or
organizations). For existing Medicare providers, the authorized del egated official must be the same authorized del egated the

contractor hasonfile. Thesignaturemust beoriginal and cannot bea copy or stamped signature.

Under the Physician/Provider/Supplier Information section, the form asksfor “Medicare Identification Number.” Inthis
field, pleaseindicate your Medicare provider identification number (PIN) (also known as Medicarelegacy number). Thisfield
can beleft blank if you are submitting the EFT authorization agreement with aninitial enrollment application. The national
provider identifier (NPI) must beincludedinthe“National Provider Identifier (NPI)” field.

Includea copy of avoided check or deposit ticket containing your preprinted namewith the Form CM S-588 (08/06).

Medical groups under the Medicare Part B do not need to submit an EFT authorization agreement for each of its members.
Only the group submits the form and indicates the group PIN in the M edicare identification number field.

Action Required by Providers
Providers must submit Form CM S-588 (08/06) version of the Electronic FundsTransfer (EFT) Authorization Agreement
beginning December 1, 2006, when enrolling in the Medicare program or making any changesto their existing provider file.

Source: CM S Joint Signature Memorandum 06684, September 21, 2006

48 The FCSO Medicare B Update! December 2006



ConnEcTicur MEbicaL ReviEw

This section of the Medicare B
Update! features summaries of new
and revised local coverage determina-
tions developed as aresult of either
local medical review or comprehensive
data analysisinitiatives. These
initiatives are designed to ensure the
appropriateness of medical care and
that the carrier’smedical policiesand
review guidelines are consistent with
accepted standards of medical practice.

In accordancewith publication
requirements specified by the Centers
for Medicare & Medicaid Services
(CMYS), carriersno longer includefull-
text local coveragedeterminations
(LCDs) to providersin the Update!
Summariesof revised and new LCDsare
provided instead. Providers may obtain
full-text LCDs on our provider
educationwebsite,
http: /Amw.connecti cutmedicare.com Find
LCDs, draft LCDsavailablefor comment,
LCD datuses, and LCD comment/
response summaries may be printed from
the Part B Medicd Policy section.

Effective and Notice Dates

Effective datesare provided in
each policy, and are based on the date
of service (unless otherwise noted in
the policy). Medicare contractors are
required to offer a45-day notice period
for LCDs; the date the LCD is posted
to the website is considered the notice
date.

Electronic Notification

To receive quick, automatic notification
when new LCDs are posted to the
website, subscribe to our FCSO eNews
mailing list. It's very easy to do; go to

http: //Amwww.connecticutmedicare.com,
click onthe“eNews’ link on the
navigational menu and follow the
prompts.

More Information

For more information, or, if you do
not have Internet access, to obtain a
hardcopy of a specific LCD, contact
Medica Policy at:

Medica Policy and Procedures
PO Box 2078
Jacksonville, FL 32231-0048
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CONNECTICUT MEDICAL REVIEW

Advance Notice Statement

dvance beneficiary notice (ABN) isrequired in the event the service may
be denied or reduced for reasons of medical necessity (see page 4).
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CONNECTICUT MEDICAL REVIEW

REevisions To LCDs

EPO: Epoetin alfa—LCD Revision

hislocal coverage determination (L CD) waslast updated on October 1, 2006. Sincethat time, the LCD hasbeenrevised. A
correction has been madeto thelist of ICD-9-CM codes that support medical necessity.

Revision 1

With the 2007 annual 1CD-9-CM update, several new |CD-9-CM codeswereincluded in the diagnosisrange 235.0-238.9,
that were not appropriate for the myel odysplastic syndrome (MDS) indication found in the LCD. Therefore, the range of ICD-
9-CM codes that support medical necessity has been broken down to individual diagnosis ranges/codes in order to correctly
identify the appropriate ICD-9-CM codesfor MDS. The new diagnosisranges/codeswill appear asfollowsinthe LCD:

235.0-2359 Neoplasm of uncertain behavior of digestive and respiratory systems
236.0-236.9 Neoplasm of uncertain behavior of genitourinary organs

237.0-2379 Neoplasm of uncertain behavior of endocrine glands and nervous system
2380 Neoplasm of uncertain behavior of bone and articular cartilage

2381 Neoplasm of uncertain behavior of connective and other soft tissue
2382 Neoplasm of uncertain behavior of skin

2383 Neoplasm of uncertain behavior of breast

2384 Neoplasm of uncertain behavior of polycythemiavera

2385 Neoplasm of uncertain behavior of hystiocytic and mast cells

2386 Neoplasm of uncertain behavior of plasmacells

23872 L ow grade myel odysplastic syndrome lesions

23873 High grade myel odysplastic syndrome lesions

23874 Myel odysplastic syndrome with 5q deletion

23875 Myelodysplastic syndrome, unspecified

2388 Neoplasm of uncertain behavior of other specified sites

2389 Neoplasm of uncertain behavior of site unspecified

Thisrevisioniseffectivefor claimsprocessed on or after November 22, 2006 for servicesrendered on or after October
1, 2006.

Revision 2

In addition to thisrevision, arequest was received to allow for several off-label dosing schedulesfor indication #2,
anemiain Chronic Kidney Disease (CKD), #4, anemiain cancer patientsreceiving chemotherapy for non-myeloid malignancy,
#5, anemiarelated to MDS and #7, anemia associ ated with malignancy.

Thefollowing off-label dosing schedule was added as medically reasonabl e for indication #2: Extended (maintenance
dosing) for patients not requiring dialysis, who already receive EPO and have a stable Hgb level greater than or equal to 11:

20,000 units subcutaneously once every two weeks to maintain target Hgb level
30,000 units subcutaneously once every three weeks to maintain target Hgb level
40,000 units subcutaneously once every four weeks to maintain target Hgb level

Thefollowing off-label dosing schedule was added as medically reasonable for indications # 4, #5 and #7:

Maintenance dosing — 120,000 units subcutaneously once every three weeks to maintain target Hgb. This dosing
schedule should not be used asinitial dosing. The patient should aready be receiving EPO and responding to the drug as
evidenced by the patients Hgb increasing at least 2g/dl.

Thisrevisioniseffectivefor servicesrendered on or after October 17, 2006.

Thefull text of this LCD is available through our provider education website at http: //www.connecti cutmedicare.com on
or after this effective date.
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J9000: Antineoplastic Drugs — LCD Revision
hislocal coverage determination (LCD) for antineoplastic drugswas last updated on October 30, 2006. Since that time, the
following revision was made based on new approved Federal Drug Administration (FDA) indicationsfor Rituximab (J9310).
Under the“Indications and Limitations of Coverage and/or Medical Necessity” section of the LCD for rituximab (J9310),
the following indications were added:

e Forthefirst-linetreatment of follicular, CD20-positive, B-cell non-Hodgkin’slymphomain combination with CVP
chemotherapy.

e Forthetreatment of low-grade, CD20-positive, B-cell non-Hodgkin'slymphomain patients with stabl e disease or who
achieve apartia or complete responsefollowing first-linetreatment with CV P chemotherapy.

Effective Date
Thisrevisioniseffectivefor servicesrendered on or after September 29, 2006. Thefull text of thisLCD isavailable
through our provider education website at http://Mmww.connecticutmedicare.com on or after this effective date.

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

protein [NESP])—LCD Revision

hislocal coverage determination (LCD) waslast updated on October 1, 2006. Sincethat time, the LCD hasbeenrevised. A
correction has been madeto thelist of ICD-9-CM codes that support medical necessity. With the 2007 Annual |CD-9-CM
update, several new |CD-9-CM codeswereincluded in the diagnosis range 235.0-238.9 that were not appropriate for the
Myel odysplastic Syndrome (MDS) indication found in the LCD. Therefore, the range of ICD-9-CM codesthat support medical
necessity has been broken down to individual diagnosis ranges/codesin order to correctly identify the appropriate ICD-9-CM
codesfor MDS. The new diagnosis ranges/codes will appear asfollowsin the LCD:

235.0-2359 Neoplasm of uncertain behavior of digestive and respiratory systems
236.0-236.99 Neoplasm of uncertain behavior of genitourinary organs

237.0-2379 Neoplasm of uncertain behavior of endocrine glands and nervous system
2380 Neoplasm of uncertain behavior of bone and articular cartilage

2381 Neoplasm of uncertain behavior of connective and other soft tissue
2382 Neoplasm of uncertain behavior of skin

2383 Neoplasm of uncertain behavior of breast

2384 Neoplasm of uncertain behavior of polycythemiavera

2385 Neoplasm of uncertain behavior of hystiocytic and mast cells

2386 Neoplasm of uncertain behavior of plasmacells

23872 L ow grade myel odysplastic syndrome lesions

23873 High grade myel odysplastic syndrome lesions

23874 Myel odysplastic syndrome with 5q deletion

23875 Myelodysplastic syndrome, unspecified

2388 Neoplasm of uncertain behavior of other specified sites

2389 Neoplasm of uncertain behavior of site unspecified

Effective Date

Thisrevisioniseffective for claims processed on or after November 22, 2006 for services rendered on or after October 1,
2006. Thefull text of this LCD isavailable through our provider education website at http: //mww.connecticutmedicare.comon
or after this effective date.

62263: Epidural—LCD Revision

helocal coverage determination (LCD) for epidural waslast revised October 1, 2006. At that time, the L CD was updated

based on the 2007 ICD-9-CM code changes.

Sincethat time, First Coast Service Options, Inc. (FCSO) has determined that additional ICD-9-CM code updatesto the
L CD would be appropriate. Since|CD-9-CM code VV58.49 isno longer appropriatefor thisLCD, it has been del eted and
replaced with | CD-9-CM codes 338.21, 338.22, 338.29, 338.3and 338.4.

Effective Date

ThisLCD revisioniseffectivefor claimsprocessed on or after November 22, 2006 for servicesrendered on or after
October 1, 2006. Thefull text of thisLCD isavailable through our provider education website at
http: //Mmww.connecticutmedicare.com on or after this effective date.
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94010: Spirometry—LCD Revision

helatest revision for local coverage determination (L CD) spirometry was effective October 1, 2006. Sincethat time, this

L CD hasbeenrevised to add ICD-9-CM code 277.02 (Cystic fibrosiswith pulmonary manifestations) and the * Indications
and Limitations of Coverage and/or Medical Necessity’ section of the LCD has been revised accordingly.

Thisrevisioniseffectivefor servicesrendered on or after December 4, 2006. Thefull text of thisLCD isavailablethrough
our provider education website at http://mwww.connecticutmedicare.com on or after this effective date.

ADDITIONAL INFORMATION

Lucentis Claims Processing Issues

irst Coast Service Options, Inc. (FCSO) hasidentified claims processing issuesthat areimpacting claims being billed for
L ucentis (ranibizumab injection), adrug used in the treatment of age-related macular degeneration (AMD). Claimsfor this
drug billed with HCPCS codes J3490 (unclassified drugs) or J3590 (unclassified biologic) are generating a second additional
development request |etter (ADR) for billing providers who have aready submitted documentation in responseto an initial
ADR. A problem with inconsistent pricing of thisdrug isoccurring aswell.
FCSO isworking to correct the problems, and will make claim adjustments as appropriate. We apol ogize for any
inconvenience.

Are You Getting the Correct Reimbursement when Billing for
Unclassified Drugs Using HCPCS Codes J3490, J3590, or J9999?

here may be some confusion on how to appropriately bill for drugs using Healthcare Common Procedure Coding System

(HCPCYS) codes for unclassified drugs. Inappropriate billing methods are resulting in inconsistent payments.

When anew drug is approved by the Food and Drug Administration (FDA), thereisnormally adelay in assigning a
national HCPCS code to that drug. When a code has not been assigned to adrug, it is necessary for the biller to provide
Medicare with additional information to identify the specific drug. In addition, because drugs are administered in various
dosages, thisinformation must be provided to ensure that the appropriate reimbursement is made. Once aHCPCS code has
been assigned by the Centersfor Medicare & Medicaid Services (CMS), it isno longer necessary to supply thisinformation;
simply list the HCPCS code and the number of units. Reimbursement for codes J3490 (unclassified drugs[NOC]), J3590
(unclassified biologics), or J9999 (not otherwise classified, antineoplastic drug) is always based on the information provided
initem 19 on Form CM S-1500.

Please note that M edicare does not process claims using the national drug code (NDC) number.

Pleasefollow theinstructionsbelow when filing claimsto M edicarePart B for HCPCS codes J3490, J3590, and J9999.

Item 19
e Name of thedrug
o Total dosage administered to the patient

Item 24
e 24D HCPCScode (J3490, J3590, or J9999)
e 24G Enter number of unitsas 1

Frequently Asked Questions

Q Does including the NDC number of the unlisted drug on the claim assist Medicare in identifying the drug and processing
the claim correctly?

A No, Medicare does not use the NDC number in processing claims.

Q If I indicate a number of unitsin item 24G other than 1 and do not list the total dosage administered to the patient in
item 19, will my claim pay according to the unitsin item 24G?
A No, Your claimwill only be paid according to the total dosage administered to the patient, whichislisted initem 19.

Q Isit acceptable to list name, strength and dosage in item 24 below my line item services?
A No, thisisanincorrect billing method and will cause your claim to be denied.

We hope thisinformation is helpful. If you have any questionsin reference to this notice, you may call the Medicare
Customer Servicedepartment toll-free at 1-866-419-9455.

Please see examples on the next page...

52 The FCSO Medicare B Update! December 2006



CONNECTICUT MEDICAL REVIEW

Are You Getting the Correct Reimbursement When Billing for Unclassified Drugs Using HCPCS Codes J3490, J3590, or

J9999?, continued

Examples. The following are only examples of drug dosages. Actua drug dosages may vary, depending on how
supplied, patient weight, type of disease, other drugs, etc.
1 Patient wasgiven atotal dosage of 0.5 milligrams of L ucentis:

3. Patient was given atotal dosage of 15 gramsof Ticar:

19. RESERVED FOR LOCAL USE

Lucentis0.5 mg

L
20. OUTSIDE LAB?

O o |

19. RESERVED FOR LOCAL USE

Ticar 159

L
20. OUTSIDE LAB?

O o |

21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 1,2,3 OR 4 TO ITEM 24E BY LINE) T

[ [

22. MEDICAID RESUBMISSION
CODE

23. PRIOR AUTHORIZATION NU

21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 1,2,3 OR 4 TO ITEM 24E BY LINE) T

. I

22. MEDICAID RESUBMISSION
CODE

23. PRIOR AUTHORIZATION NUI

L2 Al 2. [
2. A B C D E F G 24 A B C D E F G
( DATE(S) OF SERVICE Place | Type [PROCEDURES, SERVICES, OR SUPPLIES| o DAYS [EF ¢, DATELS) OF SERVICE Place | Type |PROCEDURES, SERVICES, OR SUPPLIES| ), .o DAYS e
of | of (Explain Unusual Circumstances) CODE $ CHARGES R |Fi o of | of (Explain Unusual Circumstances) CODE § CHARGES OR [Fi
MM__ DD YY MM DD  YY|SenicelSenice] CPTHCPCS | MODIFIER UNITS| F MM DD YY MM DD  YY|SenicgService] CPTIHCPCS | MODIFIER UNITS| F
I I
I I I I 13490 I I I I I I 13490 I I 1
Lol || A || |

2. Patient was given atotal dosage of 170 milligramsof Vidaza:

I
I
I
I
R
I
I
I
I
|

4. Patient wasgiven atotal dosage of 750 milligramsof Orencia:

19. RESERVED FOR LOCAL USE

Vidazal70mg

L | I
20. OUTSIDE LAB? I

DVES |:|NO I I

19. RESERVED FOR LOCAL USE

Orencia750 mg

L
20. OUTSIDE LAB?

O e |

21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 1,23 OR 4 TO ITEM 24E BY LINE) T

22. MEDICAID RESUBMISSION
CODE I

21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 1,2,3 OR 4 TO ITEM 24E BY LINE) T

22. MEDICAID RESUBMISSION
CODE

{1 I ) S 1 — sl
23. PRIOR AUTHORIZATION NU I 23. PRIOR AUTHORIZATION NUI
al al I 2. L 4. .
u__A B | ¢C D E F G %A B | C D E F G
DATE(S) OF SERVIC Place | Type [PROCEDURES, SERVICES, OR SUPPLES| )y oc! DAYS[Ef I DATE(S) OF SERVICE Place | Type | PROCEDURES, SERVICES, OR SUPPLIES DAYS[EF
From o of | of (Explain Unusual Circumstances) C%D%SS $ CHARGES OR |Fi From To of | of (Explain Unusual Circumstances) DIACGOND%SIS § CHARGES OR |Fi
MM__ DD YY MM DD  YY|SenicefService CPTHCPCS | MODIFIER UNITS| F I MM__ DD _YY MM __ DD YY|SewicdSenicel CPTIHCPCS | MODIFIER UNITS| F
[ I
o - ! I 1 | | |
L 09| | PN B50 | HE
1 I I I I ] I b 1] | | I I | |
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CoNNEcTIcuT EDucATIONAL RESOURCES

Upcoming Provider Outreach and Education Events

December 2006 — February 2007

NPI CMS Module-3, Sub-Parts

When: December 13, 2006
Time 11:30am.—1:.00p.m.
Typeof Event:  Webcast

Provider Outreach & Education Advisory Group (POE AG) Meeting

When: December 14, 2006
Time 8:30am.—10:30am.
Typeof Event:  Teleconference

For membership information, visit the POE AG Web page on http://wwwconnecti cutmedicare.com
NPI CMS Modules —4 & 5

When: January 18, 2007
Time 11:30am.—1:.00p.m.
Typeof Event:  Webcast

Hot Topics Teleconference — Topics based on data analysis and “What’s New” in Medicare as
of January 1, 2007

When: January 24, 2007
Time: 10:30am.—12:00p.m.
Typeof Event:  Teleconference

Ask the Contractor Teleconference (ACT) — Topics to be determined
When: February 7, 2007

Time: 12:00p.m.—1:00 p.m.

Typeof Event:  Teleconference

More events will be planned soon for this quarter. Keep checking our website, www.connecticutmedicare.com or listening to
information on the FCSO Provider Education Registration Hotline, 1-203-634-5527, for detail s and newly scheduled events!

Please Note:

e Preregistration isrequired for all teleconferences, webcasts and in-person educational seminars.

e Dates and times are subject to change prior to event advertisement.

e For event and registration details, check our website (www.connecticutmedicare.com) or call our registration hotline at
(203) 634-5527 afew weeks prior to the event.

Registrant’sName:

Registrant’sTitle:

Provider’sName:

Telephone Number: Fax Number:

Email Address:

Provider Address:

City, State, Zip Code:
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IMPORTANT ADDRESSES, PHONE NUMBERS, AND WEBSITES

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 Redeterminations
and Medicare EDI, please submit all correspon-
dence with the appropriate attention line to:

Attention: (insert dept name)
Medicare Part B CT

P.O. Box 45010

Jacksonville, FL 32232-5010

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 nhot 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

Questions regarding LMRPs/LCDs 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
(M SP) department when submitting an
Explanation of Benefitsfrom aprimary
insurance, Exhaust lettersfrom Auto 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 a business or hilling 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 Resolutions attention line
when inquiring or submitting information
regarding dates of death, incorrect
Medicare (HIC) numbers, incorrect
beneficiary information, etc.

MAILING ADDRESS
EXCEPTIONS

We have established specid PO. boxes to
use when mailing your redeterminations and
hearings requests, paper clams, or to contact
Medicare EDI:

Redeterminations/Appeals

Please mail only your requests for
redeterminations to this PO. Box. DO
NOT send new claims, general
correspondence, or other documents to

this location; doing so will cause a delay in
the processing of that item.

If you believe the payment or
determination isincorrect and want aclamto
be reconsidered, then send it to the attention
of the review department. Reguests for
redeterminations must be made within 120
days of the date of the Medicare Summary
Notice. These requests should not include
redetermination requests on Medicare
Secondary Pay calculations. Claims that
are denied for return/reject need to be
resubmitted and should not be sent as a
redetermination. These resubmitted claims
should be sent in as new claims.

Hearings
If you believe that your redetermina-

tion was incorrect and want it reviewed by

a Hearing Officer, send your inquiry to the
attention of the Hearing Department. A
reguest for a hearing must be made within
six months of the date of the Review
Department determination and at least
$100.00 must remain in controversy from

this decision.

Post Office Box for Appeals/Hearings:

Medicare Part B CT Appeals/Hearings
First Coast Service Options, Inc.
P.O. Box 45041

Jacksonville, FL 32232-5041

Electronic Media Claims/EDI

The Electronic Data Interchange
department handles questions and provides
information on electronic claims
submission (EMC).

Post Office Box for EDI:

Medicare Part B CT Medicare EDI
P.O. Box 44071
Jacksonville, FL 32231-4071

Claims
The Heath Insurance Portability and

Accountability Act (HIPAA) requires

electronic submission of mpst types of
Medicare claims. We realize, however, that
on occasion it is necessary to submit a
paper claim. When this happens, submit

your claims on the approved red-and-white

Form CMS-1500 to:

Medicare Part B CT CLaims
P.O. Box 44234
Jacksonville, FL 32231-4234

CONNECTICUT
MEDICARE PHONE
NUMBERS

Provider Services

First Coast Service Options, Inc.
Medicare Part B

1-866-419-9455 (toll-free)

Beneficiary Services

1-800-M EDI CARE (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, option 5

Electronic Funds Transfer Information
1-203-639-3219

Hospital Services
Empire Medicare Services
Medicare Part A
1-800-442-8430

Durable Medical Equipment
HealthNow NY
DMERC MedicarePart B
1-800-842-2052

Railroad Retirees
Pametto GBA
Medicare Part B
1-877-288-7600

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

MEDICARE
WEBSITES

PROVIDER
Connecticut

http: /Mmwv.connecti cutmedi care.com
Centersfor Medicare & Medicaid
Services

http:/mmw.cms.hhs.gov

BENEFICIARIES
Centersfor Medicare & Medicaid
Services

http: //mmw.medi care.gov
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FLORIDA MEDICAL REVIEW

FLoriDA MEbpIicAL REVIEW

This section of the Medicare B

Update! features summaries of new and Medical Review Table of Contents
revised local coverage dqami nations
developed asaresult of either local Advance Notice Statement ...........ccccoveevereeerereeeseenen, 56
medical review or comprehensive data
ana]ysis initiatives. Theseinitiqtivaare Revisions to LCDs
designed to ensure the appropriateness
of medical care and that the carrier’s EPO: Epoetin alfa...........cccoooiiiiiiiiiii 57
medical policiesand review guidelines . .
are consistent with accepted standards J1745: Infliximab (Remicade®) .........cccceeeeeeiiiviiieeeeeeeenee 58
of medical practice. . .

In accordance with publication J9000: Antineoplastic DIUgS .....cceveeeeeeeeeieeieeeieeie e 58
requirements specified by the Centers . f ® -
for Medicare & Medicaid Services NESItD_. D?r:_)epoetltn glf?N(é;?DrBasp ) (novel erythrop0|eS|558
(CMS), carriersno longer include full- stmuiating protein [NESF]) ...coviiiiins
text local coverage determinations . . .
(LCDS) to pro\a,?ders in the Update! PULMDIAGSVCS: Pulmonary Diagnostic Services ......... 59
Summaries of revised and new LCDs . 7
2re provide indesd, Proviers ey 62310: EPIAUIAl .......oooevericceceeceec s 59
obtain full-text L CDs on our provider 93025: Microvolt-T-wave Alerans ..............co.coverreeernenn. 59
education website,
http://mww.floridamedicare.com. Final . )
LCDs, draft LCDs available for Additional Information
comment, LCD statuses, and LCD . . .
comment/response summaries may be Lucentis Claims Processing ISSUES..........ccccvevveeeeeeeeenn.. 60

printed from the Part B Medical Policy

cection. Are You Getting the Correct Reimbursement when

Billing for Unclassified Drugs Using HCPCS

Effective and Notice Dates
Effective dates are provided in Codes J3490, J3590, 0r 399997 .....oviiiveeiieeeiieeeeennn, 60

each policy, and are based on the date
of service (unless otherwise noted in
the policy). Medicare contractors are
required to offer a 45-day notice period
for LCDs; the date the LCD is posted
to the website is considered the notice
date.

Electronic Notification
Toreceivequick, automatic notifica-
tion when new LCDs are posted to the
website, subscribe to our FCS0O eNews
mailing ligt. I1t's very easy to do; go to

http: /Amwww.floridamedicare.com, click
on the“eNews’ link on the navigational
menu and follow the prompts.

More Information

If you do not have Internet access,
to obtain a hardcopy of a specific LCD,
contact Medical Policy at:

Medica Policy and Procedures
First Coast Service Options, Inc.
PO. Box 2078 ;
Jacksonville, FL 32231-0048 Advance Notice Statement

dvance beneficiary notice (ABN) isrequired in the event the service may be
denied or reduced for reasons of medical necessity (see page 4).
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REevisions To LCDs

EPO: Epoetin alfa—LCD Revision

hislocal coverage determination (LCD) waslast updated on October 1, 2006. Sincethat time, the LCD hasbeenrevised. A
correction has been madeto thelist of ICD-9-CM codes that support medical necessity.

Revision 1

With the 2007 annual 1CD-9-CM update, several new |CD-9-CM codeswereincluded in the diagnosisrange 235.0-238.9,
that were not appropriate for the myel odysplastic syndrome (MDS) indication found in the LCD. Therefore, the range of ICD-
9-CM codes that support medical necessity has been broken down to individual diagnosis ranges/codes in order to correctly
identify the appropriate ICD-9-CM codesfor MDS. The new diagnosisranges/codeswill appear asfollowsinthe LCD:

235.0-2359 Neoplasm of uncertain behavior of digestive and respiratory systems
236.0-236.99 Neoplasm of uncertain behavior of genitourinary organs

237.0-2379 Neoplasm of uncertain behavior of endocrine glands and nervous system
2380 Neoplasm of uncertain behavior of bone and articular cartilage

2381 Neoplasm of uncertain behavior of connective and other soft tissue
2382 Neoplasm of uncertain behavior of skin

2383 Neoplasm of uncertain behavior of breast

2384 Neoplasm of uncertain behavior of polycythemiavera

2385 Neoplasm of uncertain behavior of hystiocytic and mast cells

2386 Neoplasm of uncertain behavior of plasmacells

23872 L ow grade myel odysplastic syndrome lesions

23873 High grade myel odysplastic syndrome lesions

23874 Myel odysplastic syndrome with 5¢q deletion

23875 Myelodysplastic syndrome, unspecified

2388 Neoplasm of uncertain behavior of other specified sites

2389 Neoplasm of uncertain behavior of site unspecified

Thisrevisioniseffectivefor claimsprocessed on or after November 22, 2006 for servicesrendered on or after October
1, 2006.

Revision 2

In addition to thisrevision, arequest was received to allow for several off-label dosing schedulesfor indication #2,
anemiain Chronic Kidney Disease (CKD), #4, anemiain cancer patientsreceiving chemotherapy for non-myeloid malignancy,
#5, anemiarelated to MDS and #7, anemia associ ated with malignancy.

Thefollowing off-label dosing schedule was added as medically reasonabl e for indication #2: Extended (maintenance
dosing) for patients not requiring dialysis, who already receive EPO and have a stable Hgb level greater than or equal to 11

20,000 units subcutaneously once every two weeks to maintain target Hgb level
30,000 units subcutaneously once every three weeks to maintain target Hgb level
40,000 units subcutaneously once every four weeks to maintain target Hgb level

Thefollowing off-label dosing schedule was added as medically reasonable for indications # 4, #5 and #7:

Maintenance dosing — 120,000 units subcutaneously once every three weeks to maintain target Hgb. This dosing
schedule should not be used as initial dosing. The patient should aready be receiving EPO and responding to the drug as
evidenced by the patients Hgb increasing at least 2g/dl.

Thisrevision iseffectivefor servicesrendered on or after October 17, 2006.

Thefull text of this LCD is available through our provider education website at http://www.floridamedicare.comon or
after this effective date.
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J1745: Infliximab (Remicade®)—LCD Revision

hislocal coverage determination (LCD) waslast updated on March 21, 2006. Since that time, the LCD has been revised. A

reguest was received to add the new Food and Drug Administration (FDA) indication for plaque psoriasis. The indications
and limitations section of the LCD was revised to allow for the new indication, plaque psoriasis, and the language for indica-
tion number one and number three was revised to align with the FDA-approved drug label. In addition to these revisions, the
list of ICD-9-CM codesthat support medical necessity wasrevised to include |CD-9-CM code 696.1 (Other psoriasis), as
medically necessary.
Effective Date

Thisrevisioniseffectivefor claimsprocessed on or after October 23, 2006 for servicesrendered on or after September

26, 2006. The full text of thisLCD is available through our provider education website at http://www.floridamedicare.comon
or after this effective date.

J9000: Antineoplastic Drugs—LCD Revision
hislocal coverage determination (LCD) for antineoplastic drugs was last updated on October 30, 2006. Since that time, the
following revision was made based on new approved Federal Drug Administration (FDA) indicationsfor Rituximab (J9310).
Under the“Indicationsand Limitations of Coverage and/or Medical Necessity” section of the LCD for Rituximab (J9310),
the following indications were added:

o Forthefirst-linetreatment of follicular, CD20-positive, B-cell non-Hodgkin'slymphomain combination with CVP
chemotherapy.

e Forthetreatment of low-grade, CD20-positive, B-cell non-Hodgkin'slymphomain patients with stabl e disease or who
achieve apartia or complete responsefollowing first-line treatment with CV P chemotherapy.

Effective Date
Thisrevisioniseffectivefor servicesrendered on or after September 29, 2006. Thefull text of thisLCD isavailable
through our provider education website at http://mww.floridamedicare.com on or after this effective date.

NESP: Darbepoetin alfa (Aranespe) (novel erythropoiesis stimulating

protein [NESP])—LCD Revision

hislocal coverage determination (LCD) waslast updated on October 1, 2006. Sincethat time, the LCD hasbeenrevised. A

correction has been madeto thelist of ICD-9-CM codes that support medical necessity. With the 2007 Annual |CD-9-CM
update, several new |CD-9-CM codeswereincluded in the diagnosis range 235.0-238.9 that were not appropriate for the
myelodysplastic syndrome (MDS) indication found in the LCD. Therefore, the range of ICD-9-CM codesthat support medical
necessity has been broken down to individual diagnosis ranges/codesin order to correctly identify the appropriate |ICD-9-CM
codesfor MDS. The new diagnosis ranges/codes will appear asfollowsin the LCD:

235.0-2359 Neoplasm of uncertain behavior of digestive and respiratory systems
236.0-236.99 Neoplasm of uncertain behavior of genitourinary organs

237.0-2379 Neoplasm of uncertain behavior of endocrine glands and nervous system
2380 Neoplasm of uncertain behavior of bone and articular cartilage

2381 Neoplasm of uncertain behavior of connective and other soft tissue
2382 Neoplasm of uncertain behavior of skin

2383 Neoplasm of uncertain behavior of breast

2384 Neoplasm of uncertain behavior of polycythemiavera

2385 Neoplasm of uncertain behavior of hystiocytic and mast cells

2386 Neoplasm of uncertain behavior of plasmacells

23872 L ow grade myel odysplastic syndrome lesions

23873 High grade myel odysplastic syndrome lesions

23874 Myel odysplastic syndrome with 5q deletion

23875 Myelodysplastic syndrome, unspecified

2388 Neoplasm of uncertain behavior of other specified sites

2389 Neoplasm of uncertain behavior of site unspecified

Effective Date

Thisrevisioniseffectivefor claims processed on or after November 22, 2006 for servicesrendered on or after October 1,
2006. Thefull text of thisLCD isavailable through our provider education website at http://mww.floridamedicare.comon or
after this effective date.
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PULMDIAGSVCS: Pulmonary Diagnostic Services—LCD Revision

helatest revision for local coverage determination (LCD) pulmonary diagnostic serviceswas effective October 1, 2006.

Sincethat time, thisLCD hasbeen revised to add ICD-9-CM code 277.02 (Cystic fibrosis with pulmonary manifestations)
and the ‘ Indications and Limitations of Coverage and/or Medical Necessity’ section of the LCD has been revised accordingly.

Thisrevisioniseffectivefor servicesrendered on or after December 4, 2006.

Thefull-text of thisLCD may be viewed on the provider education website http://www.floridamedicare.comon or after
this effective date.

62310: Epidural—LCD Revision

helocal coverage determination (LCD) for epidural waslast revised October 1, 2006. At that timethe LCD was updated

based on the 2007 ICD-9-CM code changes.

Sincethat time, First Coast Service Options, Inc. (FCSO) has determined that additional ICD-9-CM code updatesto the
L CD would be appropriate. Since|CD-9-CM code VV58.49 isno longer appropriatefor thisLCD, it has been del eted and
replaced with ICD-9-CM code 338.22. Additional codesthat replaced |CD-9-CM codeV58.49 include | CD-9-CM codes 338.21,
338.29, 338.3 and 338.4, which were added to the LCD in the previousrevision.

Effective Date

ThisLCD revisioniseffectivefor claimsprocessed on or after November 22, 2006 for servicesrendered on or after
October 1, 2006. Thefull text of thisLCD isavailable through our provider education website at
http: //mww.floridamedicare.com on or after this effective date.

93025: Microvolt-T-wave Alternans—LCD Revision
helocal coverage determination (LCD) for Microvolt-T-waveAlternanswas|ast revised March 21, 2006. Sincethat time,
the following 1CD-9-CM codes have been added to the “1CD-9 Codes That Support Medical Necessity” section of the
LCD:

402.01 Malignant hypertensive heart disease with heart failure
40211 Benign hypertensive heart disease with heart failure
40291 Unspecified hypertensive heart disease with heart failure

404.00-404.03 Malignant hypertensive heart and chronic kidney disease
404.10-404.13 Benign hypertensive heart and chronic kidney disease
404.90-404.93 Unspecified hypertensive heart and chronic kidney disease

4111 Intermediate coronary syndrome

41181 Acute coronary occlusion without myocardial infarction
411.89 Other acute and subacute forms of ischemic heart disease
412 Old myocardial infarction

414.10 Aneurysm of heart (wall)

414.19 Other aneurysm of heart

426.82 Long QT syndrome

42742 Ventricular flutter

4280 Congestive heart failure, unspecified

428.20-428.23 Systalic heart failure

428.30-428.33 Diastolic heart failure

42840-428.43 Combined systolic and diastolic heart failure
4289 Heart failure, unspecified

746.89 Other congenital anomalies of heart

ThisLCD revisioniseffectivefor servicesrendered on or after December 4, 2006. Thefull text of thisLCD isavailable
through our provider education website at http://www.floridamedicare.com on or after this effective date.
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ADDITIONAL INFORMATION

Lucentis Claims Processing Issues

irst Coast Service Options, Inc. (FCSO) hasidentified claims processing issuesthat areimpacting claims being billed for
L ucentis (ranibizumab injection), adrug used in the treatment of age-related macular degeneration (AMD). Claimsfor this
drug billed with HCPCS codes J3490 (unclassified drugs) or J3590 (unclassified biologic) are generating a second additional
development request letter (ADR) for billing providers who have already submitted documentation in responseto an initial
ADR. A problem with inconsistent pricing of thisdrug isoccurring aswell.
FCSO isworking to correct the problems, and will make claim adjustments as appropriate. We apol ogize for any
inconvenience.

Are You Getting the Correct Reimbursement when Billing for
Unclassified Drugs Using HCPCS Codes J3490, J3590, or J9999?

here may be some confusion on how to appropriately bill for drugs using Healthcare Common Procedure Coding System

(HCPCS) codes for unclassified drugs. | nappropriate billing methods are resulting in inconsi stent payments.

When anew drug is approved by the Food and Drug Administration (FDA), thereisnormally adelay in assigning a
national HCPCS code to that drug. When a code has not been assigned to adrug, it is necessary for the biller to provide
Medicare with additional information to identify the specific drug. In addition, because drugs are administered in various
dosages, this information must be provided to ensure that the appropriate reimbursement is made. Once aHCPCS code has
been assigned by the Centersfor Medicare & Medicaid Services (CMS), it isno longer necessary to supply thisinformation;
simply list the HCPCS code and the number of units. Reimbursement for codes J3490 (unclassified drugs[NOC]), J3590
(unclassified biologics), or J9999 (not otherwise classified, antineoplastic drug) is always based on the information provided
initem 19 on Form CM S-1500.

Please note that M edicare does not process claims using the national drug code (NDC) number.

Pleasefollow theinstructionsbelow when filing claimsto M edicarePart B for HCPCS codes J3490, J3590, and J9999.

Item 19
e Nameof thedrug
e Total dosage administered to the patient

ltem 24
e 24D HCPCScode(J3490, J3590, or J9999)
e 24G Enter number of unitsas 1

Frequently Asked Questions

Q Does including the NDC number of the unlisted drug on the claim assist Medicare in identifying the drug and processing
the claim correctly?

A No, Medicare does not use the NDC number in processing claims.

Q If I indicate a number of unitsin item 24G other than 1 and do not list the total dosage administered to the patient in
item 19, will my claim pay according to the units in item 24G?
A No, Your claimwill only be paid according to the total dosage administered to the patient, whichislisted initem 19.

Q Isit acceptable to list name, strength and dosage in item 24 below my line item services?
A No, thisisanincorrect billing method and will cause your claim to be denied.

We hope thisinformation is helpful. If you have any questions in reference to this notice, you may call the Medicare
Customer Servicedepartment toll-freeat 1-866-454-9007.

Please see examples on the next page...
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Are You Getting the Correct Reimbursement When Billing for Unclassified Drugs Using HCPCS Codes J3490, J3590, or

J9999?, continued

Examples: The following are only examples of drug dosages. Actual drug dosages may vary, depending on how
supplied, patient weight, type of disease, other drugs, etc.

1 Patient wasgiven atotal dosage of 0.5 milligrams of Lucentis:

19, RESERVED FOR LOCAL USE

20. OUTSIDE LAB?
Lucentis0.5mg s [Jo |
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 1,2,3 OR 4 TO ITEM 24E BY LINE) T 22. MEDICAID RESUBMISSION

CODE
j ) —
23. PRIOR AUTHORIZATION NU
P S ol
2. A B C D E F G
DATE(S) OF SEF?V\CEr Place | Type |PROCEDURES, SERVICES, OR SUPPLIES DIAGNOSIS DAYS [EF
From 0 of | of (Explain Unusual Circumstances) CODE $ CHARGES OR |Fi
MM DD YY MM DD  YY|SericgServicel CPT/HCPCS | MODIFIER UNITS|
1
I I I I I I
I . B0 | | |

2. Patient was given atotal dosage of 170 milligramsof Vidaza:

19. RESERVED FOR LOCAL USE

Vidazal70mg

L
20. OUTSIDE LAB?

O e |

21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 1,2,3 OR 4 TO ITEM 24E BY LINE) T

. I

22. MEDICAID RESUBMISSION
CODE

3. Patient was given atotal dosage of 15 gram

sof Ticar:

19. RESERVED FOR LOCAL USE

Ticar 159

L
20. OUTSIDE LAB?

O o |

21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 1,2,3 OR 4 TO ITEM 24E BY LINE) T

[ [

2l .

22. MEDICAID RESUBMISSION
CODE

23. PRIOR AUTHORIZATION NU

ol
%A B [ C p) E F G
DATE(S) OF SERVICE, Place| Type [PROCEDURES, SERVICES, OR SUPPLIES| 3o o DAYS|Ef
From 0 of | of (Explain Unusual Circumstances) CODE $ CHARGES OR |Fi
MM__ DD YY MM DD YY|SericdSericel CPTHCPCS | MODIFIER UNITS|
T
| | | | | |
| N B40| | E

4. Patient wasgiven atotal dosage of 750 milligramsof Orencia:

19. RESERVED FOR LOCAL USE

Orencia750 mg

L
20. OUTSIDE LAB?

O o |

21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 1,2,3 OR 4 TO ITEM 24E BY LINE) T

1 —

22. MEDICAID RESUBMISSION
CODE

25 PRIOR AUTHORIZATION NU b— 23. PRIOR AUTHORIZATION NU
Pl L = 2. 4. L
S T PROCEDURES, ssr?wcss OR SUPPLIES ; - vas & 4_A B | € b E F G
DATE(S) OF SERVICE. Place | Type ) )
£ DATE(S) To ace| Top i Unon G DIAGNOSIS oR IF: 1 DATE(S) OF SERVICE, | Place | Type |PROCEDURES, SERVICES, OR SUPPLIES| o DAYS|EF
MM DD YY MM DD YY|Seni CPTIHCPCS O CODE $ CHARGES uns| Tom of | of (Explain Unusual Circumstances) CODE $ CHARGES OR |Fi
SenicdSenicel CPTHCPCS | MODIFIER ‘ MM__ DD __YY MM __ DD YY|SewicaSenicq CPTHCPCS | MODIFIER UNITS|
‘ ‘ | | ‘ | 1 | | | | | | 1
o 09| | : L B50| | |
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FLorIDA EDucATIONAL RESOURCES

Upcoming Provider Outreach and Education Events
December 2006 — February 2007

Appeals and Overpayments

When: December 7, 2006
Time 12:00p.m.—1:00p.m.
Typeof Event:  Webcast

NPI CMS Module-3, Sub-Parts

When: December 13, 2006
Time 11:30am.—1:30p.m.
Typeof Event:  Webcast

Hot Topics Teleconference — Topics to be determined

When: January 11, 2007
Time: 11:30am.—12:30p.m.
Typeof Event:  Teleconference

NPl CMS Modules-4 & 5

When: January 18, 2007
Time 11:30am.—21:00 p.m.
Typeof Event:  Webcast

Ask the Contractor Teleconference (ACT) — Topics to be determined

When: February 15, 2007
Time: 11:30am.—1:00 p.m.
Typeof Event:  Teleconference

More events will be planned soon for this quarter. Keep checking our website, www.floridamedicare.com or listening to
information on the FCSO Provider Education Registration Hotline, 1-904-791-8103, for detailsand newly scheduled events!

Please Note:

e Preregistration isrequired for all teleconferences, webcasts and in-person educational seminars.

e Dates and times are subject to change prior to event advertisement.

e For event and registration details, check our website (www.floridamedicare.com) or call our registration hotline at (904)
791-8103 afew weeks prior to the event.

Registrant’s Name:

Registrant’ sTitle:

Provider’ sName:

Telephone Number: Fax Number:

Email Address:

Provider Address:

City, State, Zip Code:
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IMPORTANT ADDRESSES, PHONE NUMBERS, AND WEBSITES

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
Redetermination Requests
Medicare Part B Claims Review
PO Box 2360

Jacksonville, FL 32231-2100

Fair Hearing Requests
Medicare Hearings

Post Office Box 45156
Jacksonville FL 32232-5156

Administrative Law Judge Hearing
Q2 Administrators, LLC

Part B QIC East Operations

P.O. Box 183092

Columbus, Ohio 43218-3092

Attn: Administration Manager

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
Member ship 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
Provider Outreach and Education
P O. Box 2078
Jacksonville, FL 32231-0048

For Education Event 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

R 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-MEDICARE

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 Education Event Registration (not
toll-free):
1-904-791-8103

EMC

Format | ssues& Testing:
1-904-354-5977 option 4

Sart-Up & Front-End EditsRejects:
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 | nstallations:
(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
1-866-270-4909

MEDICARE PARTA
Toll-Fr es:
1-866-270-4909

Medicare Websites
PROVIDERS

Florida M edicar e Contractor
www.floridamedicare.com

Centersfor Medicare & Medicaid
Services
www.cmshhs.gov

BENEFICIARIES

Centersfor Medicare & Medicaid
Services

www.medicare.gov
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EDUCATIONAL RESOURCES

EbucATIONAL RESOURCES

Teaching Physicians, Interns and Residents Fact Sheet Available for

Ordering

he updated Guidelines for Teaching Physicians, Interns, and Residents Fact Sheet is now available in print format from
the Centersfor Medicare & Medicaid ServicesMedicare Learning Network. To place your order, visit
www.cms.hhs.gov/mingeninfo, scroll down to “Related LinksInside CMS,” and select “MLN Product Ordering Page.”

Source: CM SL earning Resource, Message 200610-14

November is American Diabetes Awareness Month

he prevalence of diabetesisagrowing health concernin

the United States.

Approximately 20.8 million people, or 7.0 percent of the
population, have diabetes. It is estimated that 20.9 percent
of people age 60 years or older have diabetes. Left undiag-
nosed, diabetes may lead to severe complications such as
heart disease, stroke, blindness, kidney disease, and lower
[imb amputation aswell as premature death.

Millions of people have diabetes and don’t know it.
However, with early detection and treatment people with
diabetes can take steps to control the disease and lower the
risk of complications.

The good news is that scientific evidence now shows
that treatment of diabetes with diet, physical activity, and
new medicines can prevent or delay much of theillness and
complications associated with diabetes.

The Centersfor Medicare & Medicaid Services(CMS)
would like to take this opportunity to remind health care
professional s that Medicare provides coverage of diabetes
screening tests, for beneficiaries at risk for diabetes or those
diagnosed with prediabetes.

The diabetes screening benefit covered by Medicare
can helpimprovethe quality of lifefor Medicare beneficiaries
by preventing more severe health conditions that can occur
without proper treatment from undiagnosed or untreated
diabetes.

Coverage includes the following diabetes screening tests:

A fasting blood glucose test, and
A post-glucose challenge test (an oral glucose tolerance
test with a glucose challenge of 75 grams of glucose for
nonpregnant adults), or

e A two-hour post-glucose challenge test alone.

In addition to the diabetes screening service, Medicare
also provides coverage for diabetes self-management
training, medical nutrition therapy, certain diabetes supplies,
and glaucomascreeningsfor eligible beneficiaries.

We Need Your Help
CMS needs your help in ensuring that people with
Medicare are assessed for and informed about their risk

factors for diabetes or pre-diabetes, and that those who are
digible take full advantage of the diabetes screening benefit
and all preventive services covered by Medicare for which
they may bedligible.

For More Information

For moreinformation about Medicare’ s coverage of
diabetes screening services, diabetes self management
training, medical nutrition therapy, diabetes supplies, and
glaucomascreening:

e See Specia Edition MLN Mattersarticle SE0660 http://
www.cms.hhs.gov/MLNMatter sAr ticles/downl oads/
SE0660.pdf.

e VisittheCMSwebsite:
http: //mmw.cms.hhs.gov/home/medi care.asp.

CMS has also developed a variety of educational
products and resources to help health care professionals
and their staff become familiar with coverage, coding, billing,
and reimbursement for all preventive services covered by
Medicare.

e TheMLN Preventive Services Educational Products
Web Page — provides descriptions and ordering
information for all provider specific educational
products related to preventive services. The Web page
islocated on the CMS website at http://
www.cms.hhs.gov/MLNProducts/
35_PreventiveServices.asp.

For products to share with your Medicare patients, visit
on the Web http://mwwmedicare.gov.

For moreinformation about American Diabetes Month,
please visit http://www.diabetes.org/home.jsp.

Thank you for joining with CM S during American
Diabetes Month to ensure that people with Medicare learn
more about diabetes and their risk factors for the disease
and that they take full advantage of the diabetes screening
services and all other Medicare-covered preventive services
and screenings for which they may be eligible.

Source: CM S Provider Education Resource 200611-02

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 Great American Smokeout—November 16, 2006

n conjunction with the 30th Anniversary of the Great American Smokeout, the Centersfor Medicare & Medicaid Services

(CMS) would liketo invite you to join usin helping people with Medicare break the smoking habit. This one-day event is
designed to encourage 45.1 million adult smokersin the United Statesto quit. Although smoking rates have significantly
declined, 9.3 percent of the population age 65 and ol der smokes cigarettes. Approximately 440,000 peopledie annually from
smoking related diseases, with the majority of deaths— 68 percent (300,000) — being among peopl e ages 65 and older.

Interest in smoking cessation isincreasing. The Centers for Disease Control and Prevention estimated in 2002 that 57

percent of smokers age 65 and over reported adesireto quit. Currently, about 10 percent of elderly smokers quit each year,
with one percent relapsing. CM Swould like to take this opportunity to remind health care professionals that Medicare
provides coverage of smoking and tobacco-use cessation counseling for people with Medicare who:

o Usetobacco and have a disease or an adverse health effect that has been found by the U.S. surgeon General to be linked
to tobacco use; or

e Aretaking atherapeutic agent whose metabolism or dosing is affected by tobacco use as based on Food and Drug
Administration approved information.

Eligible beneficiaries are covered under Medicare Part B when certain conditions of coverage are met, subject to certain
frequency and other limitations.

How Can You Help

Seniorswho quit smoking experience rapid improvementsin breathing and circul ation. They decreasetheir risk for heart
disease and stroke within one year of quitting. Talk with your patients about the health benefits of smoking cessation. Older
smokers have been shown to be more successful in their quit attempts than younger smokers and respond favorably to their
health care providers' adviceto quit smoking. Your quit smoking recommendation can make adifferencein the quality of life
for your patients.

For More Information
e For moreinformation about Medicare's coverage of Smoking and Tobacco-Use Cessation Counseling Services:

e  See MLN Matters articles MM 3834 http: //www.cms.hhs.gov/IMLNMatter sArticles/downl oadsyMM3834.pdf and MM 4104
http: //mmw.cms.hhs.gov/MLNMatter sAr ticles/downl oadsMM4104. pdf

e  See Smoking and Tobacco-Use Cessation Counseling Services brochure
http: //mmw.cms.hhs.gov/MLNproducts/downl oads/smoking. pdf

e Visit the CM Swebsite: http://www.cms.hhs.gov/home/medicare.asp

e CMShasalso developed a variety of educational products and resources to help health care professionals and their staff
become familiar with coverage, coding, billing, and reimbursement for all preventive services covered by Medicare.

e The MLNPreventive Services Educational Products Web Page — provides descriptions and ordering information for all
provider specific educational products related to preventive services. The Web page is located at
http: //mww.cms.hhs.gov/MLNProducts/35 PreventiveServices.asp on the CMS website.

e For products to share with your Medicare patients, visit www.medicare.gov on the Web.

e For moreinformation on the Great American Smokeout, please visit http://mwwcancer.org/docroot/PED/ped_10_4.asp*
or by telephone: 800-227-2345. Information on how to quit smoking isalso available at www.smokefree.gov and all 50
states, the District of Columbia, and several U.S. territories now have quit lines, which can be reached by telephone: 800—
QUIT-NOW (800-784-8669).

Thank you for joining with CM S in encouraging people with Medicare to break the smoking habit.
Source: CM S Learning Resource, Message 200611-09
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ORDER FORM

ORDER FORM — 2007 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 payableto 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! isavailable 700395 $85.00
a free of charge online at http://wwwconnecti cutmedicare.comand (Hardcopy)
http: //mww.floridamedicare.com. Hardcopy or CD-ROM distribution is
limited to individual providers and professional association groups who billed $20.00
at least one Part B claim (to either Connecticut or FloridaMedicare) 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 from October 2006 through September 2007 (back issueswill be
sent upon receipt of order).
2007 Fee Schedule—Therevised Medicare Part B Physician and Non- 700400 Hardcopy:
a Physician Practitioner Fee Schedule, effective for servicesrendered $5.00
January 1, 2007, through December 31, 2007, isavailablefree of charge (CT)
online at http://www.connecticutmedicare.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 2007 payment ratesfor all localities. Theseitems 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: FCSO Account # (fill in from above)
(CHECKS MADE TO “PURCHASE ORDERS"” NOT ACCEPTED)
ALL ORDERS MUST BE PREPAID — DO NOT FAX — PLEASE PRINT
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FirsTC 0AsT SERVICE OPTIONS, INC.
P.0.Box 2078 JacksonviLLE, FL 32231-0048 (FLoRIDA)
P.O.Box 44234 JacksonviLLE, FL 32231-4234
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