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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 Medicare Communication and Education Provider Publicationsteam will begin distributing the Medicare B Update!
on amonthly basis. We are making this change to better serve our customers by making valuableinformation availablein a
moretimely manner. The previous quarterly publications have becometoo large in scope and size making it difficult to
navigate through the large volume of 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.

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 Florida only. 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 The section 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 resour 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 be allowed 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
theserviceor item.

o 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
was in excess of accepted standards of medical
practice, etc.).

e The notice must be signed and dated by the patient,
indicating the patient assumes financial responsibil-
ity for the service if payment is denied as being not
medically reasonable and necessary for reason(s)
indicated on the advance notice. The signature of
the provider of 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 aredesignedto
bemorebeneficiary-friendly, morereadableand undersandable,
with patient optionsmore dearly defined.

Therearetwo ABN forms- the General Useform (CMS-R-
131G) andthe L aboratory Testsform (CMS-R-131L). Bothare
standard forms that may not be modified; however, both
contain customi zable boxesfor theindividual requirements of
users, following the guidancein CM S Program Memoranda
(PM)AB-02-114 and AB-02-168, which may befound onthe
CMSwebsiteat
http: //cms.hhs.gov/imanual /pm_trans/AB02114.pdf and
http://cms.hhs.gov/imanuals/pm_trans/AB02168.pdf.

Reproducible copiesof Form CMS-R-131 ABNs(in
English and Spanish) and other BNI information may be found
on CMS'sBNI websiteat
http: //imww.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 on file) 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 caseswhereasignedABN
is not obtained from the patient; however, when modifier GZ
ishilled, the provider assumes financial 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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Revised Form CMS-1500—Revised Timeline (08/05)

he Centersfor Medicare and Medicaid Services (CMS) hasrevised the Form CM S-1500 (12/90) to accommodatethe
reporting of the National Provider Identifier (NPI) which is scheduled for mandatory implementation on May 23, 2007. The
revised Form CM S-1500 isthe 08/05 version.

To receive copies of the revised form with the specifications needed for testing purposes, providers may contact TFP
Data Systems at JRMagdal eno@tfpdata.com.

Thenew versionwill beimplemented January 2, 2007. Providerswill not be mandated to use the revised Form CM S-1500
(08/05) until April 2,2007.

Thefollowing isthe Form CM S-1500 (08/05) version implementation timeline (r evised June 30, 2006):

January 2, 2007: Health plans, clearinghouses, and other information support vendors should be ready to handle and accept
therevised Form CM S-1500 (08/05). NOTE: Tocir cumvent processing delays, provider sareencour aged to submit both their
NPI and provider identification number (PIN) on therevised Form CM S-1500 (08/05).

January 2, 2007—M ar ch 30, 2007: Providers can use either the current Form CM S-1500 (12/90) version or the revised Form
CMS-1500(08/05) version.

April 2,2007: Thecurrent Form CM S-1500 (12/90) version isdiscontinued; only the revised Form CM S-1500 (08/05) will be
accepted.

IMPORTANT: All claimsre-billed on or after April 2, 2007 must be submitted on ther evised Form CM S-1500 (08/05).
Toprevent thereturn of your paper claims:
DO NOT submit the revised Form CM S-1500 (08/05) prior to January 2, 2007
DO NOT submit your NPI on the current Form CM S-1500 (12/90)
DO NOT submit the current Form CM S-1500 (12/90) on/after April 2, 2007

Additional information isavailableviaaMLN Mattersarticle at http: //mmw.cms.hhs.gov/MLNMatter sArticles/
downloads/MM5060.pdf

For complete details, please see the offical instruction issued to your carrier regarding this change at
http://mww.cms.hhs.gov/transmittal s/“downl oads/R1010cp. pdf

Source:  Publication 100-04, #1010, Change Request 5060
CMS Officeof Information Services (OIS), electronic notification, June 30, 2006

Sign up to our eNews electronic mailing list

Join our eNews mailing list and receive urgent and other critical information issued by

First Coast Service Options, Inc. (FCSO), your FloridaMedicare carrier. By

signing up, you will receive automatic email notification when new or updated information

is posted to the provider education website http://www.floridamedicare.com. It’s very

easy to do. Simply go to the website, click on the“eNews’ link on the navigational menu

\_ and follow the prompts. )
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CONNECTICUT anp FLORIDA COVERAGE/REIMBURSEMENT

AMBULATORY SurcicaL CENTERS

Ambulatory Surgical Center Claims Processing Manual Clarification
CMS has issued the following MLN Matters article. Information for Medicare Fee-for-Service Health Care Professionals.
This information was previously published in the July 2006 Medicare B Update! pages 6-8.

Note: Thisarticlewasrevised on June 12, 2006, to reflect changes made to CR 5026 on June 9, 2006. The articlewasrevised to
reflect anew CR release date, Transmittal number and Web addressfor CR 5026. All other information remainsthe same.

Provider Types Affected office) may also furnish anumber of covered itemsand
Providers and suppliers of ambulatory surgical center services that are not considered facility services.
(ASC) services You should be aware that such entities, which are

separate from the ASC, are covered separately under Part B.
Further, in general, the items or servicesthat these entities
provide are not considered ASC services, and are therefore
not included in the ASC payment, but are rather covered and
paid for under the applicable Part B provisions.

Provider Action Needed

Thisarticleisfor informational purposes. Change
Request (CR) 5026 revises the Medicare Claims Processing
Manual, Chapter 14 (Ambulatory Surgical Centers), Sections
10.3 (ServicesFurnishedin ASCsWhich AreNot ASC S
Facility Services) and 10.4 (Coverage of ServicesinASCs Examplesof such servicesinclude:
WhichAreNot ASC Facility Services) to clarify policy Physicians services;
regarding the provision, coverage, and payment of services Durable medical equipment (DME);
Background Prosthetic de\/lces,

Medicare conventionally reimbursesASCsin theform Ambulance services;
of asingle payment that includes all “facility services” that Leg, arm, back and neck braces;
the ASC furnishes in connection with a covered procedure. Artificial legs, amsand eyes; and
However, an ASC (perhaps as part of amedical complex that Services of an independent |aboratory.

may include other entities, such as an independent labora- More detail about each of these services can be seen in the
tory, supplier of durable medical equipment, or aphysician’s tablebelow.

Examplesof ServicesNot I ncluded in theASC Facility Rate

Itemsor Services Who Receives Submit BillsTo
Payment
Physicians services Physician Carrier

Physicians who perform covered servicesin ASCsreceive
separate payment under Part B. Such services include:

Anesthesiol ogists administering or supervising the administration
of anesthesiato ASC patients and the patients’ recovery from the
anesthesia;

Routine pre- or post- operative services, such as office visits,
consultations, diagnostic tests, suture removal, dressing changes,
and other services which are usually included in the physician fee
for agiven surgical procedure.
Non-implantable dur able medical equipment (DME) to ASC Supplier An ASC can DMERC

patientsfor in home use. be a supplier of DME if

ASCswho sl lease, or rent items of DME to patients, are it hasa DME supplier

treated as DME suppliers. number from the
Nationa Supplier

All of the ordinary DME-applicable rules and conditions apply to | Clearinghouse.
the ASC, including obtaining a supplier number and billing the
DMERC as required.

Implantable DM E and accessories ASC Carrier
ASCs who furnish implantable DME items to patients, bill the
local carrier for the surgical procedure and the implantable
device.
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CONNECTICUT anp FLORIDA COVERAGE/REIMBURSEMENT

Ambulatory Surgical Center Claims Processing Manual Clarification, continued

Itemsor Services

Who Receives
Payment

Submit BillsTo

Non-implantable prosthetic devices

ASCs who furnish non-implantable prosthetic devices to patients,
are treated as suppliers, and all the ordinary DM E-applicable
rules and conditions apply to the ASC, including obtaining a
supplier number and billing the DMERC as required.

Supplier An ASC can
be a supplier of non-
implantable prosthetics
if it hasasupplier
number from the
National Supplier
Clearinghouse.

DMERC

Implantable prosthetic devices except intraocular lenses
(IOLsand NTIOL s[new technology intraocular lenses]), and
accessories

ASCs may bill and receive separate payment for prosthetic
devices (other than intraocular lenses [IOLg]) that are implanted,
inserted, or otherwise applied by surgical procedures on the ASC
list of approved procedures. The ASC hillsthelocal Carrier and
receives payment according to the DMEPOS fee schedule.

An intraocular lens (I0L) inserted during or subsequent to
cataract surgery in an ASC isincluded in the facility payment
rate.

ASCs may receive additiona payment for approved NTIOL s that
are furnished in an ASC during or subsequent to certain cataract
procedures.

ASC

Carrier

Ambulance services
ASCs who furnish ambulance services, may obtain approval as
ambulance suppliersto bill covered ambulance services.

Certified ambulance
supplier

Carrier

Leg, arm, back, and neck braces
These items of equipment are not included in the ASC facility
payment amount, but are covered under Part B.

ASCs who furnish these items to patients, are treated as suppliers,
and all the rules and conditions ordinarily applicable to apply to
the ASC, including obtaining a supplier number and hilling the
DMERC as required.

Supplier

DMERC

Artificial legs, arms, and eyes
These items of equipment are not included in the ASC facility
payment rate, but are covered under Part B.

ASCs who furnish these items to patients, are treated as suppliers,
and all the rules and conditions ordinarily applicable to suppliers
apply to the ASC, including obtaining a supplier number and
billing the DMERC as required.

Supplier

DMERC

Services furnished by an independent labor atory

Only very limited numbers, and types, of diagnostic tests are
considered ASC facility services and these are included in the
ASC facility payment rate.

Since coverage of diagnostic lab testsin facilities other than
physicians' offices, rural health clinics or hospitalsis limited to
facilities that meet the statutory definition of an independent
|aboratory, in most cases, diagnostic tests performed directly by
an ASC are not considered ASC facility services (in fact are
usually not covered under Medicare).

ASC laboratories must be CLIA certified and will need to enroll
with the carrier as alaboratory. Otherwise, the ASC makes

Certified lab. ASCs can
receive lab certification
and aCLIA number.

Carrier

August 2006
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CONNECTICUT anp FLORIDA COVERAGE/REIMBURSEMENT

Ambulatory Surgical Center Claims Processing Manual Clarification, continued

Additional Information

You can find more information about services not included in the ASC facility rate (and the coverage of such services) by
reviewing CR 5026, which isavailable at http: //mww.cms.hhs.gov/ Transmittal s/downl oads/R975CP.pdf on the CM Swebsite.

The revised Medicare Claims Processing Manual, Chapter 14 (Ambulatory Surgical Centers), Sections 10.3 (Services
Furnished in ASCsWhich Are Not ASC Facility Services) and 10.4 (Coverage of ServicesinASCsWhich Are Not ASC Facility
Services) are attached to CR 5026.

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.

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: MM5026 Revised Related Change Request (CR) #: 5026
Related CR Release Date: June 9, 2006 Effective Date: June 5, 2006
Related CR Transmittal # R975CP Implementation Date: June 5, 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

Supplemental Instruction for MLN Matters Article MM5079

hange request 5079 provides instructions when a competitive acquisition program (CAP) vendor isnot in service dueto a
disaster or catastrophe. When this occurs, physicians and practitioners may receive reimbursement based on the average
sale price (ASP) payment methodol ogy for the CAP drug services by applying modifier CR to the drug HCPCS code.

Sincethe modifier CR will allow the service using the ASP, the CAP modifiers J1 or J2 must not beincluded on the same
detail line asthe modifier CR. Thiswill cause the claim to deny as unprocessable and appeal rightswill not apply.

Source: Publication 100-04, Transmittal 953, Change Request 5079

DIAGNOSTIC SERVICES

Requirements for Diagnostic X-Ray, Diagnhostic Laboratory, and Other

Diagnostic Tests; Clinical Psychologist Services

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

Physicians, providers, and/or clinical psychologists who submit claimsto Medicare carriers, for diagnostic psychological
testing services.

Impact on Providers

e CR 4400 derts providers that Medicare may now pay for the services of aclinical psychologist when they supervise the
performance of diagnostic psychological testing.

e Under the physician supervision level of four, Medicare's physician supervision policy is modified so the policy does not
apply when the procedure is furnished under the general supervision of aclinical psychologist.

e Medicare carriersare not required to retroactively process claimsfor the period between January 1, 2005, and the
implementation date. Carriers are to reprocess claims that are brought to their attention that have been denied with dates
of serviceon or after January 1, 2005.

Background

Diagnostic psychological testing may now be performed under the general supervision of aclinical psychologist. This
change may be found in the revised Medicar e Benefit Policy Manual, Chapter 15 - Covered Medical and Other Health
Services, Section 160 - Clinical Psychologist Services.
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CONNECTICUT anp FLORIDA COVERAGE/REIMBURSEMENT

Requirements for Diagnostic X-Ray, Laboratory, and Other Diagnostic Tests; Clinical Psychologist Services, continued
Asareminder, to qualify asaclinical psychologist (CP), apractitioner must meet the following requirements:

Hold a doctoral degree in psychology; and

Be licensed or certified, on the basis of the doctoral degree in psychology, by the state in which he or she practices, at the
independent practice level of psychology to furnish diagnostic, assessment, preventive, and therapeutic services directly
toindividuals.

Implementation
Theimplementation datefor thisinstruction is September 21, 2006.

Additional Information

The revised Medicare Benefit Policy Manual, Chapter 15 - Covered Medical and Other Health Services, Sections 80 and
160 - Clinical Psychologist Services, isattached to CR 4400, which isthe official instruction issued to your carrier regarding
this change. CR 4400 may be found by going to http://www.cms.hhs.gov/Transmittal downloads/R51BP.pdf on the CM S
website.

If you have questions, please contact your Medicare 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.

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: MM4400 Related Change Request (CR) #: 4400
Related CR Release Date: June 23, 2006 Effective Date: January 1, 2005
Related CR Transmittal #: R51BP Implementation Date: September 21, 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.

DRruGs AND BioLOGICALS

July 2006 Quarterly Average Sales Price (ASP) Medicare Part B Drug
Pricing File, Effective July 1, 2006, and Revisions to January 2006 and
April 2006 Quarterly ASP Medicare Part B Drug Pricing Files

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

Provider Types Affected

Physicians, providers, and suppliers who submit Part A or Part B Fee-for-Service claimsto Medicare contractors (fiscal
intermediaries (FIs) including regional home health intermediaries (RHHIs), and carriersincluding durable medical equipment
regional carriers(DMERCYS)) for services.

Provider Action Needed
STOP — I mpact to You

CR 5110 provides notice of the updated payment allowancelimitsfor Medicare Part B drugs, effective July 1, 2006 through
September 30, 2006, aswell asrevised payment filesfor the January 2006, and April 2006 Quarterly ASPMedicare Part B Drug
Pricing Files.
CAUTION —What You Need to Know

Certain Medicare Part B drug payment limits have been revised and the Centersfor Medicare & Medicaid Services (CMS)
updates the payment allowance quarterly. The revised payment limitsincluded in the revised ASP and Not Otherwise Classi-
fied (NOC) payment files supersede the payment limits for these codesin any publication published prior to CR 5110.

GO —What You Need to Do
Make certain that your billing staffs are aware of this change.

Background

According to Section 303(c) of the Medicare Modernization Act of 2004 (MMA), CM Swill update the payment allow-
ances for Medicare Part B drugs on aquarterly basis.

Asmentioned in previous articles (see MM4319 at
http: //Mmww.cms.hhs.gov/MLNMatter sArticles/downl oads/MM4319.pdf), beginning January 1, 2005, Part B drugs (that are not
paid on a cost or prospective payment basis) are paid based on 106 per cent of the average sales price (ASP).

Thelocal Medicare contractor performs pricing for compounded drugs.
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July 2006 Quarterly ASP, Eff July 1, 2006; Revisionsto January and April 2006 Quarterly ASP Pricing Files, continued

ESRD Drugs

Additionally, in 2006, all ESRD drugs furnished by both independent and hospital based ESRD facilities, aswell as
specified covered outpatient drugs, and drugs and biologicals with pass-through status under the OPPS, are paid based on
the ASP methodol ogy.

The ASP methodol ogy is based on quarterly data submitted to CM S by manufacturers. CMSwill supply Medicare
contractors with the ASP drug pricing files for Medicare Part B drugs on a quarterly basis.

Beginning January 1, 2005, the payment allowance limitsfor Medicare Part B drugs and biologicalsthat are not paid on a
cost or prospective payment basis are 106 percent of the ASP.

Beginning January 1, 2006, the payment allowancelimitsfor al ESRD drugswhen separately billed by freestanding and
hospital-based ESRD facilities, as well as specified covered outpatient drugs, and drugs and biologicals with pass-through
status under the OPPS, will be paid based on 106 per cent of the ASP. CM Swill update the payment allowance limits quarterly.

Exceptions

There are exceptionsto these general rules and those exceptions are outlined in MLN Matters article MM 4319, which can
be viewed at http://mwww.cms.hhs.gov/MLNMatter sArticles/downl oadsMM4319.pdf on the CM S website.

With regard to the exceptions listed in MM 4319, note that the payment allowance limits for infusion drugs furnished
through acovered item of durable medical equipment on or after January 1, 2005, will continue to be 95 percent of the AWP
reflected in the published compendia as of October 1, 2003, unless the drug is compounded.

The payment allowance limits for infusion drugs furnished through a covered item of durable medical equipment that were
not listed in the published compendia as of October 1, 2003, (i.e., new drugs) are 95 percent of the first published AWP, unless
the drug is compounded.

DrugsFurnished During Filling or Refilling an Implantable Pump or Reservoir

Physicians (or other authorized practitioners) may bepaid for filling or refilling animplantable pump or reservoir whenitis
medically necessary for the physician (or other practitioner) to do so. Payment for drugs furnished incident to thefilling or
refilling of animplantable pump or reservoir, is determined under the ASP methodol ogy.

Note that the use of the implantable pump or reservoir must be found medically reasonable and necessary in order to
allow payment for the professional servicetofill or refill theimplantable pump or reservoir and to allow payment for drugs
furnished incident to the professional service.

If aphysician or other practitioner is prescribing medication for a patient with an implantable pump, anurse may refill the
pumpif:

e Themedication administered is accepted as a safe and effective treatment of the patient’sillness or injury;
e Thereisamedical reason that the medication cannot be taken orally; and
e Theskillsof the nurse are needed to infuse the medication effectively.

How theASPIsCalculated
The ASPis calculated using data submitted to CM S by manufacturers on a quarterly basis and each quarter:

e Therevised January 2006 payment allowance limits apply to dates of service January 1, 2006, through March 31, 2006.
e Therevised April 2006 payment allowance limitsapply to datesof serviceApril 1, 2006, through June 30, 2006.
e TheJuly 2006 payment allowance limitsapply to dates of service July 1, 2006, through September 30, 2006.

The absence or presence of aHCPCS (Healthcare Common Procedure Coding System) code and its associated payment
[imit does not indicate M edicare coverage of the drug or biological.

Similarly, theinclusion of a payment limit within a specific column does not indicate M edicare coverage of the drug in that
specific category. The carrier processing your claim will make these determinations.

Implementation
Theimplementation datefor theinstructionisJuly 3, 2006.

Additional Information

The Medicare Claims Processing Manual, Publication 100-04, Chapter 17, Drugs and Biologicals, containsinformation
that is pertinent to MM5110. It is located at http://mww.cms.hhs.gov/manual Sdownloads/clm104c¢17.pdf on the CMS
website.

Quarterly Part B Drug Pricing filesand information are also available at
http: //mww.cms.hhs.gov/Mcr PartBDrugAvgSal esPrice on the CM S website.

CR5110istheofficial instruction issued to your Medicare carrier/FI/RHHI/DMERC regarding changes mentioned in this
article. CR5110 may be found at http://www.cms.hhs.gov/Transmittal downl oads/R974CP.pdf on the CM S website.

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

MLN MattersNumber: MM5110 Related Change Request (CR) #5110
Related CR Release Date: June 9, 2006 Effective Date; July 1, 2006
Related CR Transmittal # R974CP Implementation Date: July 3, 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.
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Medicare Contractor Annual Update of the International Classification of

Diseases, Ninth Revision, Clinical Modification
CMS hasissued the following MLN Matters article. Information for Medicare Fee-for-Service Health Care Professionals.
Provider Types Affected

Physicians, suppliers, and providersbilling Medicare contractors (carriers, durable medical equipment regional carriers
(DMERC:sS), andfiscal intermediaries (FIs) including regional home health intermediaries (RHHIs))

Provider Action Needed
STOP — I mpact to You

Medicare has issued the annual update of the International Classification of Diseases, Ninth Revision, Clinical Modifi-
cation (ICD-9-CM) to Medicare contractors. Thisupdate will apply for claimswith service dates on or after October 1, 2006,
aswell asdischargeson or after October 1, 2006, for institutional providers.

CAUTION —What You Need to Know

AnICD-9-CM codeisrequired for al professional claims, e.g., physicians, non-physician practitioners, independent
clinical diagnostic laboratories, occupational and physical therapists, independent diagnostic testing facilities, audiologists,
ambulatory surgical centers (ASCs), and for all institutional claims, butisnot required for ambulance supplier claims.

GO —What You Need to Do
Be ready to use the updated codes on October 1, 2006. Please refer to the Background and Additional Information
sections of thisarticle for further details regarding this instruction.

Background
Thisinstruction isareminder that Medicare carriers, DMERCS, Fls, and RHHIswill usethe annual International Classifi-
cation of Diseases, Ninth Revision, Clinical Modification (ICD-9-CM) coding update effective for:

e Datesof serviceon or after October 1, 2006; and
e Dischargeson or after October 1, 2006 for institutional providers

Effectivefor dates of service on and after October 1, 2004, CM S no longer provided a90-day grace period for physicians,
practitioners and suppliersto use in billing discontinued |CD-9-CM diagnosis codes on Medicare claims. The Health Insur-
ance Portability and Accountability Act (HIPAA) requiresthat medical code sets be date-of-service compliant, and | CD-9-CM
diagnosis codes are amedical code set (see CR 3094, dated February 6, 2004 at
http: //mww.cms.hhs.gov/MLNMatter sArti cles/downloadsyMM3094.pdf on the CMS website).

Implementation
Theimplementation date for thisinstruction is October 2, 2006.

Additional Information

Publication of ICD-9-CM Codes

e TheCentersfor Medicare & Medicaid Services (CMS) places the new, revised, and discontinued codes at
http: //mww.cms.hhs.gov/I CD9Provider DiagnosticCodes/07_summarytables.asp#TopOfPage on the CM S website. The
update should be available at this site in June.

e Theupdated codes can also be viewed at the National Center for Health Statistics (NCHS) website at:
http: //mww.cde.gov/nchs/icd9.htm. This posting should be available at this site in June.

e Providersare also encouraged to purchase a new 1CD-9-CM book or CDROM on an annual basis.

The|CD-9-CM codes are updated annually as stated in the Medicare Claims Processing Manual, Pub. 100-04, Chapter 23
(Fee Schedule Administration and Coding Requirements), Section 10.2 (Relationship of ICD-9-CM Codesand Date of Service).
Chapter 23 may be accessed at http://www.cms.hhs.gov/manual s/downl cads/clm104c23.pdf on the CM S website.

Toview CR 5142, theofficial instructionissued to your Medicare carrier/DMERC or FI/RHHI, regarding changes men-
tioned in thisarticle. CR 5142 may be found at http://www.cms.hhs.gov/Transmittal downl 0ads/RI90CP.pdf onthe CMS
website.

If you have questions, please contact your Medicare carrier/ DMERC or FI/RHHI 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: MM5142 Related Change Request (CR) #: 5142
Related CR Release Date: June 23, 2006 Effective Date: October 1, 2006
Related CR Transmittal # R990CP Implementation Date; October 2, 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.

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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New Current Procedural Terminology Code
CMS hasissued the following MLN Matters article. Information for Medicare Fee-for-Service Health Care Professionals.
Provider Types Affected

All Medicare providers

Provider Action Needed
STOP — Impact to You

Effective July 1, 2005, Medicare carriers and intermediaries must use the new Current Procedural Terminology (CPT)
code 90714 (Tetanus and diphtheria toxoids (Td) adsorbed, preservative free, for use in individuals 7 years or older, for
intramuscular use) for services previoudly billed under CPT code 90718.

CAUTION — What You Need to Know

Effective for services on or after July 1, 2005, if you do not use the new Current Procedural Terminology (CPT) code
90714, reimbursements may be impacted. CR 4222 provides notification of thisnew CPT code for tetanus and diphtheria
toxoids (seeinformation bel ow).

GO — What You Need to Do
Make surethat your billing staffs are aware of thisnew CPT code.

Background
Effective July 1, 2005, the following vaccine CPT codeis being added to the CPT system.
CPT code 90714
Short Descriptor Tdvaccineno prsrv >/=7im
Long Descriptor Tetanus and diphtheria toxoids (Td) adsorbed, preservative free, for use in individual 7 years or

older, for intramuscular use

Note: Your carriers and fiscal intermediarieswill assign the CPT code 90714 to statusindicator “E” in the Medicare physician
fee schedule database. Deductible and coinsurance apply.

Effective July 1, 2005, the following vaccine are used:

e CPT code 90718 — Tetanus and diphtheria toxoids (Td) absorbed for use in an individual seven years or older, for
intramuscular use.

e CPT 90714 — Tetanus and diphtheria toxoids (T[d]) absorbed, preservative freg, for use in individuals 7 years or older,
for intramuscular use.

Additional Information

Medicarewill not searchitsfilesto retract payment for claimsalready paid or to retroactively pay claims. However,
carrierslintermediarieswill adjust claimsbrought to their attention.

The official instruction issued to your carrier/intermediary is available on the CMSwebsite at
http: //www.cms.hhs.gov/ Transmittal s/downl oads/R910CP.pdf.

If you have any questions, please contact your carrier/intermediary 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: MM 4222

Related Change Request (CR) Number: 4222

Related CR Release Date: April 21, 2006

Related CR Transmittal Number: R910CP

Effective Date: July 1, 2005

Implementation Date: October 2, 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.

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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Non-Autologous Blood Derived Products for Chronic Non-Healing
Wounds

CMS hasissued 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) and/or regional
home health intermediaries (RHHIs) for chronic non-healing wound related services furnished to Medicare beneficiaries.

Impact on Providers

Thisarticleisbased on Change Request (CR) 5123 which instructs Medicare contractors (carriers, FIs, and RHHIs) that
claims submitted for becapler min, a self-administered, non-autol ogous growth factor for chronic, non-healing, subcutaneous
woundswill remain noncover ed.

Becaplermin, Healthcare Common Procedure Coding System (HCPCS) S0157, is nationally noncovered becauseitis
usually self-administered by the patient.

Background

After releasing anational noncoverage determination (NCD) on autologous bl ood-derived products for chronic non-
healing woundsin December of 2003, an error was printed inthe NCD Manual.

To correct that error, the Centersfor Medicare & Medicaid Services (CMS) isrevising section 270.3 of the National
Coverage Determinations (NCD) Manual (Publication 100-03, Chapter 1, Part 3, “ Blood-Derived Productsfor Chronic Non-
Healing Wounds”) to accurately reflect the payment policy for non-autologous blood derived products for chronic non-
healing wounds, effectiveApril 27, 2006.

In thisrevision, the following sentence is being del eted:

“Coverage for treatments utilizing becaplermin, a non-autologous growth factor for chronic non-healing subcutaneous non-
healing wounds, will remain at local carrier discretion. Becaplerminisapproved by the Food and Drug Administration.”

The correct statement should read:

“Coverage for treatments utilizing becaplermin, a non-autologous growth factor for chronic non-healing subcutaneous
wounds, will remain nationally non-cover ed under Part B based on section 1861(s)(2)(A) and 1861(s)(2)(B) becausethis
product is usually self-administered by the patient.”

While CMS makes every effort to provide accurate and complete information, the erroneous coverage statement printed in
the NCD Manual regarding nonautol ogous blood-derived products was not intended, and is not part of the Decision Memo-
randum (DM) posted on December 15, 2003. Non-autologous blood-derived products are not in the same class as the products
referred to inthe December 15, 2003, DM.

NCDsarebindingonall carriers, Fls, quality improvement organizations, health mai ntenance organi zations, qualified
independent contractors, the Medicare A ppeals Council, and administrative law judges (AL Js) (see 42 CFR 405.1060)(a)(4),
effective May 1, 2005). An NCD that expands coverageis also binding on a M edicare advantage organization. |n addition, an
ALJmay not review an NCD (see section 1869(f) (1)(A)(i) of the Social Security Act).

Additional Information

CR5123istheofficial instruction issued to your Medicare carrier or FI/RHHI regarding changes mentioned inthisarticle.
Therearetwo transmittalsfor CR 5123. Transmittal 59, containingthe NCD revision, isavailableat
http: //mww.cms.hhs.gov/ Transmittal S/downl oads/R59NCD.pdf on the CM S website. Transmittal 977, containing the Medicare
claims processing instructions, is at http://www.cms.hhs.gov/Transmittal downloads/R977CP.pdf on the CM S website.

If you have questions please contact your Medicare carrier/FI/RHHI at their tollfree number, which may be found at
http: //Amww.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 MattersNumber: MM 5123

Related Change Request (CR) #: 5123

Related CR Release Date: June 9, 2006
Effective Date: April 27,2006

Related CR Transmittal #: R977CPand R59NCD
Implementation Date: July 10, 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.
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Payment for Islet Cell Transplantation in NIH-Sponsored Clinical Trials
CMS hasissued the following MLN Matters article. Information for Medicare Fee-for-Service Health Care Professionals.

Provider Types Affected
Physicians, suppliers, and providersbilling Medicare contractors (carriers and fiscal intermediaries[FIs])

Provider Action Needed
STOP — I mpact to You

The Centersfor Medicare & Medicaid Services (CMS) isupdating the modifier used for claimsfor islet cell transplantation
and for routine follow-up care related to the transplantation in NIH-sponsored clinical trials.

CAUTION —What You Need to Know

Please note that effective for islet cell transplantation and routine follow-up services related to theislet cell transplanta-
tionon or after May 1, 2006, the modifier QV isnolonger vaid. The modifier QR (item or service provided inaMedicare-
specified study) will replacethe modifier QV for serviceson or after May 1, 2006.

GO —What You Need to Do
Refer to the Background and Additional Information sections of this article for more information. Be ready to use the
new modifier QR for payment of islet cell transplantation and routine follow-up care when appropriate.

Background

Asaresult of section 733 of the Medicare Prescription Drug |mprovement and Modernization Act of 2003 (MMA) (PL.
108-173), for services performed/discharges on or after October 1, 2004, Medicare coversidet cell transplantation for patients
with type | diabeteswho are participating in an NIH-sponsored clinical trial. Theislet cell transplantation may be done alone or
in combination with kidney transplantation.

Additional Information
Effectivefor serviceson or after May 1, 2006, Medicare will accept the modifier QR for payment on claimsfor patientswho
participatein an NIH-sponsored clinical trial in conjunction with:;

Islet cell transplantation; and

Routine follow-up carerelated to ilet cell transplantation, when:
Performed in an outpatient department of a hospital; and

Billed ontypeof bill (TOB) 13x or 85x.

For additional information, pleaserefer to MM 3385, “MMA-Billing Requirementsfor Islet Cell Transplantation for
BeneficiariesinaNational Institutes of Health (NIH) Clinical Trial,” which may befound at
http: //Mmww.cms.hhs.gov/MLNMatter sArticles/downl oads/MM3385.pdf on the CM S website. Also, refer to the Medicare
National Coverage Determination Manual, publication 100-03, Chapter 1, Part 4, Section 260.3.1 “Islet Cell Transplantationin
the Context of aClinical Trial (Effective October 1, 2004),” located at http://mww.cms.hhs.gov/manual s/’downl oads/
ncd103cl Part4.pdf on the CM S website.

CR5140istheofficial instruction issued to your Medicare carrier or FI regarding changes mentioned in thisarticle, and
the manual attachment to CR 5140, the Medicar e Claims Processing Manual, Publication 100-4, Chapter 32, “Billing Require-
mentsfor Special Services,” Section 70 “Billing Requirementsfor Islet Cell Transplantation for Beneficiariesin aNational
Ingtitutes of Health (NIH) Clinical Trial.” CR 5140 may befound at http://www.cms.hhs.gov/Transmittal s/downl oads/
RI86CP.pdf on the CM Swebsite.

If you have questions, please contact your Medicare carrier 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 MattersNumber: MM 5140
Related Change Request (CR) #: 5140
Related CR Release Date: June 16, 2006
Effective Date: May 1, 2006

Related CR Transmittal # R986CP
Implementation Date: July 31, 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.
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DuraBLE MEDICAL EQUIPMENT

Enrollment of Manufacturers of Replacement Parts and Supplies for
Prosthetic Implant or Implantable Durable Medical Equipment that Is

Surgically Inserted at an Ambulatory Surgical Center

ffective June5, 2006, carrierswill not enroll manufacturers of implantable or non-implantabl e prostheticsinto the Medicare

program. All manufacturers of non-implantable prosthetics and DME and replacement parts and suppliesfor prosthetic
implants and surgically implantable DME arerequired to enroll in the Medicare program as asupplier with the National
Supplier Clearinghouse (NSC).

All manufacturers currently enrolled in the Medicare program and billing acarrier for orthotic, prosthetic and/or miscella-
neous DM E will be notified that their enrolIment will be terminated within 120 days after carrier’snotification. Thisnatification
will includethe option to enroll asa DM EPOS supplier or non-implantable DM EPOS through the NSC within the 120-day
timeframe and NSC contact information.

Source: CM S Joint Signature Memorandum 06465, dated May 31, 2006

EvAaLUATION AND MANAGEMENT SERVICES

Medicare Telehealth Services Update
CMS hasissued the following MLN Matters article. Information for Medicare Fee-for-Service Health Care Professionals.

Provider Types Affected
Providerswho bill Medicare carriersand fiscal intermediaries (FIs) for Telehealth services

Provider Action Needed
STOP — I mpact to You

When billing for telehealth services provided on or after January 1, 2006, do not use current procedure terminology (CPT)
codes 99261- 99263 (hospital inpatient follow-up consultations) or 99271-99275 (confirmatory consultations). These codes
no longer exist, and using them could impact your reimbursement.

CAUTION —What You Need to Know

The American Medical Association has deleted CPT codes 99261 — 99263 (hospital inpatient follow-up consultations)
and codes 99271 — 99275 (confirmatory consultations). Effective January 1, 2006, these CPT codes no longer exist and were
removed from the physician fee schedule.

GO —What You Need to Do
Make sure that your hilling staffs are aware that CPT codes 99261- 99263 and 99271-99275 are no longer usable for
telehealth services.

Background
CR 5122, fromwhichthisarticleistaken, isissued to alert you that, effective January 1, 2006, theAMA has deleted the
following CPT codes:

e 99271 — 99275 (Confirmatory consultation); and
e 99261 — 99263 (Follow-up inpatient consultation).

Thus, the CPT codes that describe these services (hospital inpatient follow-up consultations — 99261 through 99263
and confirmatory consultations — 99271 through 99275) no longer exist.

In response, also effective January 1, 2006, CM S has removed confirmatory consultation and inpatient follow-up consul-
tation from the list of Medicare telehealth services as referenced in the Medicare Benefit Policy Manual (Publication 100-02)
and the Medicare Claims Processing Manual (Publication 100-04). The relevant sections of these Manual s (Publication 100-
02, Chapter 15, Section 270.2[List of Medicare Tel ehealth Services] and Publication 100-04 Chapter 12, Section 190.3 [List of
Medicare Telehealth Services]) have been revised to reflect these policy changes.

Asdisplayed in Table 1 below, office and other outpatient consultations and initial inpatient consultations are included in
Medicare telehealth consultations as described by CPT codes 99241 through 99255. The table displays the current Medicare
telehealth services and CPT and HCPCS codes.
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Medicare Telehealth Services Update, continued
Tablel1: Current MedicareTelehealth Servicesand Associated CPT/HCPCS Codes

Service CPT/HCPCS Codes

Consultations 99241 - 99255 as of January 1, 2006

Office or other outpatient visits 99201 - 99215

Individual psychotherapy 90804 - 90809

Pharmacol ogic management 90862

Psychiatric diagnostic interview examination 90801

End Stage Renal Disease (ESRD) related services G0308, G0309, G0311, G0312, G0314, GO315,
G0317, and G0O318

Individual Medical Nutrition Therapy G0270, 97802, and 97803

Additional Information

You can find moreinformation about current Medicare telehealth services and the associated CPT/HCPCS codesin CR
5122, located at http://cms.hhs.gov/Transmittal s/downl cads/R53BP.pdf for the changes to Publication 100-02, Chapter 15,
Section 270.2 (List of Medicare Telehealth Services) and at http://mww.cms.hhs.gov/Transmittal s/downl oads/R997CP.pdf for
the changesto Publication 100-04, Chapter 12, Section 190.3 (List of Medicare Tel ehealth Services).

If you have any questions, please contact your carrier/Fl 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 is1-866-454-9007 (FL)
or 1-866-419-9455 (CT).

MLN Matters Number: MM5122 Related Change Request (CR) #: 5122
Related CR Release Date: July 7, 2006 Effective Date: January 1, 2006
Related CR Transmittal # R997CP and R53BP Implementation Date: August 7, 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.

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.

Non-Physician Practitioner Payment for Care Plan Oversight
CMS hasissued the following MLN Matters article. Information for Medicare Fee-for-Service Health Care Professionals.

Provider Types Affected
Non-Physician Practitioners (NPPs) and suppliersbilling Medicare carriersfor home health CPO services.

Provider Action Needed
STOP — I mpact to You

Thisarticleisbased on Change Request (CR) 4374 which clarifiesthe policy associated with NPPs billing for physician
home health care plan oversight (CPO).

CAUTION —What You Need to Know

The manual revision in CR 4374 effectuates arevision to the policy that the same provider that signsthe plan of care does
not have to be the same provider that billsfor physician care plan oversight. Effective January 1, 2005, NPPs must meet certain
conditions to be eligible for payment for home health care plan oversight services even though they may not sign the plan of
care. ThisCR clarifiesthose conditions.

CR 4374 clarifiesthe policy associated with NPPs billing for physician hospice CPO and clarifiesthe HCPCS codesfor
CPO. It temporarily waivesthe requirement to include the Home Health Agency (HHA) or hospice provider number on aCPO
claim sincethereis currently no place onthe HIPAA standard ASC X 12N 837 professional format to specifically includethe
HHA or hospice number. CR 4374 al so states that the physician who bills CPO must be the same physician who signs the plan
of care.

GO —What You Need to Do
See the Background section of this article for further details regarding these changes.

Background

Physician CPO is paid under the Medicare Physician Fee Schedule (MPFS), and dueto aprovision in the Medicare
Claims Processing Manual (Publication 100-04, Chapter 12, Section 180), Non-Physician Practitioners (NPPs) have been
prohibited from billing for this service in ahome health setting.

The current manual section (Section 180) provides that the physician who signs the plan of care for home health services
must be the same person that bills for physician CPO. Since only aphysician can sign the plan of care for home health
services, NPPs have been unableto bill for physician home health CPO.
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Non-Physician Practitioner Payment for Care Plan Oversight, continued

Under thefinal physician fee schedule rule, published in the Federal Register on November 15, 2004, nurse practitioners
(NPs), physician assistants (PAs), and clinical nurse specialists (CNSs), practicing within the scope of state law, may hill for
CPO.

Theintention of the Centersfor Medicare & Medicaid Services (CMS), asoutlined in later portions of the Medicare
Claims Processing Manual, wasto allow NPPsto bill for physician CPO within their state scope of practice. The current
inconsistency in Section 180 will not allow NPPsto be paid for this service.

CR 4374 revises the policy that states that the same provider that signs the plan of care does not have to be the same
provider that billsfor physician CPO.

In addition, the Medicare Claims Processing Manual (Publication 100-04, Chapter 11, Section 40.1.3.1) has been revised
to clarify CPO billing requirementsfor beneficiarieswho have el ected the hospice benefit.

Currently thereisno place on the HIPAA standard ASC X 12N 837 professional format to specifically includethe HHA or
hospice number required for a CPO claim. For thisreason, the requirement to include the HHA or hospi ce provider number on
aCPO claim istemporarily waived until anew version of this electronic standard format is adopted under HIPAA and includes
aplaceto providethe HHA and hospice provider numbersfor CPO claims.

For servicesfurnished on or after January 1, 2005, your carrier will allow NPPsto bill for physician home health CPO even
though they cannot 1) certify a patient for home health services and 2) sign the plan of care.

For beneficiaries who have elected the hospice benefit, physicians or NPPs who have been identified by abeneficiary to
be hisor her attending physician may submit claimsfor CPO.

Note: For physiciansor NPswho areemployed by ahospiceagency, CPO isnot separ ately payable.
CR 4374 instructsyour carrier to:

e  Pay for physician home health CPO services (HCPCS code G0181) when billed by an NPPfor dates of service on or after
January 1, 2005;

e Pay for physician home health plan CPO services (HCPCS code G0181) no morethan once per calendar month per patient;

e Pay for physician hospice CPO services (HCPCS code G0182 with GV modifier) when billed by anurse practitioner for
dates of service on or after January 1, 2005;

e Pay for physician hospice CPO services under HCPCS code G0182 no more than once per calendar month per patient;
e Re-open and adjust any erroneously denied claims with practitioner CPO services brought to their attention; and

e Not require the provider numbers of the home health agency or hospice for CPO claims effective for dates of service on or
after January 1, 2005.

Implementation
Theimplementation datefor CR 4374 isOctaber 2, 2006.

Additional Information

For complete details, please see the official instruction issued to your carrier regarding this change. That instruction may
be viewed at http://mmw.cms.hhs.gov/Transmittal s’downl 0ads/R999CP.pdf on the CM S website.

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/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: MM4374 Related Change Request (CR) #: 4374
Related CR Release Date: July 14, 2006 Effective Date: January 1, 2005
Related CR Transmittal # R999CP Implementation Date; October 2, 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.

\

Sign up to our eNews electronic mailing list
Join our eNews mailing list and receive urgent and other critical information issued by
First Coast Service Options, Inc. (FCSO), your FloridaMedicare carrier. By
signing up, you will receive automatic email notification when new or updated information
is posted to the provider education website http://mww.floridamedicare.com. It's very
easy to do. Simply go to the website, click on the“eNews’ link on the navigational menu
\_ and follow the prompts. )
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L ABORATORY/PATHOLOGY

Correction to CR 4136: New Waived Tests

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

Note: CR 5131 corrects an incorrect Current Procedural Code (CPT) mentioned in the third sentence of the second paragraph
in the background section of the Recurring Update Notification attachment for CR 4136. Only this sentence has been
revised. All other information remainsasitiswrittenin CR 4136.

Note: Thisarticlewasrevised on July 11, 2006, to show that the effective dateis January 1, 2006 and the implementation date
at the top of this pageisJuly 24, 2006. These dates were inadvertently transposed on the original article.

Provider Types Affected
All providers and suppliers billing Medicare carriersfor |aboratory tests

Background
CR 5131 corrects an incorrect Current Procedural Code (CPT) mentioned in the third sentence of the second paragraph
in the background section of the recurring update notification attachment for CR 4136.

Key Points
Thisarticleand CR 5131 identifiesthe correction issued by the Centersfor Medicare & Medicaid Services (CMS) regard-
ing the “Waived Tests:”

e CPT code 82271 was incorrectly listed in the second paragraph of the background section of the recurrent update
notification attachment of CR 4136 as not requiring amodifier QW. The CPT code should have been 82272 and it does
not requireamodifier QW.

o All other information that outlines which tests require the modifier QW and which do not require the modifier QW remains
thesameaslisted in CR 4136.

(TheWeb addressfor MLN Mattersarticle MM4136 relatedto CR 4136 is
http: //mwww.cms.hhs.gov/MLNMatter sArticles/downl oads/MM4136.pdf on the CM S website.)

Implementation
Theeffectivedatefor thisinstruction was January 1, 2006, and the correction by CR 5131 will beimplemented on July 24,
2006.

Additional Information
Theofficial instruction, CR 5131, issued to your Medicare carrier regarding this change may be found at
http: //mww.cms.hhs.gov/transmittal downl oads/RO88CP.pdf on the CM S website.
If you have questions, please contact your Medicare 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.
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: MM5131 Revised  Related Change Request (CR) #: 5131
Related CR Release Date: June 23, 2006 Effective Date: January 1, 2006
Related CR Trangmittal #: R988CP Implementation Date: July 24, 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.

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.

/Sign up to our eNews electronic mailing list )
Join our eNews mailing list and receive urgent and other critical information issued by
First Coast Service Options, Inc. (FCSO), your FloridaMedicare carrier. By
signing up, you will receive automatic email notification when new or updated information
is posted to the provider education website http://mww.floridamedicare.com. It's very
easy to do. Simply go to the website, click on the “eNews” link on the navigational menu
and follow the prompts.

J
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Healthcare Common Procedure Coding System Correction for the
Caffeine Halothane Contracture Test for Malignant Hyperthermia

Susceptibility

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

Provider Types Affected
Providersbilling Medicare carriersfor laboratory tests

Provider Action Needed
STOP — I mpact to You

Effective January 1, 2006, you do not haveto include a
Clinical Laboratory Improvement Amendments(CLIA)
number on claims that you submit for CPT code 89049
[Caffeine halothane contracture test (CHCT) for malignant
hyperthermia susceptibility, including interpretation and
report].
CAUTION —What You Need to Know

CR 5113 providesthat CPT code 89049 is not consid-
ered atest under CLIA. Therefore, performing this test does
not necessitate that afacility have any CLIA certificate, nor
requireaCLIA number on claimsfor itsuse.

GO —What You Need to Do

Make sure that your billing staffs are aware that they do
not haveto includeaCLIA number on claimsfor CPT code
89049.

Background

The CLIA regulationsrequire afacility to be appropri-
ately certified for each test that it performs. Therefore,
laboratory claimsare currently edited at the CLIA certificate
level to ensure that Medicare and Medicaid only pay for
laboratory teststhat are performedin facilitieswith valid,
current CLIA certificates.

Thisbeing said, CR 5113, fromwhich thisarticleis
taken, notifies carriers of one HCPCS correction for code
89049 [ Caffeine halothane contracture test (CHCT) for
malignant hyperthermia susceptibility, including interpre-

tation and report]. While, currently, CPT code 89049 is
subject to CLIA editsand hasalaboratory certification (LC)
code of 610 (histopathology), CR 5113 providesthat this
HCPCS codeishot considered atest under CLIA.

Therefore, effective January 1, 2006, carrierswill remove
CLIA editsfor CPT code 89049, including the L C code 610,
and will not requireaCLIA number on claims submitted by
facilitiesfor the CPT code 89049.

You should be aware that your carriers are not required
to search their filesto either retract payment or retroactively
pay claims processed before this change is made. However,
they will adjust claims brought to their attention.

Additional Information

You can find moreinformation about billing for CPT
code 89049 (Caffeine hal othane contracture test [CHCT])
for malignant hyperthermiasusceptibility, including interpre-
tation and report] by going to CR 5113, located at http://
www.cms.hhs.gov/ Transmittal ydownl oads/R984CP.pdf on
the CM Swebsite.

If you have any questions, please contact your carrier at
their toll-free number, which may befound at http://
www.cms.hhs.gov/MLNProducts/downl oads/

CallCenter 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: MM5113
Related Change Request (CR) #: 5113
Related CR Release Date: June 16, 2006
Effective Date: January 1, 2006

Related CR Transmittal # R984CP
Implementation Date: October 2, 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.

RaADIoLOGY

Allowance for Procedure Code R0070

he allowancefor the portable X -ray transportation procedure code R0070 has been increased to $100.88 for claims

processed on or after July 3, 2006.

The ambulanceinflation factor (AIF) for 2006 was used to adjust the allowance. TheAlF factor will also be used to adjust

the allowance of R0070 annually starting January 2007.
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SURGERY

Lumbar Artificial Disc Replacement
CMS hasissued the following MLN Matters article. Information for Medicare Fee-for-Service Health Care Professionals.

Provider Types Affected
All physiciansand providerswho bill Medicare carriersand fiscal intermediaries (FIs) for lumbar artificial disc replacement
(LADR)

Providers Action Needed
Thisarticleand Change Request (CR) 5057 provide specific information regarding the new national coverage determina-
tion (NCD) for LADR. The messageisthree pronged:

1) EffectiveMay 16, 2006, the LADR with the Charitelumbar artificial discisnot covered by Medicarefor beneficiariesover
60 years of age, i.e., on or after the beneficiary’s 61st birthday;

2 Medicarecoverage under theinvestigational device exemption (IDE) and/or clinical trail policy for other lumbar artificial
discsis not impacted by this decision and such coverage continuesiif the billing requirements are met and the appropriate
codes are submitted; and

3 For patients 60 years of age and younger, there is no NCD, leaving such determinations to continue to be made by the
local contractors.

Background

The Centersfor Medicare & Medicaid Services (CMS), upon compl etion of anational coverage analysis(NCA) for LADR,
determined that LADR with the Charite lumbar artificial discisnot reasonable and necessary for Medicare patients over 60
years of age and is, therefore, noncovered for this patient popul ation. For Medicare beneficiaries 60 years of age and younger,
thereisno NCD, leaving such determinations to be made by thelocal Medicare carrier or Fl.

ThisNCD focuses on the LADR with the Charite lumbar artificial disc becauseit isthe only United States Food and Drug
Administration (FDA) approved lumbar artificial disc at thistime. The FDA has approved the use of the Charite artificial discfor
spine arthroplasty in skeletally mature patients with degenerative or discogenic disc disease (DDD) at onelevel for L4 to S1.

Theaddition of section 150.10 of Pub.100-03isan NCD. NCDsarebinding on al carriers, Fls, quality improvement
organizations, qualified independent contractors, the Medicare Appeals Council, and administrative law judges (AL Js) (see 42
CFR section 405.1060(a)(4), effective May 1, 2005). An NCD that expands coverageisalso binding on aMedicare advantage
organization. In addition, an AL Jmay not review an NCD. (See section 1869(f)(1)(A)(i) of the Social Security Act.)

Billing Requirements
Thefollowing are the billing requirements for LADR according to the revised Medicare Claims Processing Manual,
Chapter 32, Section 170, whichiseffective May 16, 2006.

e Assuming the providers bill separately, physicians and hospitals need to issuethe appropriateliability notice, (advance
beneficiary notice (ABN) or hospital issued notice of non-coverage (HINN), to beneficiaries over 60 years of agewho
choose to have this procedure using the Charite lumbar artificial disc.

Thefollowing language should be included in the ABN:
Under the* Itemsor Service” Section: Lumbar Artificial Disc Replacement (LADR) with the Charite Lumbar Artificia Disc.

Under the “Because” Section: After anational coverage analysis (NCA), Medicareissued anational coverage
determination (NCD) (Section 150.10 of Medicare NCD Manual) that stated that LADR with the Charite Lumbar Artificial
Discisnot reasonable and necessary for Medicare beneficiaries over 60 years of age. Therefore, LADR with the Charite
lumbar artificial discisnoncovered for beneficiariesover 60 years of age.

Medicare never pays for this service for this Medicare population.

Hospitals need to have abeneficiary who isover 60 yearsof agesign a HINN if he/she wishesto have the procedure
donewhen a Charite lumbar artificial discisused inthe procedure. If the beneficiary isnot informed prior to admission
that he or sheisfinancially liablefor the admission, the provider isliable.

Information for ProvidersBilling Carriers

e For patientsover 60 years of age. Claims submitted with category 111 Codes 0091T (Single interspace, lumbar) and/or
0092T (Each additional interspace) will be denied unless performed under an approved IDE/clinical trial. (Note: The
Charite lumbar artificial discistheonly artificial disc approved by the Food and Drug Administration, therefore the
procedure (0091T or 0092T) would be using the Charite unless under an IDE/clinical trial.)

For patients over 60 years of age for procedures performed under the IDE/clinical trial and approved by the contractor,
claims submitted with 0091 T or 0092T and the modifier QA will be allowed and normal claimsprocessing criteriafor IDES/
clinical trialswill befollowed.
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Lumbar Artificial Disc Replacement, continued

Information for ProvidersBillingFls

For patients over 60 years of age, claims submitted with ICD-9-CM procedure code 84.65 (Insertion of total spinal disc
prosthesis, lumbosacral) is never payable and will be denied unless performed under an approved IDE/clinical trial.

For patients over 60 years of age for procedures performed under the IDE/clinical trial and approved by the contractor, the
FI will pay for LADR only when submitted with |CD-9 procedure code 84.65 with condition code 30 and diagnosis code VV70.7
when submitted on type of bill (TOB) 11x.

e  For services submitted on TOB 11x in critical access hospitals (CAH), the payment will be 101% of reasonabl e cost.

e  For services submitted on TOB 11x from inpatient hospitals, including Indian health services (IHS) inpatient hospitals, will
be paid under |PPS based on the DRG.

e  For services submitted/performed on TOB 11x, IHS CAHswill be paid under 101% facility specific per diemrate.

M edicare Summary Notice (M SN) and Claim Adjustment Reason Code M essagesfor Denied Claims

o Thefollowing MSN: 21.24 will beissued: “ Thisserviceisnot covered for patientsover age 60.” alongwithaclaim
adjustment reason code such as: 96 “Non covered charge(s).”

Implementation
Theimplementation datefor thisinstructionisJuly 17, 2006, for claims submitted to carriersand October 1, 2006, for
claims submitted to Medicare Fls. But, in both instances, the change applies to services provided on or after May 16, 2006.

Additional Information

The officia instructionsissued to your Medicare carrier and intermediary regarding this change are in two transmittals for
CR5057. Transmittal R60ONCD containsthe NCD instructions and may befound at
http: //Mmww.cms.hhs.gov/ Transmittal S/downl 0ads/R60NCD.pdf on the CM S website. The claims processing instructions arein
Transmittal R992CP, which isat http://mwww.cms.hhs.gov/Transmittal downl oads/RO92CP. pdf.

If you have questions, please contact your Medicare intermediary or carrier at their toll-free number, which may be found
at http://mwwww.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: MM5057

Related Change Request (CR) #: 5057

Related CR Release Date: June 23, 2006

Effective Date: May 16, 2006

Related CR Transmittal # R60NCD and R992CP

Implementation Date: July 17, 2006 (carriers); October 1, 2006 (Fls)

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.

THERAPY SERVICES

Changes Conforming to Change Request 3648 or Therapy Services

CMS has issued the following MLN Matters article. Information for Medicare Fee-for-Service Health Care Professionals.
This information was previously published in the July 2006 Medicare B Update! pages 38-39.

Note: Thisarticlewasrevised on June 15, 2006, to reflect changes made to CR 4014, which wasre-issued on June 14, 2006. The
transmittal number, CR rel ease date, and the Web addressfor viewing CR 4014 wererevised. All other information
remainsthe same.

Provider Types Affected
Physicians, suppliers, and providersbilling Medicare carriersincluding durable medical equipment regional carriers
(DMERCs) and/or fiscal intermediaries (FIs), including regional home health intermediaries (RHHIs), for therapy services

Provider Action Needed
STOP — I mpact to You

Thisarticle is based on Change Request (CR) 4014, which updates |anguage in the Medicare National Coverage
Determinations Manual (Publication 100-03) and the Medicare Claims Processing Manual (Publication 100-04) by changing
the term “ speech therapy” to “ speech-language pathology.”
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Changes Conforming to Change Request 3648 or Therapy Services, continued

CAUTION —What You Need to Know

To conform to changesin CR 3648, CR 4014 removesfrom the Medi care Claims Processing Manual (Publication 100-04)
the requirement to include the date last seen by a physician for outpatient services provided by a physical or occupational
therapist or speech-language pathologist.

Requirements for therapy services incident to a physician have not been changed.

GO —What You Need to Do
See the Background section of this article for further details regarding these changes.

Background

The Centersfor Medicare & Medicaid Services (CMS) is updating language in the Medicare National Coverage Deter-
minations (NCD) Manual (Publication 100-03) and the Medicare Claims Processing Manual (Publication 100-04) asfollows:
The term “ speech therapy” is being changed to “ speech-language pathology.”

In addition, CMSis changing requirementsin Chapter 1 of the Medicare Claims Processing Manual where therapists are
to provideinformation on CM S-1500 (Heal th Insurance Claim Form) and the UB-92 claim form concerning the date last seen by
the physicianto conformwithinstructionsin CR 3648, Transmittal 36, dated June 24, 2005; subject: Publication 100-02, Chapter
15, Sections 220 and 230 Therapy Services. CR 3648 may befound at
http: //Amww.cms.hhs.gov/Transmittal Sdownl oads/R36BP.pdf on the CMS website.

Health Insurance Portability and Accountability Act (HIPAA) guidelines require the following information only when it
impacts the payer’s adjudication process:

o Datelast seen; and
e  Theunique provider identification number (UPIN) of the physician.

Medicare payment is not impacted by this information except when the serviceis provided “incident to” the services of a
physician’sor non-physician practitioner’s (NPP), in which caseit isrequired. CR 4014 updatesinstructionsin CR 3648
(related to claimsfor services “incident to” aphysician’s/NPP’ s service) by acknowledging that:

e The"“incident to” service can beidentified only on prepay or post pay review;
e Manual review of all therapy claimsis not required; and
e “Incident to” policies have not changed and still apply to therapy services.
CR 4014 ad so clarifies sel ected business requirementsin CR 3648 to indicate that some contractor actions:
e  Will occur on prepay or post pay review. For example, compare the following:

e Business Rule (BR) 3648.8 — Contractors shall pay for therapy services only when the service qualifies as atherapy
service and the service is furnished by qualified professionals, or qualified personnel as defined in the manuals; with

e BR4014.8—-0n prepay or post pay review of outpatient therapy claimsfor services provided on or after July 25, 2005,
contractors shall pay for physical therapy and occupational therapy services only when the service is furnished by
qualified professionals, or qualified personnel as defined in the appropriate M edicare manuals.

e  Should not be applied to services“incident to.” (e.g., BR 3648.3 — Medicare contractors shall not deny therapy claims
based on missing documentation of a visit to the physician on prepay or post pay review).

CR 3648 omitted the requirement for aphysician visit when therapy services are billed. This change omitsthe requirement
that the physician visit be documented on the claim.

This change does not affect the requirements for services billed “incident to” a physician.

Therefore, when atherapy serviceishilled “incident to,” the following requirements remain in effect because they are
required by “incident to” policies:

e Aninitial physician visit (date last seen); and
e |dentification of the ordering (and supervising) physiciang/NPPs.

Implementation
Theimplementation date for thisinstruction is October 2, 2006.

Additional Information

CR 3648 (Transmittal 36 dated June 24, 2005, subject Pub. 100-02, Chapter 15, Sections 220 and 230 Therapy Services) may
be reviewed at http://www.cms.hhs.gov/imanualpm_trans/R36BP.pdf on the CMS website.

TheMLN Mattersarticle, MM 3648 may beviewed at
http: //mww.cms.hhs.gov/MLNMatter sArticles/downl oadsyMM3648.pdf on the CM S website.

For complete details, please seethe official instructions (CR 4014) issued to your carrier/intermediary regarding this
change. Therearetwo transmittalsfor CR 4014, the NCD, transmittal 55isavailable at
http: //imww.cms.hhs.gov/Transmittal Sdownl 0oads/R55NCD.pdf. Transmittal 941 is the Medicare Claims Processing Manual
update, which is available at http://mww.cms.hhs.gov/Transmittal s/downl 0ads/R980CP.pdf on the CM S website.
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CONNECTICUT anp FLORIDA COVERAGE/REIMBURSEMENT

Changes Conforming to Change Request 3648 or Therapy Services, continued

If you have any questions, please contact your carrier/intermediary 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 is1-866-454-9007 (FL)
or 1-866-419-9455 (CT).

MLN Matters Number; MM 4014 Revised Related Change Request (CR) #: 4014
Related CR Release Date: June 14, 2006 Effective Date: October 1, 2006
Related CR Transmittal # R980CP and R55NCD Implementation Date; October 2, 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.

Therapy Caps Exception Process

CMShasissued the following “ MLN Matters article. Information for Medicare Fee-for-Service Health Care Professionals.
This information was previously published in the Third Quarter 2006 Medicare B Update! pages 65-67.

Note: Thisarticlewasrevised on July 3, 2006, to modify the transmittal number and Web address for the change made to the
Medicare Benefit Policy Manual. All other information remainsthe same.

Provider Types Affected
Providers, physicians, and nonphysician practitioners (NPPs) who bill Medicare contractors (fiscal intermediaries (FIs)
including regional home health intermediaries (RHHISs), and carriers) under the Part B benefit for therapy services

Key Points

. Effective January 1, 2006, afinancial limitation (therapy cap) was placed on outpatient rehabilitation servicesreceived
by Medicare beneficiaries. Theselimits apply to outpatient Part B therapy servicesfrom all settings except the outpatient
hospital (place of service code 22 on carrier claims) and the hospital emergency room (place of service code 23 on carrier

claims).

Outpatient rehabilitation servicesinclude:
) Physical ther apy —including outpatient speech-language pathology: Combined annual limit for 2006 is$1,740; and
° Occupational ther apy —annual limit for 2006is$1,740.
. In 2006 Congress passed the Deficit Reduction Act (DRA), which allowsthe Centersfor Medicare & Medicaid

Services (CMS) to grant, at the request of the individual enrolled under the Part B benefit or a person acting on behalf of
that individual, exceptionsto therapy capsfor servicesprovided during calendar year 2006, if these servicesmeet certain
qualifications asmedically necessary services (Section 1833(g)(5) of the Social Security Act).\

. The exception process may be accomplished automatically for certain services, and by request for exception, with the
accompanied submission of supporting documentation, for certain other services.
. Medicare beneficiarieswill be automatically excepted from the therapy cap and will not be required to submit requests

for exception or supporting documentation if those beneficiaries:

. M eet specific conditions and complexities listed in the Medicare Claims Processing Manual, Pub. 100-04, Chapter 5,
(asrevised by CR 4364) for exception from the therapy cap; or

. Meet specific criteriafor exception, in addition to those listed in the Medicare Claims Processing Manual, Pub. 100-
4, Chapter 5, where the Medicare contractor has published additional exceptions, when the contractor believes, based on
the strongest evidence available, that the beneficiary will require additional therapy visits beyond those payable under

the therapy cap.

. Medicare beneficiaries may be manually excepted from the therapy cap if their providers believe that the beneficiaries
will 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.

You may submit arequest, with supporting documentation, for a specific number (not to exceed 15 future treatment days
for each discipline of occupational therapy, physical therapy, and speech language pathology services) of additional
therapy visits.

o Pleaserefer to the Additional Information section of this article for more detailed information about the therapy caps
exception process.
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Changes Conforming to Change Request 3648 or Therapy Services, continued

Background

Financial limitations on Medicare-covered therapy services (therapy caps) wereinitiated by the Balanced Budget Act of
1997. Thesecapswereimplementedin 1999 and for ashort timein 2003. Congress placed moratoriaon thelimitsfor 2004 and
2005.

The moratoriaare no longer in place, and caps were implemented on January 1, 2006. Congress has provided that
exceptionsto these dollar limitations of $1,740 for each cap in 2006 may be made when provision of additional therapy services
isdetermined to be medically necessary.

Additional Information

Billing Guidelines

e Modifier KX —Youmustinclude modifier KX ontheclaimidentified asatherapy servicewithaGN, GO, GPmodifier when
atherapy cap exception has been approved, or it meets all the guidelines for an automatic exception. Thisallowsthe
approved therapy services to be paid, even though they are above the therapy cap financia limits.

e Separaterequests— You must submit separate requests for exception from the combined physical therapy and speech
language pathology cap and from the occupational therapy cap. In general, requests for exception from the therapy cap
should be received befor e the cap is exceeded because the patient is liable for denied services based on caps.

e Subsequent requestsduring the same episode of care— To request therapy servicesin addition to those previously
approved, you must submit arequest for approval along with supporting documentation for a specific number of
additional therapy treatment days, not to exceed 15, each timethe beneficiary is expected to require more therapy days
than previously approved. It is appropriate to send documentation for the entire planned episode of care if the episode
exceedsthe 15 treatment days allowed.

e When those additional visits are approved as reasonable and necessary based on the documentation you submit, an
exception to the therapy cap will be approved and bills may be submitted using modifier KX. If the contractors have
reason to believe that fraud, misrepresentation, or abusive billing has occurred, they have the authority to review claims
and may deny claims even though prior approval was granted.

| CD-9 CodesThat Qualify for theAutomatic Therapy Cap Exception ProcessBased Upon Clinical Condition or Complexity
CR 4364 transmittal that contains these codes is the one that revises the Medicare Claims Processing Manual, available
on the CMS website at http://mww.cms.hhs.gov/Transmittal downl oads/R855CP.pdf.

You may wish to bookmark that link so you may easily reference these codes.

Documentation

Providers who believe that it ismedically necessary for their patient to receive therapy servicesin excess of the therapy
cap limitations (and the patient does not fall into the automatically excepted categories mentioned above) must submit
documentation, sufficient to support medical necessity, in accordance with the revised Medicare Benefit Policy Manual,
Pub.100-02 Chapter 15, Section 220.3; and the revised Medicare Claims Processing Manual, Pub. 100-04, Chapter 5, Sections
10.2 and 20, with the request for treatment days in excess of those payable under the therapy cap.

These manual sections contain important definitions, aswell as examples of acceptable documentation, and are attached
to CR 4364. CR 4364 isinthree parts, one each for therevised manuals, i.e.:

e The Medicare Benefit Policy Manual, located at http://www.cms.hhs.gov/Transmittal S’downl oads/R52BP.pdf on the
CMSwebsite;

e The Medicare Claims Processing Manual, located at http://www.cms.hhs.gov/Transmittal Sdownl oads/R855CP. pdf.

e The Medicare Program Integrity Manual, located on the CM S website at
http: //mww.cms.hhs.gov/ Transmittal S’downl oads/R140PI . pdf.

The following types of documentation of therapy services are expected to be submitted in response to any requests for
documentation, unless the contractor requests otherwise:

1 Evaluation and Certified Plan of Car e—1-2 documents.
2 Certification —Physician/NPP approval of the plan required 30 days after initial treatment-or delayed certification.

3. Clinician-signed I nterval Progress Reports (when treatment exceeds ten treatment days or 30 days) — These must be
sufficient to explain the beneficiary’s current functional status and need for continued therapy with the request for
therapy visits in excess of those payable under the therapy cap. Thisis not required to be provided daily in treatment
encounter notes or for an incomplete interval when unexpected discontinuation of treatment occurs.

4. Treatment Encounter Notes— The treatment encounter noteis acceptableif it recordsthe name of the treatment;
intervention, or activity provided; the time spent in services represented by timed codes; the total treatment time; and the
identity of theindividual providing the intervention. These may substitute for progress reports if they contain the
requirements of interval progress reports at least once every ten treatment days or once in the interval.

5. For therapy caps exceptions purposes, records justifying services over the cap, either included in the above or asa
separate document.
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Changes Conforming to Change Request 3648 or Therapy Services, continued

Please see the revised Section 220.3 of the Medicare

Claims Processing Manual located at

http://mwww.cms.hhs.gov/Transmittal Sy’downl cads/

R855CP.pdf for more details about the types of documenta-

tion required and explanations of what that documentation

should contain.
When reviewing documentation, Medicare contractors
will:

e Consider theentirerecord when reviewing claimsfor
medical necessity so that the absence of an individual
item of documentation does not negate the medical
necessity of a service when the documentation as a
whole indicates the service is necessary.

e Consider adictated document to be completed on the
day it isdictated if the identity of the qualified
professional isincluded in the dictation.

e Consider adocument an evaluation or re-evaluation (for
documentation purposes, but not necessarily for billing
purposes) if it includes a diagnosis, subjective and/or
objective condition, and prognosis. Thisinformation
may beincluded in or attached to aplan. Theinclusion
of thisinformation in the documentation does not
necessarily constitute a billable evaluation or
reevaluation unless it represents a service.

o Accept areferral/order and evaluation as complete
documentation (certification and plan of care) when an
evaluation is the only service provided by a provider/
supplier in an episode of treatment.

Medicare Contractor Decisions

If determined to be medically necessary, your Medicare
contractor will grant additional treatment days for occupa-
tional therapy, physical therapy, and speech language
pathology.

Itis preferable that the request for exception be received
before the therapy cap is actually exceeded. However, your
Medicare contractor will approve additional therapy
treatment daysretroactively if they are deemed medically
necessary, in the exceptional circumstancewhereatimely
request for exception from the therapy cap is not received
before the therapy cap is surpassed.

Your Medicare contractor may al so approve additional
therapy visits already provided when the request is accom-
panied by documentation supporting medical necessity of
the services.

Please note that outpatient therapy services appropri-
ately provided by assistants or qualified personnel will be
considered covered services only when the supervising
clinician personally performsor participatesactively in at
least one treatment session during an interval of treatment.
Claims for services above the cap that are not deemed

medically necessary will be denied as abenefit category
denial.

Note: If your Medicare contractor does not make a decision
within ten business days of receipt of the request and
documentation, then the decision for therapy cap
exception is considered to be deemed approved as
medically necessary for the number of future visits
requested (not to exceed 15).

Notification

You will be notified asto whether or not an exception to
the cap has been made (and if so, for how many additional
future visits) as soon as practicable once the contractor has
madeits decision.

Thisnotificationisnot aninitial determination and,
therefore, does not carry with it administrative appeal rights.
For examples of the standard | etters from the Medicare
ProgramIntegrity Manual, 100-8, Section 3.3.1.2, please
refer to the Attachmentsto CR 4364. Theexamplesinclude:

o Letter #1 —Approved
o Letter #2—Negative Decision-Medical Necessity
o  Letter #3—Denied-Insufficient Documentation

Revised M edicare Summary Notice(M SN) M essages

The M SN messages(17.13; 38.18) arerevised toinform
beneficiaries about the therapy caps and approved medically
necessary exceptions. These notices are also part of CR

bnce again, there are three transmittal s that comprise
CR4364. They are:

o theMedicare Benefit Policy Manual revision at http://
www.cms.hhs.gov/ Transmittal S'downl oads/R52BP. pdf
on the CM S website;

o the Medicare Claims Processing Manual revision,
located on the CM S website at http://mww.cms.hhs.gov/
Transmittal s/downloads/R855CP.pdf.

o the Medicare Program Integrity Manual revision,
located on the CMSwebsite at http://mmw.cms.hhs.gov/
Transmittals/downloads/R140PI .pdf.

If you have any questions, contact your Medicare
contractor at their toll free number, which isavailable on the
CMS website at http://mwww.cms.hhs.gov/MLNProducts/
downloads/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 4364 Revised

Related Change Request (CR) #: 4364

Related CR Release Date: February 15, 2006
Effective Date: January 1, 2006

Related CR Transmittal #: R52BP, R140P!, R855CP
Implementation Date: No later than March 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.
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HIPAA - THE HEALTH INSURANCE
PoORTABILITY AND AccOUNTABILITY AcCT

Ending the HIPAA Contingency for Remittance Advice

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

Provider Types Affected

All providersand supplierswho bill Medicare contractors (carriers, including durable medical equipment regional carriers
(DMERCs), DME Medicare Administrative Contractors (DME MACs), and fiscal intermediaries (FIs), including regional home
healthintermediaries[RHHIg])

What You Need to Know
Effective October 1, 2006, Medicarewill send only HIPAA-compliant electronic remittance advice (ERA) transactions
(transaction 835 version 004010A 1) to all ERA receivers.

Background
In 2003, the Centersfor Medicare & Medicaid Services (CMS) addressed compliance with the HIPAA transaction and
code sets, and encouraged health plans (such as Medicare) to:

o Intensify their effortstoward compliance;
e Assessthereadiness of their provider communities; and

e Determinethe need to implement contingency plansto maintain the flow of paymentswhile continuing toward
compliance.

Consistent with that guidance, Medicare has aggressively worked with providersto achieve HIPAA compliance. Effective
October 16, 2003, in order to ensure the continuation of normal program operations, CM S implemented a contingency plan
through which Medicare continued to accept and send both HIPAA-compliant and non-HIPAA transactions from/to trading
partners.

CM S ended the contingency plan that addressed inbound claims on October 1, 2005, and at that time began denying non-
compliant electronic claims.

Now, CM Sismoving to end the contingency plan for ERA transactions. Currently, 99% of all ERA receivers (providers,
clearinghouses, billing agencies, and others who receive ERAs on behalf of providers) are receiving the HIPAA compliant
ERA.

Further, the overall complianceratefor all Medicare providersin May 2006 was 96 percent. (Theratefor professional
providerswas 97 percent and for institutional providerswas 93 percent.)

Therefore, CM S announces that, effective October 1, 2006; it will end the contingency plan for the remittance advice
transaction.

After that date, your carriers, FIs, DMERCs, DME MACs, and RHHIswill send only HIPAA-compliant remittance advice
(transaction 835) to all ERA receivers. In doing so, Medicare will stop sending ERA in any version other than the standard
HIPAA version (835 version 004010A 1), or in any other format (e.g., NSF).

Additional Information

You may find moreinformation about HIPAA at http://mww.cms.hhs.gov/HIPAAGenI nfo/ on the CM Swebsite.

If you have 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 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: SE0646

Related Change Request (CR) #: N/A

Related CR Release Date: N/A

Effective Date: N/A

Related CR Transmittal #:

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.
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Important News Regarding HIPAA Contingency for Remittance Advice
he Centersfor Medicare & Medicaid Services (CMS) has announced that its contingency plan for the HIPAA compliant
transaction 835, or electronic remittance advice, will expireonOctober 1, 2006. A Special Edition MLN Mattersarticlehas
been devel oped to help the Medicare fee-for-service provider community prepare for this change. Y ou can access the article
on the CMS website at http://www.cms.hhs.gov/MLNMatter sArticles/downl oads/ SE0646. pdf.

Source: Provider Education Resources Listserv, Message 200607-06

Medicare Remit Easy Print—Version 1.8
M edicare Remit Easy Print (MREP) - Version 1.8 isnow availablefor download.

Source: CM S Joint Signature Memorandum 06497, June 15, 2006

Medicare Remit Easy Print Update
CMShasissued the following “ MLN Matters article. Information for Medicare Fee-for-Service Health Care Professionals.
Provider Types Affected

Physicians, suppliers, and providersbilling Medicare carriers, including durable medical equipment regional carriers
(DMERC:sS), for servicesprovided to Medicare beneficiaries.

Provider Action Needed
STOP — Impact to You

Thisarticleisbased on Change Request (CR) 5032 which advises providersto use Medicare Remit Easy Print (MREP)
software to read and print the Health Insurance Portability and Accountability Act (HIPAA) compliant electronic remittance
advice (ERA) for accounts reconciliation and crossover claims submission to secondary/tertiary payers.

CAUTION —What You Need to Know
CR 5032 alsoincludesinstructionsfor Medicare’ s system maintainer (VI PS) to update M REP software with additional
functionalities, and directs carriers and DMERCsto test and communicate to the end users about the software update.

GO —What You Need to Do
See the Background section of this article for further details regarding this update.

Background

The Centersfor Medicare & Medicaid Services (CMS) devel oped M REP software astool providers can useto read and
print an ERA in ahuman readable format. The format isbased on the current standard paper remittance (SPR) format. Providers
who use the MREP software package can:

e Print paper documentation that can be used to reconcile accounts receivable; and
e Create document(s) that can beincluded with claim submissions to coordination of benefits (COB) payers.

The MREP software became available on October 11, 2005, to providers (Part B and DMERC) through their respective
Medicare carrier/DMERC, and it was updated thisyear in April and July.

CR 5032 further encourages providersto use the M REP software to read and print the Health I nsurance Portability and
Accountability Act (HIPAA) compliant ERA for accounts reconciliation and crossover claims submissions to secondary/
tertiary payers.

CMS created a process to receive suggestions from providers, Medicare contractors, and CM S staff in order to continu-
ously improve and enhance MREP' sfunctionality and effectiveness. A summary listing of the improvementsto beimple-
mented in the October 2006, update of MREP isincluded in the Additional Information section of thisarticle.

Note: This update to MREP software includes suggestions for improvements received before the cut off date of March 15,
2006.

Beginning June 1, 2006, Medicare contractors and DMERCs (and later DMACs) will start suppressing theissuance of
SPRsto providers/suppliers, billing agents, clearing houses, or other entities representing providers, who also have been
receiving ERA transactionsfor 45 days or more. MREP isan option for providersto print their own remittances at their own
computer.

After the October 2006 update, annual updates of MREP will be provided every October unlessacritical error affecting
production needs to be corrected. The software will aso be updated three times ayear to implement the claim adjustment
reason and remittance advice remark code changes.

See Special Edition MLN Matters article at http://www.cms.hhs.gov/MLNMatter sArticles/downl oads/ SE0627.pdf on the
CM S website for options for providers affected by this change.

Implementation

Theimplementation date for CR 5032 is October 2, 2006. Your carrier/DMERC will post anoticeto their website on or after
October 2, 2006, to alert you that the new version of the MREP software is available for download and that the software
includes the latest version of the claim adjustment reason codes and remittance advice remark codes.
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Medicare Remit Easy Print Update, continued

Additional Information

For complete details, please see the official instruction issued to your carrier/DMERC regarding this change. That
instruction may be viewed at http://www.cms.hhs.gov/Transmittal Sydownl oads/R927CPpdf on the CM S website.

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

List of Improvements To Be Implemented in October 2006
Synopsisof Change
o A provider would like to have the Provider ID added after the Payee Name. Thisway, when they have multiple providers
and provider locations, they can sort them easier. The Provider ID will be displayed after the Payee Name on the MREP
Main Page.

o New report/listing of accounts NOT FORWARDED to supplemental or crossovers.
o A new report isadded to show “Late Filing.”
o A new report will be created showing only those items with coinsurance.

o Print reason/remark codes on same page as Remittance; or, can there be a check box that will either print the codes or not?
The MREP software is being changed to include a check box to alow the user to have the remit print with or without the
reason/remark codes.

e Theprogram should automatically import the 835 file. CM Sislooking into this possibility or identifying and displaying
the 835 fileand path.

e Searchable“Help” menu and Index. The analysisis underway to determine the appropriate level of ahelp facility.

MLN Matters Number: MM5032 Related Change Request (CR) #: 5032
Related CR Release Date: April 28, 2006 Effective Date: October 1, 2006
Related CR Transmittd #: R927CP Implementation Date: October 2, 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.

Update to the Healthcare Provider Taxonomy Codes Version 5.1

CMShas issued the following MLN Matters article. Information for Medicare Fee-for-Service Health Care Professionals.
This information was previously published in the First Quarter 2006 Medicare B Update! page 51.

Note: Thisarticlewasrevised on June 22, 2006, to reflect Web addresses that conform to the new CM Swebsite. All other
information remainsthe same.

Provider Types Affected
Physicians, suppliers, and providersbilling Medicare carriers, including durable medical equipment regional carriers
(DMERCs)

Provider Action Needed
STOP — Impact to You
Thisarticleisbased on Change Request (CR) 4072, which includes detailsregarding the version 5.1 HPTC update.

CAUTION —What You Need to Know
CR 4072 advisesyour carrier and/or DM ERC to obtain the Healthcare Provider Taxonomy Codelist Version 5.1 and useit
to update their internal HPTC tables to process your claim(s) correctly.

GO —What You Need to Do
Please see the Background section of this article for further details regarding this update.

Background

The Health Insurance Portability and Accountability Act of 1996 (HIPAA) requires that submitted data, which is part of a
named code set, be valid datafrom that code set. Claimswith invalid data are noncompliant.

Because healthcare provider taxonomy isanamed code set in the American National Standards Institute (ANSI) X12N 837
Professional Implementation Guide, Medicare carriers, including DMERCs, must validate the inbound taxonomy codes against
their internal HPTC tables.

The HPTC isan external non-medical data code set designed for usein classifying healthcare providersin an electronic
environment according to provider type, or practitioner specialty. HPTCs are scheduled to be updated twice per year (April
and October).
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Update to the Healthcare Provider Taxonomy Codes Version 5.1, continued

The updated code list that is available from the Washington Publishing Company is available in two forms at
http: //mmww.wpc-edi .com/codes/taxonomy':

e Free Adobe PDF download; and
e Availablefor purchase, an electronic representation of thelist, which will facilitate the automatic loading of the code set.

CR 4072 advisesyour carrier and/or DMERC to use the most cost effective meansto obtain the Version 5.1 HPTC list and
update their HPTC tables as necessary.

Implementation
Theimplementation date for theinstruction is October 3, 2005.

Additional Information
To summarizethe changesin Version 5.1, the following taxonomy codes are added:

170300000X
171000000X
171012002X
171011003X

For complete details, please see the official instruction issued to your carrier/DMERC regarding this change at
http: //www.cms.hhs.gov/transmittal Sy’downl oads/R694CPpdf on the CM S website.

If you have any questions, please contact your carrier/DMERC at their toll-free number, which may be found at
http: //mmw.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).

Related Change Request (CR) #: 4072 Revised Medlearn Matters Number: MM4072
Related CR Release Date: September 30, 2005 Related CR Transmittal #: R694CP
Effective Date: October 30, 2005 Implementation Date: October 30, 2005

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.

Claim Status Category Code and Claim Status Code Update

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

Provider Types Affected

Physicians, providers, and suppliers who submit Health Care Claim Status Transactions to Medicare contractors (carriers,
durable medical equipment regional carriers| DMERCH], fiscal intermediaries[Fls], and regional home healthintermediaries
[RHHIS])

Provider Action Needed
STOP — Impact to You

Thisarticleis based on Change Request (CR) 5137, which provides the October 2006 updates of the claim status codes
and claim status category codes for use by Medicare contractors (carriers, DMERCs, Fls, and RHHIS).

CAUTION —What You Need to Know

Medicare contractors are to use codes with the “new as of 10/06’ designation and prior dates, and they must inform
affected providers of the new codes. CR 5137 appliesto Chapter 31 of the Medicare Claims Processing Manual, Section 20.7 -
Health Care Claim Status Category Codes and Health Care Claims Status Codes for Usewith the Health Care Claim Status
Request and ResponseASC X 12N 276/277.

GO —What You Need to Do
Please refer to the Background section of thisarticle for further details.

Background

Claim Status Category codesindicate the general category of aclaim’s status (accepted, rejected, additional information
requested, and so on). Further detail is provided by the claim status code(s).

Under the Health Insurance Portability and Accountability Act (HIPAA), al payers (including Medicare) must use claim
status category and claim status codes approved by a recognized code set maintainer (instead of proprietary codes) to explain
any status of aclaim(s) sent in theVersion 004010X093A 1 Health Care Claim Status Request and Response transaction.

The Health Care Code Maintenance Committee maintains the claim status category and claim status codes. The Commit-
tee meets at the beginning of each X 12 trimester meeting and makes decisions about additions, modifications, and retirement
of existing codes.

The updated claim status category and claim status codes list is posted three times a year (after each Health Care Code
Maintenance Committee X 12 trimester meeting) at the Washington Publishing Company website at
http: //mww.wpc-edi.convcodes. At this website, select “ Claim Status Codes’ or “Claim Status Category Codes’ to access the
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Claim Status Category Code and Claim Status Code Update, continued

updated code list. Included in the code lists are specific details, including the date when a code was added, changed or
deleted. All code changes approved in June 2006 are to be listed to this website approximately thirty days after the meeting
concludes. For this update, Medicare will begin using the codes in place as of October 2006 in claim status responses issued

on or after October 2, 2006.
Implementation

Theimplementation date for thisinstruction is October 2, 2006.

Additional Information

For complete details, please see CR 5137, the official instruction issued to your Medicare carrier/ DMERC or FI/RHHI

regarding changes mentioned in this article.

CR 5137 may be found at http://mww.cms.hhs.gov/Transmittal /downl oads/R987CP.pdf on the CM S website.

If you have questions please contact your Medicare carrier/DMERC or FI/RHHI 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 is 1-866-454-9007 (FL)

or 1-866-419-9455 (CT).

MLN MattersNumber: MM5137
Related CR Release Date: June 23, 2006
Related CR Transmitta #: R987CP

Related Change Request (CR) #: 5137
Effective Date: October 1, 2006
Implementation Date: October 2, 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.

Rules Governing Provider/Clearinghouse Protection of Medicare

Beneficiary Eligibility Information

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

Provider Types Affected

Physicians, providers, suppliers, and clearinghouses
who bill Medicarefiscal intermediaries (FIs), carriers,
regional home healthintermediaries (RHHIs), and durable
medical equipment regional carriers (DMERCS), and who use
the HIPAA 270/271 beneficiary eligibility transaction datain
areal-time environment viathe Centersfor Medicare &
Medicaid Services(CMS)AT& T communication Extranet.

Background

CMSiscommitted to maintaining theintegrity and
security of health care datain accordance with applicable
laws and regul ations. Disclosure of Medicare beneficiary
eligibility datais restricted under the provisions of the
Privacy Act of 1974 and the Health Insurance Portability and
Accountability Act of 1996 (HIPAA.)

Thisarticleisareminder to physicians/providers/
suppliers of the importance of protecting Medicare benefi-
ciary information and to use it only for authorized purposes.
Be sure all your representatives and empl oyees who have
authorized access to thisinformation are aware of the
importance of protecting that information aswell.

Key Pointsof CR 5138

Change Request (CR) 5138 reiteratesthe responsihilities
of usersin obtaining, disseminating, and using beneficiary’s
Medicareeligibility data. Thefollowing key pointsoutline
those responsibilities:

EDI Enrollment

The Medicare el ectronic datainterchange (EDI)
enrollment process must be executed by each physician/
provider/supplier that submits/receives EDI either directly to
or from Medicare or through athird party, such asaclearing-
house.

Each physician/provider/supplier that uses EDI, either
directly or through abilling agent or clearinghouse to
exchange EDI transactions with Medicare, must sign the EDI
Enrollment Form and submit it tothe carrier, DMERC, or FI
with whom EDI transactionswill be exchanged before any
transaction is conducted.

Physicians/providers/suppliers should remember that
they agreed to use sufficient security procedures (including
compliancewith all provisions of the HIPAA security
regulations) to ensure that all transmissions of information
are authorized and al beneficiary-specific datais protected
from improper access. Acting on behalf of the beneficiary,
physiciang/providers/suppliers/users of Medicare data are
expected to use and disclose protected health information
according to the CM S regulations. The HIPAA Privacy Rule
mandates the protection and privacy of al health informa-
tion.

Authenticating Data Elementsfor HIPAA 270/271
Eligibility Data

Authenticating dataelementsfor HIPAA 270/271
Eligibility Datamust be provided by theinquirer (physician,
provider, supplier, or other authorized third party) prior to the
release of any beneficiary-specific digibility information and
must include:

e Beneficiary last name (must match the name onthe
Medicare card);

e Beneficiary first nameor firstinitial (must match the
information on the Medicare card);

e Assigned Medicare Claim Number (alsoreferredto as
the Health Insurance Claim Number (HICN) including
both alpha and numerical characters; and

e Dateof hirth.
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Rules Governing Provider/Clearinghouse Protection of Medicare Beneficiary Eligibility | nformation, continued

MedicareBeneficiary asFir st Sour ce of Health InsuranceEligibility Information

The Medicare beneficiary should be your first source of health insurance eligibility information. When scheduling a
medical appointment for aMedicare beneficiary, remind them to bring, on the day of their appointment, all health insurance
cards showing their health insurance coverage. Thiswill not only help you determine who to bill for services rendered, but
also provide you with the proper spelling of the beneficiary’ sfirst and last name and identify their Medicare Claim Number as
reflected on the Medicare Health Insurance card. It isimportant to use the name as shown on the Medicare card.

If the beneficiary has Medicare coverage but does not have a Medicare Health Insurance card, encourage them to contact
the Social Security Administration at 1-800-772-1213 to obtain areplacement Medicare Health Insurance card. Those beneficia-
riesreceiving benefitsfrom the Railroad Retirement Board (RRB) may call 1-800-808-0772 to request areplacement Medicare
Health Insurance card from RRB.

Authorized Purposesfor Requesting M edicar eBeneficiary Eligibility Information
In conjunction with the intent to provide health care services to a Medicare beneficiary, authorized purposes include the
following:

Verify eigibility for PartA or Part B of Medicare;

Determine beneficiary payment responsibility with regard to deductible/coinsurance;

Determine eligibility for services such as preventive services;

Determineif Medicareisthe primary or secondary payer;

Determineif the beneficiary isin the original Medicare plan or aPart C plan (MedicareAdvantage); and
Determine proper billing.

Medicare eligibility datais only to be used for the business of Medicare; such as preparing an accurate Medicare claim or
determining eligibility for specific services.
In order to obtain accessto eligibility data, as a physician/provider/supplier you will be responsible for the following:

o Beforeyourequest Medicare beneficiary eligibility information and at all timesthereafter, you will ensure sufficient
security measures to associate a particular transaction with the particular employee.

e Youwill cooperate with CM S or its agents in the event that CM S has a security concern with respect to any eligibility
inquiry.

e Youwill promptly inform CMS or one of CM S's contractors (your carriet/ DMERC/RHHI/FI) in the event you identify
misuse of “individually identifiable” health information accessed from the CM S database.

e Eachdligibility inquiry will belimited to requestsfor Medicare beneficiary eligibility datawith respect to a patient
currently being treated or served by you, or who has contacted you about treatment or service, or for whom you have
received areferral from ahealth care provider that has treated or served that patient.

Note: Medicare health benefit beneficiary eligibility inquiriesare monitored. Providersidentified as demonstrating aberrant
behavior (e.g., highinquiry error rate or high ratio of digibility inquiresto claims submitted) may be contacted to verify
proper use of the system, made aware of educational opportunities, or when appropriate referred for investigation of
possible fraud and abuse or violation of HIPAA privacy law.

Criminal Penalties’ Provisions
Remember that anumber of statutes providefor severe criminal and civil penaltiesfor misuse of information, including:

1. Trading Partner Agreement Violation

42 U.S.C. 1320d-6 authorizes criminal penalties against aperson who, “knowingly andin violation of thispart ... (2)
obtainsindividually identifiable health information relating to an individual ; or (3) disclosesindividually identifiable health
information to another person.”

Offendersshall “(1) befined not more than $50,000, imprisoned not morethan 1 year, or both; (2) if the offenseis commit-
ted under fal se pretenses, be fined not more than $100,000, imprisoned not more than 5 years, or both; and (3) if the offenseis
committed withintent to sell, transfer, or useindividually identifiabl e health information for commercial advantage, personal
gain, or malicious harm, befined not more than $250,000, imprisoned not morethan 10 years, or both.”

2.FalseClaimAct

Under the False ClaimsAct, 31 U.S.C. 88 3729-3733, those who knowingly submit, or cause another person or entity to
submit, false claimsfor payment of government funds areliable for three times the government’s damages plus civil penalties
of $5,500t0 $11,000 per falseclaim.

3. Health InsurancePor tability and Accountability Act of 1996 (HI PAA)

HHS may impose civil money penalties on acovered entity of $100 per failureto comply with aPrivacy Rulerequirement.
That penalty may not exceed $25,000 per year for multipleviolations of theidentical Privacy Rulerequirement in acalendar
year. A person who knowingly obtains or disclosesindividually identifiable health information in violation of HIPAA facesa
fine of $50,000 and up to one-year imprisonment. The criminal penaltiesincrease to $100,000 and up to five yearsimprisonment
if the wrongful conduct involves false pretenses, and to $250,000 and up to ten years imprisonment if the wrongful conduct
involvestheintent to sell, transfer, or useindividually identifiable health information for commercial advantage, personal gain,
or malicious harm. Criminal sanctionswill be enforced by the Department of Justice.
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Implementation
Theimplementation datefor thisinstructionis July 24, 2006.

Additional Information

CR 5138, theofficial instructionsissued to your Medicare FI, carrier, RHHI, and DMERC regarding this change, may be
found at http://www.cms.hhs.gov/Transmittal S’downl oads/R991CP.pdf on the CM S website. The revised section Chapter
31—ANS X12N Formats Other than Claims or Remittance of the Medicare Claims Processing Manual is attached to CR
5138.

If you have questions, please contact your Medicare Fl, carrier, RHHI, or DMERC 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: MM5138

Related Change Request (CR) #: 5138

Related CR Release Date: June 23, 2006

Effective Date: July 24, 2006

Related CR Transmitta # R991CP

Implementation Date: July 24, 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.

Sign up to our eNews electronic mailing list

Join our eNews mailing list and receive urgent and other critical information issued by
First Coast Service Options, Inc. (FCSO), your FloridaMedicarecarrier. By

signing up, you will receive automatic email notification when new or updated information
is posted to the provider education website http://www.floridamedicare.com. It's very
easy to do. Simply go to the website, click on the“eNews’ link on the navigational menu
and follow the prompts.
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ProvIDER ENROLLMENT

Medicare Provider Enrollment Applications

he CM S-855 Medicare enrolIment applications on the CM S forms Web page can now be completed onlinein a PDF format
or downloaded and completed by hand. All the CM S-855 forms have been posted to the CM S Forms I nternet website:

http: //mww.cms.hhs.gov/CM SForms/CM S-or mg/li st.asp#TopOfPage

(Note: The Provider Enrollment website hasareferencelink “ All CMS Forms” which takesyou to the main CM S Formslist link
above, but does not link directly to each individual form.)

Thedirect link for each formin the PDFfillableformat isasfollows:

CMS855A (06/06) http:/Mmvw.cms.hhs.gov/cmsfor ms/downl oads/cms855a. pdf
CMS855B (06/06) http:/Mmmw.cms.hhs.gov/CM Sfor ms/downl oads/cms855b. pdf
CMS855I (06/06) http://mmw.cms.hhs.gov/emsfor ms/downl oads/cms855i . pdf
CMS855R (0606) http://mmwv.cms.hhs.gov/cmsfor ms/downl oads/cms855r. pdf

Once you have completed the application(s), please send the forms and supporting documentation to one of the ad-

dresses below:

Connecticut Florida

Medicare Part B CT Correspondence First Coast Service Options, Inc.
Provider Enrollment Department Medicare Part B Provider Enrollment
POBox 45010 POBox 44021

Jacksonville, FL 32232-5010 Jacksonville, FL 32231-4021

If you have any questions, you may contact the appropriate carrier at

Connecticut  (866) 535-6790 (Provider Enrollment)
Forida (866) 454-9007 (Medicare B Customer Service)

National Provider Identifier Enumeration System—Countdown Reminder

Csuntdown has begun; do you have your national provider identifier (NPI)? Don’t risk disruption to your cash flow — Get
our NPI now! National provider identifiers (NPIs) will berequired on claims sent on or after May 23, 2007. Every
healthcare provider needsto get an NPI! Learn more about NPI and how to apply by visiting the CMS website at
http: //mwww.cms.hhs.gov/National Provl dentStand/.

This page also contains a section for Medicare fee-for-service (FFS) providers with hel pful information onthe Medicare
NPI implementation. A countdown clock is how available on this page to remind health care providers of the number of days
left before the compliance date; bookmark this page as new information and resources will continue to be posted.

For moreinformation on privateindustry NPI outreach, visit the Workgroup for Electronic Data I nterchange (WEDI) NPI
Outreach Initiative website at http://www.wedi.org/npioi/index.shtml .

Source: CM S Joint Signature Memorandum 06468, May 30, 2006

Upcoming NPI Outreach Event

he Centersfor Medicare & Medicaid Service (CMS) and the Workgroup for Electronic Data I nterchange (WEDI) are
working together to ensurethat all healthcare providers are educated and informed on the new National Provider Identifier
(NPI). Assuch the following upcoming outreach event, sponsored by WEDI, that healthcare providers may find helpful:

WEDI NPI Industry Forum IV: NPI Is Knocking At Your Door—Will You Let It In?
August 15th and 16th at the Hyatt Fair Lakesin Fairfax, VA
http: //mmw.wedi .or g/for ms/meeti ng/MeetingFor mPubli c/view?id= 1TEFCO000000A

Please note that there is a cost to participate in this event. To learn more about this event, as well as the latest news on WEDI
NPI outreach, visit http://mwww.wedi.org/npioi/index.shtml on the Web.

Source: CM S Learning Resource, M essage 200606-13
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Stage 2 National Provider Identifier Changes for Transaction 835, and
Standard Paper Remittance Advice, and Changes in Medicare Claims

Processing Manual, Chapter 22—Remittance Advice
CMS has issued the following MLN Matters article. Information for Medicare Fee-for-Service Health Care Professionals.

Provider Types Affected

All Medicare physicians, providers, suppliers, and billing staff who submit claimsfor servicesto Medicare contractors
(fiscal intermediaries (FIs), regional home health intermediaries (RHHI's), carriers, and durable medical equipment regional
carriers(DMERCs) and durable medical equipment administrative contractors[ DME MACs])

Background

Thisarticleinstructsthe shared system maintainers and FIs, RHHIs, carriers, and DMERCS/DME MACs how to report
Medicarelegacy numbers and NPIs on aHealth Insurance Portability and Accountability Act (HIPAA) compliant electronic
remittance advice (ERA) —transaction 835, and standard paper remittance (SPR) advice, any output using PC Print or Medicare
Remit Easy Print (MREP) between October 2, 2006, and May 22, 2007.

The Centersfor Medicare & Medicaid Services (CMS) has defined legacy provider identifiersto include OSCAR, National
Supplier Clearinghouse (NSC), provider identification numbers (PIN), National Council of Prescription Drug Plans (NCPDP)
pharmacy identifiers, and unique physician identification numbers (UPINS). CM S sdefinition of legacy numbers does not
includetaxpayer identifier numbers (TIN) such asemployer identification numbers (EINS) or Social Security Numbers (SSNs).
Medicare has published CR 4320 (http: //mwww.cms.hhs.gov/ Transmittal s/’downl oads/R2040TN. pdf) instructing its contractors
how to properly use and edit NPIs received in electronic data interchange transactions, via direct data entry screens, or on
paper claim forms.

Providers need to be aware that these instructions that impact contractors will also impact the content of their SPR, ERA,
and their PC print and M REP software.

Thefollowing dates outline the regul ations from January 2006 forward and are asfollows:

e January 3, 2006 — October 1, 2006: Medicare rejects claimswith only NPIsand no legacy number.

e October 2,2006 —May 22, 2007: Medicare will accept claimswith alegacy number and/or an NPI, and will be capable of
sending NPIs in outbound transaction e.g., ERA

e May 23,2007 —Forward: Medicarewill only accept claimswith NPIs. Small health plans have an additional year to be NPI
compliant.

Medicare providers may want to be aware of the following Stage 2 scenarios so that they are compliant with claims
regulations and receive paymentsin atimely manner.

Key Points
During Stage 2, if an NPl isreceived ontheclaim, it will be cross-walked to the M edicare legacy number(s) for process-
ing. The crosswalk may result in:

Scenariol: SingleNPI cross-walked to singlelegacy number
Scenarioll: Multiple NPIscross-walked to single Medicarelegacy number
Scenariolll: SingleNPI cross-walked to multiple Medicarelegacy numbers

Note: The SPR for ingtitutional providerswould include NPI information at the claim level. NPI information for professional
providers and suppliers would be sent at the service level.

CMSwill adjudicate claims based upon Medicare legacy number(s) even when NPIs are received and validated. The
remittance advice (RA) may be generated for claimswith the samelegacy numbers but and different NPIs. These claimswith
different NPIswill berolled up and reported in asingle RA accompanied by one check or electronic fundstransfer (EFT).

During stage 2, Medicarewill report both the legacy number(s) and NPI(s) to providers enabling them to track payments
and adjustments by both identifiers.

The companion documents will be updated to reflect these changes and the updated documents will be posted at
http://mmw.cms.hhs.gov/ElectronicBillingEDI Trans/11_Remittance.asp#TopOfPage on the CMS website.

Scenariol —SingleNPI cross-walked to singlelegacy number:
1 ERA: Under thisscenario, usethe TIN (EIN/SSN) at the Payeelevel asthe Payee|D, and thelegacy number inthe REF
segment as Payee Additional 1D. Then add the NPI at the claim and/or at the servicelevel, if needed.

2 SPR: Insert the legacy number at the header level and the NPl at the claim and/or at the service level, if needed.

3 PC Print Software: Show the legacy number at the header level and the NPI at the claim and/or at the servicelevel, if
needed.
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4 MREP software: Show the legacy number at the header level and the NPl at the claim and/or at the servicelevel, if needed.

Scenarioll: MultipleNPIscross-walked to single M edicar elegacy number :

1 ERA: Under thisscenario, usethe TIN (EIN/SSN) at the Payeelevel asthe Payee|D, and thelegacy number inthe REF
segment as Payee Additional 1D. Then add the specific NPIs at the claim and/or at the servicelevel, if needed. The
specific NPl associate with the claim(s)/service linesincluded in the ERA will need to beidentified using additional
information provided on the claim.

2 SPR: Insert the legacy number at the header level. Add the specific NPIs at the claim and/or at the service leve, if needed.

3 PC Print software: Show the legacy number at the header level and the specific NPI at the claim and/or at the servicelevel,
if needed.

4 MREP software: Show the legacy number at the header level and the specific NPI at the claim and/or at the servicelevel, if
needed.

Scenariolll: SingleNPI cross-walked to multipleM edicar elegacy numbers:

1 ERA: Under thisscenario, usethe TIN (EIN/SSN) at the Payee level asthe Payee 1D, and the appropriate legacy humber in
the REF segment as Payee Additional ID. Then add the NP at the claim and/or at the service level, if needed. (Under this
scenario, if there are 50 claimswith the same NPI and that NPI crosswalksto 5 legacy numbers, we will issue 5 separate
RAs and 5 separate checks/EFTs per each legacy number.

2 SPR: Insert the appropriate legacy number at the header level and the NPI at the claim and/or at the service level, if
needed.

3 PC Print software: Show the appropriate legacy number at the header level and the NPI at the claim and/or at the service
level, if needed.

4 MREP software: Show the appropriate legacy number at the header level and the NPI at the claim and/or at the service
level, if needed.

Implementation
Theimplementation date for thisinstruction is October 2, 2006.

Additional Information

Theofficial instructionsissued to your Medicare FI, Carrier, RHHI, DMERC, or DME MAC regarding thischange can be
found at http://www.cms.hhs.gov/transmittal Sdownl oads/R996CP.pdf on the CM S website. The revised sections of Chapter
22-Remittance Advice of the Medicare Claims Processing Manual is attached to CR 5081

If you have questions, please contact your Medicare carrier, Fl, RHHI, DMERC, or DME MAC at their toll-free number,
which may be found at http://wwwcms.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).

The MLN Mattersarticle that provides additional information about Stage 1 Use of NPI isat the following addressis
available at http://www.cms.hhs.gov/MLNMatter sArticles/downloadsyMM4320.pdf on the CM S website.

MLN MattersNumber: MM5081
Related Change Request (CR) #: 5081
Related CR Release Date: June 30, 2006
Effective Date: October 1, 2006

Redated CR Transmittal #: R996CP
Implementation Date: October 2, 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.

Sign up to our eNews electronic mailing list

Join our eNews mailing list and receive urgent and other critical information issued by
First Coast Service Options, Inc. (FCSO), your FloridaMedicare carrier. By

signing up, you will receive automatic email notification when new or updated information
is posted to the provider education website http://www.floridamedicare.com. It’s very
easy to do. Simply go to the website, click on the“eNews’ link on the navigational menu
and follow the prompts.
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CMS Announces Proposed Changes To Physician Fee Schedule
Methodology

Substantial Increases In Payments For Time Spent With Patients

he Centersfor Medicare & Medicaid Services (CMYS) issued a notice proposing changes to the Medicare Physician Fee

Schedule (MPFS) that will improve the accuracy of paymentsto physicians for the services they furnish to Medicare
beneficiaries. The proposed notice includes substantial increases for “evaluation and management” services, that is, time and
effort that physicians spend with patients in evaluating their condition, and advising and assisting them in managing their
health. The changes reflect the recommendations of the Relative Value Update Committee (RUC) of theAmerican Medical
Association.

The proposed notice will appear in the June 29 Federal Register. Commentswill be accepted until August 21, 2006. CMS
responses to public comments on the proposals in this notice will be combined with those for the upcoming MPFS notice of
proposed rulemaking in afinal MPFS rule scheduled for publication thisfall. If adopted, the RV U revisionsin this proposed
notice would be fully implemented for servicesto Medicare beneficiarieson or after January 1, 2007, whilethe practice expense
revisions would be phased in over afour-year period.

To view the entire press release, go to http://Mmwwems.hhs.gov/apps/media/press/rel ease.asp?Counter=1887 .

To view the display copy of the proposed notice (CMS-1512-PN), go to http://mww.cms.hhs.gov/Physi cianFeeSched/
PFSFRN/itemdetail .asp?filter Type=none& filter ByDI D= 0& sortByD| D= 4& sor tOrder = descending& iteml D=CMS1183724

To view more MPFSinformation, go to http://mww.cms.hhs.gov/Physi cianFeeSched/ on the CM S website.

Source: CMSLearning Resource, M essage 200606-11

Collection of Fee-for-Service Payments Made During Periods of

Managed Care Enrollment

CMShas issued the following MLN Matters article. Information for Medicare Fee-for-Service Health Care Professionals.
This information was previously published in the July 2006 Medicare B Update! pages 48-49.

Note: Thisarticlewasrevised on July 6, 2006, to reflect revisions madeto CR 5105, which CM Sreleased on July 3, 2006. The
transmittal number, CR release date, and Web address for accessing CR 5105 have been changed. In addition, some
references to MA (Medicare Advantage) have been changed to refer to managed care plans. All other information
remainsthe same.

Provider Types Affected

Physicians, providers, and suppliers submitting fee-for-service claimsto Medicare carriers, durable medical equipment
regional carriers(DMERCS), fiscal intermediaries (FIs), and/or regional home health intermediaries (RHHI ) for services
furnished to Medicare beneficiaries enrolled in Medicare Advantage (MA) organi zations.

Impact on Providers

Thisarticle is based on Change Request (CR) 5105, which wasissued to manualize the process that ensures that any
duplicate paymentsfor services rendered to Medicare beneficiaries are collected. CR 5105 ensuresthat any fee-for-service
claimsthat were approved for payment during a period when the beneficiary was enrolled in amanaged care organization are
submitted to the normal collection process used by the Medicare contractors (carriersyDMERCS/FIs) for overpayments.

Background

The Centersfor Medicare & Medicaid Services (CMS) paysfor abeneficiary’s medical services more than oncewhen a
specific set of circumstances occurs.

When CM S data systems recognize a beneficiary hasenrolled inaMA organization, the MA organization receives
capitation payments for the Medicare beneficiary. In some cases, enrollments with retroactive payments are processed.

Theresult isthat Medicare may pay for the services rendered during a specific period twice:

e Firgt, for the specific service that was paid by the fee-for-service Medicare contractor to the provider; and
e  Second, by the MA Payment Systemsin the monthly capitation rate paid to the MA plan for the beneficiary.

Overview of theM A plan Enrollment Process
When an MA plan enrollment is processed retroactively:

o Feefor-service claimswith dates of servicethat fall under the managed care plan enrollment period areidentified by
Medicare’'s Common Working File (CWF); and
e Aninformational unsolicited response (IUR) record is created.
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Collection of Fee-for-Service Payments Made During Periods of Managed Care Enrollment, continued

In essence, the retroactive enrollment triggers a search for fee-for-service claimsthat were incorrectly paid for services
rendered when the beneficiary was covered by the managed care plan. If such claims are found, the system generates an
adjustment and initiation by Medicare systems of overpayment recovery procedures. The current policy/procedures, as
outlinedin CR 2801 (Transmittal AB-03-101, dated July 18, 2003) and CR 5105, dictatesthat:

e Claimspaidin error (dueto enrollment or disenrollment corrections) will be adjusted; and
e Medicare contractorswill initiate overpayment recovery procedures.

Note: CR 2801 (Transmittal AB-03-101, dated July 18, 2003) may befound at
http: /mmw.cms.hhs.gov/ Transmittal /'Downloads/AB03101.pdf on the CM S website:

Because of the inherent retroactivity in the enrollment process, (e.g., beneficiaries can enroll in plans up to the last day of
the month, and the effective date would be thefirst of the following month), the CWF may receive thisinformation after the
enrollment is effective. For this reason, these kinds of adjustments occur routinely.

A variety of the CM S systems issues over the past 18 months have prompted CM S to recently synchronize MA enroll-
ment and disenrollment information for the period September 2003 to April 2006. Asaresult, providers may have claimsthat
were affected by this synchronization. For details of the impact of this synchronization on providers, please see MLN Matters
article, SE0638, which isavailable at http://mww.cms.hhs.gov/MLNMatter sArticles/downl oads/ SE0638.pdf on the CM S
website.

When claims areidentified as needing payment recovery, the related remittance advice for the claim adjustment will
indicate reason code 24, which states: “Payment for charges adjusted. Charges are covered under a capitation agreement/
managed care plan.” Upon receipt, providers are to contact the managed care plan for payment.

e Providerswho bill carrierswill be alerted by their carrier (vialetter or alternate method) of the following:

That the beneficiary wasin a managed care plan on the date of service;

That the provider should bill the managed care plan;

What the plan identification number is; and

Where to find the plan name and address associated with the plan number on the CM S website.

For providerswho bill Fls, the adjustment will occur automatically and information on which plan to contact must be
determined through an eligibility inquiry or by contacting the beneficiary directly.

Note: To associate plan identification numbers with the plan name, go to
http://mmw.cms.hhs.gov/Heal thPlansGenlnfo/claims_processing_20060120.asp#TopOfPage on the CMS website.

In summary, CM Sissued CR 5105to:

e Ensurethat any fee-for-service claimsthat were approved for payment erroneously are submitted to the normal collection
process used by the Medicare contractors (carriers, DMERCS, Fls, and RHHIs) for overpayments; and

e Instruct Medicare contractors to follow the instructions outlined in the Medicare Financial Management Manual
(Publication 100-06, Chapter 3, Section 190), whichisincluded as part of CR 5105. Instructionsfor accessing CR 5105 are
in the Additional Information section of this article.

Implementation
Theimplementation date for theinstruction is June 26, 2006.

Additional Information

For complete details, please seethe official instruction issued to your carrier, DMERC, intermediary, or RHHI regarding
this change. That instruction may be viewed at http://www.cms.hhs.gov/ Transmittal Sdownl oads/R100FM.pdf on the CMS
website.

Also, if you have any questions, please contact your carrier/DMERC/intermediary/RHHI at their toll-free number, which
may be found at http://www.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 Matters Number;: MM5105 Revised

Related Change Request (CR) #: 5105

Related CR Release Date: July 3, 2006

Effective Date: October 1, 2003

Rdated CR Transmittal # R100FM

Implementation Date: June 26, 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.
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Correcting Minor Clerical Errors or Omissions

Did you know ...
Did you know that minor errors or omissions could be corrected outside of the appeal s process?

How...

A clerical error reopening may beinitiated viathe telephone or in writing; or,
In most cases, the denied service (s) may simply be resubmitted

Resubmitting denied lines on a claim that are the result of aminor clerical error or omission reduces processing
delays and saves you time and money!

Minor clerical errors or omissionsthat may be corrected and resubmitted:
Changes of diagnosis codes

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

*Resubmit ONLY the denied service(s)! Resubmitting the entire claim will create a duplicate denial.
Avoid process delays...
Correcting and resubmission of minor clerical errors or omissionsisthe preferred and most efficient method for addressing
denials that process and do not receive an approved amount.
Written or telephone clerical error reopenings are appropriate for services that process and received an approved amount.
Minor clerical errors or omissions that must be requested viathe telephone or in writing include the following:

Number of services(NB) billed

Submitted charge amount

Dateof service (DOS)

Add, change or delete certain modifiers

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

Please remember, correcting and resubmitting minor clerical errorsor omissions are the preferred and most efficient
method for addressing denials that process and do not receive an approved amount. Determineif the error can be
corrected and resubmitted prior to writing in or calling to request a clerical error reopening.

The CMS Mailing Lists Fact Sheet

he Centersfor Medicare & Medicaid Services (CMS) electronic mailing lists can help you with your Medicare business.

This method enables you to receive updates about the latest CM S initiatives.

For more details, download the Fact Sheet from the following url: http://mww.cms.hhs.gov/MLNProducts/downl oads/
MailingLists_FactSheet.pdf.

Hardcopies can aso be ordered by going to the MLN Products Ordering Page at:

http://cms.meridianksi.comvke/main/ke_frame.asp?kc_ident=kc0001& loc=5 and then click on the first item under
“Informational Resources”.

Source: CM S Joint Signature Memorandum 06504, dated June 22, 2006

Free Print Format of the Medicare Physician Guide Now Available

he Medicare Physician Guide: A Resource for Residents, Practicing Physicians, and Other Health Care Professionalsis

now availablein print format free of charge from the Medicare Learning Network at http: //www.cms.hhs.gov/mingeninfo on
the Centersfor Medicare & Medicaid Services (CMS) website. Select “MLN Product Ordering Page” under the Related Links
Inside CM S section to place your order.

Source: Provider Education Resources Listserv, Message 200607-09

/Sign up to our eNews electronic mailing list

Join our eNews mailing list and receive urgent and other critical information issued by
First Coast Service Options, Inc. (FCSO), your FloridaMedicare carrier. By

signing up, you will receive automatic email notification when new or updated information
is posted to the provider education website http://mwww.floridamedicare.com It's very
easy to do. Simply go to the website, click on the “eNews’ link on the navigational menu
\and follow the prompts.
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Full Replacement of and Rescinding Change Request 3504—Modification

to Online Medicare Secondary Payer Questionnaire

CMS has issued the following MLN Matters article. Information for Medicare Fee-for-Service Health Care Professionals.
This information was previously published in the July 2006 Medicare B Update! pages 76-77.

Note: Thisarticlewas revised on June 15, 2006, because CR 4098, on which thisarticleis based, has been superseded by CR
5087.To view modificationsto the online Medicare Secondary Payer Questionnaire that are effective as of September
11, 2006, please see ML N Mattersarticle MM 5087, available at http://mmw.cms.hhs.gov/MLNMatter sArticles/down-
|oadsyMM5087.pdf on the CM S website.

Provider Types Affected e PartslV,V,VI of themodel questionnaire adds
M edicare providers who, upon inpatient or outpatient “Membership Number” and it refers to the unique
admissions of Medicare beneficiaries, use aquestionnaire to identifier assigned to the policyhol der/patient.
determine other insurance coverage that may be primary to e PartV, question 2 of the model questionnaire uses
Medicare. “spouse” instead of “family member.”
. : e PartV, question 4 changesthe model questionnaireto
Provider Action Needed read:

STOP — Impact to You

CR 4098 clarifiesrecent changes madeto the“ Medicare Are you covered under the group health plan of a family

Secondary Payer Questionnaire.” member other than your spouse? Yes No.
CAUTION —What You Need to Know Name and address of your family member’s
ThisCR identifiesall of the changesthat were made to employer:
CR 3504 and makes additional changes to the modl e PartV of theold question 4 is changed to ask whether
questionnaire. These changes will assist providersin the beneficiary is covered under a group health plan
identifying other payersthat may be primary to Medicare. (GHP) and a question number 5 is added to gather the
GO —What You Need to Do pertinent information about the GHP.
Please refer to the Background and Additional Informa- e InPart VI, question 6 now reads: “Wasyour initial
tion sections of this article and make certain that, if there are entitlement to Medicare (including simultaneous or dual
other payers, these situations are identified. entitlement) based on ESRD?’
Background Providers who use the model questionnaireto elicit
The Centersfor Medicare & Medicaid Services (CMS) M SP information from their Medicare patients should take
received information that aprior instruction (CR 3504) did special note of these changes.

not specifically mention all of the changes that were made to

; ; . Implementation
the“Medicare Secondary Payer (M SP) Questionnaire.” CR P

The implementation date for the instruction is January

4098 identifiesall of the changes made as part of CR 3504 21 2006
and makes additional changes to the model questionnaire. ’ '
The Medicare Secondary Payer Manual, Chapter 3, Additional Information
Section 20.2.1, avail able as an attachment to CR 4098, The official instructionsissued to your Medicare carrier
provides amodel: “ Admission QuestionstoAsk Medicare or intermediary regarding this change and the model
Beneficiaries.” guestionnaire can be found at http://mwwcms.hhs.gov/
The model contains questions that may be printed out transmittal ’/downl oads/R41IMSP.pdf on the CMS website.
and used as a guide to help identify other payers. (The If you have questions, please contact your carrier/
website for accessing CR 4098 is provided in the Additional intermediary at their toll-free number which may be found at
Information section of thisarticle.) http: //imww.cms.hhs.gov/MLNProducts/downl oads/
The following bullets identify the changes within the CallCenter TolINumDirectory.zip on the CMS website.
model MSP Questionnaire: Thetoll-free number for First Coast Service Options,
e Parts IV_ f'f\ndv of the model queistionnai re addsthe g(;((:)?I\éIFeE;(;ar\rle gggjlg_%(eéﬁv Ice Center is 1-866-454-
response: “No, Never Employed.
e InPartslV,V,and VI of themodel questionnaire, MLN Matters Number: MM4098 Revised
providers should use “ Policy Identification Number” to Related Change Request (CR) #: 4098
mean anumber that is sometimes referred to asthe Related CR Release Date: October 21, 2005
health insurance benefit package number. Effective Date; January 21, 2006

Related CR Transmittal #: 41
Implementation Date: January 21, 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.
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Deficit Reduction Act of 2005—Nine-day Payment Hold

hismessageisareminder for al providers and physicianswho bill Medicare contractorsfor their services. Abrief hold will
be placed on Medicare paymentsfor al claims during the last nine days of the 2006 federal fiscal year (September 22
through September 30, 2006).

These payment delays are mandated by section 5203 of the Deficit Reduction Act of 2005. No interest will be accrued and
no late penaltieswill be paid to an entity or individual by reason of this one-time hold on payments.

All claimsheld duringthistimewill be paid on October 2, 2006.

Thispolicy only appliesto claims subject to payment. It does not apply to full denials, no-pay claims, and other nonclaim
payments such as periodic interim payments, home health requests for anticipated payments, and cost report settlements.
Please note that payments will not be staggered and no advance payments will be allowed during this nine-day hold.

For moreinformation, pleaseview theMLN Mattersarticle at
http://www.cms.hhs.gov/MLNMatter sAr ti cles/downl oads/MM5047. pdf.

Source: CM SProvider Education Resource 200607-01
CM S Joint Signature Memorandum 06549, July 12, 2006

Hold on Medicare Payments

brief hold will be placed on ALL Medicare claimsresulting in payment (including associated SPRs, MSNs, and ERAS) for
thelast 9 daysof thefederal fiscal year. Paymentswill be held from September 22 through September 30, 2006. These
claimsand all associated correspondencewill be released on October 2, 2006.

Source: Publication 100-04, Transmittal 944, Change Request 5047

A/B MAC NEWS #1—First Contract for a Part A/Part B Medicare

Administrative Contractor To Be Awarded in Near Future
CMShasissued the following MLN Matters article. Information for Medicare Fee-for-Service Health Care Professionals.

Provider Types Affected
All Medicare physicians, providers, and practitionersthat bill Medicarefiscal intermediaries (FIs) or carriersfor their
services, especially those in the states of Arizona, Montana, North Dakota, South Dakota, Utah and Wyoming

Background

Section 911 of the Medicare Modernization Act (MMA) requiresthe Secretary to implement Medicare Contracting Reform
by 2011. Thelaw mandatesthat CM S conduct full and open competitions, in compliance with general federal contracting rules,
for thework currently handled by fiscal intermediaries and carriersin administering the M edicare fee-for-service program.

Medicare Contracting Reformwill:

e Improve administrative services within the fee-for-service claims processing environment by reducing the number of
contracts, focusing on correct claims payment and creating performance incentives related to timeliness, accuracy, and
quality of servicesto CMS and to providers of servicesto Medicare beneficiaries,

e Leadtomoreefficiency and greater accountability among companies performing claimsadministration and provider
education, and services by promoting competition and basing awards on good performance;

e Generate operational savings to the federal government and taxpayers through consolidation and competition of large and
high value contracts with Medicare Contracting Reform, providers of health carein the original Medicare program can
expect:

e Better educational and training resources on correct claims submission, Medicare coverage rules, and Medicare payment
rules;

e Easier communicationswith asingle A/B MedicareAdministrative Contractor (MAC) serving asthe point-of-contact for
both Part A and Part B claims administration and payment;

e Increased payment accuracy and consistency in payment decisions resulting from CMS' increased focus on financial
management by MACs, and

e Anopportunity for input in evaluation of their MAC's performance through satisfaction surveys conducted by CMS.

Key Paointsfor Providers

CM S soon will announce the result of thefirst full and open competition for a Part A/Part B Medicare Administrative
Contractor (A/B MAC) conducted as part of the agency’s Medicare Contracting Reform implementation strategy. This award
will befor asinglefee-for-service claims processing contract that will combine the workloadsfor amulti-state jurisdiction
currently serviced both by Flsand carriers.

Thisfirst A/B MAC award will be for Jurisdiction 3, which includesthe states of Arizona, Montana, North Dakota, South
Dakota, Utah and Wyoming. Jurisdiction 3 represents three percent of the national fee-for-service Medicare claimsvolume.
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A/B MAC NEWS#1 - First Contract for a Part A/Part B MAC To Be Awarded in Near Future, continued

With this contract award, CM S will begin to achieve efficiencies and administrative savings through the consolidation of
thetraditional cost-reimbursable contracts and by implementing improved contracting processes quickly.

Thereguest for proposal (RFP) for the Jurisdiction 3A/B MAC wasreleased in September 2005. Full implementation of the
new contractor is scheduled for July 2007. CM Swill work with the current carriers and Flsin Jurisdiction 3, whose contracts
will end with the MAC implementation, to ensure asmooth transfer of records and information to the new Jurisdiction 3A/B
MAC.

The carriers and FIswhose contractswill end are Montana Blue Cross Blue Shield, Wyoming Blue Cross, ArizonaBlue
Cross, and NoridianAdministrative Services. CM S recognizes with gratitude the strong commitment by these corporationsto
serving the Medicare program for more than 40 years.

The Jurisdiction 3A/B MAC contract award will bethefirst of 15A/B MAC contracts. Each of these contractswill befor
the administration of both the Medicare Part A and Part B benefitsin a specified geographic jurisdiction of the country. (See
the Additional Information section of this article for the Web page containing a map showing the 15 jurisdictions.) All 15
contracts are to be awarded, and all A/B MACsareto be operational, by October 2011.

CMS has extensive experience in overseeing the successful transfer of Medicare claims processing work from one
contractor to another. The agency is committed to ensuring that the implementation of the new A/B MAC environment will be
as seamless as possible for the Medicare providers and beneficiaries.

CMSwill devote full resources and manage theA/B MAC contract implementation so as to ensure continuity, accuracy,
and timelinessin claims processing and issuance of payments. In Jurisdiction 3, CM S plansto implement the new A/B MAC
contract by transferring the claims processing workload from the current contractorsincrementally (rather than all at once) to
ensure that neither providers nor beneficiaries will be adversely affected.

Additional Information

Information on the Jurisdiction 3 A/B MAC procurement, including the scope of work to be performed, isavailable on the
Federal Business Opportunities website at
http: //mww1.fbo.gov/spg/HHSHCFA/AGG/CM S%2D 2005%2D 0016/ Attachments.htm

A map displaying the 1I5A/B MAC jurisdictionsis available on the Medicare Contracting Reform website at
http: //mmw.cms.hhs.gov/Medi careContractingReform/05_A BMACJurisdictions.asp#TopOfPage on the CMS website.
Individual fact sheets and data on each jurisdiction are also available there.

Suppliers may want to consult MLN Matters article SE0628 to see how Medicare Contracting Reform affects durable
medical equipment regional carriers(DMERCS). That articleisavailableat
http: //www.cms.hhs.gov/MLNMatter sArticles/downl oads/ SE0628.pdf on the CM S website.

MLN Matters Number: SE0642 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.

Requests for Claim Status Information Must be Referred to the Interactive

Voice Response Unit—Florida Only

ehaverecently received alarge volume of callsfrom providersrefusing to utilize the I nteractiveVoice Response (IVR)
Unit. ThelVRisasef-helptool that allows providersto quickly obtain information on the status of their Medicare
cams.

Federal regulations and guidelines require Medicare contractorsto refer providersto the I nteractive Voice Response (IVR)
Unit to obtain claim statusinformation. The specific requirements are outlined on the Centersfor Medicaid & Medicare
Services (CMS) website at http://www.cms.hhs.gov/ in the Medicare Contractor Beneficiary & Provider Communication
Manual (100-09), Chapter 6 — Provider Customer Service Program — Section 50-1.

In accordance with the CM'S mandate, our customer service representatives (CSRs) must continue to refer providers back
through the IVR for claim status information. The mandate also states that we are required to identify and contact providers
who continually call the CSR service line to obtain such information. Inthe future, we will be contacting those providersto
offer further education.

Sign up to our eNews electronic mailing list

Join our eNewsmailing list and receive urgent and other critical information issued by
First Coast Service Options, Inc. (FCSO), your FloridaMedicare carrier. By

signing up, you will receive automatic email notification when new or updated information
is posted to the provider education website http://mmw.floridamedicare.com. It’s very
easy to do. Simply go to the website, click on the “eNews’ link on the navigational menu
and follow the prompts.

August 2006 The FCSO Medicare B Update! 41


http://www1.fbo.gov/spg/HHS/HCFA/AGG/CMS%2D2005%2D0016/Attachments.html
http://www.cms.hhs.gov/MedicareContractingReform/05_A_BMACJurisdictions.asp#TopOfPage
http://www.cms.hhs.gov/MLNMattersArticles/downloads/SE0628.pdf
http://www.cms.hhs.gov/
http://www.floridamedicare.com

GENERAL INFORMATION

Medicare’s Common Working File Medicare Advantage Managed Care
Data Exchange and Data Display Changes

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

Provider Types Affected
Physicians, providers, and suppliers who provide services to Medicare beneficiaries enrolled under aMedicare Advan-
tage Managed Care (Part C)

Impact on Providers

CR 5118 provides notice that effective January 2006; Medicare Part C plan contract numbers can begin with a character
other than an “H.”

Asaresult of changesin the assignment of Medicare Part C plan contract numbers, the entire five-position a pha/numeric
Medicare Part C plan contract number will be provided to the common working file (CWF), whichisakey file used by Medi-
care systemsto provide beneficiary information to providers.

Currently, the CWF placesan “H” infront of the Part C plan number, since prior to January 1, 2006, al plan numbers began
with an“H.” Once this changeisimplemented, the correct and compl ete plan contract numberswill then be on the CWF and
will be given to providers when they inquire about Medicare beneficiaries.

Background

CWEF contains dataindicating when abeneficiary is enrolled under aMedicare Part C contract. Medicare Part C contracts
are MedicareAdvantage Managed Care Plans that provide Part A and B benefits for beneficiaries enrolled under the contract.
CWF receivesthisPart C dataon adatafeed from the Enrollment Database (EDB), another Medicare database. Effective
January 1, 2006, Part C contract numbers can begin with aletter other than “H” and the Medicare CWF isbeing modified to
handle this change, so correct numbers are sent to providers as part of beneficiary information.

To associate plan identification numbers with the plan name, go to
http: //mww.cms.hhs.gov/Heal thPlansGenl nfo/claims_processing_20060120.asp#TopOfPage on the CM S website.

The number that will appear on CWF will beginwith “H.” For thefollowing 11 plans, thealphaprefix isactualy an“R.”
Prior to October, when using the Web page |ook-up tool, make sureto replace the “H” with an “R.” The 11 plans are the
following:

R3175 RS5566 RS5863
R5287 R5595 R5941
R5342 R567/4 R9943
R5553 R5826

Implementation
Theimplementation date for theinstruction is October 2, 2006.

Additional Information

CR5118istheofficial instruction issued to your Medicare carrier/durable medical equipment regional carrier (DMERC) or
fiscal intermediary (FI) regarding changes mentioned in thisarticle. CR 5118 may befound at

http: //mmw.cms.hhs.gov/ Transmittal S’downl oads/R995CPpdf on the CMS website.

If you have questions please contact your Medicare carrier/FI/DMERC at their toll free number, which may befound at
http: //mmw.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 Matters Number: MM5118 Related Change Request (CR) #: 5118
Related CR Release Date: June 30, 2006 Effective Date: October 1, 2006
Related CR Transmittd #: R995CP Implementation Date: October 2, 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.

Medicare Learning Network Products for Physicians

hefollowing are productswhich are available on the Medicare L earning Network (MLN) website.

The Facilitator 's Guide, which provides facilitators with everything needed to prepare for and conduct a Medicare
Program training course and is a companion to the Medicare Physician Guide: A Resource for Residents, Practicing Physi-
cians, and Other Health Care Professionals, is now available in downloadable format on the MLN Publication Page located at
http: //mww.cms.hhs.gov/MLNProducts/ MPUB/list.asp on the Centersfor Medicare & Medicaid Services (CMS) website.

The Medicare Physician Guide: A Resource for Residents, Practicing Physicians, and Other Health Care Professionals
inCD-ROM format isavailablefree of chargefromthe MLN Product Ordering Pagelocated at
http://www.cms.hhs.gov/mlingeninfo/ on the CM S website.

Source: CM S Learning Resource, M essage 200606-12
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Southern Healthcare Administrative Regional Process Presents Free

Teleconferences

ease feel freeto join in afree audio conference sponsored by Atlantaand Dallas CM S Regions regarding the “ NPl Panel
Discussion”.

For moreinformation about this call and future teleconference dates and topics, please see below:

Electronic Health Records — Physician Perspective
1:00—2:00 PM ET, Wednesday, August 16, 2006
Conferencel D Number —2512447

Dr. Jim Morrow with the North Fulton Family Medicinewill discuss choosing an EHR system. Hewill share hisexperi-
ences and lessons learned.

Electronic Health Records — RHIO Perspective
1:00—-2:00 pm ET, Wednesday, August 23, 2006
Conferencel D Number —2512465

LiesaJenkins, Executive Director of CareSpark, will provide an overview of CareSpark and of itsexperienceinimproving
the health of people in Northeast TN and Southwest VA through collaborative use of health information.

SPECIAL NOTE: Pleasecall 877-203-0044 fifteen minutesprior to call start timeand providethe conference ID number.
Call sponsored by CMS Regions |V and VI
Source: Provider Education Resources Listserv, Message 200607-10

The Importance of Reviewing Your Medicare Statement Before Calling
Medicare—Florida Only

e have recently begun to receive alarge volume of unnecessary calls from agencies representing or acting on behalf of
Medicare providers.

Many of the calls are related to requests for information that can be found on the provider’s Medicare remittance notice
(MRN) or electronic remittance advice (ERA) statements, which are mailed eachtimeaMedicare claimis processed. Some
callers are also inquiring about checks that have already been received and cashed by the provider.

Providers and agency representatives are encouraged to thoroughly review MRN and ERA statements before calling
Medicare for assistance. The statements include information such as:

Claim control numbers

Specific procedure codesbilled on claims

Billed amounts

Allowed amounts

Paid amountsfor each service billed

Reason codes or remark codes (which clarify why a service was denied or paid at an amount lower than the fee schedule)

We aretaking stepsto identify providerswho frequently call our Medicare customer service (CSR) line for information
that is outlined on their MRN or ERA statements. We will contact those customersto provide further education. Additional
action will be taken (as needed) to help providers understand how these types of callsimpact the response time of the
Medicare customer service CSR Line.
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Together We Can Close the Prevention Gap—July Prevention Awareness

Message

ronic diseases such as heart disease, cancer, and diabetes are the leading causes of death and disability in the United Sates.
Although chronic diseases are among the most common and costly health problems, they are also some of the most
preventable. Over the years Medicare has continued to expand the range of preventive services for which it pays and now
provides coverage for the following preventive services and screenings (subject to certain éigibility and other limitations):

e Cardiovascular Disease Screening
e  Cancer Screenings

Breast (mammography)

Cervical & vagina (Pap test & pelvic exam)
Colorectal

Prostate

e Diabetes Screening
e  Sdf-management training

e Medical nutrition therapy

e Supplies

e |nitid Preventive Physica Exam (IPPE) (“Welcometo Medicare” Physical Exam)
e Bone Mass Measurements

e  Adult Immunizations

o Influenza(flu)
e  Pneumococcal polysaccharide vaccine (PPV)
e  HepatitisB virus(HBV)

e  GlaucomaScreening
e  Smoking and Tobacco-Use Cessation Counseling Services

While the number of Medicare-covered preventive servicesishigher than ever, we are finding that many beneficiariesare
not taking advantage of the full range of servicesfor which they may be eligible. Some of the reasons for this underutilization
include beneficiaries:

e Not knowing that Medicare covers these services.

e Being afraid to talk with their physician or not knowing how or what questionsto ask.
e Not understanding the value of prevention, early detection and treatment.

e Fearing the pain that may occur during the preventive service procedure.

e Fearing the results of the preventive service procedure.

In addition, there may be physical and social barriersthat prevent Medicare beneficiaries from obtaining preventive
Services.

How Can You Help?

Regardless of the reason for your Medicare patient not using a service, you are in akey role to help address this problem.
The Centersfor Medicare & Medicaid Services (CMS) needs your help to ensure that people with Medicare are aware that
Medicare provides coverage for preventive services that could save their lives. You can help by doing the following:

e Tak with your patients about their risk for disease and the value of prevention and early detection, and encourage
utilization of appropriate Medicare-covered preventive services.

o Perform or providereferralsfor the appropriate preventive services
e Follow-up with patients on all screening results, even negative ones
e Provideinformation about appropriate lifestyle modifications that support ahealthy lifestyle

For More Information
CMS has developed a variety of educational products and resources to help healthcare professionals and their staff
become familiar with coverage, coding, billing, and reimbursement for preventive services covered by Medicare.

The MLN Preventive Services Educational Products Web page — provides descriptions and ordering information for all
provider specific educational products related to preventive services. TheWeb page is located on the CMS website at
http: //mww.cms.hhs.gov/MLNProducts/35 PreventiveServices.asp - TopOfPage.
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Together We Can Close the Prevention Gap—July Prevention Awareness Message, continued

The CM S website providesinformation for each preventive service covered by Medicare. Click on
http://mww.cms.hhs.gov/, select “Medicare’, and scroll down to “Prevention”.

For products to share with your Medicare patients, visit http://www.medicare.gov/ on the Web.

Asatrusted source of patient health care information, your recommendation is one of the most important factorsin
increasing the utilization of preventive services covered by Medicare. We hope that you will join with CMS aswe strive to
close the prevention gap and encourage appropriate utilization of preventive services. It could save seniors' lives.

Thank you so much for your help!

Source: CM S Provider Education Resource 200607-05

Sign up to our eNews electronic mailing list

Join our eNewsmailing list and receive urgent and other critical information issued by
First Coast Service Options, Inc. (FCSO), your FloridaMedicare carrier. By

signing up, you will receive automatic email notification when new or updated information
is posted to the provider education website http://mwww.floridamedicare.com. It’s very
easy to do. Simply go to the website, click on the“eNews’ link on the navigational menu
and follow the prompts.
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GENERAL MEpicAL ReEviEw

Articles in this section apply to both Florida and Connecticut.

Billing Guidelines for Anesthesia Services

Fi rst Coast Service Options, Inc. (FCSO) hasnoted a
significant increase in claims devel opment dueto
providers billing multiple anesthesia codes for the same
operative session, and surgeons hilling for both anesthesia

and the surgical procedure for the same operative session.

The following information isto provide awareness and
clarification to providers and billers of anesthesia servicesto
eliminatetheseclaimfiling errors.

Anesthesia for Multiple Surgeries

Payment may be made for the anesthesia services provided
during multiple or bilateral surgery procedures. When billing
anesthesia services associated with multiple or bilateral
surgeries, report only the anesthesia procedure with the
highest base unit. Report the total timein minutesfor all
procedures on one detail line item.

Incorrect

Date of Service Procedure Code Units
05/10/2006 00140Qz &0
05/10/2006 00140Qz 0
Correct

Date of Service Procedure Code Units
05/10/2006 00140Qz D

Administration of Anesthesia by the Surgeon
Reimbursement for anesthesia performed by the operating
surgeon isincluded in the allowance of the surgical
procedure rendered during the same operative session.
Separate payment is not allowed when surgeon performsthe
surgical procedure and performslocal or surgical anesthesia.
No claim should be submitted for the anesthesia service

Incorrect

Date of Service Procedure Code Provider Units
05/10/2006 15823RT D12345 010
05/10/2006 15823LT D12345 010
Date of Service Procedure Code Provider Units
05/10/2006 00140Qz D12345 &0
Correct

Date of Service Procedure Code Provider Units
05/10/2006 15823RT D12345 010
05/10/2006 15823LT D12345 010

Source: Medicare Claims Processing Manual, Chapter 12,
Section 50(€)

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.

Billing and Coding for Unlisted Drugs and Biologicals

n order to be covered under Medicare, use of adrug or

biological must be safe and effective and otherwise
reasonable and medically necessary. The medical
reasonableness and necessity of drugs and biologicals are
extensively discussed in the Medicare manuals.

First Coast Service Options, Inc. (FCSO) has published
numerouslocal coverage determinations (LCDs) and
educational articles about drugs and biologicals, specifically
anti-cancer agents. Please refer to these publications for
moredetailed information.

Billing and Coding

When the Food and Drug Administration (FDA)
approves anew drug, thereisnormally adelay in assigning a
national HCPCS code to that drug. When a code has not
been assigned to a drug, 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 ismade. Once a
HCPCS code has been assigned by the Centers for Medicare
& Medicaid Services (CMS), itisno longer necessary to
supply thisinformation; ssmply list the HCPCS code and the
number of units. Reimbursement is always based on the
information provided initem 19 on Form CMS-1500 or its
electronic equivalent.

Please note that Medicare does not process claims
using the National Drug Code (NDC) number.

Pleasefollow theinstructions below when filing claims
to Medicare Part B for drugs and biologicals with unlisted
procedure codesfor (e.g., J3490, J3590):

Item 19 or theelectronic equivalent
e Nameof thedrug
e Total dosage administered to the patient

Item 24 or the€electronic equivalent
e 24D Procedurecode (e.g., J3490, J3590)
e 24G Enter number of unitsas 1

When hilling Medicare, the procedure code for the
injection and the drug injected should be billed on the same
cam.

Providers should not submit any additional information
with the claim. FCSO may request it separately with an
additional documentation request (ADR) letter, as necessary.

Any timethereis a question whether Medicare's
medical reasonableness and necessity criteriawould be met;
we recommend the use of an advance beneficiary notice
(ABN) and appending modifier GA tothe billed HCPCS
codes. If and when adenial should be received, providers
may collect from the beneficiary based on fee schedule. For
further detailsabout CM S Beneficiary NoticesInitiative
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Billing Guidelinesfor Anesthesia Services, continued

(BNI), please point your browser to thislink: http://mww.cms.hhs.gov/BNI/. Please note that servicesthat lead up to or are
associated with noncovered services are noncovered as well.

Pricing

Background: Section 303(c) of the Medicare ModernizationAct of 2003 (MMA) revisesthe payment methodol ogy for
Part B covered drugs that are not paid on a cost or prospective payment basis. Per the MMA, beginning January 1, 2005,
drugs and biologicals not paid on a cost or prospective payment basis will be paid based on the average sales price (ASP)
methodol ogy. The ASP methodology is based on quarterly data submitted to CM S by manufacturers. CM Swill supply
contractors with the ASP drug pricing filesfor Medicare Part B drugs on a quarterly basis.

Beginning January 1, 2005, the payment allowance limits for Medicare Part B drugs and biologicalsthat are not paid on

acost or prospective payment basis are 106 percent of the ASP. CM Swill update the payment allowance limits quarterly. There
areexceptionsto thisgeneral rule as summarized below.

(1) The payment alowance limits for infusion drugs furnished through a covered item of durable medical equipment on or
after January 1, 2005, will continue to be 95 percent of the average wholesale price (AWP) reflected in the published
compendiaas of October 1, 2003, regardless of whether or not the durable medical equipment isimplanted. The payment
allowancelimitswill not be updated in 2005. The payment allowance limitsfor infusion drugs furnished through acovered
item of durable medical equipment that were not listed in the published compendiaas of October 1, 2003, (i.e., new drugs)
are 95 percent of the first published AWP.

(2 Thepayment allowancelimitsfor drugs, other than new drugs, not included in the ASP Medicare Part B Drug Pricing File
or Not Otherwise Classified (NOC) Pricing File are based on the published whol esale acquisition cost (WAC) or invoice
pricing. In determining the payment limit based on WA C, the contractors follow the methodol ogy specified in Chapter 17,
Drugs and Biologicals, of the Medicare Claims Processing Internet Only Manual for calculating the AWP but substitute
WAC for AWP. The payment limit is 100 percent of the lesser of the lowest brand or median generic WAC. At the
contractors’ discretion, contractors may contact CM S to obtain payment limits for drugs not included in the quarterly ASP
or NOC files or otherwise made available by CM S on the CM Swebsite. If the payment limit isavailablefrom CMS,
contractorswill substitute CM S-provided payment limitsfor pricing based onWAC or invoice pricing. CMSwill provide
the payment limits either directly to the requesting contractor or viaposting an MS Excel file on the CMS website.

(3) The payment allowance limitsfor new drugs and biologicals not included inthe ASP Medicare Part B Drug Pricing File or
NOC Pricing File are based on 106 percent of the WAC. This policy applies only to new drugs that werefirst sold on or
after January 1, 2005.

On or after December 19, 2005, revised April 2005, July 2005, and October 2005 ASPand NOC payment filesand the
January 2006 ASP and NOC fileswill beavailablefor download. Therevised April 2005 payment allowance limitsapply to
dates of service April 1, 2005 through June 30, 2005. The revised July 2005 payment allowance limits apply to dates of service
July 1, 2005 through September 30, 2005. The revised October 2005 payment allowance limits apply to dates of service October
1, 2005 through December 31, 2005. The January 2006 payment allowance limits apply to dates of service January 1, 2006
through March 31, 2006.

The payment limitsincluded in the revised ASP and NOC payment files supersede the payment limits for these codesin
any publication published prior to this document.

Note that the absence or presence of a HCPCS code and its associated payment limit does not indicate M edicare cover-
age of thedrug or biological. Similarly, theinclusion of apayment limit within aspecific column does not indicate Medicare
coverage of the drug in that specific category. The local Medicare contractor processing the claim shall make these determina-
tions. (CM S Change Request 4140, dated February 15, 2006)

Inappropriate Use of Assistant Surgeon Modifiers

An assistant at surgery is a physician who actively assists the physician in charge of a casein performing a surgical
procedure. (Note that a nurse practitioner, physician assistant or clinical nurse specialist who is authorized to provide

such services under state law can also serve as an assistant at surgery). The conditions for coverage of such servicesin

teaching hospitals are more restrictive than those in other settings because of the availability of residents who are qualified

to perform thistype of service.

e A recent review of services performed by physician assistants, specialty 97, during the time period of July through
December 2005, hasreveal ed that there has been erroneous billing of modifiers 80, 81, and 82 with surgical procedures.
Medicare considers the following nonphysician practitioners: advanced registered nurse practitioners (ARNPs),
physician assistants (PAs), and clinical nurse specialists (CNSs). Medicare does not recognize registered nurse first
assistants (RNFAS) as providers at the current time, and services of this type are not payable by Medicare.

Thefollowing information appliesto these modifiers:

e 80-—Assistant Surgeon: Surgical assistant services may beidentified by adding the modifier 80 to the usual procedure
code (pertains to physician’'s services). This modifier describes an assistant surgeon providing full assistance to the
primary surgeon. This modifier is not intended for use by nonphysician providers.
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I nappropriate Use of Assistant Surgeon Modifiers, continued

e 8l -Assistant Surgeon: Minimal surgical assistance may beidentified by adding the modifier 81 to the usual procedure
code (pertains to physician services only) and describes an assistant surgeon providing minimal assistance to the
primary surgeon. This modifier is not intended for use by nonphysician providers. This modifier isgenerally used in the
private insurance industry and is not commonly used in Medicare billing.

e 82 -Assistant surgeon (when aqualified resident surgeon is not available in ateaching facility) and also appliesto
physician services only. The unavailability of a qualified resident surgeon is a prerequisite for use of this modifier and the
service must have been performed in ateaching facility. The circumstance that a resident surgeon was not available must
be documented in the medical record. Thismodifier is not intended for use by nonphysician providers.

e AS—describes a nonphysician provider as assistant at surgery. This would include services provided by physician
assistants, nurse practitioners, or clinical nurse specialists.

Payment Information

The modifier AS must be on claims for nonphysician providers as assistants at surgery. The carrier shall pay covered PA
assistant at surgery services at 85 percent of the 16 percent of the physician fee schedule amount (i.e., 10.4 percent).
Reimbursement for nonphysician practitionersis calculated asfollows:

e Servicesrendered by nonphysician practitioners are reimbursed at 85 percent of the Medicare physician fee schedule
(MPFS) amount.

e Servicesfor assistant-at-surgery charges are reimbursed at 85 percent of 16 percent of the MPFS amount for the surgery
(16 percent of the MPFS amount is allowed for aphysician performing as asurgical assistant).

Effectivefor claimsreceived as of July 1, 1999, claims submitted by these nonphysician practitionerswill be processed on the
basisof their PIN (provider identification number) and not the previously deleted HCPCS modifiers (AK, AL,AN,AU, AV, AW,
AY). These previously deleted modifiers described services such asthose that were performed in ateam environment, such as
team visits to beneficiariesin nursing facilities with services performed by both a physician and advanced registered nurse
practitioner or physician assistant for the same beneficiary on the same or different dates of service. The servicesbilled on or
after July 7, 1999 will be priced based on the PIN (or the NPI, when effective) at the correct percentage of the physician fee
schedule for the service date submitted.

All nonphysician practitioners who act as assistants at surgery should remember to append the AS modifier to the procedure
code that accurately reflects the performed service. You will report the same procedure codes that are used to report the
surgeon’s service, and append modifier AS (physician assistant [PA], nurse practitioner [NP], or clinical nurse specialist [CNS]
services for assistant at surgery). Please be aware that Medicare does not currently recognize registered nurse first assistants
(RNFASs) asqualified Medicare providers.

More information related to this article may be found at: http://wwwcms.hhs.gov/manual downl oads/clm104c12.pdf
Please see sections 20.4.3; 100.1.7,A-D; 110.
http: //www.floridamedicare.com/partb_updates archive November December%201999%20Update! . pdf

Intravitreal Bevacizumab (Avastin®) for Neovascular Age—Related

Macular Degeneration—Update
This information was previously published in the Third Quarter 2006 Medicare B Update! page 146.

NOTE: The documentation requirements under the first bullet were revised: The diagnosis of wet AMD (1CD-9 code
362.52) with leakage/fluid in the macula must have been confirmed by optical coherence tomography (OCT) or fluorescein
angiography, as opposed to fluorescein angiography only, as had been communicated in the previous publication.

evacizumab, FDA-approved for intravenous use in combination with intravenous 5-fluorouracil-based chemotherapy, is

indicated for first-line treatment of patients with metastatic carcinomaof the colon or rectum. The United States
Pharmacopeia (USP) supports one unlabel ed indication: advanced/metastatic non-squamous non-small cell lung cancer.

Early observationsindicate that bevacizumab may be useful in the treatment of age-related macular degeneration (AMD).
Ophthalmologists have been using intravitreal bevacizumab increasingly in the treatment of wet AMD. Even though the
intravitreal administration looks promising and may be cost effective, there are still anumber of concerns, specifically about
safety. Currently, publicationsin peer-reviewed literature are not sufficient to support a positive coverage statement by means
of alocal coverage determination (LCD).

Until appropriately designed and powered studies are published and eval uated, bevacizumab for the treatment of AMD
will be considered on an individual case-by-case basis.

HCPCS code J9035 (I njection, bevacizumab, 10 mg) does not apply to theintravitreal administration, asapharmacist has
processed the agent. Providers billing for intravitreal bevacizumab should use CPT code 67028 for theintravitreal injection
and HCPCS code J3490 (unclassified drugs) for the bevacizumab. Please enter “Intravitreal bevacizumab” in Item 19 of CMS
1500 Form or itselectronic equivalent. The applicable |CD-9 codeis 362.52 (exudative senile macular degeneration of reting).
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I ntravitreal Bevacizumab (Avastin®) for Neovascular Age-Related Macular Degeneration—Update, continued

Documentation in the medical record must support the following:

e Thediagnosisof wet AMD (ICD-9 code 362.52) with | eakage/fluid in the macula has been confirmed by optical coherence
tomography (OCT) or fluorescein angiography.

e The patient does not have any contraindications to bevacizumab.

e The patient has been thoroughly educated about the benefits and risks of this therapy and that it is being used “ off-
label.”

e Actual dose administered.

When billing Medicare, theintravitreal injection and the drug injected should be billed on the same claim. Remember to
use the appropriate modifiers when performing the service on both eyes.

Providers should not submit thisinformation with the claim. First Coast Service Options, Inc. (FCSO) may request it
separately with an additional documentation request (ADR) I etter.

Any time there is a question whether Medicare’s medical reasonableness and necessity criteriawould be met; we
recommend the use of an advance beneficiary notice (ABN) and appending modifier GA to the billed HCPCS codes. For further
detailsabout CM S Beneficiary Notices|nitiative (BNI), please point your browser to thislink: http://www.cms.hhs.gov/BNI/.
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.

Mobile Cardiac Outpatient Telemetry

obile cardiac outpatient telemetry isareal-time, outpatient cardiac monitoring system that isautomatically activated

and requires no patient intervention to either capture or transmit an arrhythmiawhen it occurs. Upon arrhythmia
detection, the ECG waveform istransmitted by standard tel ephone line or wirel ess communicationsto areceiving center
monitoring the patient and reporting significant findings according to the physician’ s patient-specific, pre-determined criteria

At thispoint in time, thereis no assigned CPT code for this service, nor isthere alocal or national coverage determination

(LCD or NCD) that specifically addressesthis procedure. Inthe absence of aL.CD or NCD, this serviceis being evaluated
individually in regards to meeting Medicare’ s medical reasonableness and necessity criteria. Providers rendering this service
need to know and follow these guidelines:

e Thisservice must be billed with CPT code 93799 (unlisted cardiovascular service or procedure), as currently thereis no
designated code.

e  Whenbilling “globally” (without modifier 26 and TC appended) for the professional and the technical component, the
provider must have performed the physician review and interpretation aswell as the recording and monitoring (includes
receipt of transmissions and analysis).

e When billing for the professional component, which is physician review and interpretation only, CPT code 93799 with
modifier 26 appended shall be used.

e  When hilling for the technical component, CPT code 93799 with modifier TC appended shall be used.

e  Only the provider who performs the recording, receipt of transmissions, monitoring, and analysis can bill for the technical
component. Generally, acentralized monitoring facility headquartered and reimbursed el sewhere provides the technical
component. In thissituation, the interpreting physician cannot bill for the technical component.

e Thisserviceisreimbursable per entire monitoring episode, expected to last between 7 and 30 days, and not per ECG strip
or per day.

e Themedical record must support the medical necessity for the test, such as symptoms and findings and the rationale why
this modality was chosen over others.

e Documentation in the medical record must include a summarized interpretation and report for the duration of timethe
device had been worn (i.e. episode). Signing a computer generated report does not suffice for this purpose.

e Medicare does not expect the need for repeating this test sooner than after six months. The rationale and medical
necessity for any repeat evaluation, regardless of frequency, must be documented in the medical record.

e Thedate of service to be used is the date the physician completed the interpretation and report of the monitoring period.

Providers should not submit any medical record documentation with theinitial claim. Upon receipt of the claim, First Coast
Service Options, Inc. (FCSO) will solicit additional documentation by means of an additional documentation request (ADR)
|etter.

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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Moderate Conscious Sedation 99143—99150

oderate conscious sedation (procedure codes99143 — 99150) is new for 2006 and was effective January 1, 2006. In this
article, First Coast Service Options, Inc. (FCSO) will clarify how to bill these services and under what circumstances
thereis coverage.

Per the AMA CPT 2006 Current Procedural Terminology, Professional Edition, moderate conscious sedation is de-
scribed as a drug-induced depression of consciousness during which patients respond purposefully to verbal commands,
either alone or accompanied by light tactile stimulation. No interventions are required to maintain a patent airway, and sponta-
neous ventilation is adequate. Cardiovascular function is usually maintained. M oderate sedation does not include minimal
sedation (anxiolysis), deep sedation or monitored anesthesia care (00100-01999).

When providing moderate sedation, the following services are included and NOT reported separately:

e Assessment of the patient (not included in intraservice time);

e Establishment of 1V access and fluidsto maintain patency, when performed;

e Administration of agent(s);

e Maintenance of sedation;

e Monitoring of oxygen saturation (94760-94762), heart rate and blood pressure and
e Recovery (notincludedinintraservicetime).

Intraservice time starts with the administration of the sedation agent(s), requires continuous face-to-face attendance, and
ends at the conclusion of personal contact by the physician providing the sedation.

M oderate conscious sedation (procedure codes 99143 — 99150), continues to include all six possible routes of adminis-
tration; intramuscular, intravenous, oral, rectal, intranasal and inhalation.

Regulatory information (NCD or LCD information)
Thelnternet-Only Manual (IOM) Publication 100-04, Chapter 12, Section 50 A

50 - Payment for Anesthesiology Services (Rev. 1, 10-01-03) B3-15018, General Payment Rule describeswhen thereiscoverage
for 99143-99145. The fee schedule amount for physician anesthesia services furnished on or after January 1, 1992 is, with
the exceptions noted, based on allowable base and time units multiplied by an anesthesia conversion factor specific to that
locality. The base unit for each anesthesia procedureislisted in section 50.K, Exhibit 1. Theway in which time unitsare
calculated, is described in section 50.G. CM S releases the conversion factor annually. Carriers may not allow separate payment
for the anesthesia service performed by the physician who also furnishes the medical or surgical service. In that case, payment
for the anesthesia service is made through the payment for the medical or surgical service. For example, carriers may not allow
separate payment for the surgeon’s performance of alocal or surgical anesthesiaif the surgeon aso performs the surgical
procedure. Similarly, separate payment is not allowed for the psychiatrist’s performance of the anesthesia service associated
with the electroconvulsive therapy if the psychiatrist performs the el ectroconvulsive therapy.

B|II|ng and Coding Guidelines
Do not report 99143-99145 in conjunction with codes listed in CPT4 Appendix G

e Do not report 99148-99150 in conjunction with codeslisted in CPT4Appendix G when performed in the non-facility
setting.

e When asecond physician other than the healthcare professional performing the diagnostic or therapeutic services
provides moderate sedation in the facility setting (e.g., hospital, outpatient hospital/ambulatory surgery center, skilled
nursing facility) for the procedures listed in CPT4 Appendix G, the second physician reports 99148-99150.

e When procedure codes 99148-99150 are performed by the second physician in the non-facility setting (e.g., physician
office, freestanding imaging center), they should not be reported.

e  Procedure codes 99148-99150 performed in an ingtitutional setting can be paid in addition to the codeslisted in CPT4
Appendix G

e 99143-99145 procedure codes areincluded in other services based on Publication 100-04, Chapter 12, Section 50.

Documentation requirements

Documentation in the anesthesia/operative/procedure report should include the rationale that supports the need for the
second physician to administer moderate conscious sedation (procedure codes 99148-99150) as opposed to the surgeon
providing the services.

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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GENERAL MEDICAL REVIEW

Angiojet Thrombolytic Therapy, 37799, 37184—37188
This supersedes information previously published in the Third Quarter 2006 Medicare B Update! page 142.

Background

For service performed in 2005, First Coast Service Options, Inc. (FCSO) has seen an increased billing of Angiojet Throm-
bolytic Therapy. Thisarticle isto describe the service and outline coverage. This therapy can be performed on peripheral or
coronary vessels. Angiojet Thrombolytic Therapy has not been FDA approved for use in the carotid vessels.

Description of Service

The AngioJet shoots jets of high-speed saline solution through tiny openingsin the tip of a surgical instrument called a
catheter. Plaque and clots then dissolve into small piecesthat are vacuumed back through the catheter. Unlike earlier technol-
ogy, the AngioJet removesthe clot entirely, eliminating the possibility that tiny pieces could move downstream and cause
additional complications. BecauseAngiojet destroys blood clots (also known as thrombi), the Angiojet System is classified as
atype of thrombolytic therapy. It isimportant for the beneficiary to be thoroughly educated about the benefits and risks of
thismodality.

Regulatory Information
At this point and time, thereis no national coverage determination (NCD) about this service, and FCSO. has not pub-
lished alocal coverage determination (LCD).

Billing and Coding

For dates of service before January 1, 2006, when billing a peripheral AngioJet procedure, CPT code 37799 (unlisted
procedure, vascular surgery) would most likely be used. The description “ AngioJet” should be noted in Item 19 of the Form
CMS-1500 or thefreeform line of electronic claims.

When billing for dates of service on or after January 1, 2006, use 37184, 37185, 37186, 37187 or 37188 for a peripheral
mechanical thromboectomy procedure.

When AngioJet is applied in the coronary arteries, the applicableCPT 1V code is 92973, percutaneous transluminal
coronary thrombectomy.

Documentation
Providers should not submit any medical record documentation with the claim. FCSO will request this by means of an
additional documentation request (ADR) letter, as appropriate.

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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CONNECTICUT MEDICAL REVIEW

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 Medical Review Table of Contents
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each policy, and are based on the date
of service (unless otherwise noted in e ;
the policy). Medicare contractors are Addltlonal_lnformatlon .

required to offer a 45-day notice period Self-Administered Drug (SAD) LiSt ., 56
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: //mww.connecti cutmedicare.com,
click on the “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
Department
PO Box 2078 ;
JTeckeonville, FL 32231-0048 Advance Notice Statement
dvance beneficiary notice (ABN) isrequired in the event the service may
Phone: 1-866-419-9455 be denied or reduced for reasons of medical necessity (see page 4).
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New LCDs

J7504: ATGAM (Lymphocyte Immune Globulin, Antithymocyte Globulin
[Equine])—New LCD

TGAM isanonpasteurized, purified, concentrated and sterile gammaglobulin, primarily momomeric IgG, from

hyperimmune serum of horsesimmunized with human thymuslymphocytes. ATGAM mainly exhibitsimmunosuppressive
activity; inhibiting cell mediated immune responses, such as all ograft rejection and delayed hypersensitivity reactions.
ATGAM reduces the number of circulating T lymphocytes measured by the E-rosette inhibition assay.

Thislocal coverage determination (LCD) was developed based on data analysisfor procedure code J7504 and for carrier
consistency. Indications and limitations, utilization guidelines, documentation guidelines and appropriate | CD-9-CM codes
wereincorporated into thisLCD. A coding guideline was al so devel oped.

Effective Date
ThisLCD will be effectivefor servicesrendered on or after September 29, 2006. Thefull text for thisLCD may beviewed
on the provider education website http://mwww.connecticutmedicare.com on or after this effective date.

REevisions To LCDs

Botulinum Toxins—LCD Revision

helatest revision for local coverage determination (LCD) Botulinum Toxinswas effective May 2, 2005. Sincethat time, this

L CD has been revised to expand coverage for Botulinum toxin type B (Myobloc®) to include treatment of spasticity caused
by stroke or braininjury. Thefollowing ICD-9-CM codes have been added to the “1CD-9 Codes that Support Medical
Necessity” section of the L CD for procedure code J0587 (Botulinum toxin type B [Myobloc®]): 342.10-342.12, 344.00-344.09,
344.1,344.2, 344.30-344.32, 344.40-344.42, 344.5, 438.20-438.22, 438.30-438.32, 438.40-438.42 and 754.1. The*“Indicationsand
Limitations of Coverage and/or Medical Necessity” and “ Sources of Information and Basis for Decision” sections have been
revised accordingly.

In addition, the “Coding Guidelines’” LCD attachment has been revised to include information regarding the use of CPT
codes 46505 and 64650 when performed in conjunction with procedure code J0585 (Botulinum toxin type A [Botox®]).

Effective Date

Thisrevision iseffective for servicesrendered on or after May 8, 2006. Thefull text of this LCD isavailable through our
provider education website at http://wwmw.connecti cutmedicare.com on or after this effective date.
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.

EPO: Epoetin Alfa—LCD Revision

Thislocal coverage determination (LCD) waslast updated on January 13, 2006. Sincethat timethe L CD has been revised.
Based on requests from outside sources, thelist of ICD-9-CM codes was revised to include the following new 1CD-9-CM
codesfor procedure code JO885 (non-ESRD)- 273.3 (Macroglobulinemia) and 285.21 (Anemiain chronic kidney disease). For
procedure code J0885 (ESRD not on dialysis) thefollowing ICD-9-CM code was added as appropriate: 585.5 (Chronic kidney
disease, Stage V). The coding guideline attachment was revised as appropriate for these changes.

Effective Date
Thisrevision iseffectivefor servicesrendered on or after June 19, 2006. Thefull text for thisLCD may beviewed on the
provider education website http://www.connecticutmedicare.com on or after this effective date.
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CONNECTICUT MEDICAL REVIEW

J9000: Antineoplastic Drugs—LCD Revision

helocal coverage determination (L CD) for antineoplastic drugs was last updated on March 1, 2006. Sincethat time, the
following revisions were made to the “ Indications and Limitations of Coverage and/or Medical Necessity” section for the
following HCPCS codes:

J9170 (Docetaxel)
Added the FDA approved indication for treatment of patients with advanced gastric adenocarcinoma, including adenocar-
cinoma of the gastroesophageal junction, who have not received prior chemotherapy for advanced disease.

J9263 (Oxaliplatin)
e Theword"“complete” wasadded in front of “resection of primary tumor” for the FDA approved adjunctive treatment of
stage 11 colon cancer patients, to correspond with the USP DI verbiage.

e Under the off-label indicationsfor Oxaliplatin, added the following indi cation:

“Oxaliplatinwill be considered as medically necessary in combination with other FDA approved (“on-label”) or compendia
supported chemotherapy drugs for the treatment of pancreatic carcinomain accordance to the clinical practice guidelines
inoncology —Vv.1.2006, National Comprehensive Cancer Network (NCCN) protocols.”

J9310 (Rituximab)
e Added the FDA approved indication for rheumatoid arthritis and verbiage of other approved indications based on the
FDA labdl.

Under the “1CD-9 Codes that Support Medical Necessity” section, the following additional diagnosis codes were added
tothefollowing HCPCS codes:

JO045 (Carboplatin) for treatment of melanoma
1906  Malignant neoplasm of choroid (melanomaof the choroid)
1977  Secondary malignant neoplasm of liver, specified as secondary (metastatic melanomato theliver)

J9263 (Oxaliplatin)
157.0-157.9 Malignant neoplasm of pancreas

J9310 (Rituximab)

7140  Rheumatoid arthritis

7141  Felty’ssyndrome (Rheumatoid arthritiswith splenoadenomegaly and |eukopenia)
7142  Other rheumatoid arthritiswith visceral or systemicinvolvement

The “ Sources of Information and Basis for Decision” section was also updated.

Effective Date
Thisrevision iseffectivefor servicesrendered on or after June 19, 2006. Thefull text of thisL CD isavailable through our
provider education website at http://mmweconnecti cutmedicare.com on or after this effective date.

J9212: Interferon—LCD Revision

hislocal coverage determination (LCD) waslast updated on March 27, 2006. Since that time the LCD has been revised.

Based on requests from outside sources, the indications and limitations section of the LCD for procedure codes J9213,
J9214 and J9215 have been revised. These sections were updated to include the off-label coverage for peritoneum cancer as
medically reasonable and necessary. Thelist of ICD-9-CM codeswas revised to include the following hew | CD-9-CM codes
for procedure codes J9213, 19214 and J9215:

158.8and 158.9.

Effective Date
Thisrevision iseffectivefor servicesrendered on or after June 26, 2006. Thefull text for thisLCD may be viewed on the
provider education website http://www.connecticutmedicare.com on or after this effective date.

97001: Physical Medicine and Rehabilitation—LCD Revision

hislocal coverage determination (LCD) waslast updated on April 11, 2006. Sincethat timethe LCD has been revised.

Change Request 4364, dated February 13, 2006 states that contractors shall require providers to document servicesin
accordance with CM S Internet Only Manual (I0M) Pub 100-2, chapter 15, Section 220.3 and Pub 100-4, Chapter 5, Section 10.2.
The language from the IOM appears under the Documentation Requirements section of the LCD. In addition to this language
the following statement appears. “First Coast Service Options requires that progress reports be documented weekly”. After
further clarification of the business requirementsfound in CR 4364, this statement has been removed from the LCD.

Effective Date

Thisrevision iseffectivefor claims processed on or after May 10, 2006 for servicesrendered on or after January 1, 2006.
Thefull text for this LCD may be viewed on the provider education website http://mwww.connecti cutmedi care.comon or after
this effective date.

54 The FCSO Medicare B Update! August 2006


http://wwwconnecticutmedicare.com
http://www.connecticutmedicare.com
http://www.connecticutmedicare.com
http://wwwconnecticutmedicare.com
http://www.connecticutmedicare.com

CONNECTICUT MEDICAL REVIEW

NCSVCS: The List of Medicare Noncovered Services—LCD Revision

helocal coverage determination (LCD) for The List of Medicare Noncovered Serviceswas|ast revised on January 1, 2006.

Based on Change Request (CR) 5013, dated April 28, 2006, the Centersfor Medicare & Medicaid Services(CMS) has
determined that evidence is adequate to conclude that laparoscopic adjustable gastric banding is reasonable and necessary
for Medicare beneficiarieswho meet thefollowing criteria: abody massindex (BMI) > 35, have at | east one co-morbidity
related to obesity and have been previously unsuccessful with medical treatment for obesity. The medical documentation
should reflect thisinformation.

Therefore, procedure code 43770 (Laparoscopy, surgical, gastric restrictive procedure, placement of adjustable gastric
band [gastric band and subcutaneous port components]) has been removed from “The List of Medicare Noncovered
Services’ LCD, aswell asthefollowing procedure codes, which are related to procedure code 43770.

43771 revision of adjustable gastric band component only

43772 removal of adjustable gastric band component only

43773 removal and replacement of adjustable gastric band component only
43774 removal of adjustable gastric band and subcutaneous port component

Effective Date

Thisrevisioniseffectivefor servicesrendered on or after February 21, 2006. The full-text of thisLCD isavailablethrough
our provider education website at http://www.connecticutmedicare.com on or after this effective date.
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.

NCSVCS: The List of Medicare Noncovered Services—LCD Revision

helocal coverage determination (LCD) for The List of Medicare Noncovered Serviceswaslast revised on February 21,

2006. Change Request 5102, dated May 26, 2006, includes additional category |11 CPT codesto be added to the Medicare
Physician Fee Schedule Database (MPFSDB).

At thistime, this LCD isbeing revised to add the following category 111 CPT codesto the “Local Noncoverage Decisions”
section of the LCD for electrical gastric stimulation.

0155T Laparoscopy, surgical, implantation or replacement of gastric stimulation electrodes, lesser curvature (ie, morbid
obesity)

0156T Laparoscopy, surgical, revision or removal of gastric stimulation electrodes, lesser curvature (ie, morbid obesity)

0157T Laparotomy, implantation or replacement of gastric stimulation electrodes, lesser curvature (ie, morbid obesity)

0158T Laparotomy, revision or removal of gastric stimulation electrodes, lesser curvature(ie, morbid obesity

Effective Date

Thisrevision iseffectivefor servicesrendered on or after July 1, 2006. Thefull text of thisLCD isavailable through our
provider education website at http://mmw.connecti cutmedicare.com on or after this effective date.
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.

NCSVCS: The List of Medicare Noncovered Services—LCD Revision

helocal coveragedetermination (LCD) for the List of Medicare Noncovered Services- NCSV CSwas previously revised on

July 1, 2006. Since CPT code 90849 (Multiple-family group psychotherapy) is not considered to be medically necessary,
asit does not meet the criteriafor direct patient intervention and interaction. It is being added to the “Local Noncoverage
Decisions’ section of The List of Medicare Noncovered Services LCD.

Effective Date

Thisrevisioniseffectivefor claims processed on or after August 7, 2006. Thefull text of thisLCD isavailable through our
provider education website at http://mmw.connecti cutmedicare.com on or after this effective date.
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.

August 2006 The FCSO Medicare B Update! 55


http://www.connecticutmedicare.com
http://www.connecticutmedicare.com
http://www.connecticutmedicare.com
http://www.connecticutmedicare.com
http://www.connecticutmedicare.com
http://www.connecticutmedicare.com

CONNECTICUT MEDICAL REVIEW

NESP: Darbepoetin alfa (Aranesp) (novel erythropoiesis stimulating

protein [NESP])—LCD Revision

Thislocal coverage determination (LCD) waslast updated on January 13, 2006. Sincethat timethe LCD has been revised.
Based on reguests from outside sources, the list of ICD-9-CM codes was revised to include the following new 1CD-9-CM
codesfor procedure code JO881 (non-renal)- 273.3 (macroglobulinemia) and 285.21 (anemiain chronic kidney disease).

For procedure code J0881 (ESRD not on dialysis) thefollowing ICD-9-CM code was added as appropriate: 585.5
(chronic kidney disease, Stage V). The coding guideline attachment was revised as appropriate for these changes.

Theindications and limitations section of the LCD was revised based on new FDA approved labeling information
related to dosing for cancer patients with chemotherapy-associated anemia. The recommended starting dose for Aranesp
administered once every three weeksfor thisindication is 500 mcg.

Effective Date
Thisrevision iseffectivefor servicesrendered on or after June 19, 2006. Thefull text for thisLCD may be viewed on the
provider education website http://www.connecticutmedicare.com on or after this effective date.

ADDITIONAL INFORMATION

Self-Administered Drug (SAD) List—Revision

he Center for Medicare and Medicaid Services (CMS) providesinstructionsto contractors regarding Medicare payment

for drugs and biologicals incident to a physician’s service. The instructions also provide contractors a process for
determining if an injectable drug is usually self-administered and therefore, not covered by Medicare. Providers may read the
instructionsin their entirety in the Medicare Benefit Policy Manual, Chapter 15, Section 50.2.

Thefollowing drugs have been added to the Connecticut Part B Self Administered Drug (SAD) List.

JB110  Injection, teriparatide, 10 mcg (Forteo®)
2354 Injection, octreotide, non-depot form for subcutaneous or intravenous injection, 25 mcg (Sandostatin®)

The evaluation of drugs for addition to the SAD list is an on-going process. Providers are responsible for monitoring the
SAD list for the addition or deletion of drugs.

Effective Date
Thisrevision iseffective for servicesrendered on or after September 1, 2006. The SAD list may be viewed initsentirety
through our provider education website at http://mww.connecticutmedicare.com on or after this effective date.
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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 MEbpIcAL REVIEW

This section of the Medicare B
Update! features summaries of new and
revised local coverage determinations
developed as aresult of either local
medical review or comprehensive data
analysisinitiatives. Theseinitiatives are
designed to ensure the appropriateness
of medical careand that the carrier’s
medical policiesand review guidelines
are consistent with accepted standards
of medical practice.

In accordance with publication
requirements specified by the Centers
for Medicare & Medicaid Services
(CMS), carriersno longer include full-
text local coverage determinations
(LCDs) to providersin the Update!
Summaries of revised and new LCDs
are provided instead. Providers may
obtain full-text LCDs on our provider
education website,
http: /Awww.floridamedicare.com. Final
LCDs, draft LCDs availablefor
comment, LCD statuses, and LCD
comment/response summaries may be
printed from the Part B Medical Policy
section.

Effective and Notice Dates

Effective dates are provided in
each policy, and are based on the date
of service (unless otherwise noted in
the palicy). 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
webdite, subscribe to our FCS0O eNews
mailing lig. I1t's very easy to do; go to

http: /Amwww.floridamedicare.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
Medical Policy at:

Medical Policy
First Coast Service Options, Inc.
PO. Box 2078
Jacksonville, FL 32231-0048

1-904-791-8465
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New LCD

J7504: ATGAM (Lymphocyte Immune Globulin, Antithymocyte Globulin
[Equine])—New LCD

TGAM isanonpasteurized, purified, concentrated and sterile gammaglobulin, primarily momomeric IgG, from

hyperimmune serum of horsesimmunized with human thymuslymphocytes. ATGAM mainly exhibitsimmunosuppressive
activity; inhibiting cell mediated immune responses, such as all ograft rejection and delayed hypersensitivity reactions.
ATGAM reduces the number of circulating T lymphocytes measured by the E-rosette inhibition assay.

Thislocal coverage determination (LCD) was devel oped based on data analysisfor procedure code J7504. | ndications and
limitations, utilization guidelines, documentation guidelines and appropriate |ICD-9-CM codeswereincorporated into thisLCD.
A coding guideline was a so devel oped.

Effective Date
ThisLCD will be effectivefor servicesrendered on or after September 29, 2006. Thefull text for thisLCD may beviewed
on the provider education website http://www.floridamedicare.com on or after this effective date.

REvisions To LCDs

Botulinum Toxins—LCD Revision

helatest revision for local coverage determination (L CD) botulinum toxinswas effective May 2, 2005. Sincethat time, this

L CD has been revised to expand coverage for botulinum toxin yype B (Myabloc®) to include treatment of spasticity
caused by stroke or brain injury. Thefollowing ICD-9-CM codes have been added to the “1CD-9 Codes that Support Medical
Necessity” section of the LCD for procedure code J0587 (Botulinum toxin type B [Myobloc®]): 342.10-342.12, 344.00-344.09,
344.1,344.2, 344.30-344.32, 344.40-344.42, 344.5, 438.20-438.22, 438.30-438.32, 438.40-438.42 and 754.1. The*“Indicationsand
Limitations of Coverage and/or Medical Necessity” and “ Sources of Information and Basis for Decision” sections have been
revised accordingly.

In addition, the “Coding Guidelines’” LCD attachment has been revised to include information regarding the use of CPT
codes 46505 and 64650 when performed in conjunction with procedure code J0585 (Botulinum toxin type A [Botox®]).

Effective Date

Thisrevision iseffective for servicesrendered on or after May 8, 2006. Thefull text of this LCD isavailable through our
provider education website at http://www.floridamedicare.comon or after this effective date.
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.

EPO: Epoetin Alfa—LCD Revision

hislocal coverage determination (L CD) waslast updated on January 13, 2006. Since that time the L CD has been revised.

Based on requests from outside sources, the list of ICD-9-CM codes was revised to include the following new 1CD-9-CM
codesfor procedure code J0885 (non-ESRD)- 273.3 (macroglobulinemia) and 285.21 (anemiain chronic kidney disease). For
procedure code J0885 (ESRD not on dialysis) thefollowing | CD-9-CM code was added as appropriate: 585.5 (chronic kidney
disease, stage V). The coding guideline attachment was revised as appropriate for these changes.

Effective Date
Thisrevision iseffectivefor servicesrendered on or after June 19, 2006. Thefull text for thisLCD may be viewed on the
provider education website http://www.floridamedicare.com on or after this effective date.
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J9000: Antineoplastic Drugs—LCD Revision
helocal coverage determination (L CD) for antineoplastic drugs was last updated on March 1, 2006. Sincethat time, the

following revisions were made to the “ Indications and Limitations of Coverage and/or Medical Necessity” section for the
following HCPCS codes:

J9170 (Docetaxel)
Added the FDA approved indication for treatment of patients with advanced gastric adenocarcinoma, including adenocar-
cinoma of the gastroesophageal junction, who have not received prior chemotherapy for advanced disease.

J9263 (Oxaliplatin)
e Theword"“complete” wasadded in front of “resection of primary tumor” for the FDA approved adjunctive treatment of
stage 11 colon cancer patients, to correspond with the USP DI verbiage.

e Under the off-label indicationsfor Oxaliplatin, added the following indi cation:

“Oxaliplatinwill be considered as medically necessary in combination with other FDA approved (“on-label”) or compendia
supported chemotherapy drugs for the treatment of pancreatic carcinomain accordance to the clinical practice guidelines
inoncology —Vv.1.2006, National Comprehensive Cancer Network (NCCN) protocols.”

J9310 (Rituximab)
e Added the FDA approved indication for rheumatoid arthritis and verbiage of other approved indications based on the
FDA labdl.

Under the “1CD-9 Codes that Support Medical Necessity” section, the following additional diagnosis codes were added
tothefollowing HCPCS codes.

J9045 (Carboplatin) for treatment of melanoma
Under the “1CD-9 Codes that Support Medical Necessity” section, the following additional diagnosis codes were added:

1906  Malignant neoplasm of choroid (melanoma of the choroid)
197.7  Secondary malignant neoplasm of liver, specified as secondary (metastatic melanomato theliver)

J9263 (Oxaliplatin)
Under the “1CD-9 Codes that Support Medical Necessity” section, the following additional diagnosis codes were added:

157.0-157.9 Malignant neoplasm of pancreas

J9310 (Rituximab)
Under the “1CD-9 Codes that Support Medical Necessity” section, the following additional diagnosis codes were added:

7140  Rheumatoid arthritis
7141  Felty’ssyndrome (Rheumatoid arthritiswith splenoadenomegaly and |eukopenia)
7142  Other rheumatoid arthritiswith visceral or systemicinvolvement

The * Sources of Information and Basis for Decision” section was also updated.

Effective Date
Thisrevision iseffectivefor servicesrendered on or after June 19, 2006. Thefull text of thisLCD isavailable through our
provider education website at http://www.floridamedicare.comon or after this effective date.

J9212: Interferon—LCD Revision

hislocal coverage determination (L CD) waslast updated on March 27, 2006. Since that timethe LCD hasbeen revised.

Based on requests from outside sources, the indications and limitations section of the LCD for procedure codes J9213,
J9214 and J9215 have been revised. These sections were updated to include the off-label coverage for peritoneum cancer as
medically reasonable and necessary. Thelist of ICD-9-CM codeswas revised to include the following new | CD-9-CM codes
for procedure codes J9213, 19214 and J9215:

158.8,1589

Effective Date
Thisrevision iseffectivefor servicesrendered on or after June 26, 2006. Thefull text for thisLCD may be viewed on the
provider education website http://mww.floridamedicare.com on or after this effective date.
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NCSVCS: The List of Medicare Noncovered Services—LCD Revision

helocal coveragedetermination (LCD) for The List of Medicare Noncovered Serviceswaslast revised onApril 11, 2006.

Change Request 5102, dated May 26, 2006, includes additional category 111 codesto be added to the Medicare Physician
Fee Schedule Database (MPFSDB).

At thistime, thisLCD isbeing revised to add new Category 111 CPT codesto the “Local Noncoverage Decisions’ section
of the LCD for electrical gastric stimulation. These new codeswill replace unlisted code 43999 (Gastric Electrical Stimulation)
under the “Procedures’ section inthe LCD.

0155T Laparoscopy, surgical, implantation or replacement of gastric stimulation electrodes, lesser curvature(ie, morbid
obesity)

0156T Laparoscopy, surgical, revision or removal of gastric stimulation electrodes, lesser curvature (ie, morbid obesity)

0157T  Laparotomy, implantation or replacement of gastric stimulation electrodes, lesser curvature (ie, morbid obesity)

0158T Laparotomy, revision or removal of gastric stimulation electrodes, lesser curvature (ie, morbid obesity

Effective Date

Thisrevision iseffectivefor servicesrendered on or after July 1, 2006. Thefull text of thisLCD isavailable through our
provider education website at http://www.floridamedicare.comon or after this effective date.
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.

NCSVCS: The List of Medicare Noncovered Services—LCD Revision

elocal coverage determination (LCD) for the List of Medicare Noncovered Serviceswas previoudy revised on July 1, 2006.
Sincethat time, it was determined CPT code 90849 (Multiple-family group psychotherapy) is not considered to be medically
necessary, asit does not meet the criteriafor direct patient intervention and interaction. Therefore, CPT code 90849 isbeing
added to the “Local Noncoverage Decisions’ section of The List of Medicare Noncovered Services LCD.

Effective Date

Thisrevisioniseffective for servicesrendered on or after August 7, 2006. Thefull text of thisLCD isavailable through our
provider education website at http://www.floridamedicare.comon or after this effective date.
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.

NESP: Darbepoetin alfa (Aranesp) (novel erythropoiesis stimulating

protein [NESP])—LCD Revision

hislocal coverage determination (L CD) waslast updated on January 13, 2006. Since that time the L CD has been revised.

Based on requests from outside sources, thelist of ICD-9-CM codes was revised to include the following new 1CD-9-CM
codesfor procedure code J0881 (non-renal)- 273.3 (macroglobulinemia) and 285.21 (anemiain chronic kidney disease). For
procedure code J0881 (ESRD not on dialysis) thefollowing | CD-9-CM code was added as appropriate: 585.5 (chronic kidney
disease, Stage V). The coding guideline attachment was revised as appropriate for these changes.

Theindications and limitations section of the LCD was revised based on new FDA approved labeling information related
to dosing for cancer patients with chemotherapy-associated anemia. The recommended starting dose for Aranesp adminis-
tered once every three weeksfor thisindication is 500 mcg.

Effective Date
Thisrevision iseffectivefor servicesrendered on or after June 19, 2006. Thefull text for thisLCD may be viewed on the
provider education website http://mww.floridamedicare.com on or after this effective date.

THERSVCS: Therapy and Rehabilitation Services—LCD Revision

hislocal coverage determination (LCD) waslast updated on April 11, 2006. Sincethat time, the LCD has been revised.

Change Request 4364, dated February 13, 2006 states that contractors shall require providers to document servicesin
accordance with the Centersfor Medicare & Medicaid Services|Internet Only Manual (I0M) Pub 100-2, chapter 15, Section
220.3 and Pub 100-4, Chapter 5, Section 10.2. Thelanguage from the IOM appears under the Documentation Requirements
section of the LCD. In addition to this language the following statement appears: “First Coast Service Options requires that
progress reports be documented weekly” . After further clarification of the business requirementsfound in CR 4364, this
statement has been removed from the LCD.

Effective Date

Thisrevision iseffectivefor claims processed on or after May 10, 2006 for servicesrendered on or after January 1, 2006.
Thefull text for thisLCD may be viewed on the provider education website http://www.floridamedicare.comon or after this
effective date.
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43644: Surgical Management of Morbid Obesity—LCD Revision

helocal coverage determination (L CD) for surgical management of morbid obesity waslast revised February 21, 2006.
Based on Change Request (CR) 5013, dated April 28, 2006, CM S provides criteriafor coverage of bariatric surgery by
Medicare. Inorder to meet Medicare coverage guidelines, the following criteriamust be documented in the medical records:

e abody massindex (BMI) of 35 or greater,
e atleast one co-morbidity related to obesity; and
e previously unsuccessful medical treatment of morbid obesity.

Therefore, thefollowing procedure codeswill be covered when submitted with appropriate | CD-9-CM codes; V85.35,
V85.36,V85.37,V85.38, V85.39, V85.4, or 278.01 and an obesity related co-morbidity. 1CD-9-CM codesV85.35, V85.36, V85.37,
V85.38, V85.39 and, V85.4 have been identified as secondary diagnosis codes and should not be billed asthe primary diagnosis.

43644 Laparoscopy, surgical, gastric restrictive procedure; with gastric bypass and Roux-en-Y gastroenterostomy (roux
[imb 150 cm or less)

43645 with gastric bypass and small intestine reconstruction to limit absorption

43845 Gadtric restrictive procedure with partial gastrectomy, pylorus-preserving duodenoileostomy and ileoileostony
(50-100 cm common channel) to limit absorption (biliopancreatic diversion to duodenal switch)

43846 Gadtric restrictive procedure, with gastric bypass for morbid obesity; with short limb 150 cm or less) Roux-en-Y
gastroenter ostomy

43847 with small intestine reconstruction to limit absorption

43770 Laparoscopy, surgical, gastric restrictive procedure; placement of adjustable gastric band (gastric band and
subcutaneous port components)

In addition, the following procedure codes, which are related to procedure code 43770, are also covered.

43771 revision of adjustable gastric band component only

43772 removal of adjustable gastric band component only

43773 removal and replacement of adjustable gastric band component only
43774 removal of adjustable gastric band and subcutaneous port component

Effective Date

Thisrevisioniseffectivefor servicesrendered on or after February 21, 2006. Thefull text of thisLCD isavailable through
our provider education website at http://www.floridamedicare.com on or after this effective date.
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.

80076: Hepatic (Liver) Function Panel—LCD Revision

helocal coverage determination (LCD) for hepatic (liver) function panel waslast revised October 1, 2005. Inthat revision

ICD-9-CM code VV58.69 was identified as a secondary diagnosis codein error. Therefore, the LCD has been revised to
correct this error by removing the asterisk which indicated |CD-9-CM code V58.69 as a secondary diagnosis code and that it
should not be billed as the primary diagnosis.

Effective Date
Thisrevision iseffectivefor servicesrendered on or after October 1, 2005. Thefull text of thisLCD isavailablethrough
our provider education website at http://www.floridamedicare.com on or after this effective date.

92285: External Ocular Photography—LCD Revision
helocal coverage determination (LCD) for External Ocular Photography was effectivefor servicesrendered on or after
April 11, 2005. Sincethat time, thisLCD hasbeen revised to add |CD-9-CM code 238.2 (Neoplasm of uncertain behavior
of skin) to the “1CD-9 Codes that Support Medical Necessity” section of the LCD.

Effective Date
Thisrevision iseffective for servicesrendered on or after May 8, 2006. Thefull text of this LCD isavailable through our
provider education website at http://www.floridamedicare.comon or after this effective date.
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93798: Cardiac Rehabilitation Programs—LCD Revision
helocal coverage determination for cardiac rehabilitation programswas last updated on August 23, 2005. Sincethat time,
the national coverage determination indications (NCD Pub. 100-03, Section 20.10) have been expanded based on CMS
Change Request 4401, dated April 21, 2006. The LCD wasrevised to include three additional indicationsfor beneficiarieswho
have had:

1) Heartvaverepair/replacement;

2 Percutaneous transluminal coronary angioplasty (PTCA) or coronary stenting; or
3 Heart or heart-lung transplant.
Thefollowing ICD-9-CM codes were added to the “1CD-9 codes that Support Medical Necessity” section of the LCD.

V421 Heart replaced by transplant

V422 Heart valve replaced by transplant

V426 Lung replaced by transplant

V433 Heart valve replaced by other means

V4582 Percutaneous transluminal coronary angioplasty status

According to the|CD-9-CM book, diagnosiscodesV42.1,V42.2,V42.6,V43.3, and V45.82 are secondary diagnosis codes
and should not be billed as a primary diagnosis.

In addition, language was added for clarity and the window of time during which services must be rendered has been
extended.

Effective Date
Thisrevisioniseffectivefor servicesrendered on or after March 22, 2006. Thefull text of thisLCD isavailablethrough
our provider education website at http://www.floridamedicare.com on or after this effective date.

ADDITIONAL INFORMATION

Self-Administered Drug (SAD) List—Revision

he Center for Medicare and Medicaid Services (CMS) provide instructions to contractors regarding Medicare payment for

drugs and biologicals incident to a physician’s service. The instructions also provide contractors a process for
determining if an injectable drug is usually self-administered and therefore, not covered by Medicare. Providers may read the
instructionsin their entirety in the Medicare Benefit Policy Manual, Chapter 15, Section 50.2. The following drugs have been
added tothe FloridaPart B Self Administered Drug (SAD) List.

J3110  Injection, teriparatide, 10 mcg (Forteo®)
2354 Injection, octreotide, non-depot form for subcutaneous or intravenous injection, 25 mcg (Sandostatin®)

The evaluation of drugs for addition to the SAD list is an on-going process. Providers are responsible for monitoring the
SAD list for the addition or deletion of drugs

Effective Date
Thisrevision iseffective for servicesrendered on or after September 1, 2006. The SAD list may beviewed initsentirety
through our provider education website at http://mww.floridamedicare.com on or after this effective date.
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ReTIRED LCD

PHPPROG: Psychiatric Partial Hospitalization Program—Retired LCD
helocal coverage determination (LCD) for psychiatric partial hospitalization program (PHPPROG) was|ast revised January
1,2006. Sincethat time, based on dataanalysisand local standards of medical practice, it was determined to retire the

current LCD. The coverage guidelinesfor thisLCD are outlined in the CM S national regulations, and in the current Medicare

Part A Psychiatric Partial Hospitalization Program (APPHPROG) LCD.

Coverage guidelines for these services may be found at http: /mww.floridamedicare.com, under the Medicare Part A local
coverage determination for Psychiatric Partial Hospitalization Program. Local coverage determinations may also befound
under the individual CPT codes that apply to services rendered.

Effective Date
Theretirement of thisLCD iseffectivefor servicesrendered on or after April 25, 2006.
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IMPORTANT ADDRESSES, PHONE NUMBERS, AND WEB SITES

FLORIDA MEDICARE
PART B MAIL
DIRECTORY

CLAIMS SUBMISSIONS
Routine Paper Claims
Medicare Part B
P. O. Box 2525
Jacksonville, FL 32231-0019

Participating Providers

Medicare Part B Participating Providers
P. O. Box 44117

Jacksonville, FL 32231-4117

Chiropractic Claims

Medicare Part B Chiropractic Unit
P O. Box 44067

Jacksonville, FL 32231-4067

Ambulance Claims
Medicare Part B Ambulance Dept.
P O. Box 44099
Jacksonville, FL 32231-4099

Medicare Secondary Payer

Medicare Part B Secondary Payer Dept.
P O. Box 44078

Jacksonville, FL 32231-4078

ESRD Claims

Medicare Part B ESRD Claims
P O. Box 45236
Jacksonville, FL 32232-5236

COMMUNICATIONS
Redetermination Requests
Medicare Part B Claims Review
P O. Box 2360

Jacksonville, FL 32231-0018

Fair Hearing Requests
Medicare Part B Fair Hearings
P O. Box 45156
Jacksonville, FL 32232-5156

Administrative Law Judge Hearing
Administrative Law Judge Hearing
R O. Box 45001
Jacksonville, FL 32231-5001

Status/General Inquiries
Medicare Part B Correspondence
P O. Box 2360
Jacksonville, FL 32231-0018

Overpayments

Medicare Part B Financial Services
P O. Box 44141

Jacksonville, FL 32231-4141

DURABLE MEDICAL EQUIPMENT
(DME)

DME, Orthotic or Prosthetic Claims
Palmetto GBA Medicare

DMERC Operations

P O. Box 100141

Columbia, SC 29202-3141

ELECTRONIC MEDIA CLAIMS (EMC)
EMC Claims, Agreements and
Inquiries

Medicare EDI

P O. Box 44071

Jacksonville, FL 32231-4071

MEDICARE PART B ADDITIONAL
DEVELOPMENT
Within 40 days of initial request:
Medicare Part B Claims

P O. Box 2537

Jacksonville, FL 32231-0020

Over 40 days of initial request:
Submit the charge(s) in question,
including information requested, as
you would a new claim, to:

Medicare Part B Claims

P O.Box 2525

Jacksonville, FL 32231-0019

MISCELLANEOUS
Provider Participation and Group
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

Medicare Communication and Education

P O.Box 2078

Jacksonville, FL 32231-0048

For Seminar Registration:
Medicare Part B

Medicare Education and Outreach
P O. Box 45157

Jacksonville, FL 32232-5157

Limiting Charge |Issues:
For Processing Errors:
Medicare Part B

P O. Box 2360

Jacksonville, FL 32231-0048

For Refund Verification:
Medicare Part B

Compliance Monitoring

P O. Box 2078

Jacksonville, FL 32231-0048

Medicare Claims for Railroad
Retirees:

MetraHealth RRB Medicare

P O. Box 10066

Augusta, GA 30999-0001

Fraud and Abuse

First Coast Service Options, Inc.
P O. Box 45087

Jacksonville, FL 32232-5087

FLORIDA
MEDICARE
PHONE NUMBERS

BENEFICIARY

Toll-Free:
1-800-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 Seminar Registration Only (not toll-free):
1-904-791-8103

EMC

Format | ssues& Testing:
1-904-354-5977 option 4

Sart-Up & Front-End EditsyRe ects:
1-904-791-8767 option 1

Electronic Funds Transfer
1-904-791-8016

Electronic Remittance Advice, Electronic

Claim Status, & Electronic Eligibility:
1-904-791-6895

PC-ACE Support:
1-904-355-0313

Marketing:
1-904-791-8767 option 1

New Installations:
(new electronic senders; change of address
or phone number for senders):
1-904-791-8608

Help Desk:
(Confirmation/Transmission):
1-904-905-8880 option 1

OCR
Printer Specifications/Test Claims:
1-904-791-8132

DME, Orthotic or Prosthetic Claims
Palmetto GBA Medicare
1-866-270-4909

MEDICARE PART A
Toll-Fr ee:
1-866-270-4909

Medicare Websites
PROVIDERS

Florida M edicar e Contractor
www.floridamedicare.com

Centersfor Medicare & Medicaid
Services
www.cms.hhs.gov

BENEFICIARIES

Centersfor Medicare & Medicaid
Services

www.medicare.gov
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EDUCATIONAL RESOURCES

PREVENTIVE SERVICES

Medicare Provides Coverage for Many Preventive Services and Screenings

CMS hasissued the following MLN Matters article. Information for Medicare Fee-for-Service Health Care Professionals.
This information was previously published in the Third Quarter 2006 Medicare B Update! pages 137-139.

Note: Thisarticlewasrevised on June 30, 2006, to removereferencesto the“ Flu Billing” videos, which are no longer available
on the CMSwebsite.

Provider Types Affected
All Medicare fee-for-service physicians, providers, suppliers, and other health care professionals who provide and bill for
preventive services and screenings provided to Medicare beneficiaries.

Provider Action Needed

This article serves as areminder that we need your help to ensure that Medicare beneficiaries receive the preventive
servicesthey need. Become familiar with the preventive services and screenings covered by Medicare. Help the Centersfor
Medicare & Medicaid Services (CMS) spread the news about the many preventive services and screenings covered by
Medicare.

Talk with your Medicare patients about preventive services and screenings and encourage use of those services, where
appropriate. Order and use the educational products developed by CMS to educate your staff about these benefits. The
information found in these products will also help you communicate with your patients about Medicare preventive benefits.

Introduction

Medicare provides coverage for many diseases that are preventable through immunization or amendable through early
detection, treatment, and lifestyle changes. This special edition MLN Matters article informs health care professional s about
the preventive services and screenings covered by Medicare and highlights the educational and informational products
developed by CM Sfor health care professionals to promote awareness and increase appropriate utilization of these services.
Medicar eprovidescoveragefor thefollowing preventive servicesand screenings (subject to certain digibility and other
limitations):

e  Adult Immunizations
e Influenza(flu)
e  Pneumococcal polysaccharide vaccine (PPV)
e  HepatitisB virus(HBV)
e Bone Mass Measurements
e  Cancer Screenings
e  Breast (mammography)
e Cervica & vaginal (Paptest & pelvic exam)
e Colorectal
e Prostate
e Cardiovascular Disease Screening
e Diabetes Screening
e Sdf-Management Training
e Medical Nutrition Therapy
e Supplies
e  GlaucomaScreening
e |nitial preventivephysical exam (IPPE) (“Welcometo Medicare’ Physical Exam)
e Smoking and Tobacco-Use Cessation Counseling Services

CMS needs your help to get the word out about the many preventive services and screenings covered by Medicare.
Each of these benefits presents an opportunity for health care professionals to help Medicare beneficiaries learn if they have
an increased risk of developing certain diseases.

CMS recognizesthe crucial role that health care professionals play in promoting, providing, and educating Medicare
patients about preventive services and screenings. As atrusted source, your recommendation is the most important factor in
increasing the use of appropriate preventive services.
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EDUCATIONAL RESOURCES

Medicare Provides Coverage for Many Preventive Services and Screenings, continued

Talk to your Medicare patients about the benefits of preventive medicine, detecting disease earlier when outcomes are
best, reducing infectious disease, and improving the quality of their lives.

Educational Products and Informational Resources for Health Care Professionals
CMS has developed a variety of educational products to:

e Helpincrease your awareness of Medicare’s coverage of disease prevention and early detection

e Provide you with information and tools to help you communicate with your Medicare patients about these potentially life
saving benefitsfor which they may be eligible

e Giveyouresourcesto help you effectively file claims.

Print products may be ordered, free of charge, from the Medicare Learning Network (MLN). All print productsare
available to download and view on line and may be reprinted or redistributed as needed. Some print products are only
available as a download and will be notated as such.

Product Ordering I nstructions
To order aproduct, free of charge, accessthislink:
http://cms.meridianksi.com/kc/main/kc_frame.asp?kc_ident=kc0001& loc=5.

You may click on thetitle of the publications below to view them online.

Brochures

The Medicare Preventive Services Brochure Seriesfor Physicians, Providers, Suppliers, and Other Health Care
Professionals— This series of tri-fold brochures provides an overview of Medicare' s coverage for preventive services and
screenings including the new benefits: diabetes and cardiovascular disease screenings and the initial preventive physical
examination (IPPE). (See Expanded Benefits brochure.)

e  Adult Immunizations[PDF 279K B]

e BoneMassMeasurements[PDF 269K B]

e  Cancer Screenings[PDF 295K B]

e Expanded Benefits[PDF 255K B]

e  GlaucomaScreening [PDF 242K B]

¢ Smoking and Tobacco-Use Cessation Counseling Services[PDF, 562K B] (availablein download only at thistime)

Guides

The Guideto Medicare Preventive Servicesfor Physicians, Providers, Suppliers, and Other Health Care Professionals
[PDF 2MB] — This guide provides information on Medicare' s preventive benefits including coverage, frequency, risk factors,
billing and reimbursement. (May 2005. Seetheerratasheet for correctionsidentified since May 2005 printing.)

Determining a Medicare Beneficiary's Eligibility for Medicare Preventive Services [PDF 304KB] — This guide
provides information on interpreting the Medicare beneficiary preventive services “next eligible date” dataand isintended to
supplement the educational materia salready availablefor the HIQA, HIQH, HUQA, ELGA, ELGB and ELGH digibility inquiry
screens used to access common working file (CWF) records. (September 2005; Availablein download only)

M edicar e Preventive ServicesCD ROM

Medicare Preventive Services Resources for Physicians, Providers, Suppliers, and Other Health Care Professionals—
ThisCD ROM contains The Guideto Medicare Preventive Servicesfor Physicians, Providers, Suppliers, and Other Health
Care Professionals; six brochures: 1) Expanded Benefits, 2) Glaucoma Screenings, 3) Cancer Screenings, 4) Bone Mass
Measurements, 5) Adult Immunizations, and 6) Smoking and Tobacco-Use Cessation Counseling Services; and aQuick
Reference Information: Medicare Preventive Services chart.

These resources are useful for Medicare fee-for-service physicians, providers, suppliers, and other health care profes-
sionalsthat bill Medicare for preventive services. (See erratasheetsfor correctionsidentified since May 2005 printing of
these products. See product ordering instructions above.)

Quick Referencelnformation Chart

Quick Reference Information: Medicare Preventive Services[PDF 74KB] — Thistwo-sided laminated chart givesa
quick reference to Medicare's preventive services and screenings, identifying coding requirements, eligibility, frequency
parameters, and co-payment/coinsurance and deductible information for each benefit. (May 2005. See errata sheet for
correctionsidentified since May 2005 printing.)

Web-Based Training Cour ses

Web-Based Training M odules (WBTS) — Three Web-based training courses covering coding, billing, overage and
reimbursement for Medicare preventive services and screenings. (To access theseWBT courses, go to the MLN Products
Web page at http: //mmwwems.hhs.gov/MLNProducts/, scroll to the bottom of the pageto “Links Inside CMS’ and click on
Web-based training modules.
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EDUCATIONAL RESOURCES

Medicare Provides Coverage for Many Preventive Services and Screenings, continued

Web Page

MLN Preventive ServicesWeb Page— This Medicare Learning Network (MLN) Web page, for Medicarefee-for-
services health care professionals, provides linksto all of the provider/supplier specific preventive services educational and
informational products mentioned inthisarticle.

Other Useful Provider Resources
Other useful provider resourcesinclude the following:

Prevention Toolkit — This online toolkit contains resources that you may find useful when talking to your patients about
Medicare preventive benefits.

I mmunizations Toolkit — This online toolkit contains printable resources that nursing home providers can use to help
improve the influenzaand pneumococcal immunization rates among their residents, staff, and volunteers.

CM SPreventionWeb Pages
CMS has created individual Web pages for each of the preventive services and screenings covered by Medicare. For
additional information visit http://www.cms.hhs.gov/home/medicare.asp and scroll down to the Prevention section.

MedicareL earning Network (ML N)

TheMedicare Learning Network (MLN) isthe brand namefor official CM S educational productsand information for
Medicarefee-for-service providers. For additional information visit the Medicare Learning Network’ sWeb page onthe CMS
website at http://wwwcms.hhs.gov/MLNGenl nfo.

We encourage you to order and use these provider-specific products to:
e Increase your awareness of preventive services covered by Medicare

e Equip you to talk with your patients about Medicare-covered preventive services and encourage utilization of these
potentially life saving benefits

e Helpyoufilepreventive servicesclaims more effectively.
Note: These products have been developed for you, the health care professional.

Provider-specific products are not meant for distribution to Medicare beneficiaries. See below for whereto obtain
beneficiary specificinformation.

Preventive Benefit | nformation for M edicareBeneficiaries
Medicare beneficiaries may obtain information about Medicare preventive benefits by going to
http: //mww.medicare.gov/ and clicking on “Preventive Services.”

They may also call 1-800-MEDICARE (1-800-633-4227). TTY usersshould call 1-877-486-2048.

MLN Matters Number: SE0630 Revised Related Change Request (CR) Number: N/A

Related CR Release Date: N/A Related CR Transmittal Number: N/A

Effective Date: 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.
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ORDER FORM

ORDER FORM — 2006 PART B MATERIALS

The following materials are available for purchase. To order these items, please complete and submit this form along

with your check/money order payable to BCBSFL — FCSO with the account number listed by each item.

Note: Payment for fee schedules cannot be combined with payment for other items; separate payments are required for

purchases of items from different accounts.

Nonprovider entities or providers who need additional copies at other office
locations may purchase additional copies.

QUANTITY ITEM ACCOUNT | COST PER
NUMBER ITEM
Medicare B Update! Subscription—The Medicare B Update! isavailable 700395 $25.00
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 during calendar year 2006 (back issueswill be sent upon receipt of
order).
2006 Fee Schedule—Therevised Medicare Part B Physician and Non- 700400 Hardcopy:
a Physician Practitioner Fee Schedule, effective for services rendered $5.00
January 1, 2006, through December 31, 2006, isavailablefree of charge (CT
online at http://www.connecti cutmedi care.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 2006 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)

Please write legibly

Subtotal $ Mail this form with payment to:
Tax (add % for $ First Coast Service Options, Inc.

your area) Medicare Publications

P.O. Box 45280

Total $ Jacksonville, FL 32232-5280
Contact Name:
Provider/Office Name:
Phone: FAX Number:

Mailing Address:

City: State: ZIP:

Please make check/money order payable to: BCBSFL — FCSO Account # (fill in from above)
(CHECKS MADE TO “PURCHASE ORDERS” NOT ACCEPTED)
ALLORDERS MUST BE PREPAID — DO NOT FAX — PLEASE PRINT
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