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CONNECTICUT anp FLORIDA FROM THE MEDICAL DIRECTOR

A PHyYsiciAN’s Focus

Requirements for the Payment of Medicare
Claims—A Selection of Some Important Criteria

I n addition to national and local coverage determinations (NCDs and LCDs), there are certain tﬁz
principles that apply to all Medicare claims. These are rooted in the Medicare laws and =1
regulations. By drawing the attention of our provider community to these topics, we anticipate

reducing the claim payment error rate and reimbursing for medically necessary services correctly

and expeditiously. This is notan all-inclusive list, but it does represent frequent observations from

our Medical Review and Medical Policy departments. The focus of this article is on professional

services that are usually but not always billed to the carrier (Part B funds) as opposed to the fiscal intermediary (FI — Part A
and B funds). However, the principles apply to FI services unless specific differences are noted in the Medicare manuals.
We hope that this publication will be useful to our providers and their teams by facilitating the correct filing of claims and the
submission of supportive information.

Documentation
General Information
Below are some key points:

e Medicare expects the documentation to be generated at the time of service or shortly thereafter. Delayed entries
within a reasonable time frame (24-48 hrs.) are acceptable for purposes of clarification, error correction, the addition
of information not initially available, and if certain unusual circumstances prevented the generation of the note at the
time of service.

e The medical record cannot be altered. Errors must be legibly corrected so that the reviewer can draw an inference
as to their origin. These corrections or additions must be dated, preferably timed, and legibly signed or initialed.

e Every note must stand alone, i.e., the performed services must be documented at the outset. Delayed written
explanations will be considered. They serve for clarification only and cannot be used to add and authenticate services
billed and not documented at the time of service or to retrospectively substantiate medical necessity. For that, the
medical record must stand on its own with the original entry corroborating that the service was rendered and was
medically necessary.

o Ifthe provider elects to report the level of service based on counseling and/or coordination of care, the total length of
time of the encounter must be documented in the medical record. Generally, the time must be documented when
billing for all time-based codes, such as critical care, prolonged services, hospital discharge services, and others.

e All entries must be legible to another reader to a degree that a meaningful review may be conducted. All notes
should be dated, preferably timed, and signed by the author. In the office setting, initials are acceptable as long as
they clearly identify the author. If the signature is not legible and does not identify the author, a printed version should
be also recorded.

Responding to Additional Documentation Request Letters and Requests from the Comprehensive Error Rate
Testing Contractor

Although the terminology of these letters may vary, it is important to send all information that will support the claim. For
non-laboratory services, this is the billing provider’s responsibility, regardless if she or he has created it. For example, when
seeking reimbursement for a diagnostic test, the performing (billing) provider should not only submit the report but also the
order and the referring provider’s office notes that document the medical necessity for the study. If the information received
fails to support the coverage or coding of the claim, in full or in part, the contractor must deny the claim, in full or in part (CMS
Online Manual System, Pub. 100-8, Program Integrity Manual, Chapter 3, Section 3.4.1.2A).

There are situations where test reports or other elements of the documentation are housed at a different location from the
performing provider’s office, for instance an EKG or X-ray read in the hospital. Because it is the performing provider who is
required to submit this documentation upon request, it would be best practice if providers kept a copy of this information in
their records so that it is readily available. This is a very important issue, as it continues to generate a high error rate in CMS’
CERT (comprehensive error rate testing) program and results in numerous recoupments of payments already made.
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CONNECTICUT anp FLORIDA FROM THE MEDICAL DIRECTOR

Requirements for the Payment of Medicare Claims—A Selection of Some Important Criteria (continued)

Cloning of Medical Notes

Documentation is considered cloned when each entry in the medical record for a beneficiary is worded exactly like or
similar to the previous entries. Cloning also occurs when medical documentation is exactly the same from beneficiary to
beneficiary. It would not be expected that every patient had the exact same problem, symptoms, and required the exact same
treatment.

Cloned documentation does not meet medical necessity requirements for coverage of services rendered due to the lack of
specific, individual information. All documentation in the medical record must be specific to the patient and her/his situation at
the time of the encounter. Cloning of documentation is considered a misrepresentation of the medical necessity requirement
for coverage of services. ldentification of this type of documentation will lead to denial of services for lack of medical
necessity and recoupment of all overpayments made.

Evaluation and Management Coding
Procedure Code/Diagnosis Code Linking

It is not enough to link the procedure code to a correct, payable ICD-9-CM code. The diagnosis or clinical signs/symp-
toms must be present for the procedure to be paid.

Volume of Documentation vs. Medical Necessity

The Social Security Act, Section 1862 (a)(1)(A) states: “No payment will be made ... for items or services ...not reason-
able and necessary for the diagnosis or treatment of an injury or illness or to improve the functioning of a malformed body
member.” This medical reasonableness and necessity standard is the overarching criterion for the payment for all services
billed to Medicare. Providers frequently “over document” and consequently select and bill for a higher-level E/M code than
medically reasonable and necessary. Word processing software, the electronic medical record, and formatted note systems
facilitate the “carry over” and repetitive “fill in” of stored information. Even if a “complete” note is generated, only the
medically reasonable and necessary services for the condition of the particular patient at the time of the encounter as docu-
mented can be considered when selecting the appropriate level of an E/M service. Information that has no pertinence to the
patient’s situation at that specific time cannot be counted.

Shared Visits

Shared visits with non-physician providers (NPPs) may be reported as one visit, if each provider sees the patient sepa-
rately and each documents separately. Each component of the visit must be medically necessary.

In the office/clinic setting:

e  Providers may bill under the physician’s provider identification number (PIN), if all “incident to* requirements are met
(follow-up visit, direct supervision, etc.).

e The service must be billed under the non-physician provider’s PIN if any of the “incident to” requirements are not
met (example: new patient and/or physician not in the office suite).

In the hospital inpatient/outpatient/ER setting:

e  Providers may bill under the physician’s or NPP’s PIN if the physician provides any face-to-face portion of the E/M
encounter with the patient.

e The services must be billed under the NPP’s PIN if there is no face-to-face encounter by the physician.

The medical necessity of a service is the overarching criterion of payment. All interventions must be aimed at benefiting
the patient and not only satisfying a billing requirement. It must be apparent that the face-to-face encounter with the physician
is medically necessary and benefits the patient (impacts evaluation, treatment, and outcome). Shared visits cannot be reported
in the skilled nursing facility (SNF) or nursing facility (NF) settings.

Scribing

If a nurse or non-physician practitioner (PA, NP) acts as a scribe for the physician, the individual writing the note (or
history or discharge summary, or any entry in the record) should note “written by xxxx, acting as scribe for Dr. yyyy.” Then,
Dr. yyyy should co-sign, indicating that the note accurately reflects work and decisions made by him/her.

It is inappropriate for an employee of the physician to make rounds at one time and make entries in the record, and then
for the physician to make rounds several hours later and note “agree with above,” unless the employee is a licensed, certified
provider (PA, NP) billing Medicare for services under his/her own name and number.

Record entries made by a “scribe” should be made upon dictation by the physician, and should document clearly the level
of service provided at that encounter. This requirement is no different from any other encounter documentation requirement.
Medicare pays for medically necessary and reasonable services, and expects the person receiving payment to be the one
delivering the services and creating the record. There is no carrier Part B “incident to” billing in the hospital setting (inpatient
or outpatient). Thus, the scribe should be merely that, a person who writes what the physician dictates and does. This
individual should not act independently, and there is no payment for this activity.

It is acceptable for a physician to use a scribe, but current documentation guidelines must be followed. The physician is
ultimately accountable for the documentation, and should sign and note after the scribe’s entry the affirmation above that the
note accurately reflects work done by the physician.
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Requirements for the Payment of Medicare Claims—A Selection of Some Important Criteria (continued)

Provider Qualification
Training and Expertise

CMS Online Manual System, Pub. 100-8, Program Integrity Manual, Chapter 13, Section 5.1 (http://www.cms.hhs.gov/
manuals/downloads/pim83c13.pdf) outlines that “reasonable and necessary” services are “ordered and/or furnished by
qualified personnel.” Services will be considered medically reasonable and necessary only if performed by appropriately
trained providers.

This training and expertise must have been acquired within the framework of an accredited residency and/or fellowship
program in the applicable specialty/subspecialty or must reflect extensive continued medical education activities. If these skills
have been acquired by way of continued medical education, the courses must be comprehensive, offered or sponsored or
endorsed by an academic institution in the United States and/or by the applicable specialty/subspecialty society in the United
States, and designated by the American Medical Association (AMA\) as category | credit.

Drugs and Biologicals
General

In order to be covered under Medicare, use of a drug 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 numerous local coverage determinations (LCDs) and educational
articles about drugs and biologicals, specifically anti-cancer agents. Please refer to these publications for more detailed
information. The training requirements listed under “Provider Qualification” apply.

Dosage and Frequency

Drugs or biologicals approved for marketing by the FDA are considered safe and effective when used for indications
specified on the labeling. The labeling lists the safe and effective, i.e. medically reasonable and necessary dosage and
frequency. Therefore, doses and frequencies that exceed the accepted standard of recommended dosage and/or frequency, as
described in the package insert, are considered not medically reasonable and necessary and, therefore, not reimbursable.

Route of Administration

CMS Online Manual System, Pub. 100-2, Medicare Benefit Policy Manual, Chapter 15, Section 50.4.1 addresses medical
reasonableness and necessity based on the FDA approval and labeling: “Drugs or biologicals approved for marketing by the
FDA are considered safe and effective for purposes of this requirement when used for indications specified on the labeling.”
This statement extends to the mode of administration that is considered safe and effective, i.e., medically reasonable and
necessary by Medicare’s criteria. Furthermore, the CMS Online Manual System, Pub. 100-2, Medicare Benefit Policy
Manual, Chapter 15, Section 50.2 K — Reasonable and Necessary, stipulates that “carriers and fiscal intermediaries will make
the determination of reasonable and necessary with respect to the medical appropriateness of a drug to treat the patient’s
condition. Contractors will continue to make the determination of whether the intravenous or injection form of a drug is
appropriate as opposed to the oral form.”

Based on the above, for agents administered parenterally, the mode of administration (1V, IM, SQ) must be in keeping with
the instructions in the package insert, as approved by the FDA. If a drug is available in both oral and injectable forms and both
forms are equally effective, the oral preparation shall be used, unless there is a medical reason not to do so.

Wastage

CMS Online Manual System, Pub 100-4, Medicare Claims Processing Manual, Chapter 17, Section 40, Discarded Drugs
and Biologicals addresses wastage as: “CMS encourages physicians to schedule patients in such a way that they can use
drugs most efficiently. However, if a physician must discard the remainder of a vial or other package after administering it to a
Medicare patient, the program covers the amount of drug discarded along with the amount administered.

Note: The coverage of discarded drugs applies only to single use vials. Multi-use vials are not subject to payment for
discarded amounts of drug.”
Payment for wastage will only be made when single-use vials have to be utilized. No reimbursement will be made for
wastage in the case of multi-use vials.

Place of Service and Patient Safety

In situations when life threatening and other severe adverse reactions could be expected as a result of the administration
of certain drugs or the performance of other services, the administration/performance of these services must take place in a
facility equipped and staffed for cardiopulmonary resuscitation and where the patient can be closely monitored by qualified
personnel for an appropriate period of time based on his or her health status. For specific services, FCSO may proscribe a
place of service (POS) by way of an LCD or other publication.

Unit Dose and Decimal Point Errors

The number of billable units may not be equal to the dose administered. For example, if a HCPCS code descriptor calls
for 100 mg of a given agent, the number of units for 1000 mg administered would be 10 and not 1000. Similarly, if the descrip-
tor reads 50 mg and 100 mg are administered, the correct number of units to bill is 2.
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Requirements for the Payment of Medicare Claims—A Selection of Some Important Criteria (continued)

Diagnostic Tests
Medical Necessity and Documentation

Code of Federal Regulations (CFR), Title 42, part 410.32, specifies that all diagnostic tests must be ordered by a
provider who is the treating provider for the patient and who will use the test results in the patient’s care (in regards to the
treating provider, there may be exceptions for the diagnostic radiologist in certain institutional inpatient or outpatient patient
settings). For laboratory tests, additional documentation of medical necessity may be requested of the referring (treating)
provider (CMS Online Manual System, Pub. 100-08, Chapter 3, Section 3.4.1.2).

Tests not ordered by the physician who is treating the beneficiary are not reasonable and necessary. Like with any
service reimbursed by Medicare, to support medical necessity there must be documentation in the medical record as to why a
certain modality was chosen/performed. This entire documentation - not just the test report or the finding/diagnosis on the
order — must be available to Medicare upon request (please see also under “Responding to Additional Documentation Request
(ADR) Letters and Requests from the Comprehensive Error Rate Testing (CERT) Contractor” in this article).

Portable Diagnostic Equipment

Medicare recognizes that the miniaturization of electronic devices is an on-going trend that may be associated with either
improved or diminished test performance. Hand-carried diagnostic equipment ranges in complexity and capability from
lightweight pocket-sized units completely contained within the examiner’s hand, to complex equipment systems where only a
part, such as the ultrasonic probe itself, is hand-held. The appropriate assignment of a specific ultrasound CPT code is not
solely determined by the weight, size, or portability of the equipment, but rather by the extent, quality, and documentation of the
procedure. To be reimbursable by Medicare, a diagnostic ultrasound test must meet at least these minimum criteria (this is not
anall inclusive list):

e It must be medically reasonable and necessary for the diagnosis or treatment of illness or injury.
e Itshould be done for the same purpose as a reasonable physician would order a standard ultrasound examination.
e It must be billed using the CPT code that accurately describes the service performed.

e The technical quality of the exam must be in keeping with accepted national standards and not require a follow-up
ultrasound examination to confirm the results.

e  The study must be performed and interpreted by qualified individuals.
e The medical necessity, images, findings, interpretation and report must be documented in the medical record.

Purchased Interpretations

According to the CMS Online Manual System, Pub 100-4, Medicare Claims Processing Manual, Chapter 1, Section
30.2.9.1 “A person or entity that provides diagnostic tests may submit the claim, and (if assignment is accepted) receive the
Part B payment, for diagnostic test interpretations which that person or entity purchases from an independent physician or
medical group if:

e Thetests are initiated by a physician or medical group, which is independent of the person or entity providing the tests
and of the physician or medical group providing the interpretations;

e The physician or medical group providing the interpretations does not see the patient; and

e The purchaser (or employee, partner, or owner of the purchaser) performs the technical component of the test. The
interpreting physician must be enrolled in the Medicare program. No formal reassignment is necessary.”

Furthermore, it is noted in the Final Rule of 2005 that “Arrangements involving reassignment must not violate any other
applicable Medicare laws or regulations governing billing or claims submission, including, but not limited to, those regarding
“incident to” services, payment for purchased diagnostic tests, and payment for purchased test interpretations.”

Consequently, a provider who initiates (orders) a test cannot purchase the interpretation and bill it to Medicare as profes-
sional component. For example, if a physician or a group perform testing on their patients with their own ultrasound equip-
ment, and a radiologist, who is not a member of the practice, reads the tests, the group can bill only for the technical compo-
nent (modifier TC). The radiologist must bill Medicare separately for the interpretation (professional component, modifier 26).

Eugene J. Winter, M.D.
Medical Director
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THE FCSO Mepicare B UpPpATE!

About the Connecticut and Florida Medicare B Update!
he Medicare B Update! isacomprehensive magazine published quarterly by First Coast Service Options, Inc. (FCSO)
for Part B providersin Connecticut and Florida. In accordance with notification requirements established by the Centers
for Medicare & Medicaid Services, approximate delivery datesfor fiscal year 2006 are:

Publication Name Publication Date Effective Dateof Changes
First Quarter 2006 Mid-November 2005  January 1, 2006

Second Quarter 2006 Mid-February 2006 April 1,2006

Third Quarter 2006 Mid-May 2006 July 1, 2006

Fourth Quarter 2006 Mid-August 2006 October 1, 2006

Important notifications that require communication in between these dates 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 theUpdate! 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) groups who have billed at least one Part B
claimto either Connecticut or FloridaMedicarefor process-
ing during the twelve months prior to the release of each
issue. Providers meeting these criteriaare eligibleto receive
acomplimentary 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 theinside back cover of this
issue). All issues published since 1997 may be downloaded
fromthe Internet, free of charge.

We use the same mailing address for all correspon-
dence, and cannot designate that the Update! be sent to a
specific person/department within aprovider’soffice. 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 blue header bar preceding articles clearly indicates
whether the topic is applicable to both Connecticut and
Florida, Connecticut only, or Floridaonly.Articlescommonto
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 coveragedetermination (LCD) summariesare
maintained in separate sections.

Publication Format
The Update! is arranged into distinct sections.
Following thetable of contents, aletter from the Carrier

Medical Director, and an administrative information section,

the Update! provides content applicable to both states, as

noted previously. Within this section, informationis
categorized asfollows.

e The claims section provides claim submission require-
ments and tips, plus correspondence (appeals and
hearings) information.

e Thecoverage/reimbur sement section discusses specific
CPT and HCPCS procedure codes. It isarranged by
specialty categories(not specialties). For example,
“Mental Health” would present coverage information of
interest to psychiatrists, clinical psychologists and
clinical social workers, rather than listing articles sepa-
rately under individual provider specialties. Also pre-
sented in this section are changes to the Medicare
physician fee schedule, and other pricing issues.

e Thesection pertaining to electr onic mediaclaim (EMC)
submission a so includes information pertaining to the
Health Insurance Portability and Accountability Act
(HIPAA).

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

M edical review and compr ehensivedataanalysis will
always bein state-specific sections, aswill educational
resour ces. Important addr esses, phonenumber s, and
websitesare also listed for each state.

The Medicare B Update! Represents Formal
Notice of Coverage Policies

Articlesincluded in each Update! represent formal notice
that specific coverage policies either have or will take effect on
the date given. Providers who receive each issue are expected
to read, understand, and abide by the policies outlined in this
document to ensure compliance with Medicare coverage and
payment guidelines. Thedatethe Update! isposted tothe
websiteisconsider ed thenoticedate, intheevent thereisa
dispute over whether a provider received advance notice
regarding coverage of aspecific service and the financial
liahility forit.
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Advance Beneficiary Notices (ABNS)

edicare Part B allows coverage for servicesand

items deemed medically reasonable and necessary for
treatment and diagnosis of the patient. For some services, to
ensure that payment is made only for medically necessary
services or items, coverage may be limited based on one or
more of thefollowing factors (thislist isnot inclusive):

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

e Coveragefor aserviceor item may be allowed only
when documentation supports the medical need for
the serviceor item.

e Coveragefor aserviceor item may be alowed 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 The ABN 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.

o 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.0., 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-131isthenew approved ABN, required for
servicesprovided on or after January 1, 2003. Form CMS-R-
131 wasdeveloped as part of the Centersfor Medicare &
Medicaid Services (CMS) Beneficiary Notices|nitiative
(BNI), and was approved by OM B (Office of Management
and Budget) on June 18, 2002. The new ABNs aredesigned to
bemorebeneficiary-friendly, morereadableand understandable,
with patient optionsmoreclearly defined.

Therearetwo ABN forms- the General Useform (CMS-R-
131G) and the L aboratory Testsform (CMS-R-131L). Bothare
standard forms that may not be modified; however, both
contain 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_trang/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 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 the modifier
GA (wavier of liahility 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 serviceor item.

Nonassigned claims containing 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

PO Box 45010

Jacksonville, FL 32232-5010

OR

Florida

Attention: Medical Review
MedicarePart B Claims Review
PO Box 2360

Jacksonville, FL 32231-0018

8 The FCSO Medicare B Update!

Third Quarter 2006


http://cms.hhs.gov/manuals/pm_trans/AB02114.pdf
http://cms.hhs.gov/manuals/pm_trans/AB02168.pdf
http://www.cms.hhs.gov/medicare/bni

CONNECTICUT anpo FLORIDA ABOUT THE UPDATE!

Distribution of the Medicare B Update!

se of the Internet has become an accepted standard of communication throughout the world. Publications produced by

First Coast Service Options, Inc. (FCSO) for our Connecticut Medicare Part B and FloridaPart A and B customersare
available on our provider education websites (http://www.connecti cutmedicare.comand http://mwwwfloridamedicare.con).

We post our Medicare publications to our provider education website in PDF (portable document format) and you may
view, print, or download them free of charge. By contrast, hardcopy publications cost the Medicare program a substantial
amount of money for printing and postage nationally. Reducing the number of hardcopies produced is one way Medicare
contractors can reduce costs that may be better used elsewhere. In addition, enhancements to online publications can be
made that are not possible in print.

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

Hardcopy or CD-ROM distribution of the Medicare B Update! islimited toindividual providersand professional
association groups who billed at |east one Part B claim (to either Connecticut or Florida Medicare) for processing during the
twelve months prior to therel ease of each issue. M edicar e provider swho meet thesecriteriahavetoregister with usto
receivetheUpdate! in hardcopy or CD-ROM format. Qualifying providers may beeligibleto receive onehardcopy or CD-
ROM of that issue, if avalid reason is given indicating why the electronic publication available on the Internet cannot be
used. “I just prefer hardcopy” isan invalid reason —avalid reason might be lack of a personal computer with Internet access,
lack of aCD-ROM drive, or similar technical barrier.

If you believe you meet these criteria, you must complete and return the “Medicare B Update! Hardcopy/CD ROM
Registration Form” to receive hardcopiesor CD-ROMS. (Seepagexx.)

You arerequired tore-register annually.

Do not completethe form if you are ableto receive the Update! electronically from the Internet. Providersand other
entities that do not meet the above criteria and desire a hardcopy or CD-ROM may purchase an annual subscription to the
Update! (please seethe “Part B Materials’” order form on the last page of the Educational Resource section).

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

Features of the Electronic Publication

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

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

e Articlesof Interest — The newdletter table of contentsincludes hyperlinksto each article, therefore providers can
choose an article(s) of particular interest to their line of business or type of facility.

e Third-Party Websites— All third-party websites referenced within articlesinclude hyperlinksto the applicable
information on that website. (Online publications only.)

e Referenceswithin the Contractor Websites —All additional resources or reference materials mentioned in the
newsl etter include hyperlinksto that information within the Medicare provider education website (e.g., full-text
versions of local coverage determinations, prior publications, forms, onlineregistration, etc.). Additionally, linksto
unique Web pages allow access to information applicable to the user’s specialty classification. (Online publications
only.)

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

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 FloridaMedicareintermediary. By
signing up, you will receive automatic email notification when new or updated information
is posted to the provider education website http://wwwfloridamedicare.com It's very
easy to do. Simply go to thewebsite, click onthe“eNews'’ link on the navigational menu
and follow the prompts.
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Medicare B Update! Hardcopy/CD-ROM Registration Form

To receive the Medicare B Update! in hardcopy or CD-ROM format, you must compl ete this registration
form. Please complete and fax or mail it to the number or addresslisted a the bottom of thisform. To
receive ahardcopy or CD-ROM of theFour th Quar ter 2006 Medicare B U pdate! your for m must be
faxed or postmarked on or before July 1, 2006.

Please note that you arenot obligated to compl ete this form to obtain information published inthe
Medicare B U pdatel —issues published beginning in 1997 are available free of chargeon our provider
educaion website http://www floridamedi care.com.

Pr ovider /Prof essional A ssociation Name:

M edicare Pr ovider Identification Number (PIN):

Address:

City, State, ZIP Code

Contact Per on/Title:

Tdephone Number:

Rationale for neading ahardcopy:

Doesyour office have Internet access? YES d NO O

Do you have aPC witha CD-ROM drive? YES OO NO OO

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

M ail your completed form to:

Medicare Communi cation and Education — Publications
P.O. Box 45270
Jacksonville, FL 32232-5270

or fax to 1 (904) 791-6292

Please let usknow your concerns or questions regarding thisinitiative:

Please donot contact our customer service call center regardingthisinitiative. Additiona questions
or concernsmay be submitted viathe webdte inthe “contact us’ section.
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Change Payment Floor Date for Paper Claims
CMShasissued the following “ MLN Matters article. Information for Medicare Fee-for-Service Health Care Professionals.
Provider Types Affected

Physicians, providers, and supplierswho use paper claimsto bill Medicare carriers, including durable medical equipment
regional carriers(DMERCS), and fiscal intermediaries (FIs), including regional home health intermediaries (RHHI )

Important Points to Remember

e CR 4284 changesthe payment floor date for paper claimsfrom the 27th day to the 29th date after receipt of aclaim.

o EffectiveJanuary 1, 2006, Medicare carriers, DMERCs, FIs, and RHHIswill not pay paper claimsprior to the 29th day after
receipt of theclaim.

Background

The Social Security Act Section 1816b (c) (3) (B) (ii) and Section 1842 (c) (3) (B) (ii) providesfor payment waiting periods
for Medicare claims before aclaim is paid by the Medicare contractor. Congress has amended the Social Security Act to extend
thewaiting period for paper claimsfrom 27 to 29 days, effective January 1, 2006.

Implementation
Theimplementation datefor thisinstructionisMarch 13, 2006.

Additional Information

The official instructions issued to your carrier regarding this change can be found at
http: //mww.cms.hhs.gov/ Transmittal s/downl oads/R850CP.pdf on the CM S website.

If you have questions, please contact your Medicare carrier, DMERC, Fl, or RHHI at their toll-free number which may be
found at http://mww.cms.hhs.gov/apps/contacts/ on the CM S website.

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

MLN Matters Number: MM 4284 Related Change Request (CR) #: 4284
Related CR Release Date: February 10,2006 Effective Date: January 1, 2006
Related CR Transmittd #: R850CP Implementation Date: 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.

Full Replacement for CR 4266, Revision for HPSA and PSA Bonus Billing

for Some Globally Billed Services
CMShasissued the following “ MLN Matters article. Information for Medicare Fee-for-Service Health Care Professionals.
Provider Types Affected

Physiciansbilling Medicare carriersfor the Health Professional Shortage Area(HPSA) and Physician Scarcity Area(PSA)
bonus

Provider Action Needed
Thisarticleisbased on Change Request (CR) 5015, which will allow physiciansto submit global servicesand receivethe
HPSA and PSA bonuses without having to submit the professional component and technical component (PC/TC) separately.

Background

Currently, components of services with a professional component/technical component of four must be submitted
separately in order to receivethe HPSA and PSA bonus payments. CR 5015issimilar to CR 4266 (Transmittal 834) inthat it also
allows you to submit the global service and receive the bonus payment on all professional component/technical component
(PC/TC) 4 codes.

However, CR 5015 further instructsthat payment isexcluded for thefollowing Current Procedural Terminology (CPT) code:

CPT Code93015(cardiovascular stresstest using maximal or submaximal treadmill or bicycle exercise, continuous
electrocardiographic monitoring, and/or pharmacological stress; with physician supervision; with interpretation and report)

Note: The “technical component” of servicesrelatesto facilities, equipment, and technical staff required for the delivery of
those services, and the “ professional component” consists of fees paid to the physician for providing those services.
When combined, the “professional and technical” components of a service are referred to as “global” service.
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CR 5015 instructsthat, effectivefor claimsreceived on or after July 1, 2006:

Whenyour carrier receivesaclaim for aservicewith aPC/TC of 4, except for CPT Code 93015; and
The serviceis provided in aHPSA or PSA bonus payment area; then
Your claimwill be accepted.

The bonus payment amount is calculated based on the payment amount for the associated professional component code.

Your carrier will make any necessary revision to their systemsto be able to cal cul ate the bonus payment just for the
professional component of the service.

This action will be taken for bonuses paid automatically as well as bonuses paid based on the submission of the QB, QU,
AR, orAQ modifiers.

Because there are two associated professional components to 93015, your carrier will follow the instructionsin the
Medicare Claims Processing Manual and return claimsfor 93015 as unprocessable. The services must then be resubmitted
as separate components in order to receive the bonus on the appropriate professional component.

Carrierswill continue to allow the option of withholding HPSA/PSA bonusesif that is requested by physicians and the
carrierswill not pay the bonus on PCTC 4 to physicians who have already notified them of their decision to not receive HPSA/
PSA bonuses.

Note: CR 5015 does not affect current HPSA or PSA payment policy.

Implementation
Theimplementation datefor theinstructionisJuly 3, 2006.

Additional Information

Therevised Medicare Claims Processing Manual - Publication 100.4, Chapter 12 (Physician Practitioner Billing), Section
90.4.5 (ServicesEligiblefor HPSA and Physician Scarcity Bonus Payments), isattached to CR 5015, whichistheofficial
instruction issued to your carrier regarding this change. That instruction may be viewed at
http: //mmw.cms.hhs.gov/ Transmittal s/downl oads/R906CP.pdf on the CM S website.

If you have any questions, please contact your carrier at their toll-free number, which may be found at
http: //mww.cms.hhs.gov/apps/contacts on the CM S website.

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

MLN Matters Number: MM 5015 Related Change Request (CR) #: 5015
Related CR Release Date: April 14, 2006 Effective Date: July 1, 2006
Related CR Transmittd #: R906CP 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.

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.

Instructions for the Payment of Health Professional Shortage Area and

Physician Scarcity Area Bonuses When the Place of Service Is Home

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

Physiciansbilling carriersfor services provided in the home of Medicare beneficiariesin Health Professional Shortage
Areas (HPSAS) and Physician Scarcity Areas (PSAS)

Provider Action Needed

Thisarticleis based on Change Request (CR) 4275, which provides instructions for the payment of HPSA/PSA bonuses
when the place of service (POS) ishome.

This changeis necessary to allow bonusesto be paid correctly on HPSA/PSA claims eligible for bonuses that are provided in
the POS“Home,” when the address of where the service was rendered does not match what is on the beneficiary’sfile.

Background

When a physician provides services to a Medicare beneficiary and the POS is“home,” carriers have been instructed to
use the home address they have recorded in the beneficiary’s file to determine eligibility for physician bonuses.

However, sometimes this address is a representative payee address or mailing address that does not reflect the physical
location of that beneficiary. This can cause incorrect payment/non-payment of the bonuses.

CR 4275 indicatesthat thisissue should be resolved when the next version of theANSI X 12 N837 Implementation Guideis
published, because physicians will be required to enter where the service was performed on the claim, even when the POSis
“home.” CR 4275 also instructs carriersto investigate a claim (to determine the address where the service was actually
performed) when they receive a notification from a physician that they have not received a HPSA/PSA bonus for which they
areeligible, and the service was provided in the POS “home.” If the carrier determinesthat the address where the service was
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actually performedisin an HPSA/PSA eligible bonus payment area (even if it does not match the address on the beneficiary
file), they will pay the bonus on the claim.

The physician will also be instructed to submit future claims for this beneficiary, when provided at that address, using the
appropriate HPSA or PSA modifier so that the bonus shall be paid.

Implementation
Theimplementation datefor thisinstruction is February 21, 2006.

Additional Information

An overview of the HPSA/PSA physician bonusesincluding HPSA and PSA modifiers can be found at
http://www.cms.hhs.gov/HPSAPSAPhysi cianBonuses/ on the CM S website.

For complete details, please see the officia instruction issued to your carrier regarding this change. That instruction may
be viewed at http://new.cms.hhs.gov/Transmittal s/downl oads/R813CP.pdf on the CM S website.

If you have any questions, please contact your carrier at their toll-free number, which may be found at
http: //www.cms.hhs.gov/MLNProducts/downl oads/Call Center TolINumDirectory.pdf 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: MM4275 Related Change Request (CR) #: 4275
Related CR Release Date: January 20,2006 — Effective Date: February 21, 2006
Related CR Transmittal # R813CP Implementation Date; February 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.

Modifier 50 — Bilateral Procedures

Fi rst Coast Service Options, Inc. (FCSO) Provider Contact Center has been receiving numerousinquiriesregarding the
usage of modifier 50. The purpose of thisarticleisto provide clarification on how maodifier 50 should be billed.

Bilateral surgery is defined as a procedure performed on both sides of the body at the same operative session or on the
same day. This definition does not include procedures that are bilateral in nature or include theterms“ bilateral” or “unilateral/
bilateral” intheir descriptors.

When submitting claimsfor bilateral surgery, use modifier 50 with the procedure code. Claimsfor bilateral surgical
procedures should be billed on asingle claim detail line with the appropriate procedure code and modifier 50.

When billing for claimsthat are bilateral in nature, whether the services are performed unilaterally or bilaterally, providers
should bill the surgical procedure code asasingle claim detail lineitem without the 50 modifier.

To determineif aprocedure can be billed with the modifier 50 as abilateral procedure, providers may accesstheon-line
Medicare Physician Fee Schedule Database (MPFSDB) at http://wwwcms.hhs.gov/physi cians/apps/pfslookup/.

Moving to a Paperless Claim Processing Environment

A sthe CMSS continues to seek new and innovative methods of reducing the cost of administering the Medicare Program,
one immediate focus is on the reduction of paper handling. In an effort to prepare for future changes and to proactively
support our provider population, First Coast Service Options, Inc. (FCSO) isinitiating acampaign to help providers help us
reduce the volume of paper claim submissions. Generally speaking, for Part B claims submissions, FCSO receivesasignificant
volume of their total claimsin apaper format.

In the next few monthsyou will be receiving frequent communicationsin almost every medium availableto us. We will
continue to reinforce the benefits of filing claims electronically and offer any assistance we can to help you make the transi-
tion. Solook for updates on the Web and on remits, and listen for information on the IVR.

ASCA —Required Electronic Submission

Onecurrent CM Sinitiative that already supportsthiseffortis ASCA (Administrative Simplification and ComplianceAct).
Some providers have already received |etters from our office requiring that documentation be provided to attest to your
qualificationsrelative to meeting one of the exception criteriato be excluded fromfiling paper. If you havereceived aletter, we
strongly encourage you to respond timely in order to avoid unnecessary paper claim denials (beginning 90 days from the date
of theinitial letter) as aresult of “no reply” situations. http://www.floridamedicare.comv/edi_local _asca.asp#TopOfPage.

1500CLAIM FORM CHANGES/THEREISNOBETTERTIMETO CONVERT TOELECTRONIC CLAIM SUBMISS ON

Asyou areaware, the 1500 claim form will be changing fairly significantly in October to accommodate the new National
Provider Identifier (NPI) requirements. If you submit paper claims currently and are considering converting to electronicfiling,
we strongly encourage you to do so prior to October 1, 2006. If you do not convert prior to that date, you will have to
implement all of the changes necessary for the new 1500 claim form to your existing programs/systems. Then if you decide (or
are required) to convert to electronic submission at alater date, you will incur those expenses aswell. Why go through two
separate conversions? Let us help you convert to electronic submission prior to October 1, 2006.
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GETPAIDFASTERMORE EFFICIENTLY

Of significant benefit to you, in converting from paper to electronic claims submissions, isthe differencein payment
schedul es between paper claims and electronic claims. Asyou know, the CM S recently made a change to increase the paper
claims payment floor by 2 additional days, from 27 to 29 days. Thiswill result in checks being mailed 2 days|ater than they
were previously. At the sametime, the CM Sremoved the contractor performance requirement to processal clean paper claims
in 30 days. Thiscould result in additional delaysin processing paper claims. If youfile electronic claimsyou areheldto a
different payment floor of 14 days. Thisresultsin amuch faster turn-around on claims payments.

In summary, our world, aswe know it, ischanging very quickly. FCSO iscommitted to helping our providers by keeping
them updated on changes as quickly as possible. We would also like to partner with you to make the necessary changes to
processes and systems that are mutually beneficial. If you need additional information on what you need to do to convert to
electronic claimsfiling, please contact our EDI department at (904) 791-8767 or visit the EDI section of the FloridaPart B
website at http://www.floridamedicare.conVEDI.asp#TopOfPage

We look forward to working with you on this very important change!

Quarterly Update to Correct Coding Initiative Edits, Version 12.1,
Effective April 1, 2006

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

Provider Action Needed

Thisisareminder for physiciansto note the quarterly updates to the coding initiatives. The next round of CCI edits will
beeffectiveonApril 1, 2006.

Physicians may view the current Correct Coding Initiative (CCl) editsand the current Mutually Exclusive Code (MEC)
edits at http://www.cms.hhs.gov/physicians/cciedits on the Centers for Medicare & Medicaid (CMS) website. The website will
be updated with the version 12.1 edits as soon as they are effective.

Background
The National CCI developed by CM S hel ps promote national correct coding methodol ogies and controlsimproper coding.
The coding policies devel oped are based on the following:

Caoding conventions defined in theAmerican Medical Association’s Current Procedural Terminology (CPT) manual;
National and local policies and edits;

Coding guidelines developed by national societies;

Analysis of standard medical and surgical practice; and

Review of current coding practice.

Thelatest package of CCI edits, version 12.1, iseffectiveon April 1, 2006. Thisversion will includeall previousversions
and updates from January 1, 1996, to the present and will be organized in two tables:

e  Column 2/Column 2 Correct Coding Editstable; and
e MECEditstable.

Additional Information

The CCl and MEC fileformatswill be maintained in the Medicare Claims Processing Manual (Publication 100-04),
Chapter 23, Section 20.9, which can be found at http://www.cms.hhs.gov/Manual s/l OM/list.asp#TopOfPageon the CMS
website.

Medlearn Matters Number: MM4308

Related Change Request (CR) #: 4308

Related CR Release Date: February 1, 2006

Effective Date: April 1, 2006

Related CR Transmitta # R824CP

Implementation Date: April 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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AMBULANCE SERVICES

Ambulance Fee Schedule - CY 2006 Update: Correction to CR 4061

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

Provider Types Affected

Providers and suppliers of ambulance services billing
Medicare carriersand fiscal intermediaries (Fls) for those
services

Provider Action Needed

Thisarticleisfor your information only. It referencesCR
4362, which providesthe correct Ambulance Fee Schedule
Filefor Caendar Year (CY) 2006.

Background

CR 4061, “ Ambulancenflation Factor for CY 2006”
(released November 25, 2005), contained an incorrect file name
for the CY 2006 Ambulance Fee ScheduleFile. CR 4362, from
whichthisarticleistaken, correctsthat file name. It also
amends the Medicare Claims Processing Manual, Chapter 15
(Ambulance), Section 20.6 (Update Charges), Subsection 20.6.1
(AmbulanceInflation Factor [AIF]), toreflect thiscorrection.

Your carriersand FIswill usethis corrected fileto
determine the payment limit for ambulance servicesthat you
furnish during CY 2006. Of most importanceto providers/
suppliers, rather than process CY 2006 ambulance service
claimsusing theincorrect file name contained in CR 4061, the
carriersand FIswill hold these claims until the corrected file
can be downloaded and used. In the event they processed
any CY 2006 ambulance claims using theincorrect file, the

carriersand Flswill do mass adjustments of those claimsto
correct the payments.

Additional Information

You can find more information about the corrected
Ambulance Inflation Factor file name by going to the official
instruction (CR 4362) issued to your carrier/intermediary.
That instruction is available at http://www.cms.hhs.gov/
Transmittal downloads/R852CP.pdf on the CM S website.
In addition, you can learn more about the Ambulance
Inflation Factor for CY 2006 in MedL earn Mattersarticle
MM 4061, which you can find by going to http://
www.cms.hhs.gov/MLNMatter sArticles/downl oads/
mm4061.pdf on the CM Swebsite.

Finaly, if you have any questions, please contact your
intermediary at their toll free number, which may befound at
http: /Amww.cms.hhs.gov/apps/contacts’ 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).

Medlearn Matters Number: MM 4362
Related Change Request (CR) #: 4362
Related CR Release Date: February 10, 2006
Effective Date: January 1, 2006

Related CR Transmittal # R852CP
Implementation Date: February 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.

Collection and Verification of Ambulance Crew Member Information

CMShasissued the following “ MLN Matters article. Information for Medicare Fee-for-Service Health Care Professionals.
Provider Types Affected
Providersand supplierswho bill Medicare carriers for ambulance services

Key Points

o Effective February 9, 2006, the Centersfor Medicare & Medicaid Services (CMS) will nolonger require enrolled ambulance
suppliersto report ambul ance crew member changesin Attachment 1 of the provider enrollment application CM S-855B.
This policy change only applies to ambulance companies already enrolled with Medicare.
Ambulance suppliersthat are enrolling in the Medicare program for thefirst time or are submitting anew enrollment
application are required to report ambulance crew member information in Attachment 1 of the provider enrollment
application (CMS-855B).

e Thischange should reduce the paperwork burden imposed on ambulance suppliers and reduce the number of ambulance
supplier changes processed by contractors.

Background

On January 27, 2006, CM S published a Federal Register notice requesting public comments on revisionsto the provider
enrollment applications. While CM Sis seeking comments regarding proposed changesto its Medicare enrolIment applica
tions, it isalso adopting a policy change that affects ambulance suppliers effective immediately with regard to reporting
ambulance crew member information as noted above.

Relevant Links

TheMedicare Federal Health Care Provider/Supplier Enrollment Application Form CM S-855B can befound at
http: //Mmww.cms.hhs.gov/Medi careProvider SupEnroll/downl oads/cms855b.pdf on the CMS website.

If you have any questions regarding this issue, contact your carrier at their toll free number, which isavailable at
http: //Mmww.cms.hhs.gov/apps/contacts/ on the CM S website.
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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; SE0610 Related Change Request (CR) #: N/A
Related CR Release Date: N/A Effective Date: February 9, 2006
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.

CARDIOLOGY SERVICES

Modification to Modifier QR Edit for Automatic Implantable Cardiac

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

Providerswho bill carriersor fiscal intermediaries (FIs) for ICD servicesrendered to Medicare beneficiaries.

Provider Action Needed
STOP — I mpact to You

Themodifier QR isnot required to process claimswith ICD-9-CM codes 996.04 (M echanical complication of cardiac
device, implant, and graft, due to automatic implantable cardiac defibrillator) or for VV53.32 (Fitting and adjustment of other
device, automatic implantable cardiac defibrillator) for ICD serviceswith datesof serviceon or after April 1, 2005. The modifier
QR should continue to be used on al claimsfor ICD device implants when the beneficiary isenrolled in adata collection
system such as a registry.

CAUTION —What You Need to Know

Themodifier QRisrequired on claimsfor primary prevention |CD deviceimplantations (QR signifiesthat dataisbeing
reported on the patient and data reporting is areguirement of primary prevention device insertion).

However, claims submitted for replacement devices do not carry the patient’s previous arrhythmic diagnoses; therefore,
these claimslook like claimsfor primary prevention clinical indications. CR 4273, from which thisarticleistaken, addstwo new
|CD-9-CM codes (addressing | CD replacement due to instrument recall or device complication) to thelist of codes that do not
requirethe use of the modifier QR for claims processing (effective on or after April 1, 2006, for claimswith dates of serviceon
and after April 1,2005).

GO —What You Need to Do

Make surethat your billing staffs continue to bill ICD implantation and replacement services appropriately according to
professional coding guidelines. If claimswith dates of service on or after April 1, 2005, wereinappropriately denied, they
should be brought to the attention of the local Medicare contractor.

Background

The modifier QR identifies servicesthat are being covered under aclinical study(e.g., patientsenrolled in aregistry), and
effective January 27, 2005, isrequired asacondition for payment on claimsfor |CD servicesrendered in the primary prevention
of cardiac arrest.

CR3604, Transmittal 497 (released March 8, 2005), provides guidance for the coverage of 1CD servicesunder newly
expanded coverage. One of the requirementsfor covering the new |CD indications (effective January 27, 2005) isthat the
patient be enrolled in a data collection system as indicated by the presence of the modifier QR on the claim, which identifies
services being covered under a clinical study.

A MLN Mattersarticle on CR 3604 is available at http://mww.cms.hhs.gov/MLNMatter sArti cles/downl oadsyMM3604. pdf
on the CM S website.

Again, the modifier isused to identify patients, who meet the coverage requirement for any indication that is for the
primary prevention of sudden cardiac arrest (i.e., no history of induced or spontaneous arrhythmias).

It isnot required for ICD services rendered for the secondary prevention of cardiac arrest as documented by the second-
ary prevention diagnosis codes noted in the table below. (Note, however, that you can use the modifier QR for secondary
prevention diagnosesif you deem it to be appropriate, i.e., in order to report the data to the data collection system, when this
reporting applies).

Two New DiagnosisCodesAdded

Since CR3604 was published, the Centersfor Medicare & Medicaid Services (CMS) has become aware that there are other
clinical situationsfor ICD servicesin which the diagnoses show neither primary nor secondary prevention of cardiac arrest.
Such asituation could occur when the patient is having his/her ICD replaced, perhaps dueto ICD recall, or to adevice
complication (such asthe end of battery-life).
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Sinceit would beincorrect to deny such claims because they lacked the QR modifier, in CR4273, CM Sisadding two new
ICD-9-CM diagnosis codes to the list of those that do not requireit:

e 996.04, Mechanical complication of car diac device, implant, and graft; dueto automaticimplantablecar diacdefibrillator
Use this diagnosis code when the patient is having his/her ICD replaced due to a mechanical complication, as could occur
dueto ICD recall.

e V/53.32, Fitting and adjustment of other device; automaticimplantablecar diac defibrillator Usethisdiagnosiscode
when thereisafitting or an adjustment, including device removal or replacement; it would be used when the ICD reaches
itsnatural end-of-battery life.

The table below displaysthe new list of diagnoses that do not require a QR modifier for ICD servicesin order to be paid
(both those indi cating the secondary prevention of cardiac arrest, and |CD replacement).

Diagnoses Not Requiring the Modifier QR

|CD-9-CM Code Secondary Prevention Diagnosis

4271 Ventricular Tachycardia

4274 Ventricular fibrillation

42742 Ventricular flutter

4275 Cardiac arrest

4279 Cardiac dysrhythmia, unspecified
New “ Replacement” Diagnoses

96.04 Mechanical complication of cardiac device, implant, and graft, due to automatic
implantabl e cardiac defibrillator

V53.32 Fitting and adjustment of other device, automatic implantable cardiac defibrillator

Remember: Carriersand FIswill adjust, as appropriate, claims brought to their attention (with datesfor service on or after
April 1,2005) that were denied because the diagnosis code was 996.04 or VV53.32, and lacked amodifier QR.

Additional Information

Moreinformation about the use of the Modifier QR for Automatic |mplantable Cardiac Defibrillator (ICD) Servicesis
availableintheofficial instruction (CR 4723) issued to your carrier/intermediary. That instructionisavailable at
http: //Mmww.cms.hhs.gov/ Transmittal s/downl oads/R819CP.pdf on the CM S website. Another good source for additional
informationis MLN Mattersarticle MM 3604, at http://www.cms.hhs.gov/MLNMatter sArticles/downl cads/mm3604.pdf on the
CMSwebsite.

Finally, 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.pdf 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: MM4273 Related Change Request (CR) #: 4273
Related CR Release Date: January 27,2006  Effective Date: April 1, 2005
Related CR Transmittal # R819CP Implementation Date: April 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,

Expansion of Coverage for Percutaneous Transluminal Angioplasty
CMShasissued the following “ MLN Matters article. Information for Medicare Fee-for-Service Health Care Professionals.
This information was previously published in the January 2006 Medicare B Update! Special Issue pages 42-44.

Note: Thisarticlewasrevised onApril 3, 2006, to clarify that reporting of both 433.30 and 433.10, in either diagnosis position,
needs to be done in the same claim as noted in the “Note” box at the top of page 5 of this article. All other information
remainsthe same.

Provider Types Affected
Hospitals, physicians, and suppliershbilling Medicare carriersor fiscal intermediaries (FIs) for Percutaneous Transluminal
Angioplasty (PTA) services provided to Medicare beneficiaries.

Provider Action Needed
STOP — I mpact to You
MM 3811 and related CR3811 announce the expansion of Medicare coverage for PTA of the carotid artery.

CAUTION —What You Need to Know
Effective March 17, 2005, Medicare revised its coverage of PTA of the carotid artery asdetailed in thisarticleand CR 3811

GO —What You Need to Do
If you are aprovider of PTA services, be aware of the coverage changes and make certain that your billing staff isaware
of the expanded national coverage allowed to Medicare beneficiaries receiving PTA services
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Background

Medicare covers PTA of the carotid artery concurrent with carotid stent placement when all the requirements stipul ated
by the Food and Drug Administration (FDA)-approved policiesfor Category B Investigational Device Exemption (IDE) clinical
trialsare met, effective for dates of serviceon or after July 1, 2001.

PTA of the carotid artery concurrent with the placement of an FDA-approved carotid stent for an FDA-approved indica-
tionis covered, when al the requirements stipul ated by the FDA-approved policies for post-approval studies are met, for
dates of service on or after October 12, 2004.

Expanded Coverage
Effective March 17, 2005, The Centersfor Medicare & Medicaid Services (CMS) expanded the coverage of PTA of the
carotid artery concurrent with placement of an FDA-approved carotid stent with embolic protection for the following:

e Patientswho are at high risk for carotid endarterectomy (CEA) and who a so have symptomatic carotid artery stenosis
>70%. Coverageislimited to procedures performed using FDA-approved carotid artery stenting systems and embolic
protection devices,

e Patientswho are at high risk for CEA and have symptomatic carotid artery stenosis between 50% and 70% in accordance
tothe Category B IDE clinical trialsregulation (42 CFR 405.201), asaroutine cost under theclinical trialspolicy (Medicare
National Coverage Determination (NCD) Manual, Section 310.1), or according to the NCD on carotid artery stenting (CAS)
post-approval studies (Medicare NCD Manual, Section 20.7); and

e Patientswho areat high risk for CEA and have asymptomatic carotid artery stenosis >80% (according to the Category B
IDE clinical trialsregulation (42 CFR 405.201)), asaroutine cost under the clinical trials policy (Medicare NCD Manual
310.1), or according to the NCD on CA S post-approval studies (Medicare NCD Manual, Section 20.7).

Significant Comor bidities

CMS defines high risk patients as those having significant comorbidities and/or anatomic risk factors and are considered
by a surgeon to be poor candidates for CEA. The significant comorbidities, include, but are not limited to, those listed in
Section 20.7 of the Medicare NCD Manual asfollows:

Congestive heart failure (CHF) classI1/1V;

Left ventricular gection fraction (LV EF) < 30%;

Unstable anging;

Contralateral carotid occlusion;

Recent myocardial infarction (M1);

Previous CEA with recurrent stenosis;;

Prior radiation treatment to the neck; and

Other conditions that were used to determine patients at high risk for CEA in the prior CAStrials and studies, such as
ARCHER, CABERNET, SAPPHIRE, BEACH, and MAVERICII.

CarotidArtery Senosis

Symptoms of carotid artery stenosis include carotid transient ischemic attack (distinct focal neurologic dysfunction
persisting lessthan 24 hours), focal cerebral ischemiaproducing a non-disabling stroke (modified Rankin scale < 3with
symptomsfor 24 hours or more), and transient molecular blindness (amaurosis fugax). Patients who have had adisabling
stroke (modified Rankin > 3) would be excluded from coverage.

The appropriate documentation confirming that a patient is at high risk for CEA and records of the patient’s symptoms of
carotid artery stenosis should be available in the patient medical records prior to performing any procedure.

The degree of carotid artery stenosis should be measured by duplex Doppler ultrasound or carotid artery angiography
and recorded in the patient medical records. If the stenosisis measured by ultrasound prior to the procedure, then the degree
of stenosis must be confirmed by angiography at the start of the procedure. If the stenosisis determined to be less than 70%
by angiography, the CAS should not proceed.

e Carotid artery stenting with embolic protection is reasonable and necessary only if performed in facilitiesthat have been
determined to be competent in performing the evaluation, procedure, and follow-up necessary to ensure optimal patient
outcomes.

e Allfacilitiesmust at least meet the minimum standards outlined in Pub 100-03, Section 20.7 of the NCD Manua in order to
receive coveragefor CASfor highrisk patients. Briefly, facilitiesmust have high quality X-ray imaging egquipment, device
inventory, staffing, and infrastructure to support a dedicated CAS program.

e Advanced physiologic monitoring, including real time and archived physiologic, hemodynamic, and cardiac rhythm
monitoring equipment, and associated support staff capable of interpreting findings and responding appropriately.

o Readily available emergency management equipment and systems, such as resuscitation equipment, adefibrillator, vasocative
and antiarrhythmic drugs, endotrached intubation capability, and anesthesia support.

e A cdearly delineated program for granting CA S privileges and for monitoring the quality of theindividua interventionistsand
the program as awhole. The oversight committee for this program is encouraged to apply published standards from national
specidty societies recognized by the American Board of Medical Specialtiesto determine appropriate physician qualifications.

Examples of standards and clinical competence guidelinesinclude those published in the December 2004 edition of the
American Journal of Neuroradiology and those published in the August 18, 2004, Journal of the American College of
Cardiology.
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e Adatacollection system maintained by the facility or its contractor on all CAS procedures done at that facility. The data
must be analyzed routinely to ensure patient safety (to be determined by the facility but should not be less frequent than
6-month intervals), will be used in re-credentialing the facility, and must be made available to CM S upon request.

Written Documentation

For evaluation purposes, all facilities must provide written documentation to CM Sindicating it meets one of the following
criteria
Was an FDA -approved site that enrolled patientsin prior CASIDE trials, such as SAPPHIRE, and ARCHER,;
IsaFDA-approved sitethat is participating and enrolling patientsin ongoing CAS IDE trials, such as CREST;
IsaFDA-approved site for one or more FDA post-approval studies; or
Has provided awritten affidavit to CM S affirming that the facility meetsthe minimum facility standards. The affidavit must
include the facility’s name and compl ete address, M edicare provider number, point-of-contact name and telephone
number, CAS procedure data collection mechanism, and asenior facility administrative official’ssignature. (Notethat a
new affidavit isrequired every two years.)

The affidavit should be sent to:

Director, Coverage and Analysis Group
7500 Security Boulevard, Mail-stop C1-09-06
Batimore, MD 21244

Note: Performance of PTA to treat obstructive lesions of the vertebral and cerebral arteriesremains non-covered. All other
indications of PTA for which CM S has not specifically indicated coverage remain non-covered.

Additional Information
All providers should note that the following relate to services on or after March 17, 2005:

e Flsand carrierswill only pay CAS claimsfrom providerswho arelisted on the approved facility list whichisat
http: //mww.cms.hhs.gov/Medi careApprovedFacilitie/ CASF/list.asp#TopOfPage on the CM S website.

e Carrierswill pay claimscontaining |CD-9 CM 433.10 and any of thefollowing procedure codes: 37215, 37216, 0075T, or
0076T, for beneficiaries meeting the high-risk criteriapreviously specified.
Flswill pay claims containing ICD-9 CM 433.10 and both procedures codes 00.61 and 00.63.
Flswill rgject claimsthat do not have both procedure codes 00.61 and 00.63.
Flsand carrierswill deny CAS servicesfor patients at high risk if the appropriate diagnosis code is not on the claim and
use the appropriate Medicare Summary Notice (MSN) message and claim adjustment reason code in doing so.

e Flsand carrierswill deny claimswhere the service was performed in an unapproved facility and use the appropriate M SN
message and claim adjustment reason code in doing so.

Note: Providersmust also bill V70.7 (Exam—clinical trial) asasecondary diagnosisfor claimswith “From” datesbefore
October 1, 2005. Providersmust bill VV70.7 in order to avoid unintentional M edicare Code Editor (M CE) editing. For
claimsthat have“From” dateson or after October 1, 2005, hospitals are not required to bill VV70.7 asthe unintentional
M CE editing will be corrected.

Codingfor Carcotid Artery Stents

Inthe American Hospita Association’s (AHA's) publication Coding Clinic for ICD-9-CM, First Quarter 2002, page 10 (and
corrected in Second Quarter 2002, page 19), thereisa Q& A regarding coding of bilateral carotid artery stenosis. The answer said,
“Assign only code 433.10, (Occlusion and stenosis of precerebral arteries, Carotid artery, without mention of cerebral infarction) as
the principa diagnosis.” The correction notice changed that advice to use code 433.30 (Occlusion and stenosis of precerebral
arteries, multipleand bilateral, without mention of cerebrd infarction) instead of 433.10. In an effort to reducethe confusion, CMS
has decided to alow hospitalsto be able to code both 433.30 and 433.10, in any diagnosis positions, on the same claim. Code
433.30 will identify thebilateral condition, while433.10will specificdly identify the carotid vessal.

You may alsowant to review thefollowing MLN Mattersarticle MM 3489 and CR 3489 for additional information relating
to Medicare coverage of PTA. They are available at http://www.cms.hhs.gov/MLNMatter sArticles/downl oads/MM3489.pdf
and http://www.cms.hhs.gov/Transmittal S’downl oads/R314CP.pdf on the CM S website.

The official instruction issued to your carrier/Fl regarding this change may be found at
http: //Mmww.cms.hhs.gov/ Transmittal s/downl 0ads/R33NCD.pdf on the CM S website. That site contains the NCD manual
revision. The changes to the Medicare Claims Processing Manual are at
http: //mww.cms.hhs.gov/ Transmittal s/downl oads/R531CP.pdf on the CM S website.

If you have questions regarding thisissue, contact your carrier/intermediary on their toll free number, which isavailable at
http://Mmww.cms.hhs.gov/apps/contacts/ 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 3811 Revised Related Change Request (CR) #: 3811
Related CR Release Date: April 22, 2005 Effective Date: March 17, 2005
Related CR Transmittal # R33NCD and R531C Implementation Date: July 5, 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 materialsfor afull and accurate statement of their contents.
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Nesiritide for Treatment of Heart Failure Patients
CMShasissued the following “ MLN Matters article. Information for Medicare Fee-for-Service Health Care Professionals.

Provider Types Affected

Providers and physicians that submit claimsto Medicare
fiscal intermediaries (FIs) and carriersfor nesiritidewhen
provided asatreatment for chronic heart failure.

Key Points

o FEffectivefor datesof serviceon or after Mar ch 2, 2006,
the Centersfor Medicare & Medicaid Services(CMS) will
deny coverage of nesiritide for the treatment of chronic
heart failurein Medicare beneficiaries. For billing
guidelines about the noncovered use of nesiritide, please
refer to the Additional Information section of thisarticle.

e CMShasdetermined that there isinsufficient evidence to
conclude that the use of nesiritide for the treatment of
chronic heart failure s reasonable and necessary for
Medicare beneficiariesin any setting.

This determination does not change loca contractor
discretion for treatment of acute(ly) decompensated heart
failure consistent with the FDA labeled indicationin
Medicare beneficiarieswho may have underlying chronic
heart failure. Nor doesit affect local contractor discretion
for other off-label usesof nesiritidein Medicare
beneficiarieswho may have underlying chronic heart failure.

e  For claimssubmitted to Fls, the requirement to deny
nesiritidefor chronic heart failurewill only affect typeof
bill (TOBs) 13x and 85x. TOBs11x and 12x will bergected.
CM Srecommendsthat Flscreate medical policy
parametersto deny outpatient claimsfor nesiritide for
chronic heart failure in the absence of acutely
decompensated heart failure.

CM Srecommendsthat Flsreect inpatient claimswhere
the primary diagnosisis chronic heart failurein the
absence of acutely decompensated heart failure (TOBs 11x
and 12x) when billedwith nesiritidefor chronic heart failure.

e  Forinpatient claimswherethe beneficiary isadmitted with
aprimary diagnosis other than heart failure and nesiritide
isadministered under aDRG (diagnosisrelated group)
payment, the administration of nesiritide should not be the
solebasisfor denial of theentireinpatient claim.

e Theprovider will be held liable unless occurrence code 32
ispresent onthe claim or modifier GA ispresent onthe
line on an outpatient bill.

o All other indications for the use of nesiritide not otherwise
indicated as noncovered (other off-labdl uses or use
consistent with the current Food and Drug Administration
(FDA) indication for intravenous treatment of patients
with acutely decompensated congestive heart failure
(CHF) who havedyspneaat rest or with minimal activity)
arelefttolocal contractor (carrier or FI) discretion.

e Thisaddition to Chapter 1, Section 200.1, of the Medicare
National Coverage Determinations Manual (Publication
100-03) isanationa coverage determination (NCD) made
under section 1862(a)(1) of the Socid Security Act (theAct).

e NCDsarebindingonall carriers, Fls, quality improvement
organizations, health maintenance organizations,
competitive medical plans, health care prepayment plans,
the Medicare Appeals Council, and administrative law
judges (AL Js) (see42 CFR 405.1064, effectiveMay 1,
2005)

e AnNCD that expands coverageisaso binding on a
Medicare advantage organization. In addition, anALJ
may not review an NCD. (Seesection 1869(f)(1)(A)(i) of
theAct.)

Background

Nesiritideis FDA-approved for the short-term intravenous
trestment of patientswith acutely decompensated CHF who
have dyspnea (shortness of breath) at rest or with minimal
activity.

Recent published studies of nesiritide have highlighted
safety concerns, specifically increased mortality and decreased
renal function in patientstreated with nsiritide.

In addition, an independent advisory pand of cardiac
experts sponsored by Scios, manufacturer of Natrecor®
(nesiritide), recommends that nesiritide be restricted to the
trestment of acute decompensated heart failurein the inpatient
hospital setting.

Additional Information

Claimssubmitted with Heal thcare Common Procedure
Coding System (HCPCS) code J2325 (Injection, nediritide, 0.1
mg) with International Classification of Diseases(ICD-9) codesof:

428.0,428.1,428.20,428.22,428.30,428.32,428.40,428.42, or
428.9; and not accompanied by:
428.21,428.23,428.31,428.33,428.41, or 428.43, will bedenied.

Denied claimswill bereturned with thefollowing claims
adjustment codes:

e Reason code: These are noncovered services because the
payer does not deem thisa‘ medical necessity’.

e Remark codeM76: Missing/incomplete/invalid diagnosis
or condition.

Contractors must apply the following Medicare summary
notice messages:

e 15.20—Thefollowing policy [NCD 200.1] was used when
we made thisdecision.

e 15.4: — Theinformation provided does not support the
need for thisservice or item.

Contractorswill not search for, but may adjust, claims
brought to their attention with dates of service March 2, 2006,
through implementation.

Relevant Links

CR4312istheofficia instruction issued toyour Fl or
carrier, regarding changesmentionedin thisarticle, MM4312.
Therearetwo transmittalsrelated to CR 4312,

Oneistransmittal number R5SINCD, whichrelatestothe
NCD and it may be found on the CM Swebsite at
http: //mmw.cms.hhs.gov/ Transmittal s’downl oads/
R51INCD.pdf.

The second transmittal, R2180TN, relatesto Medicare
claims processing instructions, and it may be found on the
CMSwebsite at http://mmw.cms.hhs.gov/Transmittal s/
downloads/R2180TN.pdf.

Pleaserefer toyour local Fl or carrier if you have ques-
tions about thisissue. To find the toll free phone number, go
to CMS website at http://mww.cms.hhs.gov/apps/contacts/.

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

MLN MattersNumber: MM4312

Related Change Request (CR) Number: 4312

Related CR Release Date: April 7, 2006

Reated CR Transmittal Number; R2180TN and R5INCD
EffectiveDate: March 2, 2006

Implementation Date; May 22, 2006
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External Counterpulsation Therapy
CMShasissued the following “ MLN Matters article. Information for Medicare Fee-for-Service Health Care Professionals.
Provider Types Affected

Providers, physicians, and supplierswho bill Medicare contractors (fiscal intermediaries (FIs) and carriers) for external
counterpul sation (ECP) therapy services

Key Points

e TheCentersfor Medicare & Medicaid Services (CMYS) initiated areconsideration of the National Coverage Determination
(NCD) for ECP therapy in response to arequest to reconsider that policy and expand coverage to certain additional
cardiac conditions.

o Effective March 20, 2006, CM S decided to continue current coverage for ECPtherapy, and not to expand coverageto
additional cardiacindications.

e The CMS determined that the evidence is not adequate to conclude that ECP therapy is reasonable and necessary for (1)
Canadian Cardiovascular Society Classification (CCSC) |1 angina, (2) heart failure (New York Heart Association (NYHA)
ClasslI/11 stable heart failure symptomswith an gjection fraction of = 35%, NYHA Class|1/111 stable heart failure
symptomswith an gjection fraction of = 40%, NYHA Class|V heart failure, and acute heart failure), (3) cardiogenic shock,
or (4) acute myocardial infarction.

e  Continuing with current policy, effectivefor services performed on or after July 1, 1999, ECPtherapy isconsidered
reasonable and necessary relative to cardiac conditions only when the conditions for coverage identified in Publication
100-3, Section 20.20 of the Medicare National Coverage Determinations Manual (NCD Manual) are met.

e All other cardiac conditions that are not otherwise specified as nationally covered for the use of ECP remains nationally
noncovered.

Background

Prior to July 1999, ECP therapy was non-covered for all indications. The coverage policy was amended, effective July 1,
19909, to allow coverage for ECP therapy under certain circumstances. Coverage for ECP was provided only for patientswho
were diagnosed with disabling angina(Class|11 or Class |V, CCSC or equivalent classification) and who, in the opinion of a
cardiologist or cardiothoracic surgeon, are not readily amenable to surgical intervention.

Under this policy decision, the therapy was identified as Enhanced External Counterpulsation. Subsequent reconsidera-
tionsof the NCD in February 2000 and October 2001

e Changed the description of the service back to ECP,
e Removed the requirement limiting coverageto specific ECP systems; and
e Clarified that the policy only pertainsto ECP devicesintended for the treatment of cardiac conditions.

Additional Information

Publication 100-04, The Medicare Claims Processing Manual, Chapter 32, Section 130, isupdated to manualize current
billing and payment requirementsfor both Flsand carriers. The revised section is attached to CR 4350, which isthe official
instruction issued to your FI or carrier regarding changes mentioned in this article, MM4350. There are two transmittals rel ated
to CR 4350. Thefirstisthetransmittal conveyingthe NCD, whichisavailable at
http: //Mmww.cms.hhs.gov/ Transmittal s/downl oads/R50NCD.pdf, and the second, which revises the Medicare Claims Process-
ing Manual, is at http://mwww.cms.hhs.gov/Transmittal downloads/R898CP.pdf on the CM S website.

Please refer to your local Fl or carrier if you have questions about thisissue. To find their toll-free phone number, go to
http: //Mmww.cms.hhs.gov/apps/contacts/ 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: MM4350

Related Change Request (CR) #: 4350

Related CR Release Date: March 31, 2006

Effective Date: March 20, 2006

Related CR Transmittal # RS50NCD and R898CP

Implementation Date: April 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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Microvolt T-wave Alternans Diagnostic Testing
CMShasissued the following “ MLN Matters article. Information for Medicare Fee-for-Service Health Care Professionals.
Provider Types Affected

Physicians, suppliers, and providersbilling Medicare carriersand/or fiscal intermediaries (FIs) for Microvolt T-wave
Alternans (MTWA) diagnostic testing services

Provider Action Needed

Thisarticleis based on Change Request (CR) 4351, which announcesthat effective for dates of service on or after March
21, 2006, MTWA diagnostic testing is covered for the evaluation of patients at risk of sudden cardiac death (SCD), only when
the spectral analysis method is used.

Background

MTWA testing is a non-invasive diagnostic test that detects minute electrical activity in a portion of the electrocardio-
gram (EKG) known asthe T-wave. Thetest is performed by placing highly sensitive el ectrodes on a patient’s chest prior to a
period of controlled exercise.

These electrodes detect very small beat-to-beat voltage fluctuations (on the order of one-millionth of volt) inthe EKG T-
wave. Spectral analysis (a sensitive mathematical method of measuring and comparing time and the EK G signals) isthen used
to calculate these minute voltage changes. Computer software then analyzes these microvolt changes and produces a report
to be interpreted by a physician.

Within patient groupsthat may be considered candidatesfor Implantable Cardioverter Defibrillator (ICD) therapy,
published literature indicates that a negative MTWA test may be useful in identifying low-risk patients who are unlikely to
benefit from, and who may experience worse outcomesfrom, ICD placement.

Effectivefor services performed on or after March 21, 2006, thefollowing Current Procedural Terminology (CPT) codewill
be recognized as nationally payable for MTWA diagnostic testing.

CPT Code Descriptor
93025 MTWA for assessment of ventricular arrhythmias

Thisisanational coverage determination (NCD) made under section 1862(a)(1) of the Social Security Act (theAct). NCDs
arebinding on all carriers, Fls, quality improvement organizations, health maintenance organizations, competitive medical
plans, health care prepayment plans, the Medicare Appeals Council, and administrative law judges (AL Js) (see 42 CFR section
405.1064, effectiveMay 1, 2005).

An NCD that expands coverageis also binding on a Medicare Advantage Organization. In addition, an ALJmay not
review an NCD. (See section 1869(f)(1)(A)(i) of theAct.)

Notess. MTWA diagnostic testing is non-covered for the evaluation of patients at risk for SCD if measurement is not
performed employing the spectral analysis method.

Prior to March 21, 2006, M TWA diagnostic testing was covered at local carrier/Fl discretion. Carrier/Fl discretionis
no longer applicable.

Implementation
Theimplementation datefor theinstructionisApril 3, 2006.

Additional Information

For compl ete details, please see the official instruction (CR 4351) issued to your carrier/Fl regarding thischange. Thereare
two partsto CR 4351, transmittal R894CP, which includes the Medicare claims processing instructions at
http://mww.cms.hhs.gov/ Transmittal s/downl oads/R894CP.pdf and transmittal R49NCD, which includes the National Coverage
Determination Manual revision at http://www.cms.hhs.gov/Transmittal S’downl oads/R4A9INCD.pdf on the CM S website.

If you have questions, please contact your carrier/Fl at their toll-free number, which may be found at
http: //mww.cms.hhs.gov/apps/contacts/ 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: MM4351

Related Change Request (CR) #: 4351

Related CR Release Date: March 24, 2006

Effective Date: March 21, 2006

Related CR Transmittal #: R894CP and R49NCD

Implementation Date: April 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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Cardiac Rehabilitation Programs
CMShasissued the following “ MLN Matters article. Information for Medicare Fee-for-Service Health Care Professionals.

Provider Types Affected
All providerswho bill Medicarefor cardiac rehabilitation services

Provider Action Needed
STOP — Impact to You

Effectiveon and after March 22, 2006, M edicare has expanded coverage for cardiac rehabilitation programsto include
three new indications, and has extended the time frame for performing the services to include up to 36 sessions.

CAUTION — What You Need to Know

CR 4401 updatesthe National Coverage Determination (NCD) Manual, Publication 100-03, Section 20.10, Cardiac Rehabilita-
tion Programs (March 22, 2006), to include three newly coveredindications:. 1) heart valve repair/replacement; 2) percutaneous
tranduminal coronary angioplasty (PTCA) or coronary stenting; and 3) heart or heart-lung transplant. It also extendsthe
program’s possible duration to atotal of 36 sessions (generally, two to three sessions per week for 12 to 18 weeks) and lists the
services required to provide acomprehensive program. CR4401 also updates the Medicare Claims Processing Manual, Publica-
tion 100-04, Chapter 32, Section 140 to include billing requirements and language regarding physi cian supervision.

GO - What You Need to Do
Make sure that your billing staffs are aware of these coverage changesin the cardiac rehabilitation program.

Background

Phase Il cardiac rehabilitation, as described by the U.S. Public Health Service, isacomprehensive, long-term program
including medical evaluation, prescribed exercise, cardiac risk factor modification, education, and counseling. Phasell refers
to outpatient, medically supervised programsthat are typicaly initiated 1-3 weeks after hospital discharge and provide
appropriate el ectrocardiographic monitoring.

CR 4401 updates National Coverage Determinations (NCD) Manual (100-03), Section 20.10 (effectivefor cardiac
rehabilitation services provided on or after March 22, 2006) to:

Expand the clinical indicationsfor coverage

Extend the program’s possible duration.

Simplify the language regarding physician supervision

List the services required to provide a comprehensive program

Update the relevant billing and claims related instructions found in the Medicare Claims Processing Manual (Publication
100.04).

CMS has historically covered cardiac rehabilitation servicesfor patients who have: (1) a documented diagnosis of acute
myocardial infarction (M) within the preceding 12 months; (2) coronary artery bypass surgery; and /or (3) stable angina
pectoris. The updated NCD now provides coverage for these three indications and adds three additional ones.

Expanded Coverage
Effectivefor services performed on or after March 22, 2006, M edicare covers cardiac rehabilitation exercise programsfor
patientswho meet thefollowing criteria:

Have adocumented diagnosis of acute myocardial infarction within the preceding 12 months; or
Have had coronory bypass surgery; or

Have stable angina pectoris; or

Have had heart valve repair/replacement; or

Have had percutaneous transluminal coronary angioplasty (PTCA) or coronary stenting; or
Have had a heart or heart lung transplant.

Further, the updated policy aso now allowsup to 18 weeksfor abeneficiary to receive their maximum of 36 cardiac
rehabilitation services (Patients generally receive two to three sessions per week for 12 to 18 weeks).

Please note that additional services may be covered at the discretion of the local Medicare contractor, but may not exceed
72 onswithin a36-week period.

Clarification of Physician and Facility Requirements
The updated policy also clarifies language regarding physician supervision and facility requirements and the physician’s
physical location during the rehabilitation services. Specifically the NCD requiresthat:

e The program must be staffed by personnel necessary to conduct the program safely and effectively, who are trained in
both basic and advanced life support techniques and in exercise therapy for coronary disease.

e Thefacility must have available for immediate use the necessary cardiopulmonary, emergency, diagnostic, and therapeutic
life-saving equipment accepted by the medical community as medically necessary, e.g., oxygen, cardiopulmonary
resuscitation equipment, or defibrillator.
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The Medicare Claims Processing Manual instructs that:

e Cardiac rehabilitation programs shall be performed incident to physician’s services in outpatient hospitals, or outpatient
settings such as clinics or offices. Follow the policies for servicesincident to the services of aphysician asthey apply in
each setting. For example, see Pub. 100-02, chapter 6, section 2.4.1, and Pub. 100-02, chapter 15, section 60.1.

Coding Requirements
This CR also changes the Medicare Claims Processing Manual, Publication 100-04, Chapter 32, Section 140, to update
the relevant billing and claims related instructions, and points out the following applicable CPT codes:

93797 Physician services for outpatient cardiac rehabilitation; without continuous ECG monitoring (per session)
93798 Physician services for outpatient cardiac rehabilitation; with continuous ECG monitoring (per session)

You should note that your carriers and FIswill apply current payment methodol ogies, rates, and payments policies for
cardiac rehabilitation services when these services are performed according to the new policy stated in this CR.
However, they will not search and adjust claims that have already been processed unless brought to their attention.

Additional Information
Therevision of Section 20.10 of the Medicare National Coverage Determinations Manual (Publication 100-03) isa
national coverage determination (NCD) made under section 1862(a)(1) of the Social Security Act. Remember that:

e NCDsarebindingonall carriers, fiscal intermediaries, quality improvement organi zations, health maintenance
organi zations, competitive medical plans, health care prepayment plans, the Medicare Appeals Council, and administrative
law judges (see 42 CFR 405.1064, effective May 1, 2005).
An NCD that expands coverage is a so binding on a Medicare advantage organization.
In addition, an administrative law judge may not review an NCD. (See 1869(f)(1)(A)(i) of the Socia Security Act.

You may view CR 4401, Transmittal 52, the revised Medicare National Coverage Determinations Manual, Chapter 1 —
Coverage Determinations, Part 1, Section 20.10 (Cardiac Rehabilitation Programs— effective March 22, 2006), onthe CMS
website at http://Mmww.cms.hhs.gov/ Transmittal s/downl oads/R52NCD. pdf.

You may view CR 4401, Transmittal 909, the revised Medicare Claims Processing Manual, Chapter 32 (Billing Require-
mentsfor Specia Services), Sections 140 (Cardiac Rehabilitation Programs) and 140.1 (Coding Requirements), onthe CMS
website at http://Mmww.cms.hhs.gov/Transmittal downl oads/RO09CP. pdf.

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

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 4401 Related Change Request (CR) Number: 4401
Related CR Release Date: April 21, 2006 Related CR Transmittal Number: RO09CP and R52NCD
Effective Date: March 22, 2006 Implementation Date: June 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.

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.

DiagNOSTIC SERVICES

Mammography Facility Certification File—Updated Procedures and

Content

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

Providers (facilities certified by the Food and Drug Administration [FDA[), who submit screening and diagnostic mam-
mography claimsto Medicarefiscal intermediaries (FIs) and to carriers

Key Points

e Thisarticleisrelated to CR 4303. It provides guidelinesfor carriers/intermediariesto download the most recent
Mammography Quality StandardsAct (MQSA) file on aweekly basisand useit to adjudicate claims.

e Currently, the FDA file does not contain information on terminated facilities. The Centersfor Medicare & Medicaid
Services (CMS) will be populating anew file, however, with terminated facilitiesto enable carriers/intermediariesto pay for
services prior to the date of termination and to deny services rendered after the date of termination.
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Background

The Mammography Quality StandardsAct (MQSA) ensuresthat all facilitiesthat provide mammography services meet
national quality standards.

TheFDA, Center for Devices and Radiological Health, isresponsiblefor collecting certificate fees and surveying mam-
mography facilities (screening and diagnostic).

FDA provides CMSwith afile containing alist of all facilitiesthat have been issued certificatesto perform mammography
services. CM Sthen providesthelist to Medicare carriers and Fls, which a so contains information about terminated facilities.

Additional Information

Section 104 of the Benefits Improvement and Protection Act (BIPA) of 2000, “ M odernization of Screening Mammography
Benefit,” provided new payment methodol ogies for both diagnostic and screening mammograms that utilize digital technology.

For Medicareto determinewhether the mammography facility iscertified to perform digital mammography (dueahigher
payment rate), the FDA sends an updated file viathe CM S Mainframe Telecommunications System (CM STS) on aweekly basis.

Effective July 1, 2006, CM Swill be popul ating anew Mammography Quality StandardsAct (MQSA) filewith terminated
FDA-certified facilities (designated witha“ T” value). Thiswill enable carriers/intermediariesto pay for screening and diagnos-
tic mammography services for terminated facilities prior to the date of termination and to deny services furnished after the date
of termination. By doing so, it will enablethe payment of claimsthat comeinto Medicare from aterminated facility if the date of

service occurred before the facility wasterminated.
Relevant Links

CR 4303 istheofficial instruction issued to your Fl or carrier, regarding this change. CR 4303 may be found by going to
http: //mww.cms.hhs.gov/ Transmittal s/downl oads/R828CP.pdf on the CM S website.
Please refer to your local FI or carrier if you have questions about thisissue. To find their toll free phone number, go to

http: //mwww.cms.hhs.gov/apps/contacts/ 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).
Medlearn Matters Number: MM4303

Related Change Request (CR) #: 4303

Related CR Release Date: February 2,2006  Effective Date: July 1, 2006

Related CR Transmittal #: R828CP

DuraBLE MEeDICAL EQUIPMENT

Implementation Date: July 3, 2006

Change in the Long Descriptor for HCPCS Code Q4080

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(DMERCs) and/or fiscal intermediaries (FIs),
including regional home healthintermediaries (RHHIs), for
servicesrelated to ILOPROST inhal ation treatment of
Medicare beneficiaries.

Provider Action Needed

Thisarticleisbased on Change Request (CR) 4324,
which provides information on the revised code dosage
descriptor for Q4080. Thisisanon-systems change CR.

Background

The Centersfor Medicare & Medicaid Services(CMS)
established HCPCS code Q4080 that was effective July 1, 2005,
withacodedescriptor that read: “ ILOPROST, INHALATION
SOLUTION,ADMINISTERED THROUGH DME, 20MICRO-
GRAMS”

Effective January 1, 2006, thelong code descriptor for
HCPCScode Q4080 will reed: “ ILOPROST, INHALATION
SOLUTION,ADMINISTERED THROUGH DME, UPTO 20
MCG”

The short descriptor for HCPCS code Q4080 will
continue to read: “lloprost inhalation solution.”

CR 4324 provides clarification on the changein thelong
descriptor for HCPCS code Q4080 effective January 1, 2006.

Implementation
Theimplementation datefor theingtructionisMarch 13, 2006.

Additional Information

For complete details, please see the official instruction
issued to your carrier/DMERC/intermediary/RHHI regarding
this change. That instruction may be viewed at http://
www.cms.hhs.gov/Transmittal s/downl cads/R2090TN. pdf on
the CMSwebsite.

If you have any questions, please contact your carrier/
DMERC/intermediary/RHHI at their toll-free number, which
may be found at http://mww.cms.hhs.gov/apps/contacts/ on
the CMSwebsite.

Medlearn Matters Number: MM 4324
Related Change Request (CR) #: 4324
Related CR Release Date: February 10, 2006
Effective Date: January 1, 2006

Related CR Transmitta # R2090TN
Implementation Date: 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 materialsfor afull and accurate statement of their contents.
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April Quarterly Update for 2006 Durable Medical Equipment, Prosthetics,
Orthotics, and Supplies Fee Schedule

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(DMERCs) and/or fiscal intermediaries (FIs),
including regiona home healthintermediaries (RHHIs), for
services paid under the DMEPOS Fee Schedule.

Provider Action Needed

Thisarticleisbased on Change Request (CR) 4335 and
provides specific information regarding the quarterly update
for theApril 2006 DMEPOS Fee Schedule.

Background
The DMEPOS fee schedules are updated on a quarterly
basisin order to:

Implement fee schedule amounts for new codes; and
Revise any fee schedule amounts for existing codes that
werecalculated in error.

Payment on afee schedule basisisrequired for:

e DurableMedical Equipment (DME), prosthetic devices,
orthotics, prosthetics, and surgical dressings by the
Social Security Act (Sections 1834(a)(h)(i)); and

e Parenteral and Enteral Nutrition (PEN), by regulations
contained in the Code of Federal Regulations (42 CFR
414.102).

Changes madein this update include the following:

e Thefeeschedule amountsfor HCPCS code K 0730,
Controlled dose inhalation drug delivery system, were
added to the fee schedulefile on April 1, 2006, and are
effectivefor claimswith dates of service on or after April
1, 2005. If processed claimsfor code KO730 with dates of
serviceonor after April 1, 2005, are resubmitted as
adjustments after April 1, 2006, carriersand DMERCs
will adjust theclaim.

e  Thefee schedule amountsfor HCPCS code E1010,
Wheelchair accessory, addition to power seating
system, power leg elevation system, including leg rest,
wereinadvertently dropped from the January fee
schedule file and are being added back to thefile as
part of theApril 2006 update.

e  Thepayment categoriesfor codesE0471 and E0472 are
being revised to move Respiratory Assist Devicesfrom
the DME category for frequently serviced itemsto the
DME payment category for capped rental items, effective
onApril 1, 2006.

Implementation
Theimplementation datefor thisinstructionisApril 3,
2006.

Additional Information

The official instructionsissued to your intermediary,

carrier, or DMERC regarding this change can be found at
http://mamww.cms.hhs.gov/Transmittal S’downl cads/
R880CP.pdf on the CM S website.

If you have questions, please contact your Medicare
intermediary, carrier, or DMERC at their toll-freenumber which
may be found at http: //mww.cms.hhs.gov/apps/contacts’ on
theCMSwebsite.

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).

Medlearn Matters Number: MM4335
Related Change Request (CR) #: 4335
Related CR Release Date: March 3, 2006
Effective Date: January 1, 2006

Related CR Transmittal # R880CP
Implementation Date: April 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.

Payment for Power Mobility Device Claims
CMShasissued the following “ MLN Matters article. Information for Medicare Fee-for-Service Health Care Professionals.
Provider Types Affected

Physicians, providers, and non-physician practitionersbilling Medicare carriers, durable medical equipment regional
carriers (DMERCS), regiona home health intermediaries (RHHIs), and/or fiscal intermediaries (Fls) for power mobility devices
(PMD) and servicesrelated to prescribing PMDs

Important Points to Remember
Optionsfor Submitting GO372 and Evaluation and M anagement (E/M) Codes

ProvidersbillingaMedicarecarrier havethefollowing optionsfor submittingthe G0372 codeand the E/M codeduring
January 1, 2006, through March 31, 2006:

Submit the GO372 code and E/M now on the same claim. Payment for these claimswill be held through March 31, 2006.
Hold all claimscontaining the G0372 code until after March 31, 2006.

Submit the E/M service now and bill the G0372 code after March 31, 2006. The E/M servicewill be paid now. Notethat this
isnot intended to require that Medicare fiscal intermediaries or carriers split claims submitted with both the E/M and
G0372 code. Rather, the physician/provider may choose to submit two separate claimsfor theindividual services.

Provider ssubmitting claimson or after April 1, 2006, must bill theE/M and the G0372 code on thesameclaim.
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Critical AccessHospitalsbillingthe Fl under Method 11 have
thefollowing optionsfrom January 1, 2006, through July 2,
2006, for submittingthe G0372 codeand theE/M code:

e  Submit the GO372 and E/M now onthe sameclaim.
Payment for these claimswill be held by the FI through
July 2, 2006.

e Holdall claimscontaining the GO372 code until after July
2,2006.

e  Submitthe E/M service now and bill the GO372 code
after July 2, 2006. The E/M servicewill be paid now.
Note that thisis not intended to require the Fl or carrier
to split claims submitted with both the E/M and G0372
code. Rather, the physician or treating practitioner may
choose to submit two separate claims for the individual
services.

Method Il Critical AccessHospitalssubmitting claims
on or after July 2, 2006, must bill theE/M and the
G0372 codeon thesameclaim.

Background

The Centersfor Medicare & Medicaid Services(CMYS)
published aninterim final rule on PMDsto conform its
regulationsto section 302(a)(2)(E)(iv) of the Medicare
Modernization Act (MMA), which is codified at section
1834(a)(1)(E)(iv) of the Social Security Act (SSA). The
effective date of the rulewas October 25, 2005.

For PMDs, the MMA mandated that:

o A faceto-face examination of theindividual be
conducted by a physician, a physician assistant, a
nurse practitioner, or aclinical nurse specialist; and

e  That payment may not be made for amotorized or power
wheelchair unless the physician or treating practitioner
has written aprescription for theitem.

By defining the practitioners allowed to conduct the face-
to-face examination, it al so effectively removed the current
requirement that a beneficiary must be seen by aspecidistin
physical medicine, orthopedic surgery, neurology, or rheuma-
tology in order to get apower-operated vehicle (POV).

Submission of Medical Record and
Prescription

Apart from the MMA requirements, the other key
change made by thisregulation is a requirement that the
physician or treating practitioner must submit pertinent parts
of themedical record (inlieu of the certificate of medical
necessity [CMN]), along with the prescription, to the durable
medical equipment (DM E) supplier within 30 daysof the
face-to-face examination.

A separate add-on payment (an add-on payment to the
officevisit billed with the code of G0372) was established by
the rule to recognize the additional physician work and
resources required for submitting pertinent parts of the
medical record.

Payment for the history and physical examinationis
made through the appropriate E/M code along with the add-
on payment (G0372), which goesto thelocal Medicare Fl or
carrier. The PMD claimwill gotothelocal durablemedical
equipment regional carrier (DMERC).

Appropriations Act

Titlell, Section 222, of the Departments of Labor, Health
and Human Services, and Education and Related Agencies
AppropriationsAct, 2006 (H.R. 3010) (theAppropriations
Act) wassigned into law on December 30, 2005. It states, in
part:

SEC. 222. None of the funds made available under thisAct
may be used to implement or enforcetheinterim final rule
published in the Federal Register by the Centersfor
Medicare & Medicaid Serviceson August 26, 2005, (70 Fed.
Reg. 50940) prior toApril 1, 2006.

Although this section of the Appropriations Act does
not allow federal fundsto implement or enforcetherule,
CMS believes that this section does not affect the validity of
therule. Therefore, CM Sisinstructing DMERCsand/or
DME PSCsthat, between January 1, 2006 to April 1, 2006,
contractorswill only pay PMD claimsthat satisfy the
requirements of section 1834(a)(1)(E)(iv) of the SSA.

Based on the Appropriations Act, CMS is instructing
Flsand carriersto hold claimsthat contain GO372. These
claimsmust be held through March 31, 2006. Carrierswill
begin to release physician claims for processing on April 3,
2006.

Implementation
Theimplementation date for thisinstruction isno later
than two weeks after release of CR4372 or March 24, 2006.

Additional Information
For additional information regarding PMDsyou may
want to review thefollowing Medlearn Mattersarticles:

e MM4121: MMA - New G Codefor Power Mobility
Devices (PMDs) http://www.cms.hhs.gov/
MLNMatter sArticles/downloads/MM4121 . pdf

e  MM3952: MMA - Evidence of Medical Necessity:
Power Wheelchair and Power Operated Vehicle
(POV)/Power Mobility Device (PMD) Claim http://
www.cms.hhs.gov/MLNMatter sArticles/downl oads/
MM3952.pdf

Theofficial instructionsissued to your carrier, DMERC,
FI, or RHHI regarding this change can be found at http://
www.cms.hhs.gov/Transmittal s/downl oads/R2150TN. pdf on
the CMSwebsite.

If you have questions, please contact your Medicare
carrier, DMERC, Fl, or RHHI at their toll-free number, which
may be found at: http://mwww.cms.hhs.gov/apps/contacts/ on
the CMSwebsite.

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).

Medlearn Matters Number: MM 4372

Related Change Request (CR) #: 4372

Related CR Release Date: March 10, 2006

Effective Date: January 1, 2006

Related CR Transmittd # R2150TN
Implementation Date: No later than March 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

ement-of their contents,
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2006 Jurisdiction List

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

Provider Types Affected

Physicians, providers, and suppliers who submit claims
to Medicare durable medical equipment regional carriers
(DMERCSs) and Part B locd carriers.

Provider Action Needed
STOP — I mpact to You

CR 4363 provides notice of the spreadsheet containing
the annual updated list of Healthcare Common Procedure
Coding System (HCPCS) for DMERC and Part B local carrier
jurisdictions.
CAUTION —What You Need to Know

The excel spreadsheet containing these codes is
availablewithin the official instructions (CR4363) issued to
your DMERC contractor and Part B carrier, which may be
viewed at http://mww.cms.hhs.gov/Transmittal s/downl oads/
R893CP.pdf.

Thelist will also be available at http://www.cms.hhs.gov/
center/dme.asp on the CM S website.

GO —What You Need to Do
The above codes are updated on an annual basis. Be
sure your billing staff is aware of these changes.

Background

The HCPCS s updated annually to reflect changesin
medical practice and the provision of health care. The Centers
for Medicare& Medicaid Services(CMS) providesafile
containing updated HCPCS codesto Medicare carriers,
DMERCs, and intermediariesand to Medicaid State Agencies
60 to 90 days before theimplementation of the annual update.

CMS publishes arecurring update notification annually
to notify the DMERCs and Part B carriersthat thelist has
been updated and is available on the CM S website.

Both the DMERCs and the local carriers publish thislist
to educate providers as to which contractor—the DMERC or
local Part B carrier—to bill for codes provided onthat list.

Implementation
Theimplementation date for thisinstruction is June 26,
2006.

Additional Information

The official instructionsissued to your DMERC and
Carrier regarding this change can be found at http://
www.cms.hhs.gov/ Transmittal ydownl oads/R893CP.pdf on
the CMSwebsite.

If you have questions, please contact your Medicare
DMERC or carrier at their toll free number, which may be
found at http://www.cms.hhs.gov/apps/contacts/ on the
CMSwebsite.

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: MM4363

Related Change Request (CR) #: 4363
Related CR Release Date: March 24, 2006
Effective Date: June 26, 2006

Related CR Transmittal #: R893CP
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.

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 onthe“eNews’ link on the navigational menu

and follow the prompts.
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2006 Jurisdiction List

HCPCS

DESCRIPTION

JURISDICTION

A0021 - A0999

Ambulance Services

Local Carrier

A4206 - A4209

Medical, Surgical, and Self- Local
Carrier if incident to a physician's
Administered Injection service (not
separately payable). If other
Supplies

DME REGIONAL Carrier.

A4210 Needle Free Injection Device DME REGIONAL Carrier

A4211 Medical, Surgical, and Self Local Carrier if incident to a physician's
Administered Injection service (not
separately payable). If other Supplies
DME REGIONAL Carrier.

A4212 Non Coring Needle or Stylet Local Carrier with or without Catheter

A4213 - A4215

Medical , Surgical, and Self
Administered Injection Supplies

Local Carrier if incident to a physician's
service (not separately payable). If other
DME REGIONAL Carrier.

A4216 - A4218

Sdline

Local Carrier if incident to aphysician's
service (not separately payable). If other
DME REGIONAL Carrier.

A4220

Refill Kit for Implantable Pump

Local Carrier

A4221 - A4250

Medical, Surgical, and Self
Administered Injection Supplies

Local Carrier if incident to a physician's
service (not separately payable). If other
DME REGIONAL Carrier.

A4253 - A4259

Diabetic Supplies

DME REGIONAL Carrier

A4261 Cervical Cap for Contraceptive Local Carrier Use
A4262 - A4263 Lacrimal Duct Implants Local Carrier
A4265 Paraffin Local Carrier if incident to aphysician's

service (not separately payable). If other
DME REGIONAL Carrier.

A4266 - A4269 Contraceptives Local Carrier
A4270 Endoscope Sheath Local Carrier
A4280 Accessory for Breast Prosthesis DME REGIONAL Carrier
A4281 - A4286 Accessory for Breast Pump DME REGIONAL Carrier
A4290 Sacral Nerve Stimulation Test Local Carrier

Lead
A4300 - A4301 I mplantable Catheter Local Carrier

A4305 - A4306

Disposable Drug Delivery System

Local Carrier if incident to aphysician's
service (not separately payable). If other
DME REGIONAL Carrier.

A4310 - A4359

Incontinence Supplies/ Urinary
Supplies

If provided in the physician's office for a
temporary condition, the item isincident
to the physician's service & hilled to the
Local Carrier. If provided in the
physician's office or other place of service
for a permanent condition, theitemisa
prosthetic device billed to the DME
REGIONAL Carrier.

A4361 - A4434

Ostomy Supplies

If provided in the physician's office for a
temporary condition, the item is incident
to the physician's service & billed to the
Local Carrier. If provided in the
physician's office or other place of service
for a permanent condition, theitemisa
prosthetic device & billed to the DME
REGIONAL Carrier.
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HCPCS Description Jurisdiction

A4450 - A4455 Tape;Adhesive Remover Local Carrier if incident to aphysician's
service (not separately payable). If other
DME REGIONAL Carrier.

A4458 Enema Bag DME REGIONAL Carrier

A4462 Abdominal Dressing Local Carrier if incident to aphysician's
service (not separately payable). If other
DME REGIONAL Carrier.

A4465 Non-elastic Binder for Extremity DME REGIONAL Carrier

A4470 Gravlee Jet Washer Local Carrier

A4480 Vabra Aspirator Local Carrier

A4481 Tracheostomy Supply Local Carrier if incident to aphysician's
service (not separately payable). If other
DME REGIONAL Carrier.

A4483 M oisture Exchanger DME REGIONAL Carrier

A4490 - A4510 Surgical Stockings DME REGIONAL Carrier

A4520 Diapers DME REGIONAL Carrier

A4550 Surgical Trays Local Carrier

A4554 Disposable Underpads DME REGIONAL Carrier

A4556 - A4558

Electrodes; Lead Wires;

Local Carrier if incident to aphysician's

Chamber, Disposable

Conductive Paste service (not separately payable). If other
DME REGIONAL Carrier.
A4561 - A4562 Pessary Local Carrier
A4565 Sling Local Carrier
A4570 Splint Local Carrier
A4575 Topical Hyperbaric Oxygen DME REGIONAL Carrier

A4580 - A4590

Casting Supplies & Materia

Local Carrier

A4595 TENS Supplies Local Carrier if incident to a physician's
service (not separately payable). If other
DME REGIONAL Carrier.
A4604 Tubing for Positive Airway DME REGIONAL Carrier
Pressure Device
A4605 Tracheal Suction Catheter DME REGIONAL Carrier
A4606 Oxygen Praobe for Oximeter DME REGIONAL Carrier
A4608 Transtracheal Oxygen Catheter DME REGIONAL Carrier
A4611 - A4613 Oxygen Equipment Batteries and DME REGIONAL Carrier
Supplies
A4614 Peak Flow Rate Meter Local Carrier if incident to a physician's

service (not separately payable). If other
DME Regiona Carrier.

A4615 - A4629

Oxygen & Tracheostomy Supplies

Local Carrier if incident to aphysician's
service (not separately payable). If other
DME REGIONAL Carrier.

A4630 - A4640 DME Supplies DME REGIONAL Carrier
A4641 - A4642 Imaging Agent; Contrast Materia Local Carrier
A4649 Miscellaneous Surgical Supplies Local Carrier if incident to aphysician's

service (not separately payable) or if
supply for implanted prosthetic device or
implanted DME. If other DME
REGIONAL Carrier.

A4651 - A4932

Supplies for ESRD

DME REGIONAL Carrier
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HCPCS

DESCRIPTION

JURISDICTION

A5051 - A5093

Additional Ostomy Supplies

If provided in the physician's office for a
temporary condition, the item isincident
to the physician's service & hilled to the
Local Carrier. If provided in the
physician's office or other place of service
for a permanent condition, theitemisa
prosthetic device & billed to the DME
REGIONAL Carrier.

A5102 - A5200

Additional Incontinence and
Ostomy Supplies

If provided in the physician's office for a
temporary condition, the item is incident
to the physician's service & hilled to the
Local Carrier. If provided in the
physician's office or other place of service
for a permanent condition, theitemisa
prosthetic device & billed to the DME
REGIONAL Carrier.

AS5500 - A5513

Therapeutic Shoes

DME REGIONAL Carrier

AG000

Non-Contact Wound Warming

DME REGIONAL Carrier Cover

A6010-A6024

Surgical Dressing

Local Carrier if incident to aphysician's
service (not separately payable) or if
supply for implanted prosthetic device or
implanted DME. If other DME
REGIONAL Carrier.

A6025

Silicone Gel Sheet

Local Carrier if incident to a physician's
service (not separately payable) or if
supply for implanted prosthetic device or
implanted DME. If other DME
REGIONAL Carrier.

A6154 - A6411

Surgical Dressing

Local Carrier if incident to aphysician's
service (not separately payable) or if
supply for implanted prosthetic device or
implanted DME. If other DME
REGIONAL Carrier.

A6412

Eye Patch

Local Carrier if incident to aphysician's
service (not separately payable) or if
supply for implanted prosthetic device or
implanted DME. If other DME
REGIONAL Carrier.

A6441 - A6512

Surgical Dressings

Local Carrier if incident to aphysician's
service (not separately payable) or if
supply for implanted prosthetic device or
implanted DME. If other DME
REGIONAL Carrier.

A6513

Compression Burn Mask

DME REGIONAL Carrier

A6530 - A6549

Compression Gradient Stockings

DME REGIONA Carrier

AG550

Supplies for Negative Pressure
Wound Therapy Electrica Pump

DME REGIONAL Carrier

A7000 - A7039

Accessories for Nebulizers,
Aspirators, and Ventilators

DME REGIONAL Carrier

A7040 - A7041 Chest Drainage Supplies Local Carrier
A7042 - A7043 Pleural Catheter Loca Carrier
A7044 - A7046 Respiratory Accessories DME REGIONAL Carrier
A7501-A7527 Tracheostomy Supplies DME REGIONAL Carrier
A9150 Non-Prescription Drugs Local Carrier
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HCPCS

DESCRIPTION

JURISDICTION

AS5051 - A5093

Additional Ostomy Supplies

If provided in the physician's office for a
temporary condition, the item isincident
to the physician's service & hilled to the
Local Carrier. If provided in the
physician's office or other place of service
for a permanent condition, theitemisa
prosthetic device & billed to the DME
REGIONAL Carrier.

A5102 - A5200

Additional Incontinence and
Ostomy Supplies

If provided in the physician's office for a
temporary condition, the item is incident
to the physician's service & hilled to the
Local Carrier. If provided in the
physician's office or other place of service
for a permanent condition, theitemisa
prosthetic device & billed to the DME
REGIONAL Carrier.

AS5500 - A5513

Therapeutic Shoes

DME REGIONAL Carrier

A6000

Non-Contact Wound Warming

DME REGIONAL Carrier Cover

A6010-A6024

Surgical Dressing

Local Carrier if incident to aphysician's
service (not separately payable) or if
supply for implanted prosthetic device or
implanted DME. If other DME
REGIONAL Carrier.

A6025

Silicone Gel Sheet

Local Carrier if incident to a physician's
service (not separately payable) or if
supply for implanted prosthetic device or
implanted DME. If other DME
REGIONAL Carrier.

A6154 - A6411

Surgical Dressing

Local Carrier if incident to aphysician's
service (not separately payable) or if
supply for implanted prosthetic device or
implanted DME. If other DME
REGIONAL Carrier.

A6412

Eye Patch

Local Carrier if incident to aphysician's
service (not separately payable) or if
supply for implanted prosthetic device or
implanted DME. If other DME
REGIONAL Carrier.

A6441 - A6512

Surgical Dressings

Local Carrier if incident to aphysician's
service (not separately payable) or if
supply for implanted prosthetic device or
implanted DME. If other DME
REGIONAL Carrier.

A6513

Compression Burn Mask

DME REGIONAL Carrier

A6530 - A6549

Compression Gradient Stockings

DME REGIONA Carrier

AB6550

Supplies for Negative Pressure
Wound Therapy Electrical Pump

DME REGIONAL Carrier

A7000 - A7039

Accessories for Nebulizers,
Aspirators, and Ventilators

DME REGIONAL Carrier

A7040 - A7041 Chest Drainage Supplies Local Carrier
A7042 - A7043 Pleural Catheter Loca Carrier
A7044 - A7046 Respiratory Accessories DME REGIONAL Carrier
A7501-A7527 Tracheostomy Supplies DME REGIONAL Carrier
A9150 Non-Prescription Drugs Local Carrier
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HCPCS DESCRIPTION JURISDICTION
A9180 Lice Infestation Treatment Local Carrier
A9270 Noncovered Items or Services DME REGIONAL Carrier
A9275 Home Glucose Disposable Monitor | DME REGIONAL Carrier
A9280 Alarm Device DME REGIONAL Carrier
A9281 Reaching/Grabbing Device DME REGIONAL Carrier
A9282 Wig DME REGIONAL Carrier
A9300 Exercise Equipment DME REGIONAL Carrier
A9500 - A9700 Supplies for Radiology Procedures | Local Carrier
A9900 Miscellaneous DME Supply or Local Carrier if used with implanted
Accessory DME. If other, DME REGIONAL
Carrier.
A9901 Delivery DME REGIONAL Carrier
A9999 Miscellaneous DME Supply or Local Carrier if used with implanted
Accessory DME. If other, DME REGIONAL
Carrier.
B4034 - B9999 Enteral and Parenteral Therapy DME REGIONAL Carrier

D0120 - D9999

Dental Procedures

Local Carrier

E0100 - E0105 Canes DME REGIONAL Carrier
E0110 - E0118 Crutches DME REGIONAL Carrier
E0130 - E0159 Walkers DME REGIONAL Carrier
E0160 - E0175 Commodes DME REGIONAL Carrier

E0180 - E0199

Decubitus Care Equipment

DME REGIONAL Carrier

E0200 - E0239

Heat/Cold Applications

DME REGIONAL Carrier

E0240 - E0248

Bath and Toliet Aids

DME REGIONAL Carrier

E0249

Pad for Heating Unit

DME REGIONAL Carrier

E0250 - E0304

Hospital Beds

DME REGIONAL Carrier

E0305 - E0326

Hospital Bed Accessories

DME REGIONAL Carrier

E0350 - E0352

Electronic Bowel Irrigation System

DME REGIONAL Carrier

E0370 Heel Pad DME REGIONAL Carrier
E0371 - E0373 Decubitus Care Equipment DME REGIONAL Carrier
E0424 - E0484 Oxygen and Related Respiratory DME REGIONAL Carrier
Equipment
E0485 - E0486 Oral Device to Reduce Airway DME REGIONAL Carrier
Collapsibility
E0500 IPPB Machine DME REGIONAL Carrier
E0550 - E0585 Compressors/Nebulizers DME REGIONAL Carrier
E0600 Suction Pump DME REGIONAL Carrier
E0601 CPAP Device DME REGIONAL Carrier
E0602 - E0604 Breast Pump DME REGIONAL Carrier
E0605 \ aporizer DME REGIONAL Carrier
E0606 Drainage Board DME REGIONAL Carrier
E0607 Home Blood Glucose Monitor DME REGIONAL Carrier
E0610 - E0615 Pacemaker Monitor DME REGIONAL Carrier
E0616 Implantable Cardiac Event Local Carrier
Recorder
E0617 External Defibrillator DME REGIONAL Carrier
E0618 - E0619 Apnea Monitor DME REGIONAL Carrier
E0620 Skin Piercing Device DME REGIONAL Carrier
E0621 - E0636 Patient Lifts DME REGIONAL Carrier
E0637 - E0642 Standing Devices/Lifts DME REGIONAL Carrier

E0650 - E0675

Pneumatic Compressor and
Appliances

DME REGIONAL Carrier

E0691 - E0694

Ultraviolet Light Therapy Systems

DME REGIONAL Carrier
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HCPCS DESCRIPTION JURISDICTION
E0700 Safety Equipment DME REGIONAL Carrier
E0701 Helmet DME REGIONAL Carrier
E0705 Transfer Board DME REGIONAL Carrier
EQ710 Restraints DME REGIONAL Carrier
EQ720 - EQ745 Electrical Nerve Stimulators DME REGIONAL Carrier
EQ0746 EMG Device Local Carrier
EQ747 - EQ748 Osteogenic Stimulators DME REGIONAL Carrier
EQ0749 Implantable Osteogenic Local Carrier
Stimulators
EQ755 Reflex Stimulator DME REGIONAL Carrier
EQ0760 Ultrasonic Osteogenic Stimulator DME REGIONAL Carrier
E0761 Electromagnetic Treatment Device | DME REGIONAL Carrier
EQ0762 Electrical Joint Stimulation Device | DME REGIONAL Carrier
E0764 Functional Neuromuscular DME REGIONAL Carrier
Stimulator
EQ765 Nerve Stimulator DME REGIONAL Carrier
E0769 Electrical Wound Treatment DME REGIONAL Carrier
Device
EQ776 IV Pole DME REGIONAL Carrier
EQ779 - E0780 External Infusion Pumps DME REGIONAL Carrier
E0781 Ambulatory Infusion Pump Billable to both the local carrier and the

DME REGIONAL Carrier. Thisitem
may be billed to the DME REGIONAL
Carrier whenever theinfusion isinitiated
in the physician's office but the patient
does not return during the same business

Catheter

day.
EQ782 - E0783 Infusion Pumps, Implantable Local Carrier
EQ0784 Infusion Pumps, Insulin DME REGIONAL Carrier
EQ785 - E0786 Implantable Infusion Pump Local Carrier

E0791 Parenteral Infusion Pump DME REGIONAL Carrier
E0830 Ambulatory Traction Device DME REGIONAL Carrier
E0840 - E0900 Traction Equipment DME REGIONAL Carrier
E0910 - E0930 Trapeze/Fracture Frame DME REGIONAL Carrier
E0935 Passive Motion Exercise Device DME REGIONAL Carrier
E0940 Trapeze Equipment DME REGIONAL Carrier
E0941 Traction Equipment DME REGIONAL Carrier
E0942 - E0945 Orthopedic Devices DME REGIONAL Carrier
E0946 - E0948 Fracture Frame DME REGIONAL Carrier
E0950 - E1298 Wheelchairs DME REGIONAL Carrier

E1300 - E1310

Whirlpool Equipment

DME REGIONAL Carrier

E1340

Repair or Non-routine Service

Local Carrier if repair of implanted DME.
If other, DME REGIONAL Carrier.

E1353 - E1392

Additional Oxygen Related
Equipment

DME REGIONAL Carrier

E1399

Miscellaneous

DME Loca Carrier if implanted DME. If
other, DME REGIONAL Carrier.

E1405 - E1406

Additional Oxygen Equipment

DME REGIONAL Carrier

E1500 - E1699

Artificial Kidney Machines and
Accessories

DME REGIONAL Carrier

E1700 - E1702

TMJ Device and Supplies

DME REGIONAL Carrier

E1800 - E1841

Dynamic Flexion Devices

DME REGIONAL Carrier
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E1902 Communication Board DME REGIONAL Carrier

E2000 Gastric Suction Pump DME REGIONAL Carrier

E2100 - E2101 Blood Glucose Monitors with DME REGIONAL Carrier
Special Features

E2120

Pulse Generator for Tympanic
Treatment of Inner Ear

DME REGIONAL Carrier

E2201 - E2399

Wheelchair Accessories

DME REGIONAL Carrier

E2402

Negative Pressure Wound Therapy
Pump

DME REGIONAL Carrier

E2500 - E2599

Speech Generating Device

DME REGIONAL Carrier

E2601 - E2621

Wheelchair Cushions

DME REGIONAL Carrier

E8000 - E8002

Gate Trainers

DME REGIONAL Carrier

G0008 - G9130

Misc. Professional Services

Local Carrier

J0120 - J3570 Injection Local Carrier if incident to aphysician's
service or used in an implanted infusion
pump. If other, DME REGIONAL
Carrier.

J3590 Unclassified Biologics Local Carrier

J7030 - J7130 Miscellaneous Drugs and Solutions | Local Carrier if incident to a physician's

service or used in an implanted infusion
pump. If other, DME REGIONAL
Carrier.

J7188 - J7195 Antihemophilic Factor Local Carrier
J7197 Antithrombin [ Local Carrier
J7198 Anti-inhibitor; per I.U. Local Carrier
J7199 Other Hemophilia Clotting Factors | Local Carrier
J7300 - J7306 Intrauterine Copper Contraceptive | Local Carrier
J7308 Aminolevulinic Acid HCL Local Carrier
J7310 Ganciclovir Local Carrier if incident to a physician's
service or used in an implanted infusion
pump. If other, DME REGIONAL
Carrier.
J7317 - J7320 Injection Local Carrier
J7330 Autologous Cultured Chondrocytes | Local Carrier
Implant
J7340 - J7350 Dermal and Epidermal — Tissueof | Local Carriers
Human Origin
J7500 - J7599 Immunosuppressive Drugs Local Carrier if incident to aphysician's
service or used in an implanted infusion
pump. If other, DME REGIONAL
Carrier.
J7608 - J7699 Inhalation Solutions Local Carrier if incident to aphysician's
service. If other, DME REGIONAL
Carrier.
J7799 NOC, Other than Inhalation Drugs | Local carrier if incident to a physician's
through DME service. If other, DME REGIONAL
Carrier.
Ja498 Anti-emetic Drug DME REGIONAL Carrier
Jg499 Prescription Drug, Oral, Non Local carrier if incident to a physician's
Chemotherapeutic service. If other, DME REGIONAL
Carrier.
Ja501 - J8999 Oral Anti-Cancer Drugs DME REGIONAL Carrier
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2006 Jurisdiction List

HCPCS DESCRIPTION JURISDICTION
JO000 - J9999 Chemotherapy Drugs Local Carrier if incident to aphysician's
service or used in an implanted infusion
pump. If other, DME REGIONAL
Carrier.
K0001 - K0108 Wheelchairs DME REGIONAL Carrier
K0195 Elevating L eg Rests DME REGIONAL Carrier
K 0455 Infusion Pump used for DME REGIONAL Carrier
Uninterrupted Administration of
Epoprostenal
K 0462 L oaner Equipment DME REGIONAL Carrier
K 0552 External Infusion Pump Supplies DME REGIONAL Carrier
K0601 - K0605 External Infusion Pump Batteries DME REGIONAL Carrier
K0606 - KO609 Defibrilator Accessories DME REGIONAL Carrier
K0669 Wheelchair Cushion DME REGIONAL Carrier
K0730 Inhalation Drug Delivery System DME REGIONA Carrier

L0100 - L2090

Orthotics

DME REGIONAL Carrier

L2106 - L2116

Orthotics

DME REGIONAL Carrier

L2126 - L4398

Orthotics

DME REGIONAL Carrier

L5000 - L5999

Lower Limb Prosthetics

DME REGIONAL Carrier

L6000 - L7499

Upper Limb Prosthetics

DME REGIONAL Carrier

L7500 - L7520

Repair of Prosthetic Device

Local Carrier if repair of implanted
prosthetic device. If other, DME
REGIONAL Carrier.

Miscellaneous Prosthetic Services

L7600 Prosthetic Donning Sleeve DME REGIONAL Carrier
L7900 Vacuum Erection System DME REGIONAL Carrier
L8000 - L8485 Prosthetics DME REGIONAL Carrier
L8499 Unlisted Procedure for Local Carrier if implanted prosthetic

device. If other, DME REGIONAL
Carrier.

L8500 - L8501

Artificial Larynx; Tracheostomy
Speaking Valve

DME REGIONAL Carrier

L8505

Artificial Larynx Accessory

DME REGIONAL Carrier

L8507 - L8515

Voice Prosthesis

DME REGIONAL Carrier

L8600 - L8699

Prosthetic |mplants

Local Carrier

L9900

Miscellaneous Orthotic or
Prosthetic Component or device

Local Carrier if used with implanted
prosthetic . If other, DME REGIONAL

Accessory Carrier.
M0064 - M0301 Medical Services Local Carrier
P2028 - P9615 Laboratory Tests Local Carrier
Q0035 Influenza Vaccine; Cardio- Local Carrier
kymography
Q0081 Infusion Therapy Local Carrier if incident to a physicians

service or used in an implanted infusion
pump. If other, DME REGIONAL
Carrier.

Q0083 - Q0085

Chemotherapy Administration

Local Carrier if incident to a physicians
service or used in an implanted infusion
pump. If other, DME REGIONAL
Carrier.

Q0091 Smear Preparation Local Carrier
Q0092 Portable X-ray Setup Local Carrier
Q0111 - Q0115 Miscellaneous Lab Services Local Carrier
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2006 Jurisdiction List

HCPCS

DESCRIPTION

JURISDICTION

Q0144

Azithromycin Dihydrate

Local Carrier if incident to aphysician's
service. If other, DME REGIONAL
Carrier

Q0163 - Q0181

Anti-emetic

DME REGIONAL Carrier

Q0480 - Q0505 Ventricular Assist Devices Local Carrier

Q0510 - Q0514 Drug Dispensing Fees DME REGIONAL Carrier
Q0515 Sermorelin Acetate Local Carrier

Q1003 - Q1005 New Technology 10L Local Carrier

Q2004 Irregation Solution Local Carrier

Q2009 Fosphenytoin Local Carrier

Q2017 Teniposide Local Carrier

Q3001 Radio Elements for Brachytherapy | Local Carrier

Q3014 Telehealth Originating Site Facility | Local Carrier

Fee

Q3019 - Q3020 ALS Transport Local Carrier

Q3025 - Q3026 Vaccines Local Carrier

Q3031 Collagen Skin Test Local Carrier

Q4001 - Q4051 Splints and Casts Local Carrier

Q4079 Natalizumab Local Carrier

Q4080 Inhalation Drug Local Carrier if incident to a physician's

service. If other, DME REGIONAL
Carrier.

Q9945 - Q9954 Imaging Agents Local Carrier
Q9955 - Q9957 Microspheres Local Carrier
Q9958 - Q9964 Imaging Agents Local Carrier
R0070 - RO076 Diagnostic Radiology Services Local Carrier

V2020 - V2025

Frames

DME REGIONAL Carrier

V2100 - V2513

Lenses

DME REGIONAL Carrier

V2520 - V2523

Hydrophilic Contact Lenses

Local Carrier if incident to aphysician's
service. If other, DME REGIONAL
Carrier.

V2530 - V2531

Contact Lenses, Sclerd

DME REGIONAL Carrier

V2599

Contact Lens, Other Type

Local Carrier if incident to aphysician's
service. If other, DME REGIONAL
Carrier.

V2600 - V2615

Low Vision Aids

DME REGIONAL Carrier

V2623 - V2629

Prosthetic Eyes

DME REGIONAL Carrier

V2630 - V2632

Intraocular Lenses

Local Carrier

V2700 - V2780

Miscellaneous Vision Service

DME REGIONAL Carrier

V2781 Progressive Lens DME REGIONAL Carrier
V2782 - V2784 Lenses DME REGIONAL Carrier
V2785 Processing--Corneal Tissue Local Carrier
V2786 Lense DME REGIONAL Carrier
V2788 Intraocular Lenses Local Carrier
V2790 Amniotic Membrane Local Carrier
V2797 Vision Supply DME REGIONAL Carrier
V2799 Miscellaneous Vision Service DME REGIONAL Carrier
V5008 - V5299 Hearing Services Local Carrier
V5336 Repair/Modification of DME REGIONAL Carrier
Augmentative Communicative
System or Device
V5362 - V5364 Speech Screening Local Carrier
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2006 Oncology Demonstration Project—Inclusion of Gynecological
Oncology

CMShasissued the following “ MLN Matters article. Information for Medicare Fee-for-Service Health Care Professionals.
Provider Types Affected
Gynecological oncologistswho bill Medicare for office-based oncological services

What You Need to Know
CR4347 (from which this article was taken) adds gynecological oncologiststo thelist of physician specialties qualified to
participatein the 2006 Oncology Demonstration Project.

Background

CMS initiated a one-year oncology demonstration project for 2006 designed to identify and assess particular oncology
office practice-based servicesthat improve outcomesin the Medicare popul ation (as stated in CR 4219, Transmittal 36, 2006
Oncology Demonstration Project, issued on December 30, 2005).

That CR included the physician specialties of hematology (82), medical oncology (90), and hematol ogy/oncology (83), as
qualifying under the 2006 oncology demonstration.

In CR 4347, CM S addsthe specialty of gynecological oncology (98) to thislist.

Therefore, unless otherwise noted, the policy, instructions, messages, and business requirements in CR4219 apply equally
to gynecological oncology.

Your carrierswill not search their records for claims previously submitted for gynecological oncology servicesin 2006 that
were denied payment under the oncology demonstration. They will, however, adjust claimsthat are brought to their attention.

Additional Information

You can find moreinformation about the inclusion of gynecological oncologistsin the 2006 Oncology Demonstration
Project by going to http://www.cms.hhs.gov/Transmittal downloadsyR4A1DEMO.pdf on the CM S website.

In addition, you can learn more about the 2006 Oncology Demonstration Project itself by reading MedLearn Matters
article MM4219. This articleis at http://www.cms.hhs.gov/MedL ear nMatter sArticles/downl oadsMM4219.pdf on the CM S
website.

If you have any questions, please contact your carrier at their toll-free number, which may be found at
http: //mww.cms.hhs.gov/apps/contacts/ 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).

Medlearn Matters Number: MM 4347
Related Change Request (CR) #: 4347
Related CR Release Date: March 10, 2006
Effective Date: January 1, 2006

Related CR Trangmittal # R41IDEMO
Implementation Date: April 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.

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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DRruGs AND BIoLOGICALS

April 2006 Quarterly Average Sales Price Medicare Part B Drug Pricing
File and Revisions to January 2005, April 2005, July 2005, October 2005,
and January 2006 Quarter ASP Medicare Part B Drug Pricing Files

CMShasissued the following “ MLN Matters article. Information for Medicare Fee-for-Service Health Care Professionals.
Provider Types Affected
All Medicare providerswho bill Medicarefor Part B drugs

Provider Action Needed
STOP — I mpact to You

CR 4319 provides notice of the updated payment allowance limitsfor Medicare Part B drugs, effective April 1, 2006
through June 30, 2006, aswell asrevised payment filesfor the January 2005, April 2005, July 2005, October 2005, and January
2006 Quarter ASPMedicare Part B Drug Pricing Files.

CAUTION —What You Need to Know

Be aware that certain Medicare Part B drug payment limits have been revised and that the Centersfor Medicare &
Medicaid Services (CMS) updates the payment allowance quarterly. The revised payment limitsincluded in the revised ASP
and Not Otherwise Classified (NOC) payment files supersede the payment limits for these codes in any publication published
prior to CR 4319.

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

Background

According to Section 303 (c) of the Medicare Modernization Act of 2003 (MMA), CM Swill update the payment allow-
ances for Medicare Part B drugs on aquarterly basis.

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 salesprice (ASP).

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, will be paid based on
the ASP methodol ogy. The ASP methodology is based on quarterly data submitted to CM S by manufacturers. CMSwill
supply Medicare contractors with the ASP drug pricing filesfor 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 all 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 percent of theASP. CM Swill update the payment allowance limits quarterly.

Exceptions to General Rule
There are exceptionsto thisgeneral rule as summarized below:

Blood and Blood Products

For blood and blood products (with certain exceptions such as blood clotting factors), payment allowance limits are
determined in the same manner they were determined on October 1, 2003.

The payment allowance limitsfor blood and blood products are 95 percent of the average wholesale price (AWP) as
reflected in the published compendia. The payment allowance limits will be updated on aquarterly basis.

Infusion Drugs

For infusion drugs furnished through a covered item of durable medical equipment (DME) on or after January 1, 2005,
payment allowance limitswill continueto be 95 percent of the AWP reflected in the published compendia as of October 1,
2003, regardless of whether or not the DME isimplanted.

Thepayment allowancelimitswerenot updated in 2005. For infusion drugs furnished through acovered item of durable
medical equipment that were not listed in the published compendiaas of Octaober 1, 2003 (i.e., new drugs), the payment
allowancelimitsare 95 percent of thefirst published AWP.

I nfluenza, Pneumococcal, HepatitisB Vaccines
For influenza, pneumococcal, and hepatitis B vaccines, payment allowance limits are 95 percent of the AWP asreflected in
the published compendia.

DrugsNot Included in ASPMedicarePart B Drug Pricing Fileor Not Otherwise Classified (NOC) Pricing File
For drugs (other than new drugs) not included in the ASP Medicare Part B Drug Pricing File or Not Otherwise Classified
(NOC) pricing file, payment allowance limits are based on the published whol esal e acquisition cost (WAC) or invoice pricing.
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I n determining the WA C-based payment limit, Medicare contractors (carriers, including durable medical equipment
regional carriers (DMERCs), and fiscal intermediaries, including regional home health intermediaries (RHHIs)) will follow the
methodology specified in the Medicare Claims Processing Manual for calculating the AWPR, but substitute WAC for AWP.
(See Publication 100-04, Chapter 17, Drugs and Biologicals) at http://mww.cms.hhs.gov/manual s/’downl oads/clm104c17.pdf
on the CMSwebsite. The payment limit is 100 percent of the lesser of thelowest brand or median generic WAC.

Your Medicare contractor may, at their discretion, contact CM S to obtain payment limitsfor drugs not included in the
quarterly ASPor NOCfiles. If available, CM Swill provide the payment limitseither directly to the requesting contractor or will
post theminan MSExcel file onthe CMSwebsite. If the payment limit isavailablefrom CMS, contractorswill substitute the
CMS-provided payment limitsfor pricing based on WAC or invoice pricing.

Radiophar maceuticals

The payment allowancelimitsfor radiophar maceuticalsare not subject to ASP.

Your carrier/Fl will determine payment limitsfor radiopharmaceutical s based on the methodol ogy in place as of November
2003,

New DrugsProduced or Digtributed under aNew DrugApplication Approved by theFood and DrugAdministration

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

HowtheASPisCalculated

The ASPis calculated using data submitted to CM S by manufacturers on a quarterly basis and each quarter, CMSwill
updateyour carrier payment allowance limitswith theASPfiles. On or after March 20, 2006, revised January 2005, April 2005,
July 2005, October 2005, and January 2006 A SPand NOC payment filesand the April 2006 ASPand NOC fileswill beavailable
for download.

Therevised January 2005 payment allowancelimits apply to dates of service January 1, 2005 through March 31, 2005.
Therevised April 2005 payment allowance limitsapply to dates of serviceApril 1, 2005 through June 30, 2005.
Therevised July 2005 payment allowance limits apply to dates of service July 1, 2005 through September 30, 2005.
Therevised October 2005 payment allowance limits apply to dates of service October 1, 2005 through December 31, 2005.
Therevised January 2006 payment allowancelimits apply to dates of service January 1, 2006 through March 31, 2006.
TheApril 2006 payment allowance limitsapply to dates of service April 1, 2006 through June 30, 2006.

Note: The absence or presence of aHCPCS code and its associated payment limit does not indicate M edicare coverage of the
drug or biological. Similarly, theinclusion of apayment limit within aspecific column does not indicate Medicare
coverage of the drug in that specific category. The carrier processing your claim will make these determinations.

For any drug or biological not listed inthe ASP or NOC drug pricing files, your Medicare contractor will determinethe
payment allowance limitsin accordance with the policies described in CR 4319 and fiscal intermediarieswill seek payment
allowancesfromthelocal Medicare carrier.

Implementation
Theimplementation datefor theinstructionisApril 3, 2006

Additional Information

The officia instructionsissued to your carrier/FI/RHHI/DMERC regarding this change can be found at
http: //Amww.cms.hhs.gov/ Transmittal Sdownl oads/R876CP.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://Mmww.cms.hhs.gov/apps/contacts/ 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).

Moreinformation is available at http://mmw.cms.hhs.gov/Mcr PartBDrugAvgSalesPrice/ on the CM S website.

Medlearn Matters Number: MM4319

Related Change Request (CR) #: 4319

Related CR Release Date: February 24, 2006

Effective Date: April 1, 2006

Related CR Transmittal #: R876CP

Implementation Date: April 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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Additional Requirements for the Competitive Acquisition Program for

Part B Drugs and Biologicals

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

Physiciansand suppliershilling Medicare carriersfor Part B drugsand biologicalsnot paid on a cost or prospective
payment system basis.

Provider Action Needed
STOP — I mpact to You

Thisarticleisbased on Change Request (CR) 4309, which provides additional requirement for the CAPfor Part B drugs
and biologicals.

CAUTION —What You Need to Know

CR 4309 provides additional instructionsfor theimplementation of the CAP program. It builds on CR 4064 through
business requirements that wereidentified through the implementation process of CR 4064 and the devel opment of the final
CAP rule published on November 21, 2005.

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

Background

Change Reguest (CR) 4309 provides new requirementsthat wereidentified both during the coding process of CR 4064
(http: //new.cms.hhs.govitransmittal downl oads/R777CP.pdf) and the publication of the final rule for the CAPfor Medicare Part B
drugs. It provides additional instructionsfor the implementation of the CAP program as outlined in CR 4064, and it istied to the
business requirementsin CR 4064. CR 4309 is not astand-alone CR and needsto be understood in conjunction with CR 4064.

The Competitive Acquisition Program (CAP) for Drugs and Biologicals Not Paid on a Cost or
Prospective Payment Basis
The Medicare Prescription Improvement and Modernization Act of 2003 (MMA, Section 303 [d]), requirestheimplementa-
tion of a CAP for Medicare Part B drugs and biologicals not paid on a cost or prospective payment system (PPS) basis.
Beginning with drugs administered on or after July 1, 2006, physicianswill be given a choice between buying and billing
these drugs under the average sales price (ASP) system, or obtaining these drugs from vendors selected in a competitive
bidding process. For acomplete overview of the program, seethe MLN Mattersarticle at
http: //mww.cms.hhs.gov/MLNMatter sArticles/downl oadsyMM4064.pdf on the CM S website.

Note: For 2006, thefirst CAPyear will runfrom July 1, 2006, through December 31, 2006. | n subsequent years, it will run
annually on acalendar year basis. MMA, Section 303 (d) may be found at http://mwmw.cms.hhs.gov/MMAUpdate/ on
the CMSwebsite.

Social Security Act, Section 1861(s) isavailable at http: //www.ssa.gov/OP_Home/ssact/title18/1861.htm.
The Centersfor Medicare & Medicaid Services (CMS) may exclude drugsfrom the CAPif competitive pricing will not
result in significant savings, or is likely to have an adverse impact on access to such drugs.

Note: Physicianswill still be able to continue to purchase and bill Medicare under the average sales price (ASP) system for
those drugs that are covered under Medicare Part B but whose HCPCS codes are not provided by the chosen approved
CAPvendor.

Providing a Drug from Physician’s Stock
Under emergency situations, the CAP will allow a participating CAP physician to provide adrug to aMedicare beneficiary
from his or her own stock and obtain the replacement drug from the approved CAP vendor when certain conditions are met.
Thelocal carrier will monitor drugs ordered under the emergency replacement provision to ensure that the participating
CAP physician iscomplying with Medicare payment rules.

Physician Election and Information Transfer between Carriers and the Designated Carrier for
CAP Claims
For thisfirst CAPyear, by April 17, 2006, CMSwill post onitswebsite:

e Alistof the vendors that have been selected to participate in the CAP for 2006 and their websites,
e The categories of drugsthey will be providing, and
e  Thegeographic areas within which each vendor will operate.

Physicians can then elect the vendors and the categories of drugs they choose to receive drugs from under the CAP
program. For thisfirst CAP cycle, there will be one category of drugs and one geographic area.

In subsequent years, the CAP election will take place in the fall of each year and CMSwill post on its website the updated
list of vendor information. The election process will end each year approximately 45 days after thelist of vendorsis posted on
the CMSwebsite.
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Additional Requirements Regarding the CAP
Additional instructions and more compl ete detail s about the CAP requirements for Part B Drugs can be found in Change
Request (CR) 4309 and its attachments. Some of theseimportant requirementsto remember areasfollows:

o TheCAPisonly available to physicians billing Medicare on afee-for-service basis and is not applicable to United Mine
Worker, Railroad Retirement Board, or Medicare Advantage beneficiaries;

Vendors can only submit claims for drugs provided by physicians who selected that vendor;

Every claim from avendor will indicate that all appealson CAP claims must be adjudicated by the physician’scarrier;
Members of agroup must elect to participate in the CAP as awhole group when billing as a group;

Only members of agroup who have prescriptive authority are eligible to participatein the CAP,;

Any carrier that is currently applying alocal billing policy for unused drug (waste) that requires a separate detail line with
the unused drug modifier (JW) may continue to apply that policy under the CAP, but they must require the addition of the
CAPmodifier totheline;

Claimsthat include the no-pay, restocking, or furnished aswritten modifier (as noted in CR 4064) will betreated as
unprocessableif they contain one of the following invalid modifier combinations:

Jland J3

J2 without J1

J2and J3

The J1 modifier must be on every physician claim for aCAP drug;

Vendors may petition CM Sto add new drugs to their vendor specific drug list on a quarterly basis;

The UPIN (or NPI) of the ordering physician must be entered on every vendor claim and match the UPIN (or NPI) of a
physician that has elected that vendor; and

e All HCPCS codes for the administration of CAP drugs must be billed as assigned.

When physicians or practitioners submit a paper claim with ano-pay modifier on aline, but without a prescription number
onthat line, the claim will beregjected and returned with remittance advice remark code MA 130, indicating “ Your claim contains
incompleteinformation, and no appeal srights are afforded because the claim is unprocessable. Please submit anew claim with
the complete/correct information.”

Implementation
Theimplementation date for thisinstructionis July 3, 2006, except where otherwiseindicated in thisarticle.

Additional Information

For complete details, please see the official instruction issued to your carrier regarding this change. That instruction may be
viewed at http://mww.cms.hhs.gov/Transmittal downl 0ads/R866CP.pdf on the CM S website. In addition, you may wish to
review CR 4064 at http://mmw.cms.hhs.gov/Transmittal downloads/R777CP.pdf and itsrelated article at

http: //mww.cms.hhs.gov/MLNMatter sArticles/downl oadsyMM4064.pdf on the CM S website.

If you have any questions, please contact your carrier at their toll-free number, which may be found at

http: //mww.cms.hhs.gov/apps/contacts/ 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: MM4309 Related Change Request (CR) #: 4309
Related CR Release Date: February 17,2006 Effective Date: July 1, 2006
Related CR Transmittal #: R866CP Implementation Date: July 3, 2006, except as otherwise specified inthearticle.

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.

April Quarterly Update to the 2006 Annual Update of HCPCS Codes Used

for Skilled Nursing Facility Consolidated Billing Enforcement
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
(DMERCs) and/or fiscal intermediaries (FIs), for services provided to Medicare beneficiariesin skilled nursing facilities (SNFs)

Provider Action Needed
STOP — I mpact to You

Thisarticle is based on Change Request (CR) 4298, which provides updates to the lists of HCPCS codes that are subject
to the Consolidated Billing (CB) provision of the SNF Prospective Payment System (PPS).

CAUTION —What You Need to Know

Servicesincluded on the SNF consolidated billing enforcement list will be paid to SNF Medicare providers only. Services
excluded from the SNF consolidated billing enforcement list may be paid to Medicare providers other than SNFs. See Back-
ground and Additional Information sections for further explanation.
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GO —What You Need to Do
See the Background section of this article for further details regarding these changes.

Background

The Social Security Act (Section 1888, http://www.ssa.gov/OP_Home/ssact/title18/1883.htm) codifies both the SNF PPS
and CB. The Centersfor Medicare & Medicaid Services (CMS) periodically updatesthelists of Healthcare Common Procedure
Coding System (HCPCS) codes subject to the CB provision of the SNF PPS.

Servicesthat appear on this HCPCS codelist (that are submitted on claimsto both Medicarefiscal intermediaries (FIs) and
carriers, including durable medical equipment regional carriers (DM ERCS)) will not be paid by Medicareto providers (other
than an SNF) whenincludedin SNF CB.

For non-therapy services, SNF CB applies only when the services are furnished to an SNF resident during a covered Part
A stay. However, SNF CB appliesto the following services whenever they are furnished to an SNF resident, regardless of
whether Part A covers the stay:

e Physical and occupational therapies; and
e  Speech-language pathology.
Servicesfor beneficiariesthat are excluded from SNF PPS and CB may be paid to providers (other than SNFs) even when

in an SNF stay. To assure proper payment in all settings, Medicare systems must edit for services provided to SNF beneficia-
ries both included and excluded from SNF CB.

2006 Annual Update

Each January, CM S publishes a combined instruction for Flsand CarriersyDMERCsfor the annual notice on SNF CB. The
2006 Annual Update file for Fls can be found at http://www.cms.hhs.gov/SNFConsolidatedBilling/
0la_SNFCBforFls.asp#TopOfPage on the CMS website. This 2006 file will be updated with the changes addressed in
CR 4298 by March 1, 2006.

Information on the 2006 Annual Update for carriers can be found at http://cms.hhs.gov/SNFConsolidatedBilling/
on the CMSwebsite.

Note: Quarterly updates apply to Flsand carriersyDMERCs. The update provided by CR 4298 affects claimswith dates of
service on or after the effective date of CR 4298 unless otherwise indicated. The following HCPCS codes are listed as
being added or removed from the Annual Update:

HCPCS Codes Added or Removed from Annual Update
Computerized Axial Tomography (CT) Scans(Major Category |, Fl Annual Update, EXCL USION)

HCPCSCodeREMOVED Descriptor
76375 3D/holograph reconstr add-on

Radiation Therapy (Major Category |, Fl Annual Update, EXCLUSION)
HCPCSCodeREMOVED Descriptor

Cor2 KV imaging w/ir tracking

G242 L ultisource photon ster plan

G038 Linear accelerator stero pln

Angiography, Lymphatic, Venous(Major Category |, FI Annual Update, EXCL USI ON)
HCPCSCodeADDED Descriptor

36593 Contrast injection, radiologic eval of existing cent venous access device

Note: Thiscode should be added to the SNF CB file effective April 1, 2006.

Outpatient Surgery and Related Procedures(Major Category |, FI Annual Update, INCLUSION)
HCPCSCodeREMOVED Descriptor

15310 Salabrasion
15811 Salabrasion
G045 Intravenous infusion, hydration; initial, up to one hour

AmbulanceTripsw/ApplicationtoMajor Category || (Major Category |, FI Annual Update, EXCLUSION)

HCPCSCodeREMOVED Descriptor
Q3019 AL S vehicle used, emergency transport, no AL S service furnished
Q3020 AL S vehicle used, non-emergency transport, no AL S service furnished service furnished

DialyssSupplies(Mgjor Category 11, Fl Annual Update, EXCL USION)

HCPCSCodeREMOVED Descriptor
A4656 Needle, any size, for dialysis, each
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Chemotherapy Adminigtration (Major Category |11, FI Annual Update, EXCLUS ON)
HCPCSCodeREMOVED Descriptor

96408 Chemotherapy, push technique

96410 Chemotherapy,infusion method

%412 Chemo, infuse method add-on

%414 Chemo, infuse method add-on

96520 Pump refilling, maintenance

96530 Pump refilling, maintenance

G0%7 Intravenous, push technique, single or initial substance/drug

G038 Intravenous, push technique, each additional substance/drug

G039 Chemotherapy administration, intravenous infusion technique, up to one hour, single or initial
substance/drug

G0360 Each additional hour, one to eight hours

G061 Initiation of prolonged chemotherapy infusion (more than 8 hours)

G0362 Each additional sequential infusion (different substance /drug), up to one hour

HCPCSCodeADDED Descriptor

96409 Chemo admin; 1V, push; single/initial drug

%411 Chemo admin; IV, push; each add' | drug

96413 Chemo admin; IV, infusion; up to 1 hr; single/initial drug

96415 Chemo admin; IV, infusion; each add'| hr, 1-8 hrs

96416 Chemo admin; 1V, infusion; initiation of prolonged chemo, requiring pump

%6417 Chemo admin; 1V infusion; each add’| sequential infusion, upto 1 hr

C89%53 Chemo admin; 1V, push

84 Chemo admin; 1V, infusion; upto 1 hr

C8955 Chemo admin; IV, infusion; each add' | hr

Implementation
Theimplementation datefor theinstructionisApril 3, 2006.

Additional Information

For complete details, please see the official instruction issued to your carrier/intermediary regarding this change. That
instruction may be viewed at http://mww.cms.hhs.gov/Transmittal ydownl oads/R826 CP.pdf on the CM S website.

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/apps/contacts/ 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).

Medlearn Matters Number: MM4298 Related Change Request (CR) #: 4298
Related CR Release Date: February 1,2006  Effective Date: January 1, 2006
Related CR Transmittal #: R826CP Implementation Date: April 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.

January 2006 Quarterly Average Sales Price Medicare Part B Drug
Pricing File, Effective January 1, 2006, and Revisions to January 2005,
April 2005, July 2005, and October 2005 Quarterly ASP Medicare Part B
Drug Pricing Files

CMShasissued the following “ MLN Matters article. Information for Medicare Fee-for-Service Health Care Professionals.
This information was previously published in the HCPCS 2006 January Special Medicare B Update! page 30.

Note: Thisarticlewasrevised on February 17, 2006, to del ete referencesto the revised January 2005 pricing file. CR 4140 was
revised by CM S to delete the same references since the revised January 2005 pricing file was not provided asindicated
intheoriginal CR 4140. Also, the CR transmittal number, Web address, and release date were al so changed. Other Web
addresses were changed to conform to the new CM S website. All other information remains the same.

Provider Types Affected
All Medicare providerswho bill Medicarefor Part B drugs

Provider Action Needed
STOP — I mpact to You

CR4140 provides notice of the updated payment allowancelimitsin the January 2006, April 2005, July 2005, and October
2005 drug pricingfiles.
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CAUTION —What You Need to Know

Be aware that certain Medicare Part B drug payment limits have been revised and that CM S updates the payment allow-
ance on aquarterly basis. The revised payment limitsincluded in the revised average sales price (ASP) and Not Otherwise
Classified (NOC) payment files supersede the payment limits for these codes in any publication published prior to this
document.

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

Background

According to Section 303 (c) of the Medicare Modernization Act of 2003 (MMA), the Centersfor Medicare & Medicaid
Services (CMS) will update the payment allowances for Medicare Part B drugs on aquarterly basis.

Beginning January 1, 2005, Part B drugs (that are not paid on a cost or prospective payment basis) are paid based on 106
percent of the ASP.

The ASPis calculated using data submitted to CM S by manufacturers on a quarterly basis and each quarter, CMSwill
updateyour carrier/Fl payment allowance limitswith the ASPfiles.

Onor after December 19, 2005, revised April 2005, July 2005, and October 2005 A SPand NOC payment filesand the
January 2006 ASPand NOC fileswill beavailablefor download.

e Therevised April 2005 payment allowance limitsapply to datesof serviceApril 1, 2005, through June 30, 2005.

e Therevised July 2005 payment allowance limitsapply to dates of service July 1, 2005, through September 30, 2005.

e Therevised October 2005 payment allowance limits apply to dates of service October 1, 2005, through December 31, 2005.
e  TheJanuary 2006 payment allowance limitsapply to dates of service January 1, 2006, through March 31, 2006.
Exceptions

Thereare, however, exceptionsto the general rule and they were summarizedin MM 3846, effective July 1, 2005, and may
be viewed at http://mww.cms.hhs.gov/Medl earnMatter sArticles’downloadsMM3783.pdf on the CM S website.

Implementation
Theimplementation date for theinstruction is January 3, 2006.

Additional Information

The official instruction issued to your carrier/intermediary regarding this change may be found at
http: //Amww.cms.hhs.gov/ Transmittal Sdownl oads/R856CP.pdf on the CM S website.

CMSwill also update the Microsoft Excel files on the CM Swebsite to reflect these revised payment limits. Thosefiles can
be found at http://Mmww.cms.hhs.gov/Mcr PartBDrugAvgSalesPrice/ on the CM S website.

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/apps/contacts/ 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).

Medlearn Matters Number: MM 4140 Revised Related Change Request (CR) #: 4140
Related CR Release Date: February 15, 2006 Effective Date: January 1, 2005
Related CR Transmittal #: R856CP Implementation Date: January 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.

Competitive Acquisition Program for Part B Drugs — Coding, Testing, and

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

Physicianshilling Medicare carriersfor Part B drugs and approved Competitive Acquisition Program (CAP) vendors
billing the designated carrier

Provider Action Needed
STOP — I mpact to You

Beginning in April 2006, M edicare physicianswill be given the opportunity to elect to participatein the CAPfor claims
paid on or after July 1, 2006. Participating CAP physicianswill obtain Medicare Part B covered drugs from selected drug
categoriesthrough the CAP. Until further notice, there is only one drug category in the CAP. (Note: Exact dates of the
physician election period will be announced on the comp bid website (http: //www.cms.hhs.gov/CompetitiveAcqui sfor Bios)
and viaalist serv notice).

CAUTION —What You Need to Know
Participating CAP physicianswill receiveall of their Part B drugs from the approved CAP vendor for the drug category
(ies) they have selected.
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The only exceptionisthe“ furnish aswritten” situation, in which the participating CAP physician requiresthat, because
of medical necessity, the beneficiary must have a certain brand of adrug or a particular product identified by the product’s
national drug code (NDC) and that specific drug is not available for the HCPCS code listed on the approved CAPvendor’s
drug list. This one exception will beidentified with the use of the new CAP modifier J3.

Physiciansparticipatingin the CAP program should pay particular attention tothediscussion in thisarticleconcern-
ingthe CAP modifiersJ1, J2, and J3.

GO —What You Need to Do

InApril 2006, the Centersfor Medicare & Medicaid Services (CMS) will post onitswebsitealist of the CAPvendors and
the drugs they will supply. Physicians wishing to participate in the CAP program in 2006 must elect to do so within 45 days of
the date the election information is posted. The el ection agreement is effective on July 1, 2006. See the Background section of
this article for further details regarding these changes.

Background

Thisarticleincludesinformation from Change Request (CR) 4064, which providesinstructionsto Medicare carriers
regarding the CAP program. This new CAP program applies to physician-injectable and infused drugs covered under
Medicare's supplemental insurance (Part B) program that are commonly provided incident to a physician’s service. This
program does NOT apply to drugsincluded in the new Prescription Drug Benefit under Part D, which goesinto effect on
January 1, 2006.

Physicians (and other practitioners who provide physician services that include the authority to prescribe and order
Medicare Part B drugs) wishing to participate in the CAP program in 2006 must elect to do within 45 days of the date that the
election information is posted on the CM S website.

The election agreement is effective on July 1, 2006. Each subsequent year, the election period will bein thefall and
physicians must make their participation decision within 45 days after CM S publishes the list of vendors and their drug list for
thefollowing year onthe CM Swebsite. Election decisionswill take effect on the following January 1.

How DrugsAre Selected For CAP

The CM Smay exclude drugsfrom the CAP if competitive pricing will not result in significant savings, or islikely to have
an adverse impact on access to such drugs.

The Medicare Prescription Drug, Improvement, and Modernization Act of 2003 (MMA) gives CM Sthe authority to:

e  Select drugs (or categories of drugs) that will be included in the CAP program,
o Establish geographic competitive acquisition areas, and
e Phasein these elements as appropriate.

How Approved CAPVendorsAreSdected
A competition will be held every three yearsto award contracts to vendors that will supply drugs and biologicasfor the
program. A three-year contract will be awarded to qualified approved CAPvendorsin each geographic areawho have and maintain:

e Sufficient meansto acquire and deliver competitively biddable drugs within the specified contract area;

e Arrangementsin effect for shipping at least 5 days each week for the competitively biddable drugs under the contract and
means to ship drugs in emergency situations;
Quiality, service, financial performance, and solvency standards; and
A grievance and appeals process for dispute resolution.

Approved CAP vendors must qualify for enrollment as a Medicare supplier, and they will be enrolled as a new provider
speciaty type.

CM S will establish asingle payment amount for each of the competitively bid drugs and areas. For thisthree year contract
cycle there will be one drug category and one geographic areafor CAP. After CAP drug prices are determined and vendor
contracts are awarded, the information will be posted to a directory at http://Amww.cms.hhs.gov/CompetitiveAcquisfor Bios on
the CMSwebsite.

Obtaining Drugsinthe CAP

The Medicare Prescription Drug, Improvement, and M odernization Act of 2003 (MMA, Section 303 (d)) requiresthe
implementation of a CAP for Medicare Part B drugs and biologicals not paid on a cost or Prospective Payment System basis.

You can review the MMA, Section 303(d) at http://www.cms.hhs.gov/CompetitiveAcqui sfor Bios/Downloads/303d.pdf on
the CMSwebsite.

Beginning with Part B drugs administered on or after July 1, 2006 incident to a physician service, Medicare physicianswill
be given a choice between:

e Buying and hilling these drugs under the ASP system; or
e  Obtaining these drugs from vendors selected in the CAP's competitive bidding process.

Physicians (and other practitioners who provide physician services that include the authority to prescribe and order
Medicare Part B drugs) will be given the opportunity to participate in the CAP. Approved CAP vendorswill supply the drugs
and biologicals for the participants of this program.
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Physicianswho elect to participatein CAPwill continueto bill their local carrier for drug administration.
Participating CAP physicianswill receive al of their drugs from the approved CAP vendor for the drug categories they
have selected, with only oneexception:

The exception will befor “ furnish aswritten” situationsin which the participating CAP physician specifies that, because
of medical necessity, the beneficiary must have a certain brand of adrug or aparticular product defined by the product’'s NDC
and that drug is not available for the HCPCS codes listed on the approved CAP vendor’s drug list.

In those cases, the participating CAP physician may:

Buy the drug;
Administer it to the beneficiary; and
Using the appropriate modifier (see below discussion of modifiers), bill Medicare using the ASP methodol ogy.

In addition, under emergency situations, the CAP will allow a participating CAP physician to provide adrug to aMedicare
beneficiary from hisor her own stock and obtain the replacement drug from the approved CAP vendor under the emergency
replacement provision when certain conditions are met asfollows:

Thedrug wasrequiredimmediately;

The need for the drug could not be anticipated;

The CAP vendor could not deliver thedrug in time;

The drug was administered in an emergency situation; and
Documentation is maintained on file to validate these conditions.

Note: Physicianswill still be able to continue to purchase and bill Medicare under the ASP system those drugs that are
covered under Medicare Part B but whose HCPCS codes are not provided by the chosen approved CAP vendor.

Physician Billing

Physicians will be given the opportunity to participate in the CAP on an annual basis, and those who elect to participate
in CAPwill continueto bill their local carrier for the drug’s administration. They will agreeto submit aclaimto Medicarewithin
14 days of the administration of the CAP drug.

Thecarrier will deny any physician Part B claimsfor drugsincluded in the CAP unlessthe CAP modifier codesare
appropriately included. CAP hasthree modifier codes that will need to be used when physicians submit claimsto their carriers
for the administration of CAP drugs. The new CAP modifier codesare:

J1 — Competitive Acquisition Program, no-pay submission for a prescription number
J2 — Competitive Acquisition Program (CAP), restocking of emergency drugs after emergency administration and a
prescription number

o J3—Competitive Acquisition Program (CAP), drug not available through CAPaswritten, reimbursed under ASP
methodol ogy.

Participating CAP physicianswill also use a prescription/order number to identify each CAP drug administered. This
number will be matched to the prescription/order number(s) on the approved CAPvendor’s claim as verification that the
beneficiary received the drug(s) and that the approved CAP vendor may now be paid by Medicare.

When physicians submit claimsfor the administration of CAP drug (s) to their carriers, they should include:

e A prescription/order number for each CAP drug administered;
e TheHCPCS codefor each CAP drug administered along with the new no-pay modifier “J1";
e  TheHCPCS code(s) that include the administration of each CAP drug on separate lines.

Note: On paper claims, the prescription numberswill bein Item 19.

When physicians submit claims for the administration of CAP drug(s) that have been administered in an emergency
situation and required “emergency restocking” from the approved CAP vendor, the claim should be submitted with the:

Prescription/order number for each CAP drug administered;
HCPCS code for each administered CAP drug along with the new no-pay modifier J1 and also on that same line, the new
modifier J2 denoting “ CompetitiveAcquisition Program, (CAP) restocking of emergency drugs after emergency
administration;” and

e HCPCS code(s) that include the administration of each CAP drug on separate lines. When physicians submit claims for
“furnish aswritten” drugsto be paid outside the CAP program:

e Physiciansshould use only the new modifier J3 denoting “ Competitive Acquisition Program (CAP), drug not available
through CAP as written, reimbursed under the average sales price methodology.”

Physicians who elect CAP should note:

e Theadministration services and the no-pay lines must be on the same claim or your carrier will return the claim as
unprocessable and you will see aremittance advice reason code of 16 denoting claim lacksinformation which is needed
for adjudication.

e TheMedicarecarrier will identify them as physicians who el ected to participate in CAP and who will not be paid for the
drugs obtained from the approved CAP vendor.
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Additionally, unless claimsfor CAP administration do not include the CAP drug no-pay, restocking, or “furnish as
written” modifier, the claim will be denied and you will see aremittance advice, N348, stating that “ You chose that this service/
supply/drug be rendered/supplied and billed by a different practitioner/supplier.”

Note: The physician’slocal carrier will monitor drugsthat are:

e Obtained using the “furnish as written” provision to ensure that the participating CAP physician is complying with
Medicare payment rules; and

e Ordered under the replacement provision to ensure that the participating CAP physician is complying with Medicare
payment rules.

Vendor Billing
The approved CAP vendor will bill the:

e Medicare designated carrier for the drug; and
e Beneficiary for any applicable coinsurance and deductible.

The approved CAP vendor will asoinclude a prescription/order number on the claim to identify each CAP drug administered.

Note: Payment to the approved CAP vendor for the drug is conditioned on verification that the drug was administered to the
Medicare beneficiary. Proof that the drug was administered shall be established by matching the participating CAP
physician’s claim for drug administration with the approved CAPvendor’s claim for the drug in the Medicare claims
processing system by means of a prescription nhumber on both claims. When they are matched in the claims processing
system, the approved CAP vendor will be paidin full.

Until drug administration is verified, the approved CAP vendor may not bill the beneficiary and/or histhird party insur-
ance for any applicable coinsurance and deductible.

Implementation
Theimplementation datefor thisinstructionis July 3, 2006.

Additional Information

For complete details, please see the official instruction issued to your carrier regarding this change. That instruction may
be viewed by going to http://www.cms.hhs.gov/Transmittal downloads/R777CP.pdf on the CM S website.

Also, additional information on the CAP program is available at http://mww.cms.hhs.gov/CompetitiveAcquisforBios/ on
the CMSwebsite.

If you have any questions, please contact your carrier at their toll-free number, which may be found at
http: //mww.cms.hhs.gov/apps/contacts/ 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).

Medlearn Matters Number: MM 4064 Related Change Request (CR) #: 4064
Related CR Release Date: December 9, 2005 Effective Date; July 1, 2006
Related CR Transmittal # R777CP 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.

2006 Allowances for Administration of Pneumococcal Pneumonia,

Hepatitis B, and Influenza Virus Vaccines
hefollowing are the 2006 allowances for the administration of pneumococcal pneumonia, hepatitis B, and influenzavirus

Vaccines.
Connecticut
G0008 20.77
G009 20.77
G0010 20.77
Florida
Code Loc 01/02 Loc03 Loc04
G0008 17.90 18.70 1959
G0009 17.90 18.70 1959
G0010 17.90 18.70 1959

Source: Publication 100-20, Transmittal 207, Change Request 4313
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HCPCS Procedures J7317, J7318 and J7320
he January 2006 Medicare B Update! Special |ssueindicatesHCPCS J7317 and J7320 as discontinued procedure codes
(page 10) for 2006. Additionally this publication referenced HCPCS J7318 asanew codefor 2006 (page 6). This
informationisincorrect; procedures J7317 and J7320 are will remain active codes and J7318 was not activated asanew code
for 2006.

Reminder: To determinethe appropriate procedure code for servicesrendered, please refer to your current CPT/HCPCS
coding manuals. Using an inappropriate code can result in underpayment/overpayments and subsequent
requests for refunds.

We apol ogize for any inconvenience this may have caused.

Payment for HCPCS G0332
This information was previously published in the Second Quarter 2006 Medicare B Update! page 30.

edicarewill make separate payment for pre-administration related services associated with 1V 1G (G0332) rendered on the
samedate of serviceasthe IVIG drug (J1566 - J1567) and adrug administration service.
Procedure G0332 must be billed on the same claim form asthe corresponding drug (J1566 and/or J1567). If procedure
G0332isnot hilled on the same claim for the same date as the corresponding drug code or more than once per day and adrug
administration service, code G0332 will bereturned as unprocessable.

Source: Publication 100-04, Transmittal 812, Change Request 4244

Fee ScHepbuLE/MPFSDB

New 2006 Payment Rate for Services Paid Under the Medicare Physician

Fee Schedule
CMShasissued the following “ MLN Matters article. Information for Medicare Fee-for-Service Health Care Professionals.
Provider Types Affected
Physicians, suppliers, and providershbilling Medicare contractors (carriers, regional home health intermediaries (RHHISs),
and/or fiscal intermediaries (FIs)) for services paid under the M edicare Physician Fee Schedule (MPFS) provided to Medicare
beneficiaries
Important Points to Remember
o Thisarticleisbased on Change Reguest (CR) 4313, which states that Congress has amended the physician update from a
negative 4.4 percent (- 4.4%) update to azero-percent (0%) update for services provided on or after January 1, 2006, and
paid under the MPFS.

e Within two days of the enactment of the new legidation, Medicare contractors (i.e., carriers, FIs, and RHHIs) will beginto
automatically reprocess those claims paid at the -4.4% update.

o New MPFSfeeswill be posted on the carrier sites as soon as possible after the President signsthe hill. Your carrier may charge
areasonable fee for mailing a hardcopy version of the MPFS if you choose not to access the MPFS viathe Internet.

e TheCentersfor Medicare & Medicaid Services (CMS) will create another participation enrollment period that will begin
after the President signsthe bill and the enrollment period will run for 45 days.

Background

Congress has passed the Deficit Reduction Act (DRA) of 2005, which, among other things, changes the update to the
2006 conversion factor for services paid under the MPFS. The DRA replaces the previously announced -4.4 percent reduction
with azero-percent increase for services paid under the MPFS. The change is effective retroactive for service on or after
January 1, 2006.

Because of the changein the 2006 MPFSrates, CM Swill create another participation enrollment period that will run for 45
days. More specific information concerning a second participation enrolment period will be appear in aforthcoming CR and
related Medlearn Mattersarticle.

This CR only addresses the change in payment rates related to the new zero-percent update to the conversion factor and
reprocessing of claimsthat were paid using the -4.4 percent update rates.

Claims processed with the -4.4 percent rateswill be reprocessed with the new rates and adjustments will be made.
Medicare contractors will complete the necessary adjustments no later than July 1, 2006. In the event your claims are not
adjusted by your carrier/FI/RHHI, contact them to bring the issue to their attention and they will make the adjustments.

Note: Servicesnot paid under the MPFS,; i.e., DME, Lab, ambulanceetc., are not affected by CR 4313.
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Implementation
Medicare carriers and intermediaries will have two business days from the date of enactment of the DRA to begin to
process claims using the new fees as well as to begin reprocessing claims using those new fees.

Additional Information

The official instructionsissued to your Intermediary or Carrier regarding this change can be found at
http: //mww.cms.hhs.gov/ Transmittal s/downl oads/R207OTN.pdf on the CM S website.

If you have questions, please contact your Medicare carrier/FI/RHHI at their toll-free number which may be found at
http: //Mmww.cms.hhs.gov/apps/contacts/ 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).

Medlearn Matters Number: MM4313 Related Change Request (CR) #: 4313
Related CR Release Date: February 1, 2006 Effective Date: January 1, 2006
Related CR Transmittal # R2070TN Implementation Date: See*Implementation” section of article.

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.

April Update to the 2006 Medicare Physician Fee Schedule Database
CMShasissued the following “ MLN Matters article. Information for Medicare Fee-for-Service Health Care Professionals.
Provider Types Affected

Physicians, suppliers, and providers billing Medicare carriers, and/or fiscal intermediaries (FIs) for services paid under the
Medicare Physician Fee Schedule (MPFS).

Provider Action Needed

Thisarticleisbased on Change Request (CR) 4399, which informsyour carrier/intermediary that payment fileswereissued
to carriersbased upon the November 21, 2005, M edicare Physician Fee Schedule Final Rule. CR 4399 amends those payment
filesand includes new G-codes for the Low Vision Rehabilitation Demonstration Project and new Category |1 codes 3046F
through 3050F and 3076F through 3080F.

Background

The Socia Security Act (Section 1848(c)(4); http: //imww.ssa.gov/OP_Home/ssact/title18/1848.htm), authorizesthe Centersfor
Medicare & Medicaid Services (CMS) to establish ancillary policies necessary to implement relative va uesfor physicians
services. CM Sissued payment filesto carriers/intermediaries based upon the November 21, 2005, MPFSFina Rule.

Note: CR 4399 amendsthose payment files and includes new G-codesfor the Low Vision Rehabilitation Demonstration Project
and new Category |1 codes 3046F through 3050F and 3076F through 3080F.

In the October 2005 update to the M edi care Physi cian Fee Schedule Database (MPFSDB) the multiple procedure indica-
tors were inadvertently changed froma “0" toa*“2" for CPT codes 20931, 20937, and 20938. The emergency update to the
2006 M PFSDB reinstated the multiple procedure indicatorsfor these codesto a“ 0" effective January 1, 2006. Also, inthe
October 2005 update to the MPFSDB, the bilateral surgical indicators were inadvertently changed from“1” to“0” for CPT
codes 63035, 63043, 63044, 64480, and 64484. This CR reinstates the bilateral surgical indicators for these codesto a“1”
effective January 1, 2006.

Your carrier will not search their filesfor claims paidincorrectly from October 1, 2005, through December 31, 2005, but will
adjust claims brought to their attention.

Inaddition, your carrier will manually adjust their systemsand the 2005 M PFSDB to reflect amultiple procedureindicator
of a“0” for CPT codes 20931, 20937, and 20938 and a bilateral surgical indicator of a“1” for CPT codes 63035, 63043,
63044, 64480, and 64484.

CR 4399 instructsthat:

e Your carrier/intermediary should reinstate the bilateral surgical indicators for codes 63035, 63043, 63044, 64480, and
64484toa“1” effective January 1, 2006.

e  For servicesperformed on or after March 17, 2005, Medicarewill not pay for carotid artery stenting (CAS) with embolic
protection claims that have procedure code 37216 (Transcatheter placement of intravascular stent(s) without distal
embolic protection).

e CPT code 43842 (Gastric restrictive procedure, without gastric bypass, for morbid obesity, vertical banded gastroplasty)
isnon-covered for Medicare effectivefor serviceson or after February 21, 2006.

e Your carrier/intermediary should manualy updatethe HCPCSfileto reflect acoverageindicator of “C” for category 1
codes 0001F through 4018F.

e Thedescriptorsfor Category |1 modifiers 1P and 2P have been modified, effective for dates of service on or after January,
1, 2006, asfollows:
1P—Performance M easure Exclusion Modifier dueto Medical Reasons
2P— Performance Measure Exclusion Modifier dueto Patient Reasons

e FEffectivefor datesof serviceonor after April 1, 2006, the Category |1 modifier 3P (Performance Measure Exclusion
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Modifier due to System Reasons) is recognized. Those system reasons include resources to perform the services
were unavailable, insurance coverage/payer-related limitations, and other reasons attributable to the health care
delivery system.

Note: Your carrier/intermediary will not search their filesto either retract payment for claimsalready paid or to retroactively pay
claims. However, your carrier/intermediary will adjust claims brought to their attention.

Unless otherwise stated in CR4399, changes are retroactive to January 1, 2006.

Implementation
Theimplementation datefor thisinstructionisApril 3, 2006.

Additional Information

Other changesincluded in the April update of the MPFS are attached to CR4399.

To seethat official instruction issued to your carrier/intermediary, go to
http: //mww.cms.hhs.gov/ Transmittal S/downl oads/R897CP.pdf on the CM S website.

If you have any questions, please contact your carrier/intermediary at their toll-free number, which may be found at
http://www.cms.hhs.gov/apps/contacts on the CM S website.

MLN Matters Number: MM 4399 Related Change Request (CR) #:4399
Related CR Release Date: March 29,2006  Effective Date: January 1, 2006
Related CR Transmittal #: R897CP Implementation Date: April 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.

Revision to the 2006 Medicare Physician Fee Schedule—Florida only

he Centersfor Medicare & Medicaid Services (CMS) hasreleased arevised Medicare physician fee schedule (MPFS) file
for 2006. The Medicare claim-processing systems have been updated with the 2006 revised MPFSfile. Asof February 10,
2006, First Coast Service Options, Inc. (FCSO) is processing and releasing all affected claimsfor services provided on or after
January 1, 2006, based on the revised fee schedules.
FCSO began to mass adjust previously processed claimsonApril 19, 2006. All adjustments are scheduled for completion
by July 1, 2006. .

No Action Required by Providers at This Time

Providersdonot need totakeaction at thistime. FCSO isrequesting that providersdo not submit appeal or reopening
requests, and to refrain from calling the customer serviceslinesin regards to the additional payment of claims that have been
affected by thisissue. Since the adjustmentswill be performed systematically, requesting appeals, reopenings and or tele-
phoneinquirieswill not expedite payments and will result in increased appeal/inquiry backlogs.

FCSO, on behalf of CM S, apol ogize for any inconvenience this may cause.

Source: Joint Signature Memorandum (JSM) 06280 dated February 8, 2006.

2006 Anesthesia Conversion Factors

he anesthesia conversion factors published on page 8 of the Revised 2006 Medicare Part B Physician and Nonphysician
Practitioner Fee Schedul e book are incorrect. The correct conversion factors are:

Connecticut

Participants 1854
Nonparticipants 1761
Florida
LOCALITY  PARTICIPATINGPHYSCIAN NONPARTICIPATINGPHYSICIAN
01/02 1803 1713
03 1882 1788
04 1982 1883

Source: Publication 100-20, Transmittal 207, Change Request 4313

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
d follow the prompts.
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Understanding the Revised 2006 Medicare Physician Fee Schedule

Although Change Request (CR) 4313 indicates that the M edi care Physician Fee Schedule (MPFS) has been revised froma—4.4
percent increase to a 0.0 percent increase for the conversion factor, other factorsincluded in the calculation of the MPFS
allowed amount may haveincreased or decreased. These factor changeswill affect the final result of the calculation.
Therefore, the MPFS allowed amounts for 2006 may have been increased or decreased aswell.

To help our provider community better understand the total cal culation involved, the following information is being
provided.

MPFS Calculation Method

Theinformation that follows is designed to assist you in understanding how the MPFS is calculated. For the majority of
physician services, this calculation is performed by and provided to carriers by the Centersfor Medicare & Medicaid Services
(CMS). The elements used to calculate the fee schedule amounts are as follows:

e ResourceBased RelativeValue Units(RBRVU): Thisfactor takesinto consideration the physician work required for
the service, practice expenses, and the mal practi ce insurance premium. RBRV Us are established at anational level and
do not vary among Medicare carriers.

e  GeographicPractice Cost Index (GPCI): Thisfactor representsthe variationsin practice costs, which existin
different geographic areas. For M PFS purposes, Connecticut comprises asingle geographical area (locality); Florida
iscomprised of three geographical areas. The GPCI is established for each RBRV U component (work, overhead, and
malpractice) in each pricing locality for agiven state.

e Conversion Factor (CF): Thisfactor isasingle number set at anational level andisused by al carriersin calculating
the final fee schedule amounts. Thisisthe factor that was originally —4.4 percent and was changed to 0.00 percent
increase.

For each fee schedul e service, there arethree RBRV Us:

o Areativevauefor physicianwork (RvVUw),
o Areativevaluefor practice expense (RVUpe),
A relative value for malpractice (RvUm).
Note: For certain services, there are different practice expense RV Us depending on the place of service—facility or non-facility.
For each payment locality, there are three GPCls:

e A GPCI for physicianwork (GPClw),
A GPCI for practice expense (GPClpe), and
A GPCI for malpractice (GPCIm).

Theformulafor cal culating the payment allowance for agiven service under the fee scheduleis:
Fee ScheduleAmount =[(RVUw x GPClw) + (RVUpex GPClpe) + (RVUmx GPCIm)] x CF

The RBRVUs, GPClIs, and the conversion factor are published in aFinal Ruleinthe Federal Register, generally on or near
November 1 of each year. These calculations do not take into account any reductions based on fee schedule payment policies
(e.g., pre- post- and intraoperative percentages, professional and technical components, multiple surgery, bilateral surgery,
assi stant-at-surgery, co-surgery, team surgery, or facility pricing rules). Information regarding fee schedul e payment policies
may be found at http://cms.hhs.gov/physicians/mpfsapp/step0.asp.

Source: Publication 100-04, Chapter 23, Section 30

/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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PATHOLOGY

Repeat Tests for Automated Multi-Channel Chemistries for End Stage

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

Physicians, suppliers, and providers billing Medicare carriers and/or fiscal intermediaries (FIs) for services provided to
Medicare ESRD beneficiaries.

Provider Action Needed
STOP — I mpact to You

Thisarticleisbased on Change Request (CR) 4101 provides details regarding the payment policy for End Stage Renal
Disease (ESRD)-related automated multi-channel chemistry (AMCC) tests (i.e., the ESRD 50/50rule), and clarifiesacoding
issue concerning repeat tests using the current procedure terminology (CPT) modifier 91.

CAUTION —What You Need to Know

Clinical diagnostic laboratory tests ordered by an ESRD facility must follow accepted CPT guidelines. Specifically,
modifier 91 must beused on any subsequent service being billed if 1) any single service (same CPT code) isordered (for the
same beneficiary), and 2) the specimen is collected more than oncein asingle day, and the service is medically necessary.
Also, any lineitem on aclaim with amodifier 91 will beincluded into the cal culation of the 50/50 rule, and after the calculation
of the 50/50 rule, services used to determine the payment amount may never exceed 22.

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

Background
ESRD 50/50Rule

The Centersfor Medicare & Medicaid Services (CMS) previoudly issued instructionsto Medicare carriersregarding proce-
duresto enforce compliance with the payment policy for End Stage Renal Disease (ESRD)-rel ated automated multi-channel
chemistry (AMCC) tests(i.e., the ESRD 50/50 rule). The ESRD 50/50 rule requiresacount of AM CC testsordered to capture:

e  Thenumber of testsincluded in the composite payment rate paid to the ESRD facility; or
e Themonthly capitation payment made to the furnishing physician; Versus
e Thenumber of covered non-composite tests performed for the same beneficiary, on the same date of service.

The proportion of the composite payment rate tests ver sus the number of covered non-composite tests cal culated by the
billing laboratory is used to determine whether separate payment may be made for all tests performed on that day.

In CR 2813, CMSdirected Medicare carriers to make the necessary systems changesto implement front-end editsin
preparation for the standard system implementation of CR 2813 in the January 2005 rel ease.

Note: The carrier standard system changes needed to implement the new ESRD 50/50 rule compliance guidelineswere partially
implemented in the October 2004 release. | ntermediary billing guidelinesfor ESRD 50/50 rule compliance have beenin
effect since October 2003.

CR 2813 aso directed the carriers not to post any information concerning the business requirements associated with the
implementation of CR 2813 until receiving further guidancefrom CMS.

BusinessRequirementsRelatingtoModifier 91

In June 2005, CM Sissued CR 3890, which required the implementation of the ESRD 50/50 rulefor Carriers, effective
January 2006. During the preparation for implementation, the provider community commented that busi ness requirements
relating to the use of modifier 91 (Repeat Clinical Diagnostic Laboratory Test) wereinconsistent with Current Procedural
Terminology (CPT) procedures. CM Sis adjusting the business requirementsfor proper use of modifier 91.

A Medlearn Mattersarticle, MM 3890, isavailable for CR 3890 at http: //mwww.cms.hhs.gov/MedlearnMatter sArticles/
downloads'MM3890.pdf on the CMS website.

Therefore, CR 4101 directsthat clinical diagnostic laboratory tests ordered by an ESRD facility must follow accepted CPT
guidelines. Specifically, modifier 91 must beused on any subsequent service being billedif:

e Any single service (same CPT code) is ordered (for the same beneficiary); and
e The specimen is collected more than oncein asingle day; and
e Theserviceismedically necessary.

In addition, when using CPT modifier 91, it must be used without regard to whether itisa:

e Compositeratetest (healthcare common procedure coding system (HCPCS) modifier CD);
o Compositeratetest beyond the normal frequency (HCPCS modifier CE); or
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e Non-compositeratetest (HCPCS modifier CF).

Note: Any claim with amodifier 91 will beincluded into the cal culation of the 50/50 rule, and after the cal cul ation of the 50/50
rule, services used to determine the payment amount may never exceed 22.

Implementation
Theimplementation datefor theinstructionisApril 3, 2006.

Additional Information

For completedetailsregarding CR 4101, please seethe official instruction issued to your carrier or intermediary regarding this
change. That instruction may be viewed at http://imww.cms.hhs.gov/Transmittal Sdownl oads/R733CP.pdf on the CM S website.

If you have any questions, please contact your carrier or intermediary at their toll-free number, which may be found at
http: //Mmww.cms.hhs.gov/apps/contacts/ 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).

Medlearn Matters Number: MM4101 Related Change Request (CR) #: 4101
Related CR Release Date: October 28,2005  Effective Date: January 1, 2006
Related CR Transmittal # R733CP Implementation Date: April 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.

HCPCS Subject to, and Excluded from Clinical Laboratory Improvement

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

Provider Types Affected
Providersand clinical |aboratories that submit claimsto
Medicarecarriersfor CLIA-related services

Key Points

The HCPCS codes that are considered laboratory tests
under CLIA are subject to change each year. Effective January
1, 2006, thereare new HCPCS codes, including modifiers, for
2006 that are either subject to CLIA editsor excluded from
CLIA edits.

HCPCS codes subject to or excluded from CLIA editsare
described in Change Request (CR) 4321 and in the attach-
mentsto that CR which revise the Medicare Claims Process-
ing Manual (Publication 100-04), Chapter 16, L aboratory
Services.

Thenew 2006 HCPCS codesarelisted in Table 1,
Appendix A, of thisarticle.

Please note that thislist does not include new HCPCS
codes for waived tests or provider-performed procedures.

These HCPCS codes are subject to CLIA edits, therefore
aCLIA number must be submitted on claimsby facilitiesfor
these HCPCS codes. The HCPCS codes listed inthe Table 1
requireafacility tohaveeither:

o A CLIA certificate of registration (certificate type code9);
o A CLIA certificate of compliance (certificatetype code 1); or
o A CLIA certificate of accreditation (certificatetypecode 3).

Facilitieswill not be permitted to bill for thetestslisted in Table
1,Appendix A, of thisarticle:

o |fthey donot haveavalid, current, CLIA certificate;

o |fthey haveacurrent CLIA certificateof waiver (certificate
type code 2); or

o |f they haveacurrent CLIA certificatefor provider-performed
microscopy procedures (certificate type code 4).

Effective January 19, 1993, alaboratory that holdsa
certificate for provider-performed microscopy procedures
may perform only those tests specified as provider-per-
formed microscopy procedures and waived tests, and no

others. The provider-performed microscopy procedures are
described in Table 2, Appendix A of thisarticle.

Thefollowing new HCPCS codesfor 2006 in the 80000
seriesareexcluded from CLIA editsand donot requirea
facility to haveany CLIA certificate:

86923 - Compatibility test each unit; electronic;

86960 - Volume reduction of blood or blood products
(e.g., red blood cells or platelets), each unit; and

e 87900 - Infectious agent drug susceptibility phenotype
prediction using regularly updated genotypic
bioinformatics.

Relevant Links

For acompletelist of the specific HCPCS codes subject
to CLIA edits please refer to http: //mww.cms.hhs.gov/CLIA/
downloads/Subject.to.CLIA.pdf on the Centers for Medicare
& Medicaid Services(CMS) website.

For acomplete list of the specific HCPCS codesin the
80000 seriesthat are excluded from CLIA editspleaserefer to
http: //www.cms.hhs.gov/CLI A/downl oads/cptdexc.pdf on
the CMSwebsite.

CR4321istheofficia instructionissued to your carrier
regarding changes mentioned inthisarticle, MM4321. CR
4321 may be found by going to http://www.cms.hhs.gov/
Transmittal downloads/R865CP.pdf on the CM S website.

Pleaserefer to your local carrier if you have questions
about thisissue. To find the toll free phone number, go to
http: //mmw.cms.hhs.gov/apps/contacts’ on the CM S website.

Appendix A

The HCPCS codeslisted in the chart below are new for
2006 and are subject to CLIA edits. Thelist does not include
new HCPCS codes for waived tests or provider-performed
procedures. Effective January 1, 2006, the HCPCS codes
listed below requireafacility to have either aCLIA certificate
of registration (certificate type code 9), aCLIA certificate of
compliance (certificatetype code 1), or aCLIA certificate of
accreditation (certificate type code 3).
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Tablel: 2006 HCPCSCodesSubject toCLIA Edits
Code/ Modifier  Description

0103T Holotranscobalamin, quantitative

onmiT Long-chain (C20 — 22) omega-3 fatty acids in red blood cell (RBC) membranes

80195 Srolimus

82271 Blood, occult, by peroxidase activity (e.g., guaiac), qualitative; other sources

83631 Lactoferrin, fecal; quantitative

83695 Lipoprotein (a)

83700 Lipoprotein, blood; electrophoretic separation and quantitation

83701 Lipoprotein, blood; high resolution fractionation and quantitation of lipoproteins including lipoprotein
subclasses when performed (e.g., electrophoresis, ultracentrifugation)

83704 Lipoprotein, blood; quantitation of lipoprotein particle numbers and lipoprotein particle subclasses (e.g., by
nuclear magnetic resonance spectroscopy)

83900 Molecular diagnostics, amplification of patient nucleic acid, multiplex, first two nucleic acid sequences

83907 Molecular diagnostics; lysis of cells prior to nucleic acid extraction (e.g., stool specimens, paraffin embedded
tissue)

83908 Molecular diagnostics; signal amplification of patient nucleic acid, each nucleic acid sequence

83909 Molecular diagnostics; separation and indentification by high resolution technique (e.g., capillary
electrophoresis)

83914 Mutation identification by enzymatic ligation or primer extension, single segment, each segment (eg,

oligonucleotide ligation assay (OLA), single base chain extension (SBCE), or allele-specific primer
extension (ASPE))

86200 Cyclic citrullinated peptide (CCP), antibody

86355 B cells, total count

86357 Natural killer (NK) cells, total count

86367 Sem cells (i.e.,, CD34), total count

86480 Tuberculosis test, cell mediated immunity measurement of gamma interferon antigen response

87209 Smear, primary source with interpretation; complex special stain (e.g., trichrome, iron hemotoxylin) for ova
and parasites

88333 Pathology consultation during surgery; cytologic examination (eg, touch prep, squash prep), initial site

88333 TC  Pathology consultation during surgery; cytologic examination (e.g., touch prep, squash prep), initial site

88333 26 Pathology consultation during surgery; cytologic examination (e.g., touch prep, squash prep), initial site

88334 Pathology consultation during surgery; cytologic examination (eg, touch prep, squash prep), each
additional site

88334 TC  Pathology consultation during surgery; cytologic examination (e.g., touch prep, squash prep), each
additional site

88334 26 Pathology consultation during surgery; cytologic examination (e.g., touch prep, squash prep), each
additional site

88384 Array-based evaluation of multiple molecular probes; 11 through 50 probes

88384 TC  Array-based evaluation of multiple molecular probes; 11 through 50 probes

88384 26 Array-based evaluation of multiple molecular probes; 11 through 50 probes

88385 Array-based evaluation of multiple molecular probes; 51 through 250 probes

88385 TC  Array-based evaluation of multiple molecular probes; 51 through 250 probes

88385 26 Array-based evaluation of multiple molecular probes; 51 through 250 probes

88386 Array-based evaluation of multiple molecular probes; 251 through 500 probes

88386 TC  Array-based evaluation of multiple molecular probes; 251 through 500 probes

88386 26 Array-based evaluation of multiple molecular probes; 251 through 500 probes

89049 Caffeine halothane contracture test (CHCT) for malignant hyperthermia susceptibility, including
interpretation and report

Effective January 19, 1993, alaboratory that holdsacertificatefor provider-performed microscopy procedures may perform
only waived tests and those tests specified as provider-performed microscopy proceduresin the following table, and no others.

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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Table2: Provider-Performed Microscopy Procedures

Code Description

Qo111 Wet mounts, including preparations of vaginal, cervical, or skin specimens

Qo112 All potassium hydroxide (KOH) preparations

Q0113 Pinworm examinations

Q0114 Fern test

Qo115 Post-coital direct, qualitative examinations of vaginal or cervical mucous

81015 Urinalysis; microscopic only

81000 Urinalysis, by dipstick or tablet reagent for bilirubin, glucose, hemoglobin, ketones, leukocytes, nitrite, pH,
protein, specific gravity, urobilinogen, any number of these constituents; non-automated, with microscopy

81001 Urinalysis, by dipstick or tablet reagent for bilirubin, glucose, hemoglobin, ketones, leukocytes, nitrite, pH,
protein, specific gravity, urobilinogen, any number of these constituents; automated, with microscopy (NOTE:
May only be used when the lab is using an automated dipstick urinalysis instrument approved as waived.)

81020 Urinalysis; two or three glass test

89055 Fecal leukocyte examination

89190 Nasal smears for eosinophils

G027 Semen analysis; presence and/or motility of sperm excluding Huhner

Medlearn Matters Number: MM4321 Related Change Request (CR) #: 4321
Related CR Release Date: February 17, 2006 Effective Date: January 1, 2006
Related CR Transmittal #: R865CP 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.

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.

Changes to the Laboratory National Coverage Determination Edit
Software for April 2006

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

Physicians, suppliers, and providersbilling Medicare carriersand/or fiscal intermediaries (FIs) for clinical diagnostic
laboratory services.

Provider Action Needed
STOP — I mpact to You

Thisarticle is based on Change Request (CR) 4328, which announces the implementation of changesto thelist of codes
associated with the 23 negotiated laboratory NCDs, and the update of the laboratory edit module for changes in the laboratory
NCD codelistsfor April 2006.

CAUTION —What You Need to Know

The changesto the list of codes are aresult of coding analysis decisions developed under the procedures for mainte-
nance of codesin the negotiated NCDs. Several of the listed changes correct codes to reflect the recent Current Procedural
Terminology (CPT) update and are necessary so that the laboratory edit module will appropriately process claimsusing the
most current negotiated laboratory NCDs and code lists.

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

Background

In accordance with the Balanced Budget Act of 1997 (Section 4554), the Centersfor Medicare & Medicaid Services(CMS)
entered into negotiated rulemaking proceedings to devel op national coverage determinations (NCDs) for clinical diagnostic
laboratory services. Under the negotiations, CM S devel oped 23 laboratory NCDs, and these NCDs are different than most
other Medicare NCDsin that they include lists of ICD-9-CM codes. All codes are included on one of the following lists:

e Covered codes;
e Not covered codes; and
e Codes that do not support medical necessity.

The NCDswere published under theAdministrative ProceduresAct in the Federal Register of November 23, 2001
(http://mww.access.gpo.gov/su_docs/fedreg/a011123c.html), and the list of 23 laboratory NCDs is included in the Additional
Information section of thisarticle. In addition, the CM S website for laboratory NCDs can be found at
http://mww.cms.hhs.gov/Cover ageGenlnfo/05_LabNCDs.asp on the CM S website.
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Nationally uniform software was devel oped by Computer Sciences Corporation (CSC) and incorporated in the shared
systems so that laboratory claims subject to one of the 23 NCDs are processed uniformly throughout the nation effective
January 1, 2003. The laboratory edit module for the NCDs s updated quarterly as necessary to reflect ministerial coding
updates and substantive changes to the NCDs developed through the NCD process.

(Seethe Medicare Claims Processing Manual (Publication 100-4, Chapter 16, Section 120.2, at
http: //mww.cms.hhs.gov/Manual s/l OM/list.asp#TopOfPage on the CM S web site.)

CMS updates the NCD code list quarterly as necessary to incorporate new codes, correct ministerial errors, incorporate
the results of Coding Analysis published elsewhere on this site, and incorporate reconsideration of the NCDs that alter
covered indications. The quarterly updates are published in the NCD Coding Policy Manual, and you can download the
current and previous coding manuals from this site. Alternatively, you can access individual NCDs from the lab index included
on the following CM S website: http://mww.cms.hhs.gov/med/index_section.asp?ncd_sections=40

Change Request (CR) 4238 announces the changes that will be included in the April 2006 rel ease of the edit module for
clinical diagnostic laboratory services.

The changes are aresult of coding analysis decisions developed under the procedures for maintenance of codesin the
negotiated NCDs. Severa of the listed changes correct codesto reflect the current CPT update. CR 4238 communicates
requirementsto the laboratory edit module to updateit for the following changesin laboratory NCD codelistsfor April 2006:

Blood Count NCD
Addthefollowing ICD-9-CM codeto thelist of codesthat do not support medical necessity for the Blood Count NCD:

AddI1CD-9-CM CodeDescriptor
V/76.51 Special screening for malignant neoplasms, colon

ICD-9-CM Codes Never Covered by Medicare
Deletethefollowing ICD-9-CM codefromthelist of ICD-9-CM codesnever covered by Medicare:

Deletel CD-9-CM CodeDescriptor
V/76.51 Special screening for malignant neoplasms, colon

Fecal Occult Blood Test NCD
Add thefollowing new CPT codeto thelist of HCPCS/CPT codes covered by Medicarefor Fecal Occult Blood Test NCD:

Add CPT CodesDescriptor
82272 Blood occult peroxidase

Deletethefollowing CPT code fromthe HCPCS/CPT codelist for Fecal Occult Blood Test NCD:

Dedete CPT CodeDescriptor
82270 Fecal occult blood

Hepatitis Panel/Acute Hepatitis Panel NCD
Add thefollowing ICD-9-CM codeto thelist of ICD-9-CM codes covered by Medicare for Hepatitis Panel/Acute Hepatitis
Panel NCD:

AddI1CD-9-CM CodeDescriptor
790.4 Nonspecific Elevation of Levelsof Transaminase or Lactic Acid Dehydrogenase

Lipids Testing NCD
Add thefollowing new CPT codesto the list of HCPCS/CPT codes covered by Medicarefor Lipids Testing NCD:

Add CPT CodesDescriptor
83700 Lipoprotein bld, electrophoretic
83701 Lipoprotein bld, hr fraction

Deletethefollowing CPT codesfromthe HCPCS/CPT codelist for Lipids Testing NCD:

Delete CPT CodesDescriptor
83715 Lipoprotein, blood: electrophoretic separation and quantitation
83716 High resolution fractionation and quantitation of lipoprotein cholesterols

Urine Culture, Bacterial NCD
Delete Coding Guideline 1 inthe Urine Culture, Bacterial NCD, and renumber the remaining Coding Guidelines.

Note: Changesincluded intheApril 2006 release of the edit modulefor clinical diagnostic laboratory services become effective
for servicesfurnished on or after April 1, 2006.

Implementation
Theimplementation datefor theinstructionisApril 3, 2006.

Additional Information
For complete details, please see the official instruction issued to your carrier/intermediary regarding this change. That
instruction may be viewed at http: //mww.cms.hhs.gov/ Transmittal s/“downl oads/R864CP.pdf on the CM S web site.
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If you have any questions, please contact your carrier/intermediary at their toll-free number, which may be found at http://
www.cms.hhs.gov/apps/contacts/ on the CM S website.

Thefollowing tableincludesthelist of all twenty-three (23) Laboratory National Coverage Determinations, and each NCD
can be reviewed at http://mmw.cms.hhs.gov/med/index_section.asp?ncd_sections=40 on the CM S website.

L aboratory National Cover age Deter mination (NCD)

Alpha-fetoprotein (AFP) (190.25) Human Immunodeficiency Virus (HIV) Testing (Prognosis
Blood Counts(190.15) Including

Blood Glucose Testing (190.20) Monitoring) (190.13)

Carcinoembryonic Antigen (CEA) (190.26) Lipid Testing (190.23)

Collagen Crosslinks, any Method (190.19) Partial Thromboplastin Time (PTT) (190.16)

Digoxin Therapeutic Drug Assay (190.24) Prostate Specific Antigen (PSA) (190.31)

Fecal Occult Blood Test (FOBT) (190.34) Prothrombin Time (PT) (190.17)

GammaGlutamyl Transferase (GGT) (190.32) Serum Iron Studies (190.18)

Glycated Hemogl obin/Glycated Protein (190.21) Thyroid Testing (190.22)

Hepatitis Panel/Acute Hepatitis Panel (190.33) Tumor Antigen by Immunoassay - CA 125 (190.28)
Human Chorionic Gonadotropin (hCG) (190.27) Tumor Antigen by Immunoassay - CA 15-3/CA 27.29(190.29)
Human Immunodeficiency Virus (HIV) Testing (Diagnosis) Tumor Antigen by Immunoassay - CA 19-9 (190.30)
(190.14) UrineCulture, Bacterial (190.12)

Medlearn Matters Number: MM4328 Related Change Request (CR) #: 4328

Related CR Release Date: February 17, 2006 Effective Date: April 1, 2006

Related CR Transmittal #: R864CP Implementation Date: April 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.

PREVENTIVE SERVICES

Colorectal Cancer: Preventable, Treatable, and Beatable: Medicare

Coverage and Billing for Colorectal Cancer Screening
CMShasissued the following “ MLN Matters article. Information for Medicare Fee-for-Service Health Care Professionals.

Provider Types Affected
Physicians, nurse practitioners, physician assistants, clinical nurse specialists, outpatient hospital departments, commu-
nity surgical centers

Provider Action Needed
STOP — I mpact to You

March isNational Colorectal Cancer Awareness Month. The Centersfor Medicare & Medicaid Services (CMS) would like
to remind providers to encourage their eligible Medicare patients ages 50 and ol der to get screened for colorectal cancer. This
MLN Matters Special Edition issue reviews Medicare coverage and billing processes for colorectal cancer screening.

CAUTION —What You Need to Know

Medicare has covered colorectal cancer screening since 1998, but the benefit is underused. Claims datafrom 1998-2002
indicate that less than half of Medicare beneficiaries had any screening test during this five-year period, and less than one-
third were tested according to recommended intervals.

GO —What You Need to Do
Encourage your patients to be screened, appropriately bill Medicare for the screening test you provide, and follow up
with patients, as needed.

Background

Colorecta cancer isthe second leading cause of cancer death in the United States and the third most common type of cancer.
In 2005, colorectal cancer was expected to account for 56,290 deaths and 145,290 new cases. Colorectd cancer primarily affectsmen
and women ages 50 and ol der, and risk increases with age. If detected early, colorecta cancer can be treated and cured.

In January 1998, Medicare began covering colorectal cancer screening. The datacurrently available (1998 - 2002) indicates
that the colorectal cancer screening benefit is underused. Less than half of enrollees had any colorectal cancer test during the
five-year period and less than one-third were tested according to recommended intervals.

The U.S. Preventive Services Task Force (USPSTF) evaluatesthe clinical merits of preventive measures, and strongly
recommends (“A” rating) that clinicians screen men and women ages 50 and older for colorectal cancer. The choice of screen-
ing strategy should be based on patient preferences, medical contraindications, patient adherence, and resources for testing
and follow-up. To read the full recommendation, go to the following link: http://www.ahrg.gov/clinic/uspstf/uspscol o.htm.
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The Partnership for Prevention conducted a systematic assessment of the clinical preventive services recommended by the
USPSTF to help decision-makers identify those services that provide the most value based on two criteria—burden of disease
prevented and cost-effectiveness. Screening adults for colorectal cancer screening was among the services considered to be of
the greatest value.

Colorectal Cancer Screening Methods

Thereare avariety of methods availablefor colorectal cancer screening, including fecal occult blood testing, flexible
sigmoi doscopy, colonoscopy, and screening barium enema. It isimportant that practitioners follow the practice guidelines for
screening and follow-up.

Two studies published in January 2005 in the Annals of Internal Medicine suggest that the office-based single sample
screening fecal occult blood test is of limited value, and that many physicians are not following practice guidelines for screen-
ing and follow-up. Click onthefollowing link for information on colorectal cancer detection and American Cancer Society
screening recommendations and guidelines: http://www.cancer.org/docroot/CRI/content/

CRI_2 6X_Colorectal_Cancer_Early Detection_10.asp?sitearea=&level.

Coverage
Medicare covers the following colorectal cancer screening tests and procedures:

Fecal Occult Blood Test (FOBT)

Medicare coversone FOBT annually for beneficiaries 50 and older. A written order from the beneficiary’ s attending
physicianisrequired. Medicare will pay for an immunoassay-based FOBT as an alternative to the guai ac-based FOBT, but will
only pay for one FOBT, not both, per year.

Beneficiaries do not have to pay coinsurance for the FOBT, and don’t have to meet the annual Medicare Part B deductible.

Screening Flexible Sigmoidoscopy

Medicare coversascreening flexible sigmoidoscopy once every four yearsfor beneficiaries 50 and older. If abeneficiary had a
screening colonoscopy in the previous 10 years, then the next screening flexible sigmoidoscopy would be covered only after 119
months have passed following the month in which the last screening colonoscopy was performed. A doctor of medicine or osteopa
thy, aphysician assistant, anurse practitioner, or aclinical nurse specialist may perform ascreening flexible sigmoidoscopy.

Screening Colonoscopy
Medicare coverage for a screening colonoscopy is based on beneficiary risk.

e For beneficiaries 50 and older not considered to be at high risk for developing colorectal cancer, Medicare covers one
screening colonoscopy every 10 years, but not within 47 months of a previous screening flexible sigmoidoscopy.

e For beneficiaries considered to be at high risk for developing colorectal cancer, Medicare covers one screening
colonoscopy every two years, regardless of age.

A screening colonoscopy must be ordered and provided by a doctor of medicine or osteopathy.

Screening Barium Enema
Medicare covers a screening barium enema as an alternative to a screening flexible sigmoidoscopy or a screening colonoscopy.

e For beneficiaries 50 and ol der not considered to be at high risk for developing colorectal cancer, Medicare covers one
screening barium enemaevery four years.

e For beneficiaries considered to be at high risk for devel oping colorectal cancer, Medicare covers one screening barium
enema every two years regardless of age.

A screening barium enema must be ordered in writing and provided by a doctor of medicine or osteopathy onceitis
determined that it isthe appropriate screening method for abeneficiary. A double contrast barium enemais preferable, but the
physician may order asingle contrast barium enemaif it is more appropriate for the beneficiary.

Thebeneficiary isliablefor paying 20% of the M edicare-approved amount (the coinsurance) for screening flexible sigmoi-
doscopy, screening col onoscopy, and screening barium enema after meeting the annual Medicare Part B deductible.

For a screening flexible sigmoidoscopy or a screening colonoscopy performed in a hospital outpatient department, the
beneficiary isliablefor paying the Medicare-approved amount (the coinsurance) after meeting the annual Medicare Part B
deductible.

Beneficiaries are considered to be at high risk for colorectal cancer if they have any of the following:

o A closerdative (sibling, parent, or child) who has had colorectal cancer or an adenomatous polyp;
e A family history of adenomatous polyposis;

o A family history of hereditary nonpolyposis colorectal cancer;

e A persond history of adenomatous polyps;

e A persona history of colorectal cancer;

e Apersona history of inflammatory bowel disease, including Crohn’s Disease and ul cerative calitis.
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How to Bill Medicare
Thefollowing Heal thcare Common Procedure Coding System (HCPCS) codes should be used to bill for colorectal cancer

screening:

HCPCSCode

HCPCSCode Descriptor

G104 Colon cancer screening; flexible sigmoidoscopy

G0105* Colon cancer screening; colonoscopy on individua at high risk

G0106 Colon cancer screening; barium enemaas an alternativeto G0104

G107 Colon cancer screening; FOBT, 1-3 simultaneous determinations

G0120 Colon cancer screening; barium enemaas an alternativeto G0105

G121 Colon cancer screening; colonoscopy for individuals not meeting criteriafor high risk

G0122** Colon cancer screening; barium enema (non-covered)
(0328 Colon cancer screening; asan aternative to G0107; fecal occult blood test, immunoassay, 1-3 simultaneous
determinations

* When billing for the “high risk” beneficiary, the screening diagnosis code on the claim must reflect at least one of the high
risk conditions mentioned previously. Examples of diagnostic codes are in the colorectal cancer screening chapter (page 81) of
the Guide to Preventive Services. Thisguideisavailable at http://Mmww.cms.hhs.gov/MLNProducts/downl oads/PSGUID. pdf
on the CMSwebsite.

** Code G0122 should be used when a screening barium enemais performed not asan alternativeto either to G0104 or G0105.
This serviceis denied as non-covered because it failsto meet the requirements of the benefit. The beneficiary isliable for
payment. Reporting of thisnoncovered codewill also allow claimsto be billed and denied for beneficiarieswho need a
Medicare denial for other insurance purposes.

If billing Medicare carriers, the appropriate HCPCS and corresponding diagnosis codes must be provided on Form CMS-
1500 (or the HIPAA 837 Professional electronic claim record).

If billing Medicareintermediaries, the appropriate HCPCS, revenue, and corresponding diagnosis codes must be provided
on Form CM S-1450 (or the HIPAA Institutional electronic claim record). Information on the type of bill and associated revenue
codeisalso provided in the colorectal cancer-screening chapter (page 82) of the Guide to Preventive Services. Thisguideis
available at: http://www.cms.hhs.gov/MLNProducts/downl oads/PSGUI D.pdf on the CM S website. Reimbursement information
isalso provided in this guide.

Other Helpful Information

CMS has devel oped a comprehensive prevention website that provides information and resources for all Medicare
preventive benefits. The following link isto the colorectal cancer screening section, and includes website links to information
and resources developed by other organizations interested in promoting colorectal cancer screening, including the National
Cancer Ingtitute, the Centers for Disease Control and Prevention, and the American Cancer Society:
http: //www.cms.hhs.gov/Col orectal Cancer Screening/.

Also, visit the Medicare Learning Network (MLN) website at http://mww.cms.hhs.gov/MLN/ to access the Guideto
Medicare Preventive Services for Physicians, Providers, Suppliers, and Other Health Care Professionals as well as other
educational resources designed for health care professionals to promote and increase national awareness of Medicare-
covered preventive services. Once on the MLN site, scroll to the bottom of the page and click on Products, then click on
Preventive Services.

MLN MattersNumber: SE0613 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.

/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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RaADIoLOGY

Billing Requirements for Positron Emission Tomography Scans for

Dementia and Neurodegenerative Diseases

CMShasissued the following “ MLN Matters... Information for Medicare Providers’ article.
This information was previously published in the Third Quarter 2005 Medicare B Update! pages 82-83.

IMPORTANT NOTE: Thisarticle hasbeen revised to include web addresses consi stent with the new CM S website.
Previoudly, thisarticlewasrevised on April 22, 2005, to show that Change Request (CR) 3426 wasrevised by CR 3640
(Transmittal 428, dated January 14, 2005). CR 3640 revised billing requirementsin CR 3426 for PET Scansfor Alzheimer’s
Disease (AD) by 1) removing the edit for one scan per beneficiary’slifetimefor PET AD Scans, and 2) adding requirementsfor
specifying ICD-9 diagnosis coding. In addition, Section 60.1 of the Medicare Claims Processing Manual (Publication 100-04)
was updated to include specific payment information for claimsfor all PET Scansfor services submitted by Critical Access
Hospitals (CAHSs). To see CR 3640, go to

http: //Mmww.cms.hhs.gov/ Transmittal s/downl oads/R428CP.pdf on the CMS website. Also, the MLN Matters article related to
CR 3640 islocated at http://mww.cms.hhs.gov/MLNMatter sArticles/downl oads/MM3640.pdf on the CM S website.

Provider Types Affected
Physicians and providers

Provider Action Needed

Thisinstruction notifies physiciansand providersthat Medicare will provide coverage for 2-deoxy-2- [F-18] fluoro-D-
glucose (FDG)-PET scansfor beneficiaries with arecent diagnosis of dementia and documented cognitive decline of at least 6
months duration. This service may be covered:

e Whenthe patient meets diagnostic criteriafor both fronto-tempora dementia(FTD) and Alzheimer’s disease (AD) under
specific requirements; or

e ForuseinaCentersfor Medicare & Medicaid Services (CM S)-approved practical clinical trial focused on the utility of
FDG-PET in the diagnosis or treatment of dementing neurodegenerative diseases.

Background
Effectivefor dates of service on or after September 15, 2004, Medicarewill provide coveragefor FDG Positron Emission
Tomography PET for one of thefollowing:

e Whenthe patient meets diagnostic criteriafor both fronto-tempora dementia (FTD) and Alzheimer’s disease; or
e Whenused in aCM S-approved practical neurodegenerative disease clinical trial.

Clinical trial results are expected to help in determining if PET scans contribute to the effective diagnosis and treatment of
Medicare beneficiarieswith mild cognitiveimpairment or early dementia, and add information that will help monitor, evaluate,
and improve clinical outcomes of patientswith this disease.

Refer to the Medicare Claims Processing Manual, Publication 100-04, Chapter 13, Section 60, for general Medicare
coverage and billing requirements for PET scans for dementia and neurodegenerative diseases.

Also, refer to the Medicare National Coverage Determinations (NCD) Manual, Publication 100-03, Section 220.6 for
complete coverage policy and clinical trial requirements. Therevisiontothe NCD Manual, Section 220.6isan NCD. NCDsare
binding onall carriers, fiscal intermediaries, quality improvement organi zations, health mai ntenance organi zati ons, competitive
medical plans, and health care prepayment plans.

Under 42 Code of Federal Regulations (CFR) 422.256(b), an NCD that expands coverageisalso binding on Medicare
Advantage Organizations. | n addition, an administrative law judge may not review an NCD. (See 81869(f)(1)(A)(i) of the Social
Security Act.)

Key portions of these revised manuals are asfollows:

FDG-PET Requirementsfor Usein theDifferential Diagnosisof AD and FTD

According to the NCD on thisissue, Medicare covers FDG-PET scansfor either a) the differential diagnosis of both FTD
and Alzheimer’ s disease AD under specific requirementsor, b) itsusein a CM S-approved practical clinical trial focused on the
utility of FDG-PET in the diagnosis or treatment of dementing neurodegenerative diseases.

For usein the differential diagnosis of FTD and AD, an FDG-PET scan is considered reasonabl e and necessary for
patients with arecent diagnosis of dementia and documented cognitive decline of at least 6 months, who meet diagnostic
criteriafor both AD and FTD. These patients have been evaluated for specific alternative neurodegenerative diseases or
causative factors, but the cause of the clinical symptoms remains uncertain.
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Thefollowing additional conditions must be met before an FDG-PET scan can be ordered:

e Thepatient’'sonset, clinical presentation, or course of cognitive impairment is such that FTD is suspected as an
alternative neurodegenerative cause of the cognitive decline. Specifically, symptoms such as socia disinhibition,
awkwardness, difficultieswith language, or loss of executive function are more prominent early in the course of FTD than
the memory losstypical of AD;

e The patient has had acomprehensive clinical evaluation (as defined by the American Academy of Neurology (AAN))
encompassing amedical history from the patient and awell-acquainted informant (including assessment of activities of
daily living), physical and mental status examination (including formal documentation of cognitive decline occurring over
at least 6 months) aided by cognitive scales or neuropsychological testing, laboratory tests, and structural imaging such
as magnetic resonance imaging (MRI) or computed tomography (CT);

e Theevauation of the patient has been conducted by a physician experienced in the diagnosis and assessment of
dementia;

e Theevauation of the patient did not clearly determine a specific neurodegenerative disease or other cause for the clinical
symptoms, and information available through FDG-PET isreasonably expected to help clarify the diagnosis between FTD
and AD and help guide future treatment;

e TheFDG-PET scanisperformed in afacility that hasall the accreditation necessary to operate nuclear medicine
equipment. The reading of the scan should be done by an expert in nuclear medicine, radiology, neurology, or psychiatry,
with experience interpreting such scansin the presence of dementia;

e A brain single photon emission computed tomography (SPECT) or FDG-PET scan has not been obtained for the same
indication. The indication can be considered to be different in patients who exhibit important changesin scope or severity
of cognitive decline, and meet all other qualifying criterialisted above and below (including the judgment that the likely
diagnosis remains uncertain).

e Theresultsof aprior SPECT or FDG-PET scan must have beeninconclusive or, in the case of SPECT, difficult tointerpret
due to immature or inadequate technology. In these instances, an FDG-PET scan may be covered after 1 year has passed
fromthetimethefirst SPECT or FDG-PET scan wasperformed.

o Thereferring and billing provider(s) have documented the appropriate eval uation of the Medicare beneficiary. Providers

should establish the medical necessity of an FDG-PET scan by ensuring that the following information has been collected

and ismaintained in the beneficiary medical record:

Date of onset of symptoms;

Diagnosisof clinical syndrome (normal aging; mild cognitiveimpairment or MCI; mild, moderate or severe dementia);

Mini mental status exam (MM SE) or similar test score;

Presumptive cause (possible, probable, uncertain AD);

Any neuropsychological testing performed;

Resultsof any structural imaging (MRI or CT) performed;

Relevant laboratory tests (B12, thyroid hormone); and

Number and name of prescribed medications.

Thebilling provider must furnish a copy of the FDG-PET scan result for use by CM S and its contractors upon request.

These services should be billed with HCPCS code of G0336 (Pet imaging, brainimaging for thedifferentia diagnosisof

Alzheimer’sdisease with aberrant featuresvs. FTD).

FDG-PET Requirementsfor Useinthe Context of aCM S-Approved Neur odegener ative Disease Practical Clinical Trial
Utilizing Specific Protocol

With regard to use of the FDG-PET in the context of a CM S-approved clinical trial, theclinical trial must compare patients
who do and those who do not receive an FDG-PET scan and have asits goal to monitor, evaluate, and improve clinical
outcomes. In addition, it must meet the following basic criteria:

Written protocol onfile;

Ingtitutional Review Board review and approval;

Scientific review and approval by two or more qualified individualswho are not part of the research team; and
Certification that investigators have not been disqualified.

Physicians should note that aQV modifier must be used when billing Medicare carriersfor aCM S-approved
neurodegenerative disease practical clinical trid. In addition, on such claimsfrom trialsthat are billed to Medicareintermediaries, a
second diagnosis code (I CD-9) of V70, 7, along with the appropriate principal diagnosis code and HCPCS code G0336 must be
entered on the CM S-1450 or its e ectronic equivaent. Therewill be alink on the http: /mmww.cms.hhs.gov/center/coverage.asp
websitethat will have alist of al the participating trial facilities once they have been selected.

Implementation
Theimplementation datefor thisinstruction is October 4, 2004.

Additional Information

Asprevioudy mentioned, the Medicare Claims Processing Manual (Publication 100-04), Chapter 13 (Radiology Services),
Section 60 (Positron Emission Tomography (PET) Scans), isbeing updated by thisinstruction. It includesbilling and claims
processing requirementsfor PET Scansfor beneficiaries with arecent diagnosis of dementia and documented cognitive decline of
at least six months duration who meet diagnostic criteriafor both FTD and AD, or itsusein aCM S-approved practical clinicd trial
focused on the utility of FDG-PET in the diagnosis or treatment of dementing neurodegenerative diseases.
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In addition, the Medicare NCD Manual (Publications 100-03), Chapter 1 (Coverage Determinations) Section 220 (Radiology),
Subsection 6 (Positron Emission Tomography (PET)) Scans, is being updated by thisinstruction to include complete coverage
policy and requirementsfor related clinical trials.

These updated manual instructions areincluded in the official instruction issued to your carrier/intermediary, which can
be found by going to http://mmww.cms.hhs.gov/Transmittal ydownloads/R310CP.pdf on the CM S website.

If you have questions, please contact your intermediary at their toll-free number, which may be found at
http: //Mmww.cms.hhs.gov/apps/contacts/ 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: MM3426 Revised ~ Related Change Request (CR) #: 3426
Related CR Release Date: October 1,2004  Effective Date: September 15, 2004
Related CR Transmittal #:24 Implementation Date: October 4, 2004

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.

SURGERY

Coverage and Billing for Ultrasound Stimulation for Nonunion Fracture

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

Physicians, suppliers, and providersbilling Medicarefiscal intermediaries (FIs), including regional home health intermedi-
aries (RHHIs) for ultrasound stimulation for nonunion fracture healing.

Provider Action Needed
STOP-ImpacttoYou

Thisarticleisbased on Change Request (CR) 4085, which supplements CR 3836 - Coverage and Billing Requirementsfor
Ultrasound Stimulation for Nonunion Fracture Healing.

CAUTION—-What You Need toK now

Effectivefor services performed on or after April 27, 2005, ultrasonic osteogenic stimulators are covered asmedically
reasonable and necessary for the treatment of nonunion bone fractures prior to surgery. Please note that there have been
changes made to CR 3836 business requirements.

These changes are discussed in the Additional Information section of this article.

All other material and information remain the same asintheoriginal CR 3836.

GO—-What You Need toDo
See the Background section of this article for further details regarding this change.

Background

The Centersfor Medicare & Medicaid Services (CMS) determined that evidenceis adequate to conclude that it is
reasonable and necessary to use non-invasive ultrasound stimulation for the treatment of nonunion bone fractures prior to
surgical intervention.

Therefore, effectivefor services performed on or after April 27, 2005, ultrasonic osteogenic stimulators are covered as
medically reasonable and necessary for the treatment of nonunion bone fractures prior to surgery.

Coverageand Billingfor Ultrasound Simulation for Nonunion FractureHealing

An ultrasonic osteogenic stimulator is a non-invasive device that emits low intensity, pulsed ultrasound. This deviceis
applied to the surface of the skin at the fracture site and ultrasound waves are emitted via a conductive coupling gel to
stimulatefracture healing.

Ultrasonic osteogenic stimulators are not to be used concurrently with other non-invasive osteogenic devices.

Coverage Requirements

Effectivefor dates of service on and after April 27, 2005, ultrasonic osteogenic stimulators are covered asmedically
reasonable and necessary for the treatment of nonunion bone fractures prior to surgical intervention. In demonstrating
nonunion fractures, CM S expects aminimum of two sets of radiographs, obtained prior to starting treatment with the osteo-
genic stimulator, separated by aminimum of 90 days.

Each radiograph set must include multiple views of the fracture site, accompanied with awritten interpretation by aphysician
stating that there has been no clinically significant evidence of fracture healing between the two sets of radiographs.
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For further coverage information, please refer to the Medicare National Coverage Determinations Manual (Pub.100-03),
Chapter 1, Section 150.2, which can be found at http://mww.cms.hhs.gov/manual s’downloads/ncd103cl_Part2.pdf on the
CMSwebsite.

Note: Hospitals should note that there are no covered services for ultrasonic osteogenic stimulation for which hospitals can
be paid by the FI. Thus, hospitals cannot bill for ultrasonic osteogenic stimulators.

Bill TypesWhen BillingRHHIs
When hilled to RHHI s, ultrasonic osteogenic stimulators must be billed on type of bill 32X, 33X, 34X, and ispayable
under the durable medical equipment, prosthetics, orthotics, and supplies (DMEPOS) fee schedule.

Note: Ultrasonic osteogenic stimulators must be in the patient’s home health plan of careif billed on TOBs 32X or 33X.

Billing InstructionsWhen BillingMedicareCarriers
Effectivefor dates of serviceon or after April 27, 2005, carrierswill allow payment for ultrasonic osteogenic stimulators
with thefollowing current procedural terminology (CPT) code:

e 20979 - Low intensity ultrasound stimulation to aid bone healing, noninvasive (nonoperative).

Billing Instructionsfor DurableM edical Equipment Regional Carriers(DMERCSs) and Regional HomeHealth
Intermediaries(RHHI s)
Effectivefor dates of serviceon or after April 27, 2005:

DMERCsand RHHIswill allow payment for ultrasoni c osteogenic stimulatorswith the following HCPCS codes:
EQ0760 for low-intensity ultrasound (include modifier “KF"); or

E1399 for other ultrasound stimulation (include modifier “KF”").

RHHIswill:

Pay for ultrasonic osteogenic stimulators only when services are submitted on type of bills (TOBs) 32X, 33X, or 34X;
Pay HHAson TOBs 32X, 33X, and 34X for ultrasoni c osteogenic stimulators on the DMEPOS fee schedul e.

Note: Medicare carriers, FIs, and RHHIswill adjust claimswith dates of service on and after April 27, 2005, if brought to their
attention.

Implementation
Theimplementation datefor theinstructionisApril 3, 2006.

Additional Information
Some of the differences between CR 3836 and the new CR 4085 include thefollowing:

e A modifier isnot needed when billing code 20979 to acarrier asaresult of CR 4085.
e Modifier “KF” isnow to be used when billing code EQ760 or code E1399 to aDMERC or RHHI.

For complete details, please see the official instruction issued to your carrier/DMERC/FI/RHHI regarding this change.
That instruction may be viewed at http://mww.cms.hhs.gov/Transmittal s/downl cads/R816CP.pdf on the CM S website.

If you have any questions, please contact your carrier/DMERC/FI/RHHI at their toll-free number, which may befound at
http: //mww.cms.hhs.gov/apps/contacts/ 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).

Medlearn Matters Number: MM 4085 Related Change Request (CR) #: 4085
Related CR Release Date; January 20,2006  Effective Date: April 27, 2005
Related CR Transmittal # R816CP Implementation Date: April 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.

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 onthe “eNews’ link on the navigational menu
and follow the prompts.

- J
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THERAPY SERVICES

Therapy Caps Exception Process
CMShasissued the following “ MLN Matters article. Information for Medicare Fee-for-Service Health Care Professionals.

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

Key Points
o EffectiveJanuary 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 pathol ogy: Combined annual limit for 2006 is$1,740; and
e Occupational therapy —annual limit for 2006is$1,740.

e |n 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, exceptionstother apy capsfor servicesprovided during calendar year 2006, if these
services meet certain qualifications as medically necessary services (Section 1833(g)(5) of the Social Security Act).

e Theexception process may be accomplished automatically for certain services, and by request for exception, with
the accompanied submission of supporting documentation, for certain other services.

e Medicarebeneficiarieswill be automatically excepted from the therapy cap and will not be required to submit
requests for exception or supporting documentation if those beneficiaries:

e  Meet 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

e  Meet specific criteriafor exception, in addition to those listed in the Medicare Claims Processing Manual,
Pub. 100-4, Chapter 5, where the M edi care 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.

e 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 aspecific number (not to exceed 15 future treatment daysfor
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.

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
is determined to be medically necessary.

Additional Information

Billing Guidelines

) Modifier KX —You must include modifier KX ontheclaimidentified asatherapy servicewithaGN, GO, GPmodifier
when atherapy cap exception has been approved, or it meets all the guidelinesfor an automatic exception. Thisallows
the approved therapy services to be paid, even though they are above the therapy cap financial 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.
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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 time the 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.

. 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 t 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://mwww.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 is medically 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 on the CM S website at http://www.cms.hhs.gov/Transmittals/
downl cads/R47BP.pdf.

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://Mmww.cms.hhs.gov/Transmittal s/
downlcads/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 Care—1-2 documents.
2. Certification —Physician/NPP approval of the plan required 30 daysafter 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— Thetreatment encounter noteisacceptableif 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 the individual providing the intervention. These may substitute for progress reportsif 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.

Please see the revised Section 220.3 of the Medicare Claims Processing Manual located at
http: //Mmww.cms.hhs.gov/ Transmittal S/downl oads/R855CP.pdf for more details about the types of documentation required and
explanations of what that documentation should contain.

When reviewing documentation, Medicare contractorswill:

e Consider the entire record when reviewing claims for 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 is dictated if the identity of the qualified professional is
included 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 be
included 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 eval uation as compl ete documentation (certification and plan of care) when an evaluation
isthe only service provided by a provider/supplier in an episode of treatment.
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Medicare Contractor Decisions

If determined to be medically necessary, your Medicare contractor will grant additional treatment days for occupational
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 days retroactively if they are deemed medically necessary, in
the exceptional circumstance where atimely request for exception from the therapy cap is not received before the therapy cap
is surpassed.

Your Medicare contractor may also approve additional therapy visits already provided when the request is accompanied
by documentation supporting medical necessity of the services.

Please note that outpatient therapy services appropriately provided by assistants or qualified personnel will be consid-
ered covered services only when the supervising clinician personally performs or participates actively in at least one treatment
session during an interval of treatment. Claimsfor services above the cap that are not deemed medically necessary will be
denied as a benefit category denial.

Note: If your Medicare contractor does not make a decision within ten business days of receipt of the request and documen-
tation, 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 as to 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 made its decision.

Thisnatification isnot aninitial determination and, therefore, does not carry with it administrative appeal rights. For
exampl es of the standard letters from the Medicare Program Integrity Manual, 100-8, Section 3.3.1.2, please refer to the
Attachmentsto CR 4364. The examplesinclude:

o Letter #1 —Approved
e | etter #2 —Negative Decision-Medical Necessity
o Letter #3— Denied-1nsufficient Documentation

Revised M edicare Summary Notice (M SN) M essages

The MSN messages (17.13; 38.18) are revised to inform beneficiaries about the therapy caps and approved medically
necessary exceptions. These notices are also part of CR4 364.

Once again, there arethreetransmittal sthat comprise CR 4364. They are:

e The Medicare Benefit Policy Manual revision on the CMS website at
http: //imww.cms.hhs.gov/ Transmittal S'downl oads/R47BP.pdf.

e The Medicare Claims Processing Manual revision, located on the CMS website at
http: //www.cms.hhs.gov/ Transmittal S'downl oads/R855CP. pdf.

e The Medicare Program Integrity Manual revision, located on the CM S website at
http: //mmw.cms.hhs.gov/ Transmittal S’downl oads/R140P! . pdf.

If you have any questions, contact your Medicare contractor at their toll free number, which is available on the CMS
website at http://Mmww.cms.hhs.gov/apps/contacts/.

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 Related Change Request (CR) Number; 4364
Related CR Release Date: February 15, 2006 Related CR Transmittal Number: R47BP, R140P1, R855CP
Effective Date: January 1, 2006 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.

Guidelines for Therapy Cap Exception Process
he Deficit Reduction Act of 2005 (DRA) directed CM Sto create a process to allow exceptionsto the therapy caps where
continued therapy services are medically necessary services provided on or after January 1, 2006.
Thisarticleprovides:

Key points of interest to providers submitting claims under the automatic exceptions process.
e Instructions for submitting requests via the manual exceptions process.
e |Important tipsand reminders.
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Key Points of Interest to Providers Submitting Claims Under the Automatic Exceptions Process

e Norequest isrequired, smply verify that the patient’srecords meet all documentation requirements and submit your claim-
attaching modifier KX to all therapy lineitems. (Do not submit documentation unless requested.)

e Thefollowing ICD-9-CM codes and ranges describe the conditions (etiology or underlying medical conditions) that may result
in excepted conditions and complexities (marked *) that may cause medically necessary therapy servicesto qualify for the
automatic therapy cap exception. If adiagnosis codeisnot listed here, then the disorder may till qualify for an exception by
approval viathe manua exceptions request process. The codes apply to all therapy disciplines, but may be used only when
the code is applicable to the condition being actively treated. For example, an exception should not be claimed for adiagnosis

of hip replacement when the service provided isfor an unrelated dysphagia.

250 — 250.93* 353-357 486* 724.3* 828.0-828.1
278.01 — 278.02* 359.0-359.9 490 — 496* 724.4* 852,00—852.59
290.0 — 290.4* 386.0 — 386.9* 707.99 — 707.9* 726.10-726.19 853.00—853.19
294.0 — 294.9* 401.0 — 401.9* 710.0-710.9 727.61-727.62 854.00—854.19
311* 402.00 — 402.91* 711.00 — 711.99* 73300 881.0-881.2
323.0 — 323.0* 414.00 — 414.9* 713.0 — 713.8* 78093 882.0-882.2
331.0-331.9 415.0 — 415.19* 714.0 — 714.9* 7812 884.0-884.2
332.0-3321 416.0 — 416.9* 71509 781.3 887.0-887.7
333.0—-333.99 427.0 — 427.0* 71511 7818 897.0-897.7
334.0-334.9 428.0 — 428.9* 71515 781.92* 952.00—-952.9
335.0-335.9 430-432.9 71516 784.3-784.69 941.00-952.9
336.0—-336.9 433.0-434.9 71591 7872 950.01
337.20—-337.29 436 71596 806.00—806.99 V4364

340 437.0-437.9 71844 810.00—-810.13 V4365
342.00—-342.9 438.0-438.9 71849 811.00—-811.19 V4361
343.0-343.9 443.0 — 443.9* 719.7* 812.00—-812.59 V49.63—-49.67
344.00—-344.9 453.0 — 453.9* 72191 813.00—-813.93 V49.73-49.77
348.9-348.9 457.0-457.1 7234 820.00—-820.9

349.0—-349.9 478.30—-4785 72402 821.0-821.39

* Complexities

o Thefollowing examplesareclinical complexitiesthat may also justify an automatic exception to the therapy capsfor any
condition that necessitates skilled therapy services, regardless of whether it ison the list of diagnosis codes. Asin all
exceptions, the services rendered above the caps must be documented, covered, medically necessary services. The mere
existence of one of these complexities does not assur e that the serviceswere medically necessary. Theclinician's
documentation must justify the use of modifier KX.

o Thebeneficiary wasdischarged from ahospital or skilled nursing facility (SNF) within 30 treatment days of starting this
episode of outpatient therapy. Indicate date of discharge and name of hospital or SNF.

e Thebeneficiary has, in addition to another disease or condition being treated, generalized muscul oskeletal conditions or
conditions affecting multiple sites not listed as automatically excepted by conditions that will directly and significantly
impact the rate of recovery.

e Thebeneficiary hasamental or cognitive disorder in addition to the conditions being treated that will directly and
significantly impact the rate of recovery.

For the above complexities, list in your documentation all relevant disorders or conditions and describe the impact. For
example: A sprained ankle does not qualify for exception by condition, but if the patient also has a dysfunctional wrist on
the opposite side that precludes the use of a cane, it would cause a direct and significant impact on the patient’s need for
skilled physical therapy, and might require servicesthat exceed caps.

e Thebeneficiary requires PT and SLP services concurrently. If the combination of the two services causes the cap to be
exceeded for necessary services, the services are excepted from the PT/SLP cap. The OT cap is not affected.

e Thebeneficiary had aprior episode of outpatient therapy during this calendar year for adifferent condition. The second
condition treated in the year may not be on the list of excepted conditions. If services are medically necessary and would
be payable under the cap, an exception is allowed if prior use of services for adifferent condition caused the cap to be
exceeded and the medically necessary services to be denied. In cases where the beneficiary was treated in the same year
for the same condition, contractor approval isrequired for use of modifier KX.

e Thebeneficiary requiresthistreatment in order to return to apremorbid living environment. Document what environment
and what is needed to return. For example: Patient is progressing (see FIM scores) and has good potential for completing
goals for independent toileting, which is required for discharge from the nursing home setting and return to the assisted
living facility where sheresided prior tothe CVA.

o Thefollowing therapy evaluation services are excepted from the therapy caps. When submitting claimsfor
evaluation services that exceed the caps, providers and suppliers are instructed to attach modifier KX.

92506 92597 92607 92608 92610 92611 92612 92614
92616 96105 97001 97002 97003 97004
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Instructions for Submitting Requests Via the Manual Exception Process
Providers need to submitt awritten request to the contractor for medical review for patients who are expected to exceed
the therapy caps, but do not meet one of the conditions for the automatic exception.

e Youmust submitinwriting and completeinitsentirety the“Request for Exception from Therapy Cap” form.
o Thefollowing documentation must be faxed along with your completed form. If all required documentationisnot
attached, adecision will be made based solely on the submitted documentation:

Evaluation and certified plan of care

Certification

Clinician’s signed progress reports

Treatment encounter notes

Medical justification (explanation of medical necessity)

o Requestswill only be accepted viathe fax number 1-904-791-8006. Requests sent any other way (e.g., mail, appeals
etc,) will be returned with instructions on how to correctly submit. Inthe very near future, the fax number shown
abovewill changeto allow for aseparatetoll freefax number for FloridaPart A, Florida Part B and Connecticut Part B.
Thisinformation will be posted to our website along with a new updated form.

One of the following responses will be faxed within 10 business days of receipt of your request to the fax number pro-
vided on the request form:

1 Based on your documentation, the beneficiary does not meet medical necessity requirements for granting the
exception.

2 Based on your documentation, the beneficiary meets the medical necessity requirements for granting an
exception, for all daysrequested. You may submit claims using modifier KX for the requested number of days.

3. Based on your documentation, the beneficiary meets medical necessity requirements for granting the exception,
but not for all days requested. You may submit claims using modifier KX for the number of daysindicated in this
|etter.

4. Wereceived your request, but did not meet the 10-day requirement; therefore all days requested are granted. You
may submit claimsusing modifier KX for the number of daysindicated in thisletter.

Important Tips and Reminders

e Theautomatic exceptions process will be closely monitored viathe normal progressive corrective action (PCA)
process.

e |f you areaMedicare provider currently going through the progressive corrective action process and are on
prepayment review dueto ahigh error rate, you arenot allowed to participate in the therapy cap exception process.

e Dueto changesrequired by the Centersfor Medicare & Medicaid Services (CMS) implemented with change request
4364 (transmittals 855, 140 and 47), thelocal coverage determination (LCD) for Floridaproviderstitled “ Therapy and
Rehabilitation Services (L6196), and for Connecticut providerstitled “ Physical Medicine and Rehabilitation (L 13920),
have been updated. It isyour responsibility to be aware of these changes. To view this LCD, access the provider
education website http://mwww.floridamedicare.com or http://mwww.connecticutmedicare.com. From the home page,
select “Part B” on thetop navigational menu. On the next screen, click on “Final” under the local Medical Coverage
section on the |eft navigational menu.

e Forall claimssubmitted with modifier KX during theinterim processthat may have been denied in error (rejected for
Part A providers), you may resubmit your claim for reprocessing.

e Itisexpected that amanual request for therapy cap exceptionswill be submitted prior to the beneficiaries meeting the
financial limitation. However, arequest for exceptionsfor services already provided may sometimes be necessary.
Please provide the appropriate documentation and justification of the medical necessity for the services provided and
include the dates with your manual request as retroactive services in the block titled “First date of denied Services
and/or Estimated Date Service Cap is Exceeded” of the “ Request for Exception from the Therapy Caps’ form.
Providers are cautioned against abuse of this process by routinely requesting exceptions for past services.

e Youmust continueto use modifiers GN, GP, and GO on al therapy serviceswhen using modifier KX. Thereisno
specific order that must be followed.

To download the “ Request for Exception from Therapy Cap” form, from the home page on the provider education website
http: //mww:.floridamedicare.com or http://mww.connecticutmedicare.com, select “Forms’ under the “Resources’ section on
the left navigational menu. On the next screen, click on “ Request for Exception from the Therapy Caps’ under the “Resource
Order Forms” section.

Source: CM S Pub. 100-04, Transmittal 855, CR 4364
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, cnrs/

SERVICE OPTIONS, INC.
A CMS contracted Intermediary & Carrier

REQUEST FOR EXCEPTION FROM THE THERAPY CAPS
Attention Provider

You must submit the following types of documentation of therapy services:

1. Evaluation and Certified Plan of Care

2. Certification

3. Clinician-signed Progress Reports

4. Treatment Encounter Notes

5. Justification (Explanation of Medical Necessity)

If all required documentation is not attached, a decision will be made based solely on
information received

You must provide documentation that is sufficient to support medical necessity for the additional treatment
days, which shall be 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.

It is preferable that all manual requests for exception be submitted before the therapy cap has actually been
exceeded. However, in the exceptional circumstance where a timely request is not made before the cap is
surpassed, additional treatment days may be approved retroactively if they are deemed medically necessary.

Date of Request Date to Start Requested Exception First Date of Denied Services and/or Estimated Date Service Cap is
Exceeded

Beneficiary Name & HIC#

Request is for: (check only one; submit a separate request for each therapy)

Physical Therapy [] Occupational Therapy [] Speech-language Pathology [ ]
Provider Name Provider Number
Number of Exceptions Already Number of Treatment Days Being Primary Diagnosis Code Secondary/ Additional Diagnosis Codes
Requested for this Episode of Care Requested (Please list only one) 1 2
(If applicable) (Not to exceed 15 days) ’ :
1. 3. 4.
Name, and telephone number of person to contact regarding this request Fax number for purposes of receiving a
response to this request

FAX TO:
Florida Part A (904) 791-8006 Florida Part B (904) 791-8006 Connecticut Part B (904) 791-8006

Medical Review and Education 19 Tower, 532 Riverside Ave, Jacksonville, Florida 32202 Form Date March 10, 2006
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Annual Update to the Therapy Code List

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

Provider Types Affected
Private practicing therapists, physicians, suppliers, and providers of therapy services billing Medicare carriers and/or
fiscal intermediaries (FIs), including regional home health intermediaries (RHHIs) for rehabilitation therapy services.

Provider Action Needed
STOP — Impact to You

Thisarticle is based on change request (CR) 4226, which implements policy changes discussed in the outpatient prospec-
tive payment system (OPPS) final rulefor calendar year (CY) 2006 and the M edi care physician fee schedule (MPFS) final rule
for CY 2006.

CAUTION — What You Need to Know

CR 4226 describes changesto, and billing instructions for, payment policiesfor rehabilitation therapy services, including
physical therapy, occupational therapy and speech-language pathology. It also updates the list of codes that sometimes or
always describe therapy services and their associated policies.

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

Background

The Social Security Act (Section 1834(k)(5)) requiresthat all claimsfor outpatient rehabilitation therapy servicesand all
comprehensive outpatient rehabilitation facility (CORF) services be reported using auniform coding system.

The Healthcare Common Procedure Coding System/Current Procedural Terminology, 2006 — Fourth Edition (HCPCSY
CPT-4), isthe coding system used for the reporting of these services.

The uniform coding requirement in the Social Security Act is specific to payment for all CORF services and outpatient
rehabilitation therapy servicesthat are provided and billed to carriers and Flsincluding:

e Physica therapy

e  Occupationa therapy

e  Speech-language pathology.

Note:  Section 1834(k)(5) of the Social Security Act may be found at http://mww.ssa.gov/OP_Home/ssact/title18/1834.htm.

The Medicare physician fee schedule (MPFS) is used to make payment for these therapy services at the nonfacility rate.
Thefollowing “providers of therapy services’ must bill the FI/RHHI for outpatient rehabilitation services using HCPCS codes:

e Hospitals (to outpatients and inpatients who are not in a covered Part A* stay)

e Skilled nursing facilities (SNFs) (to residents not in a covered Part A stay and to nonresidents who receive outpatient
rehabilitation servicesfrom the SNF)

e Home health agencies (HHAS) (to individuals who are not homebound or otherwise are not receiving services under a
home health plan of care? [POC])

e Comprehensive outpatient rehabilitation facilities (CORFS)

e Providers of outpatient physical therapy and speech-language pathology services (OPTSs), aso known as rehabilitation
agencies (previously termed outpatient rehabilitation facilities).

* The requirements for hospitals and SNFs apply to inpatient Part B and outpatient services only. Inpatient Part A services are bundled into the
respective prospective payment system payment; no separate payment is made.

2 For HHAs, HCPCS/CPT coding for outpatient rehabilitation services is required only when the HHA provides such service to individuals that
are not homebound and, therefore, not under a home health plan of care.

Thefollowing practitioners must bill the carriersfor outpatient rehabilitation therapy services using HCPCS/CPT codes:
e Physical therapistsin private practice (PTPPs)
e  Occupationa therapistsin private practice (OTPPs)
e Physicians, including MDs, DOs, podiatrists and optometrists

e Certain nonphysician practitioners (NPPs), acting within their state scope of practice, e.g., nurse practitioners and clinical
nurse specialists.

Change Request 4226 Requir ements

e Describes changesto, and billing instructions for, payment policies for rehabilitation therapy services, including physical
therapy, occupational therapy and speech-language pathol ogy.
Updates the list of codes that sometimes or always describe therapy services and their associated policies
Reflects policy changesimplemented in (a) the OPPSfinal rulefor CY 2006 and (b) the M edi care physician fee schedule
(MPFS) fina rulefor CY 2006.
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Other policiescontained in CR 4226 correct or clarify the previouspolicy noted in CR 3647 (Transmittal 515 dated April 1,

'fhetherapy code list and associated policiesfor CY 2006 is updated by CR4226 as described below.
Note:  CR 3647 may befound on the CM Swebsiteat http://mwww.cms.hhs.gov/Transmittals’downloads/R515CP.pdf.

TheMLN Mattersarticlethat correspondsto CR3647 may bereviewed on the CM Swebsiteat http://
www.cms.hhs.gov/M edlearnM atter sArticles/downl oads/M M 3647.pdf.

Orthotic Management and Pr osthetic M anagement Services

In order to create anew category under the section for physical medicine and rehabilitation services, HCPCS/CPT
modified the descriptors of one of these codes, CPT code 97504 (2005), and renumbered it as well astwo other HCPCS/CPT
codes.

The new therapy code list removesthe CY 2005 CPT codes 97504, 97520 and 97703, and replaces them with CPT codes
97760, 97761 and 97762, respectively, for usein CY 2006. Thefollowing table containsalist of the added CY 2006 CPT
codes and the new short descriptor for CPT code 97760:

2006 Code 2006 Short Descriptor 2005 Code
97760 Orthotic management and training 9704
ar76l Prosthetic training 97520
arre2 Clo for orthotic/prosth use 97703

ActiveWound CareM anagement Services

Thetherapy code list contains five (5) HCPCS/CPT codes that represent active wound care services. CPT codes 97602,
97605, 97606, 97597 and 97598. Three of these CPT codes for wound care (97602, 97605, and 97606) were previously
noted as “bundled” services for payment purposes under the MPFS and represented “always therapy” services.

For CY 2006, these three codes were changed to “ sometimes therapy” services. While CPT code 97602 remains a
bundled service under the MPFS, CPT codes 97605 and 97606, which represent services for negative pressure wound
therapy, are now valued and active codes under the MPFS.

Except as noted bel ow for hospital s subject to the OPPS, the requirements for “sometimes therapy” apply. These
requirements are described in more detail in Publication 100-04, Chapter 5, Section 20, of the Medicare Claims Processing
Manual. That manual is available on the CM S website at http://www.cms.hhs.gov/Manual s/l OM/list.asp#TopOfPage.

A new payment policy for hospitals paid under the OPPS is being implemented for these five wound care HCPCS/CPT
codes — 97602, 97605, 97606, 97597, and 97598, and the indicator “?’ is being added as a note to the code list. The
indicator “?" signifies that these codes represent “ sometimes therapy” services and will be paid under the OPPS when (a) the
serviceis not performed by atherapist (i.e., under the therapy benefit); and (b) it isinappropriate to bill the service under a
therapy plan of care.

Wound care provided, which meets these two requirements, should not be billed with atherapy modifier (e.g., GP, GO, or
GN) or atherapy revenue code (e.g., 42X, 43x, or 44x). Asfor other “sometimestherapy” codes, these services are considered
therapy services (i.e.; under the therapy benefit) when rendered by a therapist.

They are also considered therapy services when rendered by physicians and nonphysician practitioners who are not
therapists in situations where the service provided is integral to an outpatient rehabilitation therapy plan of care. When such
services are therapy services as noted above, the appropriate therapy modifier is required.

2006 Satus HCPCSY CPT Code Short Descriptor 2005 Satus
Bundled service for payment purposes under the MPFS; sometimes therapy service. 97602 Wound (s) care, non-
selective Bundled service for payment purposes under the MPFS; always therapy service.

Valued and active code under the MPFS; sometimes therapy service. 97605 Neg presswound tx,< 50 cm
Bundled service for payment purposes under the MPFS; always therapy service.

Valued and active code under the MPFS; sometimes therapy service. 97606 Neg presswound tx, > 50 cm
Bundled service for payment purposes under the MPFS; always therapy service.

Sometimestherapy service. 97597 Activewound care/l20cmor < Sometimestherapy service.
Sometimestherapy service. 97598 Activewound care>20cm Sometimestherapy service.

Carrier Pricing of Unspecified Therapy Codes

The 2006 policy adds Note “ ?” to HCPCS/CPT codes 97039 and 97139 to indicate that the MPFS payment has changed
to carrier-pricing and these two codes will no longer be paid using the relative values units previoudly listed in Addendum B
of the 2006 MPFSfind rule.

Aswith other carrier-priced services, where an existing HCPCS/CPT code does not accurately describe the services
performed, the provider submitsinformation, for the contractor’s review, to describe the “ unspecified” modality(s) or therapeu-
tic procedure(s) performed.

In addition to a detailed service description for CPT code 97039, information submitted to the contractor must specify the
type of modality utilized and, if the modality requires the constant attendance of the therapist, the time spent by the therapist
one-on-one with the beneficiary must also be noted.

For CPT code 97139, the information supplied to the carrier must specify the procedure furnished and also meet the other
requirements for therapeutic procedures, i.e., the process of effecting change, through the application of clinical skillsor
services that attempt to improve function.
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CPT codes 97039 and 97139 remain designated as“ aways therapy” and require the use of modifier GP or GO, as appropriate.

HCPCS/CPT CodeShort Descriptor
97039 Physical therapy treatment
97139 Physical medicine procedure

Speech, L anguage, Voice, Communication and/or Auditory Processing

The 2006 policy createsa* ?” indicator to indicate that the CY 2006 code descriptors were revised for thefollowing CPT
codes: 92506 and 92507. CPT code 97760 is also flagged with the “?.” Although this code number is new, it reflects a
revision to the descriptor of the code it replaces, CPT code 97504. The revised 2006 descriptors for CPT code 95206 and

95207 arethefollowing:

2006 Code 2006 Short Descriptor
92506 Speech/hearing evaluation
92507 Speech/hearing therapy

MicrowaveM odality

The 2006 policy removes deleted HCPCS/CPT codes 96115 and 97020. CPT 96115 was deleted for CY 2006. CPT code
97020, for the microwave modality, was combined with CPT code 97024 for diathermy.

2006 Code 2006 Short Descriptor
97024 Diathermy e.g., microwave

Code0019T

The 2006 policy adds HCPCS/CPT code 0019T, asa*“ sometimes” therapy service, to replace HCPCS codes G0279 and
G0280 that were both deleted for CY 2006. Thiscodeiscarrier priced.

2006 Code
0o19T

Diagnostic Services

2006 Short Descriptor
Extracorp shock wv tx, msnos

2006 Satus
Sometimestherapy

The 2006 policy clarifiesin the Medicare Claims Processing Manual (Publication 100-04, Chapter 5, Section 20, Subsec-
tion C (Additional HCPCS Codes), that the listed HCPCS/CPT codes 95860, 95861, 95863, 95864, 95867, 95869, 95870,
95900, 95903, 95904 and 95934 represent diagnostic services, under MPFS, and do not represent therapy services and
cannot be billed as such. Those codes and their short descriptors are in the following table:

CPT Short Descriptor

95860 Muscletrest, onelimb Diagnostic Service
95861  Muscletest, 2 limbs Diagnostic Service
95863 Muscletest, 3limbs Diagnostic Service
95864  Muscleted, 4limbs Diagnostic Service
95867  Muscletest cran nerv unilat Diagnostic Service
95868  Muscletest cran nerve bilat Diagnostic Service
CPT Code 96110

The 2006 policy removesthe“?” notefor CPT code
96110, because it is no longer applicable. The“?" note
indicated that, effective January 1, 2004, CPT code 96110
became an active code on the Medicare physician fee
schedule and that carriers no longer priced this code.

HCPCS/CPT CodeShort Descriptor
96110 Developmental test, lim

Summary

In summary, CR 4226 instructsyour carrier and/or FI/
RHHI to change any policies or edits that are not consistent
with the policiesor list of codes provided in CR 4226.

The changes noted in CR 4226 are effective for services
furnished on or after January 1, 2006. The additions,
changes, and deletions to the therapy code list reflect those
madeinthe CY 2006 HCPCS/CPT-4.

MLN Matters Number: MM 4226
Related CR Release Date: January 6, 2006
Effective Date: January 1, 2006

Satusunder MPFS

CPT Short Descriptor Satusunder MPFS

95869  Muscle test, thor paraspina Diagnostic Service
95870  Muscle test, nonparaspinal  Diagnostic Service
95900  Motor nerve conduction test Diagnostic Service
95903  Motor nerve conduction test Diagnostic Service
95904  Sense nerve conduction test Diagnostic Service
95934  H-reflex test Diagnostic Service

Implementation
The implementation date for theinstruction is February
6, 2006.

Additional Information
For complete details, please see the official instruction
issued to your carrier/FI/RHHI regarding thischange. That
instruction may be viewed on the CM S website at
http: //mmw.cms.hhs.gov/ Transmittal S downl oads/R805CP. pdif.
If you have any questions, please contact your carrier/
intermediary at their toll-free number, which may befound on
the CM S website at http://mww.cms.hhs.gov/apps/contacts/.
Thetoll-free number for First Coast Service Options,
Inc. Medicare Part B Customer Service Center is1-866-454-
9007 (FL) or 1-866-419-9455 (CT).

Related Change Request (CR) Number: 4226
Related CR Transmittal Number: R805CP
Implementation Date: February 6, 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 afull 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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Therapy Caps Effective January 1, 2006

CMShasissued the following “ MLN Matters article. Information for Medicare Fee-for-Service Health Care Professionals.
This information was previously published in the HCPCS 2006 January Special Medicare B Update! pages 40-41.

Note: Thisarticlewasrevised on March 3, 2006, to include clarifying language (bold, italicized print) in the STOP section
under “Provider Action Needed”.

Provider Types Affected
Therapistsand providerswho bill Medicare carriersor fiscal intermediaries (FIs) for therapy servicesfor their patients

Provider Action Needed
STOP — I mpact to You

Beginning January 1, 2006, financial limitation of therapy services (therapy caps) will beimplemented. The dollar amount
for the 2006 limitation on physical therapy and speech-language pathology services from January 1, 2006, through
December 31, 2006, will be $1,740.00 both services combined. The limitation on occupational therapy services separately
isalso $1,740.00. The limits do not apply to outpatient Part B therapy services in outpatient hospital or hospital emer-
gency room settings or to services that meet Medicare criteria for exceptions.

CAUTION —What You Need to Know
Please be aware of the January 1, 2006, therapy services caps.

GO —What You Need to Do

Remember that services must meet the Medicare policiesin the Medicare Benefit Policy Manual (publication 100-02),
Chapter 15, Sections 220and 230. This manual isavailable at http://mwww.cms.hhs.gov/Manual /1 OM/list.asp#TopOfPage on
the CMSwebsite.

Background

Financial limitations on therapy services (therapy caps) are currently described in the Medicare Claims Processing
Manual (Pub. 100-04), chapter 5, section 10.2, which isavailable at
http: //Mmww.cms.hhs.gov/Manual s/l OM/list.asp# TopOfPage on the CM Swebsite. The dollar amount for the limitationsin 2006
is based on the Medicare Economic Index that is published in the final rulefor the Medicare Physician Fee Schedulein
November 2005.

Section 4541(a)(2) of the Balanced Budget Act (BBA) (P.L. 105-33) of 1997, required payment under a prospective payment
system for outpatient rehabilitation services (physical therapy, including outpatient speech-language pathology, and occupa-
tional therapy). Section 4541(c) of the BBA required the application of afinancial limitation to al outpatient rehabilitation
services (except outpatient departments of hospitals).

Theselimitswerein effect in 1999, but were removed by law in 2000-2002. The statutory limitswent back into effect
September 1, 2003. The Medicare Prescription Drug, Improvement, and M odernization Act of 2003 re-enacted the moratorium
and extended it until December 31, 2005.

Additional Information
Thereisadditional information located on the Rehabilitation Therapy Information Resource for Medicare website located
at http://new.cms.hhs.goviTherapyServices/01_overview.asp#TopOfPage on the CM S website.
The official instruction issued to your Fl or carrier regarding this change may be found by going to
http: //mww.cms.hhs.gov/transmittal downl oads/R759CP.pdf on the CM S website.
Please refer to your local Fl or carrier if you have any questions. To find the toll-free phone number, go to
http: //Mmww.cms.hhs.gov/apps/contacts/ on the CM S website.

Medlearn Matters Number: MM 4115 Revised

Related Change Request (CR) #: 4115

Related CR Release Date: November 18, 2005

Effective Date: January 1, 2006

Related CR Transmittal # R759CP

Implementation Date: January 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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VISION

Expansion of Glaucoma Screening Services
CMShasissued the following “ MLN Matters article. Information for Medicare Fee-for-Service Health Care Professionals.
Provider Types Affected

Physicians and providerswho submit claimsto Medicare fiscal intermediaries (FIs) and carriersfor glaucoma screening
examinations

Important Points to Remember

e CR 4365 provides natice that beginning January 1, 2006, the definition of an eligible beneficiary in ahigh-risk category is
expanded to include Hispanic Americans age 65 and over.

Because of thisrevised definition, Medicarewill pay for glaucoma screening examinationsfor Hispanic Americans age 65
and older when they are furnished by or under the direct supervision in the office setting of an ophthalmologist or
optometrist who is legally authorized to perform the services under state law.

If serviceis denied because the individual does not meet the age-related and/or ethnic-related coverage criteria, Medicare
contractorswill return Medicare Summary Notice 21.21 (This service was denied because Medicare only coversthis
service under certain circumstances).

If serviceisdenied because theindividual isnot Hispanic-American age 65 or over, the remittance advice claim will show
reason adjustment code 96 (Non-covered charge), and existing remark codes M 83 (Services not covered unlessthe
patient is classified as at high risk), and N129 (This amount represents the dollar amount not eligible due to patient’s age.).
Your Medicare FI or carrier will not search for or adjust claimswith dates of service January 1, 2006, that were processed
beforetheApril 3, 2006, implementation date of CR 4365. They will adjust any such claimsthat you bring to their attention.
Thefollowing HCPCS codes apply for glaucomascreening:

e (G0117- Glaucomascreening for high risk patients furnished by an optometrist or ophthal mologist; and
e (0118- Glaucoma screening for high risk patients furnished under the direct supervision of an optometrist or
ophthalmologist.

Background

On January 1, 2002, CM Simplemented regulationsat 42 CFR, Section 410.23(a)(2). Theregulations set conditionsfor and
limitations on coverage of screening for glaucoma, requiring that theterm “ eligible beneficiary” be defined to include individu-
alsinthefollowing high-risk categories:

¢ Individuaswith diabetesmellitus;
e Individuaswithafamily history of glaucoma; or
e African-Americansage50 and over.

The Physician Fee Schedulefor calendar year 2006 Final Rule, 70 FR 70270, dated November 21, 2005, expandsMedicare
coverage of high-risk individua s eligibleto receive glaucomascreening servicesto include Hispanic Americans age 65 and over.

Thisexpansion of coverageis effectivefor services performed on or after January 1, 2006, and revises 42 CFR, section
410.23(a)(2) accordingly.

Implementation
Theimplementation datefor thisinstructionisApril 3, 2006.

Additional Information

The official instructions (CR 4365) issued to your Fl or Carrier regarding this change can be found at
http://mww.cms.hhs.gov/ Transmittal ydownloads/R48BP.pdf and  http://mwww.cms.hhs.gov/Transmittal S'downl oads/
R895CP.pdf on the CM Swebsite.

If you have questions, please contact your Medicare Fl or Carrier at their toll-free number which may be found at
http: //mww.cms.hhs.gov/apps/contacts/ 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).

Medlearn Matters Number: MM 4365 Related Change Request (CR) #: 4365
Related CR Release Date: March 24, 2006 Effective Date: January 1, 2006
Related CR Tranamittal #: R48BP and R895CP Implementation Date: April 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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HIPAA - THE HEALTH INSURANCE
PoORTABILITY AND AccOuUuNTABILITY AcCT

Welcome to the World of Medicare Electronic Data Interchange

ether you are aready aprovider who submitselectronic claimsdatato First Coast Service Options, Inc. (FCSO), aprovider
who submits paper claims, or anew provider, theinformation below may be of benefit to you. Pleaseread further.

Adminigtrative Simplification and ComplianceAct Provison (ASCA)

Thismandate dictatesthat all claims submitted to Medicare should be submitted electronically (with few exceptions). The
enforcement of this provision will entail identifying providerswho are currently submitting paper claims and contacting them
directly to ensure they meet the exception criteria. Providers not meeting the exception criteriawill be given a specific period
of timeto comeinto compliance, after which time any paper claimsreceived for that provider will be denied. Providersnot
meeting the criteria should do the following:

e Ifyouareanew provider, or aprovider who submits only paper claims— Contact our EDI office. Wewill discussavailable
optionsfor submitting your claims electronically. Medicare can a so provide free software to you that will alow claimsto
be submitted electronically.

e |f you are aprovider who submits claims electronically — Many providers have processes in place that do generate some
paper claims. Check to ensurethat all claimsare being submitted electronically.

Health InsurancePor tability and Accountability Act (HI PAA)

Thislaw requiresthat claims submitted electronically be submitted in a standardized/compliant el ectronic format, currently
theANSI x12 837 4010A 1 format. Claimssubmitted by providersin anon-compliant format are being paid asif they were paper
claims (29 daysvs. 14 daysfor electronic claims).

The compliant format requirement al so appliesto the electronic remittance advice (ERA), which isthe ability to receive
payment information electronically for auto posting into your practice management system (see electronic applications bel ow
for moreinformation).

All Provider s—Ensure your electronic software (or your clearinghouse software, if using aclearinghouse) is sending claims (or
receiving remittance) in aHIPAA compliant format. Work with your vendor to obtain acompliant format if you arenot in
compliance.

Other Electronic Applications

Electronic FundsTransfer
Have your Medicare payments deposited directly into your bank account. No waiting for a paper check in the mail, or last
minute tripsto the bank to make deposits! Combine thiswith ERA for a paperless environment.

Electr onic RemittanceAdvice

Thisisavaluabletool for provider offices, allowing individual claim payment information (identical to the paper remit-
tance form) to be electronically retrieved and automatically posted into your account management system. This eliminates
both clerical entry errors and entry time in posting this data and allows your staff to concentrate on other office functions.
IMPORTANT —contact your vendor or Medicare EDI for additional information regarding thisapplication.

M edicar eRemit Easy Print (M REP) Software
Free software that enables you to read and print aremittance advice from the HIPAA compliant electronic remittancein a
format similar to the standard paper remittance.

Free Softwar e(PC-ACE Pro32)
Thisisclaim submission software, not a practice management system. It creates HIPAA format compliant claimsto be
transmitted electronically.

Electronic Reject Reports

Thisisan important report that provides details about your claim transmissions. It contains information reflecting the
volume of claimsthat were submitted during the transmission, the number of claims successfully received, and the number of
claimsthat rejected based on edit criteria. It aso provides specific information on the claimsthat rejected. Your software
vendor would need to make this capability availableto you.

Electronic Claim SatusRequest and Verification
Instead of manually researching the status of your outstanding claims viathe Interactive Voice Response (1VR) unit, you
can obtain your claim statusinformation electronically.

For additional information, please contact our EDI department:

Florida- (904) 791-8767, option 1 or visit our website, http: //mwww.floridamedi care.com.
Connecticut—(203) 639-3160,0ption 4 or visit our website, http://mww.connecti cutmedicare.com

76 The FCSO Medicare B Update! Third Quarter 2006



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

HIPAA aAnp EMC

Medicare Secondary Payer Claims Must Be Sent Electronically

he Administrative Simplification ComplianceAct (ASCA) requiresthat claimsbe submitted to Medicare el ectronically, with

few exceptions. M SP claimsar enot an exception unlesstheprovider submitstheclaim for M edicar e payment after
receiving payment from mor ethan oneother payer and at least one of those payer sreduced their payment duetoan
Obligated toAccept aspayment in Full (OTAF) adjustment. The837-4010A 1 Implementation Guides, section 1.4.2.1, contain
detail ed information on how to submit MSP claimselectronically. Inthenear futureM SP paper claimswill not be processed
for electronic submitters.

We ask that you contact your vendor, billing service, clearinghouse or internal 1T staff to ensure that your software is
correctly set up to capture the data required and begin submission of your M SP claims electronically.

For assistance from Medicare Part B EDI, please contact the appropriate support group based on your location:

Medicare Part B Florida (904) 354-5977, option 4
Medicare Part B Connecticut 203-639-3160, option 6

Batch Detail Control Listing Changes—Connecticut Only

eginning May 1st, 2006, the paper version of the Batch Detail Control Listing Report will only be generated if the

transmission contains rejected information (claim or batch rejections that must be corrected and resubmitted). To obtain
thefull report, we strongly recommend you utilize the el ectronic version of the report (read more below).

Theelectronic Batch Detail Control Listing Report contains both accepted and rejected file/claim submission information
and isavailablefor retrieval the next business day after filetransmission. It will provide you with detailed feedback on the
number of claims received and whether they were accepted or rejected.

In order to obtain this electronic application, contact your software vendor to ensure your software is capable of retriev-
ing thereport from your mailbox. Unfortunately, not all vendors' software currently provides the capability to retrieve this
report electronically: however, your vendor can access our website at http://mwweconnecti cutmedicare.comfor the Guide to
Gateway, whichwill provide them with script information that allowsfor theretrieval of thereport.

Another alternative, if your vendor does not provide the capability to retrieve the error report, is Medicare’s free software
(PC-ACE Pro32®) that (in conjunction with acommunications program) isableto retrievethisreport.

For moreinformation about retrieving the Batch Detail Control Listing electronically, or using the PC-ACE Pro32®
software, call EDI Marketing/Operations at (203) 639-3160 Option 4.

Requirements for Use and Editing of National Provider Identifier Numbers
Received in Electronic Data Interchange Transactions, via Direct Data

Entry Screens or Paper Claim Forms

CMShasissued the following “ MLN Matters article. Information for Medicare Fee-for-Service Health Care Professionals.
This information was previously published in the Second Quarter 2006 Medicare B Update! pages 47-50.

Note: Thisarticle was revised on November 29, 2005, to clarify that the end date of the transition period for therevised CMS-
1500 formisFebruary 1, 2007. (Seethe paper claimsform section)

Provider Types Affected
Physicians, providers, and suppliers who submit claimsfor servicesto Medicare carriers, including durable medical
equipment regional carriers (DM ERCSs) and fiscal intermediaries (FIs), to include regional home health intermediaries (RHHIs)

Provider Action Needed

The requirements for Stage 2 apply to al transactions that are first processed by Medicare systems on or after October 2,
2006, and are not based on the date of receipt of atransaction, unless otherwise stated in a business requirement.

Please note that the effective and implementation dates shown above reflect the dates that Medicare systems will be
ready, but the key date for providers regarding the use of the NPI in Sage 2 is October 1, 2006.

Background

The Health Insurance Portability and Accountability Act (HIPAA) of 1996 requiresissuance of a unique national provider
identifier (NPI) to each physician, supplier, and other provider of health care (45 CFR Part 162, Subpart D (162.402-162.414).

To comply with this requirement, the Centersfor Medicare & Medicaid Services (CMS) began to accept applicationsfor,
andtoissue NPIs, on May 23, 2005.

Applications can be made by mail and also online at https://nppes.cms.hhs.gov.

NPI and L egacy | dentifiers

TheNPI isa10-position, intelligence-free numeric identifier (10-digit number). Thismeansthat the numbersdo not carry
other information about healthcare providers, such asthe state in which they live or their medical specialty. Beginning May
23,2007 (May 23, 2008, for small health plans), theNPI must beused in lieu of legacy provider identifiers.
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Legacy provider identifiersinclude:
Online Survey Certification and Reporting (OSCAR) system numbers;
National Supplier Clearinghouse (NSC) numbers;

Provider Identification Numbers (PINs); and
Unique Physician | dentification Numbers (UPINS) used by Medicare.

They do not includetaxpayer identifier numbers(TINS) such as:

e Employer Identification Numbers (EINS); or
e Socia Security Numbers(SSNs).

Primary and Secondary Providers
Providers are categorized as either “primary” or “secondary” providers:

e Primary providersincludebilling, pay-to, rendering, or performing providers.
Inthe DMERCs, primary providersinclude ordering providers.
e Secondary providers include supervising physicians, operating physicians, referring providers, and so on.

Crosswalk

During Stage 2, Medicarewill utilize acrosswalk between NPIsand legacy identifiersto validate NPIsreceived in transac-
tions, assist with population of NPIsin Medicare data center provider files, and report NPI's on remittance advice (RA) and
coordination of benefit (COB) transactions. Key elements of this crosswalk include the following:

e Eachprimary provider’'sNPI reported on an inbound claim or claim status query will be cross-walked to the Medicare
legacy identifier that appliesto the owner of that NPI.

e Thecrosswak will be ableto do atwo-directional search, from aMedicarelegacy identifier to NPI, and from NPl toa
legacy identifier.

e TheMedicare crosswalk will be updated daily to reflect new provider registrations.

NPI Transtion Plansfor M edicare FFSProviders

Medicare' simplementation involving acceptance and processing of transactions with the NPI will occur in separate
stages, as shown in the table below:

Sage M edicar e Implementation

May 23, 2005 - January 2, Providers should submit Medicare damsusing only their existing

2006: Medicare numbers. They should not use their NPl numbers during
thistime period. CM S dams processing systemswill reject, as
Unprocessa

January 3, 2006 - October 1, | Medicare systems will accept daims with an NPI, but an existing

2006: legacy Medicare number must al 0 be on the claim. N ote that

CMS damsprocesing systemswill reject, asunprocessable any
claim that includesonly an NPI. Medicare will be cgpable of
sending the NP as primary provider identifier and legacy
idertifier asa secondary identifier in outbound claims, clam
status response, and digibility benefit response dectronic

transactions.
October 2,2006 - May 22, CMS systemswill accept an existing legacy Medicare billing
2007: (Thisisstage 2, the number and/oran NP on dams. If thereisany issue with the
subject of CR4023) provider’ sNPI and no Medicare legecy identifier issubmitted, the

provider may not be pad for the clam.

Therefore, Medicare grongly recommendsthat providers,
clearinghouses, and hilling services continue to submit the
Medicare legacy identifier asa secondary identifier.

M edicare will be cgpable of sending the NPl asprimary provider
idertifier and legacy identifier asa secondary identifier in
outbound dam, daim gatus response, remittance advice
(dectronic but not paper), and digibility response e ectronic
fransactions
May 23, 2007 — Forward: CMS systemswill only accept NPI numbers. Coordination of
benefit transactions sent to smdl health plans will continue to
cary legacy identifiers if requested by such a plan, through May
22, 2007.
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Claim Rejection

Claimswill bergjected if:

The NPI included inaclaim or claim status request does not meet the content criteriarequirementsfor avalid NPI; thisaffects:

X12 837 and Direct DataEntry (DDE) screen claims (DDE claimsare submitted to Medicareintermediaries only);

National Council of Prescription Drug Plan (NCPDP) claims (submitted to Medicare DMERCsonly);

Claims submitted using M edicare'sfree billing software;

Electronic claim status request received viaX 12 276 or DDE screen; and

Non-X12 electronic claim status queries;

An NPI reported cannot belocated in Medicarefiles;

The NPI islocated, but alegacy identifier reported for the same provider in the transaction does not match the legacy

identifier inthe Medicarefilefor that NPI;

e Claimsincludethe NPI but do not have ataxpayer identification number (TIN) reported for the billing or pay-to provider in
electronic claimsreceived viaX12 837, DDE screen (FISSonly), or Medicare sfreehilling software.

Note: If only provider legacy identifiersare reported on an inbound transaction prior to May 23, 2007, pre-NPI provider legacy
number edit ruleswill be applied to those legacy identifiers.

Additional Information
X128371ncoming Claimsand COB

During Sage 2, an X12 837 claim may technically be submitted with only an NPI for aprovider, but you arestrongly
encour aged to also submit thecor responding M edicar elegacy identifier for each NPI in X12 837 Medicareclaims.

Use of both numbers could facilitate investigation of errorsif oneidentifier or the other cannot be located in the Medicare
validation file. When an NPI isreported in aclaim for abilling or pay-to provider, aTIN must also be submitted in addition to
the provider’slegacy identifier asrequired by the claim implementation guide.

National Council of Prescription Drug Plans(NCPDP) Claims

The NCPDPformat was designed to permit a prescription drug claim to be submitted with either an NPI or alegacy
identifier, but not morethan oneidentifier for the sameretail pharmacy or prescribing physician. The NCPDP did provide
qualifiers, including one for NPIs, to be used to identify the type of provider identifier being reported.

e For Stage, retail pharmaciesweredirected to continuefiling their NCPDP claimswith their individual NSC number and to
report the UPIN of the prescribing physician.

e During Stage 2, retail pharmacieswill be allowed to report their NPI, and/or the NPI of the prescribing physician (if they
have the prescribing physician’sNPI) intheir claims.

When an NPI issubmitted inan NCPDP claim, it will be edited in the sameway asan NPI submitted in an X12 837 version
4010A1 claim. Theretail pharmacy will be considered the primary provider and the prescribing physician as the secondary
provider for NPI editing purposes.

Paper Claim Forms

Thetransition period for the revised CM S-1500 is currently scheduled to begin October 1, 2006 and end February 1, 2007.
Thetransition period for the UB-04 is currently scheduled for March 1, 2007 - May 22, 2007.

Pending the start of submission of the revised CM S-1500 and the UB-04, pr ovider smust continuetoreport legacy
identifiers, and not NPI's, when submitting claimson thenon-revised CM S-1500 and the UB-92 paper claim forms.

Provider identifiers reported on those claim forms are presumed to be legacy identifiers and will be edited accordingly.
“Old” form paper claims, received through the end of the transition period that appliesto each form, may be rejected if
submitted with an NPI.

Or, if they are not rejected—since some legacy identifiers were also 10-digitsin length—could beincorrectly processed,
preventing payment to the provider that submitted that paper claim.

Sandard Paper Remits(SPRs)

The SPR FI and carrier/DMERC formats are being revised to allow reporting of both aprovider’sNPI and legacy identifier
when both are availablein Medicare'sfiles. If aprovider’sNPI isavailablein the data center provider file, it will bereported on
the SPR, even if the NPI was not reported for the billing/pay-to, or rendering provider on each of the claimsincluded in that
SPR. Therevised Fl and carrier/DMERC SPR formats are attached to CR 4023:

e CRA4023Attachment 1: FI Standard Paper Remit (SPR) Amended Format for Stage 2; and
CR 4023 Attachment 2: Carrier/DMERC SPRAmended Stage 2 Format.

Remit Print Software
The 835 PC-Print and M edicare Remit Easy Print softwarewill be modified by October 2, 2006, to enable either the NPl or a
Medicare legacy number, or both, if included in the 835, to be printed during Stage 2.

FreeBilling Software

Medicare will ensure that this software is changed as needed by October 2, 2006, to enable reporting of both an NPl and a
Medicarelegacy identifier for each provider for which dataisfurnished in aclaim, and to identify whether an entered identifier
isan NPI or alegacy identifier.
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In-Depth Information
Pleaserefer to CR 4023 for additional detailed NPI-related claim information about the following topics:

e Crosswalk e Electronic FundsTransfer (EFT)

e X12837Incoming Claimsand COB e  Standard Paper Remits (SPRS)

¢ Non-HIPAA COB Claims e  Remit Print Software

e NCPDPClams e ClaimsHistory

e DDE Screens e  Proprietary Error Reports

e  Paper ClaimForms e Carrier, DMERC, and FI Loca Provider Files, including

e FreeBilling Software EDI SystemA ccess Security Files

e X12276/277 Claim Status Inquiry and Response e MedA and Med B Trandlators
Transactions e  Other Tranglators

e  270/271 Eligibility Inquiry and Response Transactions e Stages3and4

e 835 Payment and Remittance Advice Transactions

CR 4023, theofficial instruction issued to your FI/ regional home health intermediary (RHHI) or carrier/durable medical
equipment regional carrier (DM ERC) regarding this change, may befound by going to
http: //mmw.cms.hhs.gov/transmittal s/downl oads/R1900TN.pdf on the CM S website.

You may alsowish to review Medlearn Matters article SE0S55, “ Medicare’s I mplementation of the National Provider
Identifier (NPI): The Second in the Series of Special Edition Medlearn Matters Articleson NPI-RelatedActivities,” whichis
available at http://www.cms.hhs.gov/MLNMatter sArti cl es’”downl oads/ SE0555.pdf on the CM S website. This article contains
further details on the NPI and how to obtain one.

Pleaserefer to your local carrier/DMERC/FI for moreinformation about thisissue. To find thetoll free phone number, go
to http://mwmwems.hhs.gov/apps/contacts/ 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 MattersNumber: MM4023 Revised  Related Change Request (CR) #: 4023
Related CR Release Date: November 3, 2005 Effective Date: April 1, 2006
Related CR Transmittal # 190 Implementation Date: April 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.

Shared Systems Medicare Secondary Payer Balancing Edit and

Administrative Simplification Compliance Act Enforcement Update
CMShasissued the following “ MLN Matters article. Information for Medicare Fee-for-Service Health Care Professionals.
Provider Types Affected

Physicians, suppliersand providershilling MSP claimsto Medicare carriers, fiscal intermediaries (FI), durable medical
equipment regional carriers (DM ERCSs) and regional home health intermediaries (RHHIs)

Key Points for Providers
Change request (CR) 4261 makes two key changesto Medicare claims processing asfollows:

e First, CR 4261 statesthat inbound MSP claims will be rejected if the paid amounts and the adjusted amounts paid by
the primary payer do not equal the billed amounts at thelinelevel and if the claim lacks standard claim adjustment
reason codes to identify adjustments performed.

While Medicare may be able to handle such a discrepancy because it does not always use thisinformation, it may pass

such claimsto other payers. Such other payers may then reject the claims because they do not comply with the 837

version 4010A 1 institutional and professional implementation guides. Asaresult, Medicarewill not accept such claimsin

order to befully compliant with HIPAA.

e Second, if aprovider’spaper claimshave been denied dueto Administrative Simplification Compliance Act (ASCA)
electronic claims provision enforcement by Medicare contractors (carriers, FIs, RHHIs, and DMERCS), the provider
may resubmit the paper claimsif they submit appropriate documentation that establishes that they meet the criteria
for submitting paper claims.

Providers have until the 91st day after theinitial ASCA letter to submit documentation that proves eligibility for

submission of paper claims. If aprovider establishes eligibility later than the 91st day of theinitial enforcement letter and

then resubmits paper claims, payment will be denied for dates of service between the 91st day and the effective date for
submission of claims.

Implementation
Theimplementation date for theinstruction isJuly 3, 2006
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Additional Information

For details of enforcement of theASCA, please seerelated MLN Mattersarticle MM 3440, “ Administrative Simplification
Compliance Act (ASCA) Enforcement of Mandatory Electronic Submission of Medicare Claims,” onthe CM Swebsite at
http: //www.cms.hhs.gov/Medl ear nMatter sAr ticles/downl oads/MM3440.pdf.

The official instruction on this change, CR 4261, may be viewed onthe CMSwebsite at
http://www.cms.hhs.gov/Transmittal s'“downl oads/R831CP.pdf.

If you have questions, please contact your carrier/intermediary/DMERC at their toll-free number, which may be found on
the CMS website at http://www.cms.hhs.gov/apps/contacts/.

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

MLN Matters Number: MM 4261 Related Change Request (CR) Number: 4261
Related CR Release Date: February 2,2006  Related CR Transmittal Number: R831CP
Effective Date: July 1, 2006 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.

Medicare Remit Easy Print Enhancements, and Clarification of Check

Issue/Electronic Funds Transfer Effective Date
Provider Types Affected

Providersand suppliershilling Medicare carriers, including durable medical equipment regional carriers (DMERCS), for
servicesto Medicare beneficiaries

Provider Action Needed

Thisarticleisbased on Change Request (CR) 4289, which instructs ViPs (the company that maintains the M edicare Remit
Easy Print [MREP] software), carriers, and DM ERCs to add enhancements to the current version of the M REP software and
provides clarification of the check issue/ electronic fundstransfer (EFT) effective date.

Background

On October 11, 2005, the Centersfor Medicare & Medicaid Services (CM S) made available the M REP softwareto enable
Medicare providers and suppliersto view and print the Health Insurance Portability and Accountability Act (HIPAA)-
compliant 835 (Electronic RemittanceAdvice (RA). Using the HIPAA 835 files, MREPenabl es providersand suppliersto view
and print Medicare Part B and DMERC 835 in ahuman readable format. Theformat ison the current standard paper remittance
(SPR) format Medicare uses. MREP providesthe ability to:
Viewthe835
Search the835;
Print the 835in aformat providersarefamiliar with; and
View and print special reports.

Providers who use MREP can print reports to reconcile accounts receivable as well as create document(s) that can be
included with claim submission to Coordination of Benefits (COB) payers. MREP isavailablefreeto Medicare providersand
suppliers, and it can beinstalled on a personal computer or network. Please contact your Medicare contractor to download a
copy of the MREP software.

KeepingM REPUptoDate

In order to continuously improve this product, CM S set up a process to collect valuable suggestions and recommenda-
tionsto improve MREP sfunctionality and effectiveness from providers, contractors (carriers and DMERCs), and CM S staff.

Using the suggestions and recommendations received before the cutoff date of November 15, 2005, CM S determined
enhancements that were needed for MREP, and CR 4289 includes a summary page attachment listing the MREPenhancements
to beimplemented in the M REP software rel easein July 2006.

ViPswill update the MREP software to incorporate the listed enhancements.

Enhancement updatesto beimplemented in October 2006 will include suggestions/recommendations received between
November 16, 2005, and the next cut-of f date. Annual enhancement updatesto MREPwill be scheduled for each year in October.

If you are on the contractor list serv, you will be notified when the Claim Adjustment Reason Code (CARC) and Remit-
tance Advice Remark Code (RARC) fileisupdated threetimesayear, inApril, August, and December. Thisfileisthe master
listing of CARC and RARC used in printing the glossary on the MREP printout. Washington Publishing Company (WPC)
publishes updatesto thislist three times a year. An update to the MREP application will be issued to correspond to the WPC
updates. Your Medicare carrier will post anotification when these updates will be available, and aMLN Mattersarticleis
usually published to explain the changes in these updates.
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Clarification of the Check |ssue/EFT EffectiveDate
The providers receiving both electronic and paper remittance advice (RA) reported an issue to contractors.

e TheMREP software populatesthe“ Check I ssues/EFT Effective Date” from the BPR16 datafield (in the 835 transaction).
e The SPR usestheinformation contained in the* Production Date” from the DTM 02 datafield (in the 835 transaction).

These two dates are the sameif:
e Thequdifierinthe BPR 04 datafield (in the 835 transaction) iseither “CHK” or “NON”"

However, if thequalifierin BPR 04 datafield is“ACH” (for electronic fundstransfer), then the BPR 16 datafield may be
different than the “ Production Date.”

This acknowledges the fact that it may take afew daysto have the funds electronically moved from the Medicare financial
institution to the provider’sfinancial institution.

CMSrequiresthat the paper RA must mirror the electronic RA, and any software reading the electronic RA must havethe
sameinformation in the output asin the electronic RA.

CR 4289 repeatstheinstruction originally included in CR1953 (Transmittal B-01-76, dated December 11, 2001,
http: //www.cms.hhs.gov/Transmittal s'Downloads/B0176.pdf), which statesthat theinformation for Check | ssue/EFT
EffectiveDatemust:

e Bepopulated from the BPR16 datafield, and
e NotfromtheDTM 02 datafield.

Implementation
Theimplementation datefor thisinstructionis July 3, 2006.

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 downl oads/R833CP.pdf on the CM S website. Attached to
that instruction isthe list of enhancementsthat will be incorporated in the July 3, 2006, version of the MREP software.

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/apps/contacts on the CM S website.

Medlearn Matters Number: MM 4289 Related Change Request (CR) #: 4289
Related CR Release Date: February 3,2006  Effective Date: July 1, 2006
Related CR Transmittd #: R833CP 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.

Medicare Remit Easy Print Software
CMShasissued the following “ MLN Matters... Information for Medicare Providers’ article.
Provider Types Affected
Providers, physicians, suppliers, and qualified non-physician practitionersbilling Medicare carriers, including durable
medical equipment regional carriers(DMERCS)

Provider Action Needed
STOP —Impact to You

Thisarticle provides an overview of the new Medicare Remit Easy Print (MREP) software devel oped by the Centersfor
Medicare & Medicaid Services (CMS), whichisnow available for you to view and print the Health Insurance Portability and
Accountability Act (HIPAA) compliant el ectronic remittance advice (ERA).

CAUTION —What You Need to Know
With the new MREP software, you can view and print as many or asfew claims as needed. Thisis especialy helpful when
you need to print only one claim from the remittance advice (RA) when forwarding the claim to a secondary payer.

GO —What You Need to Do
See the Background section of thisarticle for further detailsregarding thisfree software.

Background
In June2005,CM Sannounced to carriers (including DM ERCs) their RemittanceAdvice (RA) Initiative, whichincluded plansto
reduce the number of standard paper remittance advices (SPRs) printed and mailed aswell asincrease usage of the ERA.

Medicare Remit Easy Print Software

Aspart of the RA initiative, CM S developed M REP software to enable physicians and suppliersto read and print the
HIPAA-compliant ERA (& so known as Transaction 835 or “the 835”).

MREP software usesthe ERA filethat is sent to you by your carrier/DMERC in the HIPAA-compliant 835 format. 1 Other
electronic formats cannot be used.
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2With the new M REPsoftware, you will be ableto:

Navigate and view the ERA using your personal computer;

Search and find ERA/claimsinformation easily;

Print the ERA inthe SPR format;

Print and export reports about ERAs including denied, adjusted and deductible applied claims; and
Archive, restore, and del eteimported ERAS.

To utilize the M REP software, you will need to receiveaHIPAA-compliant ERA (HIPAA 835). Contact your carrier/
DMERC to find out more about MREP and/or for information on how to receive HIPAA compliant ERAS.
MREP software will berevised threetimes per year to accommodate claim adjustment reason and remittance advice remark

code set changes. You can sign up to be notified automatically when anew version of MREP isavailable at your carrier’s/
DMERC'swebsite.

1 Beginning October 1, 2005, new Medicare contractors are called Medicare Administrative Contractors (MACs). Also, from October 2004
through October 2011, al existing fiscal intermediaries (FIs) and carrier contracts will be transitioned into MAC contracts, using competitive
procedures. Providers may access the most current Medicare Contracting Reform information to determine the impact of these changes at
http://www.cms.hhs.gov/MedicareContractingReform/ on the CM S website.

2 CMS plans to end the use of other formats soon.

Availability and Cost

MREP software can save you time resolving Medicare claim issues, and it provides features unavailable with the SPR.
MREPisavailableto you free of charge, and further information on the software (including how to obtain afree copy) is
availableat your carrier’'sor DMERC' swebsite.

Benefits of Using MREP Software
1. Save Timeand M oney

You can print remittance information directly from your computer the day the HIPAA 835isavailable. No moretimeis
spent waiting for the mail!

2. Createand Print Special Reports
With MRER, you can run several useful reportsincluding:

e Deductible ServiceLinesReport: Showsclaim servicelinesthat have adeductible amount.

e Adjusted ServiceLinesReport: Showsclaimswithin asingleremittance that have aclaim status 22 (reversed claim).

e Denied ServiceLinesReport: Showsonly claim servicelinesthat have an allowed amount of zeroand are associated
with aclaim that does not have aclaim status 22 (reversed claim).

3. Print and Forward Claimsfor Other Payers

MREP providesthe ability to print remittance information for individual or multiple selected claims, and it allowsyou to
forward only those claims that are needed by other payers for secondary payment.

You may view and/or print as many or asfew claims as needed. This eliminates the need for you to darken individually
identifiable data on the SPR, as you may do today, that does not pertain to the claim for which you are requesting payment.

4. Navigateand View Remittancel nfor mation
MREP organizes and presents information in amanner that makesit easy for you to view. It also provides separate tabs to
accessthefollowing:

Alist of claims

Detailsfor individually selected claims

Summary information

Glossary information containing claim adjustment reason codes, remittance advice remark codes, and their definitions
A dataview that allows you to look at the various loops and segments containing datain the HIPAA 835

A search function to find claims containing specific information.

5. Search for Claim(s) I nformation Quickly and Easily
MREP's search function can help you find aclaim (or multiple claims) based on your customized search criteria. Usingit,
you can search by names, numbers, and even portions of information such as:

Health Insurance Claim Number (HICN)
Beneficiary Last Name

Internal Control Number (ICN)
Beneficiary Account Number
Procedure Code

ServiceDate

Rendering Provider Number.

Note: MREP's search capability providesapowerful way to save time and money when examining remittanceinformation.
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6. EliminateNeed for Physical Filingand Stor age Space

M REP softwareimportsaHIPAA 835 (once you havereceived it from your carrier/DM ERC) and savestheinformation as
aseparate Import file to help ensure that the original HIPAA 835 file remainsintact.

It also provides an easy-to-use method to archive, restore, and del ete these import files as you maintain your remittance
records (further reducing the need for physical filing of printed copies and additional storage space).

Asyou gain familiarity with the MREP software, you will be able to take advantage of the numerous keystroke shortcuts
designed to streamline use of the software and save you time while viewing your remittance information.

Installing and Using MREP Software
Toinstall and usethe MREP software, your computer system(s) must meet the following minimum criteria:

IBM-compatible PC

Windows X P (Recommended), Windows 2000, WindowsNT, or Windows 98 SE
2.0 GHz processor

256 MB RAM

3 MB hard disk space

NET Framework version 1.1 or higher.

Additional Information

For moreinformation about the M REPsoftware and how to receivethe HIPAA 835, please contact your carrier/ DMERC.
Medicare Part B Electronic DataInterchange (EDI) Hel pline phone numbers are available at
http: //www.cms.hhs.gov/ElectronicBillingEDI Trans/ on the CM S website.

MLN Matters Number: SE0611 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.

Medicare Remit Easy Print Software Is Available from Medicare Carrier or
DMERC Website

n an effort to advance toward an electronic environment,

the Centersfor Medicare & Medicaid Services (CMS) has
developed software called Medicare Remit Easy Print that
enables physicians, providers, suppliers, and qualified
nonphysician practitionersthat bill Medicare carriers and
durable medical equipment regional carriers(DMERCS), to
view and print Health I nsurance Portability and
Accountability Act of 1996 (HIPAA)-compliant 835sfrom
their own computer. Remittance advices printed from the
MREP software mirror the current standard paper remittance
advice (SPR) format.

Before using the M REP software, physicians and
suppliers must have accessto HIPAA 835 files. For your
reference, aSpecia Edition Medlearn Mattersarticle—
SE0611 isavailableat: http://mmw.cms.hhs.gov/
MedlearnMatter sArticles/downl oads/ SE0611. pdf.

Receive updates to claim adjustment reason codes and
remittance advice remark codesthreetimesayear.
Physicians and suppliers can sign up on their carrier or
DMERC website to be notified of these updates.
Eliminates physical filing and storage space needs.

Providersusing MREP havetold CMS:

“1 am very impressed with the free easy print software. It
worksgreat - and | amfinding it isagreat timesaver for
billing secondariesto denial management. Thank you.”

“We love our Easy Print Software and so do our other 17
providers that this business office supports.”

“With the latest update we like the claim detail printing
whenwe print the EOB.”

MREP softwareinformation (including how to obtaina

free copy) is available on Medicare contractor websites. To
learn more about the new MREP software and how to receive
the HIPAA 835, physicians and suppliers should contact
their Medicarecarrier or DMERC. Medicare Part B Electronic
DataInterchange (EDI) helpline phone numbersare available
on the CMS website at

http: //mmww.cms.hhs.gov/El ectronicBillingEDI Trang/.

Thetoll-free number for First Coast Service Options,
Inc. Electronic Datalnterchange helplineis

FL: 1-904-791-8767, option 1

CT: 1-203-639-3160, option 1

Physicians and suppliers can save time and money with
MREP! Benefitsfor physiciansand suppliersincdudetheability to:

View, search, and print remittanceinformation.
Print and export reports of denied, adjusted and
deductible servicelines.

e  Printremittanceinformationfor individual or multiple
selected claims, which allows physicians/suppliersto
forward only those claims that are needed by other
payersfor secondary/tertiary payment. Thiseliminates
the need for physicians and suppliers darkening
individually identifiable data on the SPR, asthey may do
today, that does not pertain to the claim for which they
are requesting payment.

Source: Provider Education Resources Listserv, Message 200603-02
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HIPAA aAnp EMC

Medicare Remit Easy Print Version 1.7 Available to Download!

ersion 1.7 includes the latest version of the claim adjustment reason codes and the remittance advice remark codes, as

well asfixesfor importing 835files. Thesefixeshelp you specifically identify any problems encountered whileimporting
your 835 with an Import Exception Summary report!

In addition, there are some documentation changes to the user guide. Remember you can save time and money by taking
advantage of FREE Medicare Remit Easy Print (M REP) software now availableto view and print the HIFAA compliant 835!

In order to use the latest version of MREP (Version 1.7), you must click on the link and download the softwarein its
entirety: http://mww.cms.hhs.gov/AccesstoDataApplication/02_MedicareRemitEasyPrint.asp#TopOfPage

Source: CM S Joint Signature Memorandum 06422, dated May 1, 2006

2005 Revised American National Standards Institute X12N 837

Professional Health Care Claim Companion Document
CMShasissued the following “ MLN Matters article. Information for Medicare Fee-for-Service Health Care Professionals.
Provider Types Affected

Physicians and supplierswho submit el ectronic X 12N 837 claim formsto Medicare carriers, including durable medical
equipment regional carriers(DMERCS).

Background
The Centersfor Medicare & Medicaid Services (CMYS) is updating the current inbound 837 Professional companion document
to providerevisions, correct errors, and implement additional languageto cover the new national provider identifier (NPI).
Thiscompanion document, attached to CR 4260, supplements (but does not contradict) the X 12N 837 Professiona Implemen-
tation Guide and clarifies Medicare carrier and DM ERC expectationsregarding data/claim submission, processing, and adjudica-
tion. Therevised companion guidewill be available through your Medicare carrier and DMERC viatheir newdletter, website, and
and/or list serve postings.

Key Points
The most important changesto the X 12N 837 Professional Health Care Claim Companion Document clarify the specific
processing or adjudication of the X12 837, and include the following:

Additions
e New NPI information statement —“ The National Provider Identifier (NPI) must be submitted in the NM 109 segment
(NM108=XX)";

e Revised taxonomy code set statement for an updated Washington Publishing Company URL, whichis
http://www.wpc-edi.com/codes/taxonomy;
e New “Application Receiver Code” titleto GS03 statement;

Correctiong/Clarifications

e  Corrected qudlifier statement to show that only valid qualifiers may be submitted and qualifiers submitted for Medicare
processing that are not defined for use by Medicare could result in claim/transaction rejection;

e  Correction of the SV104 anesthesiaval ue statement - changing “units’ to “minutes’ and correcting the implementation guide
pagereferencefrom“400” to“403”;

o Clarification of the SV 104 and PS102 languageto show that negative values submitted in thesefields could resultinclaim
rejection.

Additional Information
Please note the following message, which will beincluded in therevised X 12N 837 companion document:

“The Hedlth Insurance Portability and Accountability Act (HIPAA) requiresthat Medicare, and al other health insurance
payersin the United States, comply with the EDI standards for health care as established by the Secretary of Health and Human
Services. The X 12N 837 implementation guides have been established as the standards of compliance for submission of claimsfor
all services, supplies, equipment, and health care other than retail pharmacy prescription drug claims. Theimplementation guides
for each X 12 transaction adopted as aHIPAA standard are available electronically at http: /imww.wipc-edi.com This companion
document supplements, but does not contradict any requirementsin the X 12N 837 Professiona Implementation Guide.”

Relevant Links

CR4260istheofficia instructionissued to your carrier, including your DM ERC, regarding thischange. CR 4260 may befound
by going to http://Mmmw.cms.hhs.gov/ Transmittal /downl oads/R871CP.pdf on the CM S website.

Please contact your local carrier or DMERC if you have questions about thisissue.

To find the toll free phone number, go to http:/Amww.cms.hhs.gov/apps/contacts/ on the CM S website.

Thetoll-freenumber 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 4260 Related Change Request (CR) #: 4260
Related CR Release Date: February 24, 2006 Effective Date: March 24, 2006
Related CR Transmittal # R871CP Implementation Date: March 24, 2006
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HIPAA ano EMC

Attestation Form for Conducting Real Time Eligibility Inquiries with Medicare

CMShasissued the following “ MLN Matters article. Information for Medicare Fee-for-Service Health Care Professionals.
This information was previously published in the Second Quarter 2006 Medicare B Update! pages 50-51.

Note: Thisarticlewasrevised on January 31, 2006, to change the effective date from October 1, 2006, to October 1, 2005. All

other information remainsthe same.
Provider Types Affected

Providerswho accessthe 270/271 health care eligibility
inquiry and response applicationin real time

Provider Action Needed
STOP —Impact to You

Beginning September 1, 2005, an on-line attestation form
(Trading Par tner Agreement for Submission of 270s to
Medicare on a Real-Time Basis) must be completed by
submitters authenticated by the Centers for Medicare &
Medicaid Services (CMS) to conduct 270/271 transactions
with CM S before providers may accessthereal-time 270/271
health care eligibility inquiry and response application.

CAUTION —What You Need to Know

Submitters requesting access to the Medicare benefi-
ciary database must follow the procedure outlined in the
Additional Information section below.

GO —What You Need to Do

Please be sureto fill out this new agreement form
located at http://www.cms.hhs.gov/it so you can conduct
270/271 transactionswith Medicare.

Background

The purpose of Change Request (CR) 4093 isto dert
Medicare providers to the revision in the Medicare Claims
Processing Manual, Chapter 31 (ANSI X12N Formats Other
than Claimsor Remittance).

This revision addresses the standards for Medicare
beneficiary eigibility inquiries, and creates the database and
infrastructure needed to provide areal-time, centralized
Health Insurance Portability and Accountability Act
(HIPAA) compliant Health Care Eligibility Benefit Inquiry
and Response transaction (270/271).

Additional Information
AccessProcessfor Clearinghouses/Provider
Beginning September 1, 2005:

e TheMedicareEligibility Integration Contractor (MEIC)
will e-mail the on-line attestation form outlining security
and privacy procedures for submitters already submitting
authenticated 270 transactions on areal timebasis.

e  Each Submitter should completetheforminitsentirety
and transmit it back viae-mail to
MCAREHD @emdeon.com.

Beginning October 1, 2005:

e  Submitterswill be able to accessthe appropriate forms
for the CMS270/271 Medicare Eligibility transaction at:
http://www.cms.hhs.gov/AccessToDataApplication

e  The submitter must provide the information requested
on theform electronically and click on the appropriate
assurances. If the submitter does not consent to the
terms of the agreement, by appropriately completing the
form, the access process will be terminated.

e A copy of theappropriately completed form must be
electronically submitted to CM S. Once CM Shasthe
completed form, it will be authenticated, at whichtimethe

submitter will then be directed to complete an Medicare

DataCommunicationsNetwork (M DCN) connectivity

form and submit it electronically in order to be connected

tothe270/271 eligibility database.

CM S staff will make surethat all of the necessary
information is provided on theform, and will ensurethe
complete connectivity to the 270/271 application.

A CMS contractor known asthe Medicare Eligibility
Integration Contractor (MEIC) will contact the submitter in
order to authenticate the accessing entity’s identity.

Once authentication has been completed, the MEIC will
provide the Clearinghouses, Providers, and Trading Partners
with asubmitter identification (ID) that must be used on al
270/271 transactions.

TheMDCN extranet application issuitablefor many
providersthat can create, send, and receive complete X12
eligibility transactions. CM Swill soon offer asecond solution
for providers that desire to conduct the transaction using the
Direct DataEntry (DDE) version. TheDDE versonwill alow all
approved providers to conduct digibility transactions over the
public Internet at no cost to the provider.

Please note that in order to access the MDCN, an entity
must obtain the necessary telecommuni cation software from
the AT& T reseller onitsown. AT& T Resellers and contact
cumbersincludethefollowing:

¢ |IVANS: http://imvwvivans.com; Telephone: 1-800-548-2675
e McKesson: http://mwww.mckesson.com; Telephone; 1-
800-782-7426; Key option 5, then key option 8

MEIC Hedpdesk Support

You may also contact the MEIC help desk for connectiv-
ity issueson Monday through Friday, 7:00 am. - 9:00 p.m.
EST; Teephone: 1-866-324-7315; E-mail address:
MCARE@cms.hhs.gov.

Related Links

The official instruction issued to your fiscal intermedi-
ary (FI), regiona home healthintermediary (RHHI), carrier, or
durable medical equipment regional carrier (DMERC)
regarding this change may be found by going to
http: //mmw.cms.hhs.gov/ Transmittal /downl oads/
R700CP.pdf on the CM S website.

Pleaserefer toyour local FI, RHHI, Carrier or DMERC for
moreinformation about thisissue. To find the toll free phone
number, go to
http: /mmw.cms.hhs.gov/apps/contacts/ 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).

Medlearn Matters Number: MM4093 Revised
Related Change Request (CR) #: 4093
Related CR Release Date: October 7, 2005
Effective Date: October 1, 2005

Related CR Transmittal #: 700
Implementation Date: November 7, 2005
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FRAUD AND ABUSE

FrRAuD AND ABUSE

An Open Letter to Health Care Providers from the Inspector General

This open letter discusses certain of my perspectives on compliance, the resolution of health care fraud cases, corporate
integrity agreements (CIAs), and the Ol G’s provider self-disclosure protocol (SDP). | am also announcing an initiative that
promotes the use of the SDP to resolve civil monetary penalty (CMP) liability under the physician self-referral and anti-
kickback statutes for financial arrangements between hospitals and physicians.

In addition to working with our law enforcement partners to sanction companies and individualswho violate the law, OIG
also commits substantial resources to promote voluntary compliance by the health care industry. Our guidance to the
industry, in the form of advisory opinions, special fraud alerts, special advisory bulletins, and compliance program guidance,
offers substantive assistance to program participants committed to promoting ethical and lawful conduct in their organiza-
tions. Examples of recent guidance include a special advisory bulletin in concerning patient assistance programs for Medicare
Part D enrollees, and a supplemental compliance program guidance for hospitals. All of our compliance materials may be
found at OIG’ s website, http://mww.0ig.hhs.gov.

When ahealth care provider is aleged to have violated the law, OIG'sfirst priority isto protect the Department’ s pro-
gramsand their beneficiaries. OIG has several toolsavailablefor pursuing thisgoal, including program exclusion, CMPs, and
integrity agreements. We will continue to seek the exclusion of providers that demonstrate alack of integrity, or that provide
substandard care to beneficiaries. For those providers that demonstrate the requisite level of trustworthiness and that aso
havein place, or arewilling to devel op, an effective compliance program, Ol G will waiveitsexclusion authority concurrent with
resolution of monetary liability under the False ClaimsAct and the CMPLaw. Typically, these settlementsinclude an integrity
agreement between OI G and the provider.

Effective compliance systems are key to strengthening the integrity of the health care system. OIG integrity agreements
have been a catalyst for change in corporate culture, and can result in the development of comprehensive internal control
systems. Our communications with providers during the course of our compliance monitoring efforts have also enhanced
compliancewithintheir organizations.

While we are committed to working collaboratively with providers operating under integrity agreements, some providers
fail to demonstrate acommitment to compliance even while operating under such agreements. Integrity agreementstypically
include contractual remediesfor breach of the agreement, including stipulated penalties and exclusion from federal health care
programs. Since 1999, OIG hasimposed stipul ated penaltiestotaling about $300,000in 21 cases where providers havefailed to
meet explicit requirements of their integrity agreements. In arecent caseinvolving repeated and flagrant violations of aCIA,
we excluded ahospital.

The OIG’'s November 2001 “ Open L etter to Health Care Providers’ continues to guide decisions about whether to require
an integrity agreement and the specific terms of these agreements. Many providers have independently developed robust and
effective compliance programs, which include internal auditing mechanisms. In appropriate cases, we have agreed to reduce
the obligation on providers settling health care fraud matters by entering into certification of compliance agreements (CCAS),
rather than more extensive CIAs. CCAsrequire providersto certify that they will continue to operate their existing compliance
programsfor afixed term, typically threeyears, rather than enter into amore extensive CIA with afive-year term. CCAsdo not
require independent review organizations to conduct or verify audits or claims reviews.

A provider’s self-disclosure of conduct continues to be an important factor in determining whether a CCA is appropriate,
because detection and prompt disclosure of potential fraud are evidence of an effective compliance program. The OlG’s 1998
SDP (available on OI G website) sets forth amechanism for providersto investigate, quantify, and resolve potential fraud
matters. Consistent with the 2001 open letter, we have required CIAsin only 27 of the 136 self-disclosures resolved with a
monetary payment.

OIG has heard from hospital s that, through their compliance programs, they are discovering improper arrangements under
the physician self-referral law (42 U.S.C. section 1395nn) and are seeking away to resolveviolations. The SDPisonevehicle
to resolve thistype of administrativeliability. OIG hasthe authority to impose CM Ps of up to $15,000 for each servicebilledin
knowing violation of the physician self-referral law, and assessments of up to three times the amount claimed for such services
(see42 U.S.C. section 1395nn(g)(3)). Hospitals and physicians also have potential liability for these arrangements under OIG’s
anti-kickback CMP (see42 U.S.C. section 1320a-7a(a)(7)), which authorizes apenalty of $50,000 for each kickback, plusan
assessment of not more than three times the total amount of remuneration offered, paid, solicited, or received. In addition to
CMPs, OIG may also seek exclusion under these authorities.
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FRAUD AND ABUSE

An Open Letter to Health Care Providersfrom the | nspector General, continued

We are now seeking to increase awareness in the hospital and physician communities of away to resolve conduct that
may result inliability under the OIG’s CM P authoritiesfor physician self-referral and anti-kickback violations. Thisnew
initiative supplements the SDP by providing guidance on how these types of disclosures will beresolved. Theinitiative
incorporates the SDP process, whereby OI G confers with the Department of Justice (DOJ) to ensurethat it is aware of each
disclosure and has an opportunity to opine before OIG accepts a provider into the Protocol and is presented with the results
of OIG'sreview of the SDPmatter beforeit isresolved under OIG’'s CMP authorities. It isimportant to stressthat OIG's
agreement to resolve an SDP matter is not binding upon DOJ.

Theinitiative islimited to matters that, in the provider’s reasonabl e assessment, involve conduct that subjects the provider to
CMPliability under the Ol G’s physician self-referral and anti-kickback authorities-in particular, situationsinvolving afinancial
benefit knowingly conferred by a hospital upon one or more physicians. Thefinancial benefit conferred upon a physician may
takevariousforms, for example, an arrangement under which the physician paysthe hospital below fair market valuefor a
good or service (e.g., lease of office space).

Because multiple OI G authoritiesareimplicated, aprovider’sliability in these casestypically fallsalong acontinuum—the
CMP damages calculation for physician self-referral violationsisbased on the number and dollar value of improper claims,
while the CMP damages calculation for kickbacksis based on the number and dollar value of improper payments or remunera-
tion. Subject to the facts and circumstances of the case, OIG will generally settle SDP mattersfor an amount near the lower
end of this continuum, i.e., amultiplier of the value of the financial benefit conferred by the hospital upon the physician(s).

A provider’s participation in the SDPis contingent upon full cooperation and compl ete disclosure of the facts and
circumstances surrounding the violation. Providerswill be removed from participation in theinitiative unlessthey disclosein
good faith and timely perform the required self-assessment, including quantifying the financial benefits conferred upon the
physician(s) and quantify the full amount of the overpayment. The degree of the provider’s cooperation is considered when
determining the appropriate terms of an administrative settlement. OIG will also consider the provider’ s existing compliance
program when eval uating whether aCIA, CCA, or no additional compliance measureswill berequired.

Thisnew self-disclosureinitiativewill serve asan additional opportunity for providersto work collaboratively with OIG
and to tae responsibility for further strengthening the integrity of our health care system. | look forward to continuing our
joint effortsto promote compliance in the federal health care programs. «

Source: Mr. Daniel L. Levinson, Inspector General, April 24, 2006
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GENERAL INFORMATION

Revised CMS-1500 Claim Form

CMShasissued the following “ MLN Matters... Information for Medicare Providers’ article.
Provider Types Affected

Physicians, providers, and suppliers who are excluded from the mandatory el ectronic claims submission requirements and
submit claimsto Medicare carriersusing the CM S-1500 paper claim form

Important Points to Remember

CR4293 describesthe claim form CM S-1500 (12-90) that is being revised to accommaodate the reporting of the National
Provider Identifier (NPI) and will then be named CM S-1500 (08-05). Thefollowing timeline outlinesthe schedule for using the
revised CM S-1500 claim form:

e October 1, 2006: Health plans, clearinghouses, and other information support vendors should be ready to handle and
accept therevised CM S-1500 (08/05) claim form.

e  October 1, 2006 — January 31, 2007: Providers can use either the current CM S-1500 (12/90) version or therevised CM S-
1500 (08/05) version of theclaim form.

e February 1, 2007: The current CM S-1500 (12/90) version of the claim form isdiscontinued; only the revised CM S-1500 (08/
05) formisto beused. All rebilling of claims should use the revised CM S-1500 (08/05) form from this date forward, even
though earlier submissions may have been on the current CM S-1500 (12/90) claim form.

Background

The Form CM S-1500 form answers the needs of many health insurers. It isthe basic form prescribed by the Centersfor
Medicare & Medicaid Services (CMS) for the Medicare program and is accepted only from physicians and suppliersthat are
excluded from the mandatory el ectronic claims submission requirements set forth in theAdministrative Simplification Compli-
anceAct, Pub.L. 107-105 (ASCA), and theimplementing regulation at 42 CFR 424.32.

The CM S-1500 (12-90) claim formisbeing revised to accommodate the reporting of the National Provider Identifier (NP1).
Theintent of the new formisto best accommodate the NPI with minimal changesto the current claim form. The CM S-1500 (08-
05) version will be effective October 1, 2006, but will not be mandated for use until February 1, 2007. Therefore, therewill bea
period when the current and the revised forms will both be acceptable.

The change log that lists the various changes made to the CM S-1500 (08-05) version can be viewed at the National
Uniform Claim Committee (NUCC) website at http://mww.nucc.org/images/storiesyPDF/change_log.pdf.

Implementation
Theimplementation date for theinstruction is October 2, 2006

Additional Information

The official instructions issued to your Intermediary regarding this change can be found at http: //www.cms.hhs.gov/
Transmittal sydownl 0adsyR899CP.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://
www.cms.hhs.gov/apps/contacts’ 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).

Youmay alsowishtoreview MLN Mattersarticles:

e  SE0555, “Medicare’sImplementation of the National Provider Identifier (NPI): The Second in the Series of Special Edition
MLN Matters Articleson NPI Related Activities’ available at http://mww.cms.hhs.gov/MLNMatter sArticles/downl oads/
SE0555.pdf on the CM S website; and/or

e  SE0528,“CMSAnnouncestheNational Provider Identifier (NPI) Enumerator Contractor and I nformation on Obtaining
NPIs’ available at http://mww.cms.hhs.gov/MLNMatter sArticles/downl oads/ SE0528.pdf on the CM S website.

MLN MattersNumber: MM 4293

Related Change Request (CR) #: 4293
Related CR Release Date: March 31, 2006
Effective Date: October 1, 2006

Related CR Transmittal # R899CP
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.
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GENERAL INFORMATION

NATIONAL PROVIDER IDENTIFIER

NPI — Medicare Policy on Subpart Designation
CMShasissued the following “ MLN Matters article. Information for Medicare Fee-for-Service Health Care Professionals.
Provider Types Affected

Provider types affected include organization health care providers and suppliers who are covered entities under the
Health Insurance Portability and Accountability Act of 1996 (HIPAA) and who are enrolled in the Medicare program. These are
certified providers and suppliers, supplier groups and supplier organizations, and suppliers of durable medical equipment,
prosthetics, orthotics and supplies (DMEPQOS).

(Thisinformation does not apply to health care providerswho are enrolled in Medicare as individual practitioners, such as
physicians and nurse practitioners, nor does it apply to sole proprietors.)

Key Points
e Maedicareistransitioning from the provider identifiersit currently usesin HIPAA standard transactions to the new
National Provider Identifier, or NPI.
For Medicare organization health care providers, the current identifiers could include:
Online Survey Certification and Reporting (OSCAR) system numbers,
National Supplier Clearinghouse (NSC) numbers,
Provider Identification Numbers (PINs); and
Unique Physician Identification Numbers (UPINS) used by Medicare.

These numbers are now considered legacy identifiers or legacy numbers.
Medicareistransitioning from these legacy identifiersto National Provider I dentifiers, or NPIs.

Note: When applying for an NPI, Medicare providersare urged to include their legacy numbers, particularly their Medicare
legacy number, onthe NPI applicationform.

e By regulation, Medicare organization health care providers who are HIPAA covered entities must obtain NPIs. The NPIs
will replace the identifiers currently in use in standard transactions with Medicare and with other health plans.
Additionally, these health car e provider smust deter mineif they have subpar tsthat need tobeuniquely identified in
standard transactions with their own NPIs.

Background

Organization health care providersare corporations, partnerships, or other types of businesses that are considered
separate from an individual by the state in which they exist. Subparts of such organization health care providers are also
organizations. All of these health care providers would apply for NPIs as organizations (Entity Type 2).

Note: Intermsof NPI assignment, an Individual isan Entity Type 1 (Individual), and iseligiblefor asingle NPI. Asanindi-
vidual, a physician or nurse practitioner, for example, aswell as a sole proprietor/sole proprietorship, cannot have
subparts and cannot designate subparts.

Most Medicare organization health care providers (Entity Type 2 providers) send electronic claimsto Medicare (standard
transactions), making them covered health care providers (HIPAA covered entities).

Subpart Desighation Guidelines

Covered organization health care providers are responsible for determining if they have “ subparts’ that need to have
NPIs. If they do, the covered organization health care providers must ensure that the subparts obtain their own unique NPIs,
or they must obtain them for them.

Below are some guidelinesto help determine if an enrolled Medicare organization health care provider has a subpart,
whichwill needitsown unique NPI.

Regarding all of the entities that could be considered subparts:

e A subpartisnot itself aseparate legal entity, but isa part of a covered organization healthcare provider that isalegal
entity. (All covered entitiesunder HIPAA arelegal entities.)

e A subpart furnishes health care as defined at 45 CFR 160.103. (Thisinformation can befound at
http: //mww.hhs.gov/ocr /regtext.html on the Department of Health and Human Services (DHHS) website.)

Regarding some or all of the entitiesthat a Medicare covered organization health care provider could consider as subparts:

e A subpart may or may not be located at the same location as the covered organization health care provider of whichitisa
part.

e A subpart may or may not have aTaxonomy (Medicare specialty) that is the same as the covered organization health care
provider of whichitisapart.
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GENERAL INFORMATION

NPI —Medicare Palicy on Subpart Designation, continued

Federal statutes or regulations pertaining to requirements for the unique identification of enrolled Medicare providers may
relate to entities that could be considered subparts according to the discussion in the NPI Final Rule. If such statutes or
regulations exist, the health care providers to whom they apply would need NPIsin order to ensure they can continue to be
uniquely identified.

e A subpart that conducts any of the HIPAA standard transactions separately from the covered organization health care
provider of which it isapart must haveits own unique NPI.

Medicare Organization Subpart Examples
Enrolled Certified Providersand Suppliers

Anenrolled provider (ahospital) owns 10 home health agencies, all operating under the TIN (Tax Identification Number)
of the hospital. Because the hospital and each of the 10 home health agenciesis separately surveyed and enters into its own
provider agreement with Medicare, Medicare encourages that the hospital mirror its Medicare enrollment and obtain atotal of
11 unique NPIsin order to help avoid claims processing delays (one NPI for the hospital, and one for each of the 10 home
health agencies).

Enrolled Supplier Group or Supplier Organization

An enrolled Independent Diagnostic Testing Facility (IDTF) has four different locations, and each one must be separately
inspected by the carrier. All four |ocations operate under asingle TIN. Because each location is separately inspected in order
to enroll in Medicare, Medicare encouragesthe IDTF to mirror its Medicare enrolIment and obtain atotal of four unique NPIs
in order to help avoid claims processing delays (one NPI for each location).

Enrolled Suppliersof DurableM edical Equipment, Prosthetics, Orthoticsand Supplies(DM EPOS)

Each enrolled supplier of DMEPOS that is a covered entity under HIPAA must designate each practice location (if it has
more than one) as a subpart and ensure that each subpart obtains its own unique NPI. Federal regulations require that each
location of aMedicare DMEPOS supplier haveitsown unique billing number.

In order to comply with that regulation, each location must have its own unique NPI.

Please note that regardless of how subparts are determined and NPIs obtained, Medicare payments, by law, may be made
only to an enrolled Medicare provider or supplier.

Important Medicare NPI Implementation Dates
January 3, 2006 - October 1, 2006

Medicare systemswill accept claimswith an NPI, but an existing legacy Medicare number must also be on the claim. Note
that CM S claims processing systems will reject, as unprocessable, any claim that includes only an NPI.

Medicarewill be capable of sending the NPI as primary provider identifier and legacy identifier asasecondary identifier in
outbound claims, claim status response, and eligibility benefit response el ectronic transactions.

October 2, 2006 - May 22, 2007

CMS systemswill accept an existing legacy Medicare billing number and/or an NPl on claims. If thereisany issuewith
the provider’s NPI and no Medicare legacy identifier is submitted, the provider may not be paid for the claim.

Therefore, Medicare strongly recommends that providers, clearinghouses, and billing services continue to submit the
Medicarelegacy identifier asasecondary identifier.

Medicarewill be capable of sending the NPI as primary provider identifier and legacy identifier asasecondary identifier in
outbound claim, claim status response, remittance advice (el ectronic but not paper), and eligibility response electronic
transactions.

May 23,2007 —Forward
CMS systemswill only accept NPl numbers. Small health plans have an additional year to be NPI compliant.

Final Notes About NPIs
With regard to enrolled organization health care providers or subparts who bill more than one Medicare contractor:

An enrolled organization health care provider or subpart is expected to use a

single (the same) NPI when billing more than one Medicare contractor.

For example, aphysician group practice billingaMaryland carrier and also billing aPennsylvaniacarrier would use a
single (the same) NPl to bill both carriers.

With regard to enrolled organization health care providers or subpartswho bill morethan onetype of Medicare contractor:

e Generaly, thetype of service being reported on a Medicare claim determines the type of Medicare contractor who
processes the claim. Medicare will expect an enrolled organization health care provider or subpart to use asingle (the
same) NPl when billing morethan onetype (fiscal intermediary, carrier, RHHI, DMERC) of Medicare contractor.

e |Incertain situations, Medicare requires that the organization health care provider (or possibly even a subpart) enroll in
Medicareasmor ethan onetypeof provider.

For example, an ambulatory surgical center enrollsin Medicare asaCertified Supplier, and billsitsservicesto acarrier. If the
ambulatory surgical center also sellsdurable medical equipment, it must also enroll in Medicare asa Supplier of DME and bill the
DMEtoaDMERC. Thisambulatory surgical center would obtainasingle NPl and useit to bill the carrier and the DMERC.
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NPI —Medicare Palicy on Subpart Designation, continued
e Medicareexpectsthat thisambulatory surgical center would report two different taxonomieswhen it appliesfor itsNPI:

e Ambulatory Health Care Facility—Clinic/Center - Ambulatory Surgical (261QA 1903X); and
e Suppliers—Durable Medical Equipment & Medical Supplies (332B00000X) or the appropriate sub-specialization under
the 332B00000X specialization.

With regard to enrolled organi zation health care providers who determine subpartsfor reasonsunrelated to Medicare
statutes, regulations or policies:

e Consistent with the NPI Final Rule, covered organization health care providers may designate subparts for reasons that
are not necessarily related to Medicare statutes or regulations.

o |f aMedicare organization health care provider designates as subparts entities other than those who are enrolled Medicare
providers, and those subparts obtain their own NPIs and use those NPIs to identify themselvesin HIFAA standard
transactionswith Medicare, those NPl swill not identify enrolled M edicar eprovider s. Medicareisnot required to enroll them.

NPI Final Rule, page 3441 saysthe following: “If an organization health care provider consists of subpartsthat are
identified with their own unique NPIs, ahealth plan may decide to enroll none, one, or alimited number of them (and to use
only the NPIs of the one(s) it enrolls.”

Additional Information
Medicar € sNPI Responsibilities

Medicarewill:

o UseNPIstoidentify health care providers and subpartsin HIFAA standard transactions; NPI Final Rule, page 3469:
section 162.412(a): “ A health plan must use the NPI of any health care provider (or subpart(s), if applicable) that has been
assigned an NPI to identify that health care provider on all standard transactions where that health care provider’s
identifier isrequired.”

o Ensure that the NPIsit receivesin HIPAA standard transactions are valid;

o Reject HIPAA standard transactions that contain invalid NPIs.

Valid NPIs, however, like the provider identifiers used today, must be “known” to Medicare. Medicareis not permitted to
make payments for services rendered by non-Medicare providers, nor isit permitted to reimburse providers who are not
enrolled in the Medicare program. Medicare will return, with appropriate messages, any HIPAA standard transactions contain-
ing valid but unrecognizable NPIs.

Related Links

In preparation for the rel ease of the Electronic File Interchange (EFI) system, CM Srel eased several documents on the EFI
process. EFI, also referred to as “bulk enumeration,” is aprocess by which a health care provider or group of providers can
have aparticular organization (the“EFIO”) apply for NPIson their behalf.

EFI documents posted to the Web include a summary, user’s guide, and technical companion manual. Visit
http: //www.cms.hhs.gov/National Provl dentSand/07_efi.asp to download these new items.

NPI-related information, including how to apply for an NPl and anew fact sheet for health care providerswho areindividuals,
is available at http:/Amww.cms.hhs.gov/National ProvidentSand/ on the CM S website.

The NPI Final Rule can be found at: http://www.cms.hhs.gov/National Provl dentStand/Downl oads/NPIfinalrule.pdf on
the CMSwebsite.

MLN Matters Number: SE0608 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.

NPI Applications Through the Electronic File Interchange Capability

Starts May 1, 2006

B eginning May 1, 2006, the Centersfor Medicare & Medicaid Services (CM S) announces the capability for health industry
organizationsto submit health care providers' applicationsfor National Provider Identifiers (NPIs) to the National Plan
and Provider Enumeration System (NPPES) viaElectronic File Interchange (EFI). With EFl, a CM S-approved health industry
organization can submit ahealth care provider’'s NPI application data, along with the application data of many other health care
providers, inasingleelectronic fileinaCM S-specified format.
EFl isan alternative to health care providers having to apply for their NPI via the Web based or paper application process.
After the NPPES processes afile, it makes avail able to the organization adownl oadabl e file containing the NPIs of the
enumerated health care providers.
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GENERAL INFORMATION

NPI Applications Through the Electronic File | nterchange Capability, continued

Interested health industry organi zations should avail themselves of the EFl materia s available from the CMSNPI page
(http: /Amwww.cms.hhs.gov/National ProvidentSand/) and from the NPPES page (https:.//nppes.cms.hhs.gov) before downloading
and compl eting the certification statement (available at https.//nppes.cms.hhs.gov) and registering as EFl organizations. A com-
pleted certification statement must be approved by CM S before an interested health industry organization can participatein EFI.

Source: CM S Provider Education Resources Listserv, M essage 200605-04

NPI Tip

hen applying for your NPI, CM S urges you to include your legacy identifiers, not only for Medicare but also for all

payers. If reporting a Medicaid number, include the associated Sate name. Thisinformation iscritical for payersinthe
development of crosswalksto aid in the transition to the NPI CM S has rel eased three new educational products on the
National Provider Identifier (NPI):

e “Guidancefor Organization Health CareProvidersWhoApply for National Provider |dentifiers(NPIs) for Their
Health CareProvider Employees’ Tip Sheet— containshelpful information for organization health care providerswho
wish to apply for NPIs, or submit updates using the NPPES Web-based process, on behalf of their employed health care
providers. ThisisNOT the EFI process.

e “Tipsfor Health CareProfessionals- PreparingYour Office Staff for NPI” Tip Sheet - providesbasic stepsto prepare
your office staff, and your business, for NPI implementation.

e “NPI Overview” Power Point Presentation - this presentation was presented by a CM S staff member at arecent WEDI
meeting and contains basic information on the NPI that is suitable for self-education, aswell astraining purposes.

Visit the Educational Resources pageon CMS' NPl website at
http://www.cms.hhs.gov/Nati onal ProvldentStand/04_education.asp to view these new products.

Source: CM S Provider Education Resources Listserv, M essage 200604-17

Stage 1 Use and Editing of National Provider Identifier Numbers Received
in Electronic Data Interchange Transactions, via Direct Data Entry

Screens, or Paper Claim Forms
Provider Types Affected

Physicians, providers, and supplierswho submit claimsto Medicare carriers, including durable medical equipment
regional carriers(DMERCS), fiscal intermediaries (FIs), and regional home healthintermediaries (RHHIs)

Provider Action Needed

The Health Insurance Portability and Accountability Act (HIPAA) of 1996 requiresissuance of a unique national provider
identifier (NPI) to each physician, supplier, and other provider of health care (45 CFR Part 162, Subpart D (162.402-162.414).

To comply with this requirement, the Centersfor Medicare & Medicaid Services (CMS) began accepting applicationsfor
andissuing NPIson May 23, 2005.

Applications can be made by mail, and online at https: //nppes.cms.hhs.gov on the CMS website.

CM S has endorsed the Workgroup for Electronic Data I nterchange (WEDI) Dual NPI-Legacy |dentifier strategy for cross-
health careindustry implementation of the NPI.

The Dual Use of NPI & Legacy Identifiers paper is available at: http://mmwwedi.org/snip/public/articles. (Once at the
site, scroll down and look for the paper issued on Janury 22, 2006.)

The remainder of thisarticle describesCMS' current plans for a staged process leading to full implementation of the
adoption of the NPI in Medicare transactions involving providers.

Background

Implementation involves acceptance and processing of transactions that use the NPI in lieu of the previously used
OSCAR, UPIN, PIN, and Nationa Supplier Clearinghouse (NSC) numbers. The WEDI strategy providesfor four stagesduring
which system change schedules of trading partners will occur independently of each other.

M edicar efee-for-service (FFS) transaction implementation for NPI will occur inthefollowing stages:

Sagel (January 1, 2006 — October 1, 2006)

During this stage, the NPI will be accepted on inbound claims, other than NCPDP claims, and other transactions but will
not be used for Medicare processing.

CR 4320 focuses primarily on Stage 1 of the NPI implementation process. During stage 1:

e The"Legacy Identifier” (pre-NPI provider identifiers) will be used to identify providerswhile Medicare carriers,
DMERCs, and intermediaries make surethat X12 837 version 4010A 1 claimsand other X12 HIPAA adopted
transactions are not rejected due to the presence of an NPI. (Transactions may be submitted with or without an NPI
during stage 1, aslong asthe Medicare legacy identifier is still reported.)

e Additionally, NPIswill be edited to verify that they meet basic structure requirements established for NPIs.
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Sage 1 Use and Editing of NPI Received in EDI Transactions, continued

e Medicarewill allow NPIsonthe X12 270 version 4010A 1 eligibility inquiry and the 276 claim statusinquiry and return
them in the respective X12 271 or 277 response, aslong asthe legacy identifier isal so reported in the 270 or the 276.

e NPIs, aswell aslegacy identifiers, will bereported in coordination of benefit claims sent to trading partners when
submitted on claims submitted to Medicare.

e NPIswill NOT bereported in the following outbound transactions during Stage 1, even if an NPl was submitted on
related claims:

X12835clams; or
SPRs (standard paper remittance) formats.
Medicare carriers, DMERCs, and intermediariesmustr g ect thefollowing transactionsif submitted with NPI s, since
it is not possible to report both NPIs and legacy identifiers for providers in these transactions:
NCPDPclaims,
DDE claims, claim statusand eligibility inquiries;
UB-92 (CM S-1450) paper claims (theNational Uniform Billing Committee[NUBC] announced that the use of the UB-
04, whichisableto report the NPI and alegacy identifier for each provider involved with aclaim, will begin March 1,
2007, and that May 22, 2007, isthelast day that a payer should accept aUB-92 form). Sinceit isnot possible to report
both alegacy identifier and an NPl on the UB-92, submitters of the UB-92 will belimited to reporting of their legacy
identifier on those claims; and

e CMS-1500 paper claimsuntil the Nationa Uniform Claim Committeeimplementsarevised 1500 and CM S announces
itsimplementation of that revised form.

The NUCC has approved a revised CM S-1500 form and has announced that payers should begin to accept the
revised form effective October 1, 2006. Between October 1, 2006, and January 31, 2007, payers should accept either
the current or the revised CM S-1500 form. Effective February 1, 2007, and later, payers should accept only the revised
CMS-1500 form. Both the NPI and the legacy identifier can be reported on the revised CM S-1500 form, but not on the
form currently in use. Until aprovider beginsto use the revised form, that provider will be limited to submission of
legacy identifierson the non-revised CM S-1500 form.

Sage2: (October 2, 2006 —May 22, 2007)
During this stage:

e Providers, clearinghouses, and billing services will be directed to provide a Medicare legacy identifier as a secondary
identifier when NPIsare submitted asthe primary provider identifiersin their X12 837 claims.

The Legacy Identifier alone can still be used to identify those providers that have not yet obtained an NPI.
Thetransitional Dual NPI-Legacy Identifier strategy includes the development of a crosswalk between Medicare legacy
numbers and their associated NPIs. The crosswalk should help Medicare validate most NPIs to ascertain that they were
actually issued to the providers for which reported, and will help to identify transcription errorsin areported NPI. The
Crosswalk will begin operating at the onset of stage 2.

o If youusefreehilling software supplied by your carrier, DMERC, or intermediary/RHHI, it will bemodified for stage2 to
permit reporting of your NPI, once received, and your legacy Medicare provider identifier. You will need to download the
new version of the software when notified it isavailable.

e The835 PC-Print and Easy Print softwarefor printing of remittanceswill also be updated for stage 2 to permit reporting of
NPIsaswell as legacy numbers when both are reported in an 835 transaction. Be sure to download the new version of
that software when notified it isavailable.

DDE screenswill be modified for this stage to accept and return both NPIs, when available, and legacy identifiers.
NPIs, when availablein Medicare provider files, aswell aslegacy identifierswill be returned in 835 transactions and SPRs
during stage 2.

Sage3 (May 23,2007 —and L ater)
Stage 3 involvesthe transition to full use of the NPI for acceptance and processing of transactions, except for coordina-
tion of benefits (COB) claimsthat Medicare sendsto small trading partners.

e HIPAA prohibits the reporting of any provider legacy identifiersto other than small health plans during this period (e.g.,
planswith lessthan $5 millionin annual receipts).

e Allclaims,including NCPDP claims, and 270, 276, and 277 attachment transactions sent to Medicare, must contain the NPI
inlieu of the legacy identifier (please see Stage 4 below regarding claims). Those that do not are to be rejected.

e Legacy identifierswill no longer be sent to coordination of benefits (COB) trading partners or on outbound electronic or
paper Medicare transactions or correspondence.

Sage4 (May 23,2007 —May 22, 2008)
Stage 4 involves completion of transition to the full use of NPI by all small trading partners. NPIs, rather than legacy
identifiers, will bereportedinal 837 version 4010A COB and NCPDP claims sent to small trading partners.

Additional Information
CR4320istheofficia instruction issued to your Fl, including RHHI, or carrier, including DMERC, regarding changes

mentioned in this article. CR 4320 can be found at http: //mww.cms.hhs.gov/ Transmittal Sdownl oads/R2040TN.pdf on the
CMSwebsite.
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Sage 1 Use and Editing of NPI Received in EDI Transactions, continued

You may also want to review Medlearn Matters Special Edition SE0555, concerningthe NPI. That articleisavailable at
http: //mww.cms.hhs.gov/Medl ear nMatter sArti cles/downl oads/ SE0555.pdf on the CM S website.

Pleaserefer to your local FI/RHHI or carrier/DMERC if you have questions about thisissue. To find their toll free phone
number, go to: http://mww.cms.hhs.gov/apps/contacts/ 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).

Medlearn Matters Number: MM 4320 Related Change Request (CR) #: 4320
Related CR Release Date: February 1,2006  Effective Date: January 1, 2006
Related CR Tranamittal #: R2040TN Implementation Date: January 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.

NPI Outreach Initiative

NPI Tip

When applying for your National Provider Identifer (NPl), CM S urgesyou to include your legacy identifiers, not only for
Medicare but for all payors. If reporting aMedicaid number, include the associated State name. Thisinformationiscritical for
payors in the development of crosswalksto aid in the transition to the NPI.

New Educational Products
CMS has released three new educational products on the NPI:

Suitable for All Health Care Providers

e A Subparts Fact Sheet that contains high-level information on Medicare's guidance on subpart designation. Although the
guidance is geared toward M edicare organi zation providers, non-Medicare organization providers may find it helpful.

e AnElectronic FileInterchange (EFI) Fact Sheet that contains basic information and linksto helpful resourcesthat will
prepare providers and their staff for the rel ease of the EFI system. Thisinformation is essential for organizationsthat wish
to submit electronic filesfor bulk enumeration, and may be of interest to any health care provider for whom an
organization will be submitting NPI application data.

Suitable for Medicare Providers

e A MLN MattersArticle (SEO608) that takes a detailed look at Medicare’ s guidance on subpart designation and the impact
on Medicare providers.

Visit the Educational Resources link at http: //Amwww.cms.hhs.gov/National Provi dentStand/ to view these new products, as
well as existing products such asfour MLN Matters articles, two fact sheets and the NPl Viewlet.

For more information on privateindustry NPI outreach, including upcoming meetings, visit the Workgroup for Electronic
Data Interchange (WEDI) NPI Outreach Initiative website at http://Mmww.wedi.org/npioi/index.shtml on the Web.

Source: Source: Provider Education Resources Listserv, Message 200603-06

GENERAL |INFORMATION

Medicare to Stop Mailing Standard Paper Remittance for Providers/

Suppliers Receiving An Electronic Remittance Advice

B eginning June 1, 2006, the standard paper remittance (SPR) received through the mail will nolonger be availableto
providers/supplierswho also receive an el ectronic remittance advice (ERA), whether the ERA isreceived directly or
through a billing agent, clearinghouse, or other entity representing a provider/supplier.

In response to the provider/supplier communities continued need for SPRs, the Centersfor Medicare & Medicare
Services (CMS) has devel oped free software called Medicare Remit Easy Print (MREP) that gives providers/suppliersatool to
read and print aremittance advice (RA) fromthe HIPAA compliant Health Care Claim Payment/Advice (835) file. The MREP
software was designed to incorporate new functionality to save providers/suppliers time and money. The paper output
generated by MREP issimilar to the SPR format. CM S has worked with other payersto ensure their acceptance of the SPR
generated by the MREP software for coordination of benefit claim submission.

Additionally, CM S has worked with clearinghouses to assure similar softwareisavailable to read and print an electronic
remittance advice (ERA) for those providers/suppliersthat utilize clearinghouse services.

We encourage providers/suppliers currently receiving the ERA, who don’t use software to read and print RAs from these
files, to begin using MREP or other similar software before the June 1st cutoff.
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GENERAL INFORMATION

Medicareto Stop Mailing SPR for Providers/Suppliers Receiving An ERA, continued
Additional information is available at http://www.cms.hhs.gov/MLNMatter sArticles/downl oads/SE0627. pdf

For further information regarding M REP software, please go to:
Florida: http://wwwfloridamedicare.conVedi_getstarted edepl.asp#TopOfPage.
Connecticut: http://www.connecticutmedicare.com/edi_getstarted edepl.asp#TopOfPage.

Source: Pub 100-04, Transmittal 885, Change Request 4376
CM S Joint Signature Memorandum (JSM) 06422, dated May 1, 2006

Suppression of Standard Paper Remittance Advice to Providers and

Suppliers Also Receiving Electronic Remittance Advice for 45 Days or More
CMShasissued the following “ MLN Matters article. Information for Medicare Fee-for-Service Health Care Professionals.
Provider Types Affected

All Medicare providers, physicians, suppliers, and qualified hon-physician practitioners billing Medicare carriersand
durable medical equipment regional carriers(DMERCs)

Provider Action Needed
STOP — Impact to You

CR 4376 provides natice that beginning June 1, 2006, carriersand DMERCswill stop sending standard paper remittance
(SPR) advicesto you (or abilling agent, clearinghouse, or other entity representing you) if you have been receiving 835s or
electronic remittance advice (ERA) transactions, either directly or through abilling agent, clearinghouse, or other entity
representing you, for 45 days or more.

CAUTION —What You Need to Know

If you need a paper copy of aremittance advice for accounts reconciliation or to forward to secondary/tertiary payers, be
aware that the Centersfor Medicare & Medicaid Services (CMS) has devel oped software that gives you atool to view and
print an 835 in areadableformat locally on your computer. This softwareiscalled Medicare Remit Easy Print (MREP). Seethe
Additional Information section of thisarticle to learn how to access MREP software. Your clearinghouse may also offer
software that allows you to view and print your remittance advice.

GO —What You Need to Do
Make certain that your billing staffs are aware of these changes. Try MREP software to view and print your own remit-
tance and see the benefits for yourself. Or, check with your clearinghouse to seeif it provides similar software.

Background

The Medicare Claims Processing Manual, Chapter 22, Section 40.1, Remittance Advice, describes the instructions issued
by CMSto carriersand DMERCs. The section instructs carriers and DMERCs to eliminate SPRs to those providers/suppliers
who werereceiving ERA transactionsfor 45 days or more.

MREP was developed in response to comments CM S received from the provider/supplier community that they need a
paper document for accounts reconciliation, and claim submission for secondary/tertiary payments.

Providers/suppliers who use the MREP software package have the ability to print paper remittances and reports that can
be used to reconcile accounts receivable, as well as to create document(s) that can be included with claim submissionsto
secondary/tertiary payers. The output of MREP issimilar to the current SPR format.

Benefits of using M REP softwareinclude the ability to:

SaveTimeand Money
You can print remittance information directly from your computer the day the HIPAA 835 isavailable. No moretimeis
spent waiting for the mail.

Createand Print Special Reports
With MREP, you can run, export, or print several useful reportsincluding:

e Deductible ServiceLinesReport: Shows claim servicelinesthat have deductible amount.

e Adjusted ServiceLinesReport: Showsclaimswithin asingleremittancethat have aclaim status 22 (reversed claim).

e Denied ServiceLinesReport: Showsonly claim servicelinesthat have an allowed amount of zero and are associated with
aclaim that does not have aclaim status 22 (reversed claim).

Print and Forward Claimsfor Other Payers

MREP providesthe ahility to print remittanceinformation for individual or multiple selected claims, and it allowsyouto
forward only those claimsthat are needed by other payers for secondary payment. You may view and/or print as many or as
few claims as needed. This eliminates the need for you to darken individually identifiable data on the SPR, as you may do
today, that does not pertain to the claim for which you are requesting payment.
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Suppression of SPR to Providers and Suppliers Also Receiving ERA for 45 Days or More, continued

Navigateand View Remittancelnformation
MREP organizes and presents information in amanner that makesit easy for you to view. It also provides separate tabs to
accessthefollowing:

A listof claims;

Detailsfor individually selected claims;

Summary information;

Glossary information containing ClaimAdjustment Reason Codes, Remittance Advice Remark Codes, and their
definitions;

A dataview that allows you to look at the various loops and segments containing datain the HIPAA 835; and
A search function to find claims containing specific information.

Note: MREP softwarewill be revised threetimes per year to accommodate claim adjustment reason and remittance advice
remark code set changes. You can sign up to be notified automatically when anew version of MREP isavailable at your
carrier'ss DMERC' swebsite.

Sear chfor Claim(s) Information Quickly and Easily
MREP's search function can help you find aclaim (or multiple claims) based on your customized search criteria. Usingit,
you can search by names, numbers, and even portions of information such as:

Health Insurance Claim Number (HICN);
Beneficiary Last Name;

Internal Control Number (ICN);
Beneficiary Account Number;
Procedure Code;

Service Date; and

Rendering Provider Number

Note: M REP' ssear ch capability providesa power ful way to savetimeand money when examining remittanceinfor mation.

EliminateNeed for Physical Filing and Stor age Space

M REP softwareimportsaHIPAA 835 (once you havereceived it from your carrier/DMERC) and savestheinformation as
aseparateimport fileto help ensurethat the original HIPAA 835 fileremainsintact.

It also provides an easy-to-use method to archive, restore, and delete these Import files as you maintain your remittance
records (further reducing the need for physical filing of printed copies and additional storage space).

Asyou gain familiarity with the MREP software, you will be able to take advantage of the numerous keystroke shortcuts
designed to streamline use of the software and save you time while viewing your remittance information.

Implementation
Theimplementation date for thisinstruction is June 1, 2006

Additional Information
To learn about more M REP benefits, download the brochure available at
http: //mwww.cms.hhs.gov/MLNProducts/downloads/remit_easy print.pdf on the CM S website.
Or, you can view Special Edition MLN Mattersarticle SEO611 at
http://www.cms.hhs.gov/MLNMatter sArticles/downloads/SE0611.pdf on the CMS website.
If you have questions, please contact your Medicare carrier/ DM ERC at their toll-free number which may be found at
http: //mmw.cms.hhs.gov/Medl ear nProducts/downl oads/Call Center TolINumDirectory.pdf 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).
For moreinformation about the M REPsoftware and how to receive the HIPAA 835, please contact your carrier/DMERC.
Medicare Part B Electronic Datalnterchange (EDI) helpline phone numbersare available at
http: //mmww.cms.hhs.gov/ElectronicBillingEDI Trans/ on the CM S website.
The official instructionsissued to your carrier/DMERC regarding this change can be found at
http: //www.cms.hhs.gov/transmittal s/downl oads/R885CPpdf on the CMS website.

Medlearn Matters Number: MM 4376

Related Change Request (CR) #: 4376

Related CR Release Date: March 10, 2006

Effective Date: March 15, 2006

Related CR Transmittd #: R885CP

Implementation Date; June 1, 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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GENERAL INFORMATION

Options for Providers/Suppliers Affected by CR4376: Suppression of
Standard Paper Remittance Advice to Providers and Suppliers Also

Receiving Electronic Remittance Advice for 45 Days or More
CMShasissued the following “ MLN Matters article. Information for Medicare Fee-for-Service Health Care Professionals.
Provider Types Affected

Physicians, suppliers, qualified non-physician practitioners, and other providers billing Medicare carriers, including
durable medical equipment regional carriers(DMERCSs).

Provider Action Needed
STOP — Impact to You

Thisarticle reminds providersthat as of June 1, 2006, if you have been receiving both an electronic remittance advice
(ERA), either directly from your Medicare carrier/DMERC or indirectly from aclearinghouse, billing agent, or other entity
representing you, and astandard paper remittance (SPR) from your carrier/DMERC for 45 days or more, that you will nolonger
bemailed an SPR by your carrie/DMERC, in accordance with Change Request (CR) 4376.

Thisarticle outlines some of the options availableto providerswho will nolonger receive the SPR directly from their
carie/DMERC.

CAUTION —What You Need to Know

Areyou receiving an ERA? Make sure you know if and how you receive the ERA. You may be receiving your ERA
directly fromyour carrier/DMERC or you may bereceiving your ERA indirectly through abilling agent, clearinghouse, or other
entity representing you. No matter how you receiveyour ERA, if you are a so receiving an SPR from your carrier/DMERC in
addition to receiving an ERA for 45 days or more, after June 1, 2006, your carrier/DMERC will no longer mail you an SPR. I f you
gtill need both, takeappropriateaction now.

GO —What You Need to Do

If you need the SPR, take action NOW so you can avoid any business disruption associated with the June 1, 2006, cutoff
of the SPR. If your clearinghouse, billing agent, or other entity cannot offer away (e.g. print software) for you to receive or
generate a paper remittance, it may be beneficial to explore other options.

Determine which of the following scenarios represents your situation:

You ar ereceivingthe ERA directly from your carrierintheHIPAA compliant 835 format:
UsetheMedicare Remit Easy Print (MREP) software. * MREPrequiresthat youimport ERAsinthe HIPAA-compliant 835
format. (Seethe Additional Information section of thisarticle for further information.). MREP is free softwarethat allowsyou to:

e Printthe ERA for individual or multiple selected claimsin aformat mirroring the SPR, so you can forward your remittance
to secondary/tertiary payers,

Easily navigate and view remittanceinformation;

Quickly accessclaiminformation;

Print and export useful reports about ERAsincluding denied, adjusted, and deductible service lines;

Receivethe latest version of claim adjustment reason and remittance advice remark code sets, threetimes ayear;

Archive, restore, and delete imported ERAS; and

Eliminate physical filing and storage space needs.

*This software was developed by the Centers for Medicare & Medicaid Services (CMS) for use by Medicare providers/suppliers to view and print a

Health Insurance Portability and Accountability (HIPAA)-compliant Medicare 835. Medicare has no liability and takes no responsibility for any
other use of this software.

You ar ereceivingaHIPAA-compliant 835 from abilling agent, clearinghouse, or other entity:
Use MREP or software offered by the billing agent, clearinghouse, or other entity representing you to view and print your
paper remittance advice.

You ar ereceivingthe ERA dir ectly in aformat that isnot theHI PAA compliant 835-for mat:

Transition to the HIPAA-compliant 835 format now, so you can begin using MREP. CM S ended the contingency plan for
non-HIPAA claims, i.e., 837-transaction, in 2005. CM Swill be ending the contingency plan for the non-HIPAA remittance
advice, i.e., the 835, next.

You ar erecelving an ERAthat isnot theHI PAA-compliant 835 format from your billing agent, clearinghouse, or other entity
repr esenting youand they do not offer softwareor other meansthat allowsyou toview and print your remittanceadvice:
Work with them so that they will send you aHIPAA-compliant 835, so you can use MREP.

You haveaneed for thepaper remittanceadviceand your clearinghouse, billing agent, or other entity representingyou is
receivingthe ERA on your behalf, but doesnot currently forward the ERA toyou:

Work with your clearinghouse, billing agent, or other entity to receive the ERA and use MRER This may be your situation
if the clearinghouse, billing agent, or other entity representing you receives the ERA for you, but until now there has been no
business reason to forward the ERA to you.
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Optionsfor Providers/Suppliers Affected by CR4376, continued

Background

CMS has an initiative for moving to a more electronic transaction environment and reducing the cost associated with
producing and mailing the paper remittances sent by CM S contractors. The Medicare Claims Processing Manual, Chapter 22,
Section 40.1, Remittance Advice, describestheinstructionsissued by CMSto carriersand DMERCSs. The section instructs carriers
and DM ERCsto diminate SPRsto those providers/supplierswho were receiving ERA transactionsfor 45 daysor more.

Implementation
Theimplementation dateis June 1, 2006

Additional Information

To learn about more M REP benefits, download the brochure available at
http: //mww.cms.hhs.gov/MLNProducts/downloads/remit_easy print.pdf on the CM S website. Or, you can view Special
Edition MLN Mattersarticle SE0611 at http://mmw.cms.hhs.gov/MLNMatter sArticles/downl oads/SE0611.pdf or arelated MLN
Matters article (MM4376) at http://www.cms.hhs.gov/MLNMatter sArticles/downl oadsyMM4376.pdf on the CM S website.

For moreinformation about the M REPsoftware and how to receivethe HIPAA 835, please contact your carrier/ DMERC.
Medicare Part B Electronic Datalnterchange (EDI) helpline phone numbersare available at
http: //www.cms.hhs.gov/ElectronicBillingEDITrans/ on the CM S website.

If you have other questions, please contact your Medicare carrier/ DMERC at their toll-free number, which may be found
at http://mmwems.hhs.gov/MLNProducts/downl oads/Call Center TolINumDirectory.pdf 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).

Theofficial instructions (CR4376) issued to your carrier/DMERC regarding this change can befound at
http: //www.cms.hhs.gov/transmittal S’downl oads/R885CPpdf on the CM S website.

Note: CM Sissued reminders of thischange viathe Contractor Provider Education Resources Listserv on: April 21, 2006,
posted to our provider education website onApril 25, 2006. and April 28, 2006, posted to our provider education
websiteon April 28, 2006.

MLN Matters Number: SE0627 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

Source: CM S Special EditionArticle SE0627, Provider Education ResourcesListserv, Messages 200604-12 & 200604-15

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.

Provider Enrollment in the Medicare Program
CMShasissued the following “ MLN Matters... Information for Medicare Providers’ article.
Provider Types Affected

All Medicare physicians, providers, and suppliers

What You Need To Know

e Youmust enroll in the Medicare program in order to receive Medicare payment for covered servicesthat you provide to
Medicare beneficiaries.

e The Medicare enrollment application and process are used to collect information about you and to secure the necessary
documentation to ensure you are qualified and eligible to enroll in the Medicare program.

e Thisarticle contains hel pful information about the M edicare enrollment process.

Background

Physicians, providers, and suppliers must enroll in the Medicare program in order to receive Medicare payment for
services provided to its beneficiaries.

You can accomplish this enrolIment by completing the Medicare enrollment application, in which you provide the
information and supporting documentation needed to ascertain your qualificationsfor, and your €eligibility to enroll in, the
Medicare program.

When submitted, adesignated Medi care fee-for-service contractor (known asacarrier or fiscal intermediary [FI]) will
process your application and verify the information that you have provided.

To ensuretimely processing of your application, make certain to completely fill out the application and provide all
required supporting documentation at the time of filing. Section 17 of the Medicare enrollment application lists the types of
supporting documentation that you will need to submit with your enrollment application

To obtain alist of specific supporting documentation that you must submit with your enrollment application, call or visit
the Medicare fee-for-service contractor serving your area (see Additional Information section below.)

Be aware that, at any time during the enrollment process, your carrier or FI may request documentation to support or
validate information that you have reported on your application.
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GENERAL INFORMATION

Provider Enrollment in the Medicare Program, continued

Applicants are responsible for providing this documentation in atimely manner.
Failureto provide documentation in atimely manner may delay your enrollment into the M edicare program.

Additional Information
For additional information regarding the M edicare enrollment process, including the mailing address and tel ephone
number for the carrier or Fl serving your area, visit http://www.cms.hhs.gov/Medicar eProvider SupEnroll 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 MattersNumber: SE0612 Related Change Request (CR) #: N/A
Related CR Release Date: N/A EffectiveDate: 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.

Creation of a Second Participation Enrollment Period for 2006
CMShasissued the following “ MLN Matters article. Information for Medicare Fee-for-Service Health Care Professionals.

Provider Types Affected
Physicianswho bill Medicare carriersfor their services

Key Points

e TheCentersfor Medicare & Medicaid Services (CMS) isoffering asecond participation enrolment period for 2006 for
physicians.

o Thissecond enrollment period will run for 45 days. It will begin on February 15, 2006, and end on March 31, 2006. Your
Medicare carrier will accept any participation enrollment changesfor 2006 that are received or post-marked by March 31,
2006.

e Any revisionsto the participation el ection during this new enrollment period will ber etr oactiveto January 1, 2006.

e Thissecond enrollment period will allow you to reconsider your decisionsin light of the revised O percent update
stemming from the Deficit Reduction Act of 2005, and therel ated revision to the 2006 M edicare Physician Fee Schedule
(MPFS).

o |f you choose to submit your participation election (or withdrawal request) during this second enrollment period, you
must begin to bill claimsin accordance with your decision once the election is submitted to your local carrier.

o If you do not wish to change your current participation, or non-participation status, you do not need to do anything.

Additional Information
Enrollment Information

o Toenroll, pleaseusethe M edicar e Par ticipating Physician or Supplier Agr eement (Form CM S-460). A copy of thisformis
attached to Change Request (CR) 4051, Transmittal R730CP, Calendar Year (CY) 2006 Participation Enrollment and
Medicare Participating Physicians and Quppliers Directory (MEDPARD) Procedures. This CR can be found at
http:/Awww.cms.hhs.gov/ Transmittal s’downl oads/R730CP.pdf on the CM S website.

o If you are unableto accessthe Internet, please contact your Medicare carrier (toll-free telephone numbers are available
through thelink below) to request ahard copy of theM edicar e Participating Physician or Supplier Agreement (FormCMS-
460).

. Thg Medicare fee-for-service contractor that serves your state is responsible for processing your participation election (or
withdrawal request). Tolocate the mailing addressfor the M edicare fee-for-service contractor for your state and provider type,
please usethelink to your carrier'stoll free phone number located below.

Note To avoid processing delays, do not mail your application to the Centersfor Medicare & Medicaid Servicesin Batimore,
Maryland.

e Your carrier will not automatically adjust any claims paid for services on or after January 1 based on any participation change
made during this second period. However, the carrier will adjust such claimsif you bring the claimsto their attention.

CR4346istheofficial instruction issued toyour carrier regarding changes mentioned inthisarticle. CR 4346 may befound by
going to http:/Amwww.cms.hhs.gov/ Transmittal downl 0ads/R2100TN.pdf on the CMS website.

Please refer to your local carrier if you have questions about thisissue. To find your carrier’stall free phone number, go to:
http:/Aww.cms.hhs.gov/apps/contacts’ on the CMS website.

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

Medlearn Matters Number: MM 4346 Related Change Request (CR) #: 4346
Related CR Release Date: February 10,2006 Effective Date: January 1, 2006
Related CR Transmittal # R2100TN Implementation Date: February 15, 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 materialsfor afull and accurate statement of their contents.
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GENERAL INFORMATION

Rescind Change Request 4177 — Eliminate the Use of Surrogate UPINs on

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

Provider Types Affected However, because of the possibility that thiswill
Physicians, non-physician practitioners, suppliers, and adversely impact the ability of providersto bill the Medicare

providershilling Medicare carriers, durable medical equip- program, the Centersfor Medicare & Medicaid (CMS) is

ment regional carriers(DMERCs), fiscal intermediaries (FIs), rescinding CR4177.

or regional home health intermediaries (RHHI ) for diagnos- Surrogate UPINs are intended to be used during an

tic, radiology, consultation services, and equipment interim period when a UPIN has been requested but has not

yet been received. Currently, durable medical equipment

Provider Action Needed (DME) suppliers, physicians, and non-physician practitio-

Whicm‘;zmgé%éaﬁ on Change Request (CR) 5019, nersare allowed to use asurrogate UPIN to bill for:
CR 4177 eliminated the use of the surrogate Unique  Diagnostic services;
Physician | dentification Number (UPIN) OTHOOO on claims * Radiology services;
submitted by billers, suppliers, physicians and non-physi- » Consultation services; and
cian practitioners. CR 5019 instructs Medicare contractorsto ~ ®  Durablemedical equipment.
discontinue all work to eliminate the use of the Surrogate CR 5019 instructsyour Medicare contractor(s) to:
UPIN “OTHO000" in claims processing, and continueto use ) ] o
Surrogate UPIN “OTHO000” for submitted claimsand other ¢ Discontinueall work to eliminate the use of the
internal purposes. surrogate UPIN “OTHOO0OQ” in claims processing; and
e Continueto usesurrogate UPIN “OTHO000” for
Background submitted claims and other internal purposes.
The Social Security Act (Section 1833(q); .
http: //mww.ssa.gov/OP_Home/ssact/title18/1833.htm) Impl em entation . ) .
requires that: Theimplementation datefor CR5019isApril 3, 2006.

e All physicians meeting the definition of aphysician Additional Informgtlon I .
(Section 1861(r); http://www.ssa.govIOP_Home/ssact/ For complete details, please see the official instruction
title18/1861.htm’) must have aUPIN. and issued to your carrier/DMERC/FI/RHHI regarding this

All claimsfor services ordered or referred by one of change. That instruction may be viewed at http:/
* these physicians must include the names an)é UPINs of www.cms.hhs.gov/ Transmittal sy”downl oads/R145P! .pdf on

the orderina/referring phvsician. theCMSwebsite. .
corderingireterring prysician Inquirers can obtain providers' UPINs at

Currently, durable medical equipment (DME) suppliers, http: //www.upinregistry.conv.

physicians, and nonphysician practitioners are allowed to If you have any questions, please contact your carrier/

useasurrogate UPIN to bill for thefollowing: DMERC/FI/RHHI at their toll-free number, which may be

e Diagnostic services; found at http://wwwcms.hhs.gov/apps/contacts/ on the

e Radiology services; CMSwebsite. , , _

e Consultation services, and Thetoll-free number for First Coast Service Options,

o Durablemedical equipment Inc. Medicare Part B Customer Service Center is 1-866-454-
) 9007 (FL) or 1-866-419-9455 (CT).

CR 4177 (Transmittal R752CR dated November 10, 2005)

instructed M edicare affiliated contractors (carriers, MLN MattersNumber: MM5019

DMERCs, Fls, and RHHIs) not to accept the Surrogate UPIN Related Change Request (CR) #: 5019

“OTHO000” on Medicare claims submitted by billers, suppli- Related CR Release Date: March 31, 2006

ers, physicians, and non-physician practitioners. Effective Date: April 1, 2006

Related CR Transmittal #: R145P
Implementation Date: April 3, 2006

Eliminate the Use of Surrogate Unique Physician Identification Numbers

on Medicare Claims
CMShasissued the following “ MLN Matters... Information for Medicare Providers’ article.

Note: Thisarticlewasrescinded on March 21, 2006, because CR4177 wasrescinded. A new CR will bereleased on thisissuein

the future.
MLN MattersNumber: MM 4177 Related Change Request (CR) #: 4177
Related CR Release Date: November 10, 2005 Effective Date: April 1, 2006
Related CR Transmittd # R752CP Implementation Date: April 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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GENERAL INFORMATION

Appeals of Claims Decisions: Administrative Law Judge; Departmental
Appeals Board; U.S. District Court Review

CMShasissued the following “ MLN Matters article. Information for Medicare Fee-for-Service Health Care Professionals.
Provider Types Affected
Physicians, providers, and supplierswho submit Part A or Part B Fee-for-Service claimsto Medicarefor services

Background

The Medicare claim appeal s process was amended by the Medicare, Medicaid and SCHIP Benefits Improvement and
ProtectionAct of 2000 (BIPA). Section 1869(c) of the Social Security Act (theAct), asamended by BIPA, requiresanew
second level in the administrative appeal s process called areconsideration. It is different from the previousfirst level of
appeal for Part A claims performed by fiscal intermediaries (FIs). Reconsiderationswill be processed by Qualified Independent
Contractors (QICs).

The purpose of this article is to notify you about changes to the manual provisions that addressAdministrative Law
Judge, Departmental Appeals Board, and U.S District Court review levels of appeal.

Key Points
AdminigrativeL aw Judge(ALJ)-TheThird Leve of Appeal

Parties to an appeal who are not satisfied with decisions made by the QIC at the second level of appeal (reconsideration),
have the right to request an ALJ hearing aslong as al of the ALJ hearing request requirements are met (see Medicare Claims
Processing Manual, Chapter 29, Section 330 for details). Outlined below is some pertinent information about the AL Jlevel of
the appeal process.

ALJHearingAmount in Contr over sy
Parties requesting an AL J hearing must meet the amount in controversy reguirements:

Theamount remaining in controversy requirement for requests made before January 1, 2006 is $100.

The amount remaining in controversy will increaseto $110 for requests made on or after January 1, 2006.

Beginning in 2005, for requests made for anALJhearing or judicial court review, the dollar amount in controversy
requirement will increase by the percentage increasein the medical care component of the consumer priceindex for all
urban consumers (U.S. city average) for July 2003 to the July preceding the year involved. Any amount that is not a
multiple of $10 will berounded to the nearest multiple of $10.

TimeLimitsand Responsibilities
Decisions. The official ALJ decision isasigned copy of the ALJ decision. When issuing decisions, theALJwill either:

e Issue adecision based on the request for ALJ hearing; or
e Issuean order of dismissal of the appellant’s request for ALJ hearing.

Effectuation (No Agency Referral): Often, theAL Js decision will require an effectuation action (payment of the claim) on the
Medicare contractor’s part.

Contractorswill effectuate AL J decisionswithin 30 days of thereceipt of the official ALJdecisioniif:

e Thedecisionispartially or wholly favorable;
e Thedecision gives a specific amount to be paid; and
e Thereisno agency referral to the DAB.

Computation of the Amount (NoAgency Referral): If the amount must be computed by the Medicare contractor, the decision
must be effectuated within 30 days after the contractor computes the amount to be paid to the appellant. The computation
should be done as soon as possible, but no later than 30 calendar days of the date of receipt of the official ALJ decision or
effectuation notice.

Clarification (NoAgency Referral): If clarification from the ALJis necessary, then the date of the clarification is considered
to bethefinal determination for purposes of effectuation. If clarification is needed from the physician/supplier (e.g., splitting
charges), this clarification should be requested as soon as possible and the amount payable should be computed within 30
calendar days after the receipt of the necessary clarification. The date of receipt of the clarification is considered to be the final
determination for purposes of effectuation.

Departmental AppealsBoard (DAB) - TheFourth Leve of Appeal
The DAB evaluates requests for review, and makes final decisions whether to review, or to declineto review, decisions of
ALJsaswell as orders of dismissal by AL Js.

DAB Effectuation Time Limits: DAB decisions requiring contractor effectuation must be initiated within 30 days of receipt of
aDAB decision. Effectuation must be completed within 60 days.

U.S.District Court: TheFifth Level of Appeal

A party may request court review of the DAB’s decision. Medicare contractors are not responsible for reviewing ALJ
decisionsissued by the Department of Health and Human Services (HHS) ALJsto determine if an agency referral is appropri-
ate, and will not accept arequest for U.S District Court review by aparty.
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Appeals of Claims Decisions: ALJ; Departmental Appeals Board; U.S. District Court Review, continued

Relevant Links

Theofficial instruction issued to your FI including Regional Home Health Intermediaries (RHHIs), or carrier including
DMERCs, regarding this change may be found by going to http://www.cms.hhs.gov/Transmittal s/downl oadsyR862CP.pdf on
the CM S website. The new sections of Chapter 29 of the Medicare Claims Processing Manual are attached to CR 4152.

Please refer to your local FI/RHHI or carrier/DMERC if you have questions about thisissue. To find the toll free phone
number, go to http://Mmww.cms.hhs.gov/apps/contacts/ 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: MM4152 Related Change Request (CR) #: 4152
Related CR Release Date: February 17, 2006 Effective Date: May 1, 2005
Related CR Transmittd #: R862CP Implementation Date: March 17, 2006

This article was prepared as a service to the public and is not intended to grant rights or impose obligations. This article may contain references
or links to statutes, regulations, or other policy materials. The information provided is only intended to be a general summary. It is not intended
to take the place of either the written law or regulations. We encourage readers to review the specific statutes, regulations and other interpretive
materials for a full and accurate statement of their contents.

Appeals of Claims Decisions: Redeterminations and Reconsiderations
(Implementation Date May 1, 2005)

CMShasissued the following “ MLN Matters... Information for Medicare Providers’ article.
This information was previously published in the Second Quarter 2006 Medicare B Update! pages 59-60.

Note: Thisarticle was revised on February 21, 2006, to update the language regarding the appeal s process. In addition, the
article now contains Web addresses that conform to the new CM S website.

Provider Types Affected
Physicians, providers, and suppliers who submit claimsto Medicare for services

Provider Action Needed
The new second level in the administrative appeals processis called a“ reconsideration.” Reconsiderations are pro-
cessed by Qualified Independent Contractors (QICs).

Background

The Medicare claim appeal s process was amended by the Medicare, Medicaid and SCHIP Benefits Improvement and
Protection Act of 2000 (BIPA). Section 1869(c) of the Social Security Act (the Act), asamended by BIPA, now requiresanew
second level in the administrative appeals process called a reconsideration.

Requests for reconsideration of appeal decisions (redeterminations) should go either to the Qualified Independent
Contractor (QIC), or the Hearing Officer (HO), when the redetermination wasissued by acarrier prior to January 1, 2006.

TimeLimit for FilingaRequest for Reconsideration
A request for reconsideration must be filed within 180 days of the date of receipt of the notice of redetermination. For
requestsfiled in writing - the date received is defined as the date received by the QIC in the corporate mailroom.

Pleaserefer to thefollowing tablefor clarification.
Appeal Rightsfor Requestsfor Reconsider ation

TheSecond L eve of Appeal
Medicare Claims | Medicare Contractor Issuing | Date Redetermination | ssued Where to Apped the
Redeterminaion and Mailed Redetermination*

Pat A/Pat B El Qn or after Mav 1, 2005 QlC

Part B carier Qn or after January 1, 2006 QlC

Pat A El Before Mav 1, 2005 ALJ

Part B Fl Before May 1, 2005 HO

Part B Carie Before January 1, 2006 HO

*Qualified Independent Contractor (QIC); Administrative Law Judge (ALJ); Hearing Officer (HO)
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GENERAL INFORMATION

Appeals of Claims Decisions: Redeterminations and Reconsiderations, continued

Additional Information

Medicare Claims Processing Manual, Chapter 29 - Appealsof ClaimsDecisions, 310.2, 310.3, can befound at
http: //www.cms.hhs.gov/manual s’downl oads/clm104¢29.pdf on the CM S website.

Medlearn MattersarticleMM3530 - “MMA - Revisionsto MedicareAppeals Processfor Fiscal Intermediaries

Revised: 4/12/2005” (CR Title- AppeasTransition - BIPA 521 Appeals), can be found at
http: //mmw.cms.hhs.gov/Medl ear nMatter sArticles/downl oadsyMM3530.pdf on the CMS website.

Change Request CR3530 “ Revisionsto MedicareA ppeals Processfor Fiscal Intermediaries Revised: 4/12/2005” (CR
Title-Appeals Transition — BIPA 521 Appeals), can be found at
http: //www.cms.hhs.gov/ Transmittal downl oads/R1460TN.pdf on the CMS website.

The officia instruction issued to your FI, DMERC, or carrier regarding this change may be found by going to
http: //www.cms.hhs.gov/ Transmittal Sdownl oads/R697CPpdf on the CM S website. The new sections of Chapter 29 of the
Medicare Claims Processing Manual are attached to CR3942.

Pleaserefer to your local carrier/DMERC/FI for more information about thisissue. To find the toll free phone number, go to
http: //mww.cms.hhs.gov/apps/contacts/ 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) #: 3942 Medlearn Matters Number: MM 3942 Revised
Related CR Release Date: October 7,2005  Related CR Transmittal #: 697
Effective Date: May 1, 2005 Implementation Date: January 9, 2006

This article was prepared as a service to the public and is not intended to grant rights or impose obligations. This article may contain references
or links to statutes, regulations, or other policy materials. The information provided is only intended to be a general summary. It is not intended
to take the place of either the written law or regulations. We encourage readers to review the specific statutes, regulations and other interpretive
materials for a full and accurate statement of their contents.

Appeals of Claims and Appeal Decisions for Medicare Part B

fective January 1, 2006 the Medicare claim appeals process was amended. The reconsideration process has been added asthe
ew second level of appedl. Inaddition, itisno longer necessary to appeal aclaimif aminor error or omission was madewhich
caused the claim to deny. In these cases, the provider can request that the claim be reopened and the error or omission corrected.

Definitions

L evels of Definition TimeLimit from Address
Appeal Determination
1% - Thefirst appea level after | 120 daysfrom initia Connecticut
Redetermination | theinitial determination. orrevised initial Medicare Part B Appeds
A redeter mination must determination First Coast Service Options, Inc.
be submitted to the carrier P.O. Box 45041
in writing. Jacksonville, FL 32232-5041
Florida
M edicare Part B Claims Review
P.O Box 2360
lackpnville E1.22231-21.00
2 - Hearings T he second level of Six months from the Connecticut
appeal for redetermination M edicare Part B Hearings
redeterminations made First Coast Service Options, Inc.
prior to 01/01/06. These P.O. Box 45041
appeals should be Jacksonville, FL 32232-5041
submitted to the carr ier
asinstructed in your Florida
redetermination notice. M edicare Hearings
Post Office Box 45156
lacksonville Fl_32232-5186
New 2nd - T he new scond level of 180 daysfrom Connecticut/Florida
Recondderation | appeal for redetermination Q2 Administrators, LLC
redeterminations made on Part B QIC East Operations
or after 01/01/06. T hese P.O. Box 183092
appeals should be Columbus, Ohio 43218-3092
submitted to the Attn: Administration M anager
Qualified Independent
Contractor (QIC) as
instructed in your
redetermination notice
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GENERAL INFORMATION

Appeals of Claims and Appeal Decisions for Medicare Part B, continued

Appeal Process

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

REMINDER:  Unprocessable claims (CO16 denial code) result when the provider submits anincomplete or invalid Medicare
claim (EMC or paper). Claimsdenied as unprocessable because information isincomplete, missing, invalid or
non-linked (diagnosis code reference number) cannot be corrected over the telephone or viawritten appeal .
The provider must determine what information ismissing or incomplete, correct the billing error and fileanew
clamtothecarrier. Example: A claim submitted with aninvalid modifier.

Telephone Reopenings

If you feel your office has made aminor clerical error or omission, (that did not deny as unprocessable) you may request that
we reopen the claim to correct the error.

Florida Contact Provider Customer Service-8:00 am. —4:00 p.m. Monday through Friday at 1-866-419-9455
Connecticut Contact Telephone Reopening - Monday — Friday at 1-866-535-6790 (9:00 am. —4:00 p.m.)

Continueto contact Provider Services Monday — Friday (8:00a.m. and 4:00p.m).at 1-866-419-9455 if
you feel that Medicare has processed your claim incorrectly.

The provider must be able to provide the beneficiary’s:

e Dateof Birth;
e Name
e MedicareHICN

When you call, please have your Remittance Advice and any other documentation on hand. We will only be able to handle
three different claimsduring each call. Thefollowing informationwill beverified during thecall.

Cdler'sName

Caller’ sPhone Number
Provider'sName

Date(s) of Service

Item(s) or Service(s) at issue

Examples of minor omissions or clerical errors are as follows:

Diagnosis code changes

Number of Services changes

Place of Service change

Submitted charge correction

Date of Servicecorrection

Add, Changeor Delete modifiersexcluding 22, 24, 25, 52, 53, 58, 59, 62, 66, 78 and 79

Procedure code changes excluding codes requiring documentation on the initial submission or codes now being upcoded.

Telephone reopenings are generally inappropriate for the following issues:

O Limitation of liability;
O Medica necessity denials and reductions, or
Q Deniasrequiring manual review of medical documentation

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

Redetermination requests should be submitted on the Redetermination form with documentation attached to support the
service(s) rendered. The redetermination formsarelocated at:

e Connecticut - http://www.connecticutmedicare.com

e Florida- http://www:.floridamedicare.com.
Reconsideration Request
Reconsideration requests should be submitted on the reconsideration form attached to your redetermination notice.
Source: CM S Pub 100-4, Chapter 29, Section 310
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GENERAL INFORMATION

Denial of Claims Not Timely Filed
CMShasissued the following “ MLN Matters article. Information for Medicare Fee-for-Service Health Care Professionals.
Provider Types Affected

Providersbilling fiscal intermediaries (FIs), regional home health intermediaries (RHHIs), carriers, and durable medical
equipment regional carriers (DMERCS) for services provided to Medicare beneficiaries

Provider Action Needed
STOP — Impact to You

Thisarticleisbased on information contained in CR4041, which clarifiesthat adetermination rel ating to the untimely
submission of aMedicare claim by aprovider or supplier isnot aninitial determination and cannot be appeal ed.

CAUTION —What You Need to Know

Claimsthat arefiled after the“timely filing period” will be denied as specified in the Medicare Claims Processing Manual,
Publication 100-4, Chapter 1, Section 70.1. When aclaimisdenied becauseit wasfiled after thetimely filing period, the denial
will not constitute an “initial determination.” As such, the determination that aclaim was not filed timely cannot be appeal ed.

GO —What You Needto Do
Beaware of thetimelimitsfor filing Medicare claims and the consequences of untimely filing.

Background

The Centers For Medicare & Medicaid Services (CMS) issued atechnical correction to the June 30, 2005 Federal Register,
Interim Final Rule, “Medicare Program: Changesto the Medicare ClaimsAppeal Procedures (42 CFR Parts401 and 405),” that
clarified that a determination regarding the untimely submission of aMedicare claimisnot an initial determination and cannot
be appedl ed.

Specifically, 42 CFR Section 405.926(n) indicatesthat adetermination that aprovider or supplier failed to submit aclaim
timely or failed to submit atimely claim, despite being requested to do so by the beneficiary or the beneficiary’ s subrogee, is
not an initial determination and cannot be appeal ed.

CR4041 informsall Medicare providers of the abovetechnical correction to the June 30, 2005 interim final rule, “Medicare
Program: Changes to the Medicare ClaimsAppea Procedures’ and revises the Medicare Claims Processing Manual, Publica-
tion 100-4, Chapter 1 (Genera Billing Requirements), Sections 70.4 and 70.8.6 to incorporate these changes.

Additional Information

For complete details, including the revised sections of the Medicare Claims Processing Manual and atable that illus-
tratesthetimely filing limit for dates of servicein each calendar month, please see the official instruction issued to your
carriers, Fls, DMERCS, or RHHIsregarding this change. That instruction may be viewed by going to
http: //www.cms.hhs.gov/ Transmittal Sdownl oads/R830CPpdf on the CM S website.

If you have any questions, please contact your Medicare contractor (carrier, Fl, etc.) at their toll-free number, which may
be found at http://mwwcms.hhs.gov/apps/contacts/ 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).

Medlearn Matters Number: MM 4041 Related Change Request (CR) #: 4041
Related CR Release Date: February 2, 2006 Effective Date: July 1, 2006
Related CR Transmittd #: R830CP 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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GENERAL INFORMATION

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

Providersand physicianswho bill Medicare contractors—fiscal intermediaries (FIs), including regional home health
intermediaries (RHHIs), and carriers—for their services

Provider Action Needed
STOP —Impact to You

A brief hold will be placed on Medicare paymentsfor all claimsfor thelast nine days of the Federal fiscal year, i.e.,
September 22, 2006 - September 30, 2006. Claims held asaresult of thisone-timepolicy will be paid on October 2, 2006. No
interest or late penalty will be paid to an entity or individual for any delay in apayment by reason of this one-time hold on
payments.

CAUTION —What You Need to Know
Additionally, Medicare contractorswill continueto apply the Centersfor Medicare & Medicaid Services (CMS) regula-
tionsfor the 14-day electronic claim payment floor and the 29-day paper claim payment floor.

GO —What You Need to Do
Please note that this policy applies only to claims subject to payment. It does not apply to full denials and no-pay claims.
Essentially, no payments on claimswill be made from September 22-30, 2006, and providers should be aware of these
payment delays, which are mandated by section 5203 of the Deficit ReductionAct of 2006.

Additional Information

CR4349istheofficia instruction issued to your FI, RHHI, or carrier regarding changes mentioned inthisarticle. CR 4349
may be found at http://www.cms.hhs.gov/Transmittal s’downl oads/R847CP.pdf on the CM S website.

Please refer to your local FI/RHHI or carrier if you have questions about thisissue.

To find their toll free phone number, go to http://mwwems.hhs.gov/apps/contacts’ 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).

Medlearn Matters Number: MM 4349 Related Change Request (CR) #: 4349
Related CR Release Date: February 10, 2006 Effective Date: September 22, 2006
Related CR Transmittd #: R847CP 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.

Update of the Medicare Claims Processing Manual to Show New CMS
Website URL References

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

Physicians, providers, and suppliers who submit claimsfor servicesto the Centers for Medicare & Medicaid Services
(CMS) Medicare contractors (carriers, fiscal intermediaries (FIs), regional home health intermediaries (RHHIs), and durable
medical equipment regional carriers[ DMERCs])

Background
Thisarticle, based on CR 4398, highlights the fact that the http://wwwcms.hhs.gov website has been completely rede-
signed. Currently, Chapter 24 (EDI Support Requirements) of theMedicare Claims Processing Manual contains URL sthat no
longer direct the user to the new CM Swebsite. If used, the following message will appear. ‘ We're sorry. The page you re-
guested cannot be found. CMS has recently launched a website redesign and many addresses have changed.’
Thisinstruction updates the URL s that are currently in Chapter 24, removes the URL s that no longer apply, and replaces
themwiththenew URLSs.

Key Points
The key new Web addresses are as follows:

e The new address for accessing and downloading the CMS EDI instructionsis
http: //mmw.cms.hhs.gov/El ectroni cBillingEDI Trans/01_Over viewasp.
e TheX12N 837 implementation guide (IG) version 4010A 1 for Institutiona (I) and Professional (P) claimsisnow at
http: //www.cms.hhs.gov/ElectronicBillingeDI Trans/08 HealthCareClaims.asp on the CMS website.
e Theimplementation guide for coordination of benefits (COB) with other payersisat
http: //www.cms.hhs.gov/ElectronicBillingEDI Trans/12_COB.asp on the CMS website.
e The NCPDPTelecommunications Standard Specificationsand | G version 5.1 and Batch Standard 1.1 for retail prescription
drug claims (Billed to Medicare DMERCsonly) and COB are at
http: //www.cms.hhs.gov/ElectronicBillingeDI Trans/08 HealthCareClaims.asp on the CMS website.
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GENERAL INFORMATION

Update of the Medicare Claims Processing Manual to Show New CM S Website URL References, continued

o TheX128351G version4010A1for Remittance Adviceisat
http://www.cms.hhs.gov/ElectronicBillingEDI Trans/11_Remittance.asp on the CMS website.

e TheX12276/2771G version 4010A1 for Claim Status I nquiry and Responseislocated at
http: //mmw.cms.hhs.gov/El ectronicBillingEDI Trans/10_ClaimStatus.asp on the CM S website.

o Information ontheX12 270/271 |G version 4010A1 transactionsfor Beneficiary Eligibility Inquiry and response are at
http: //mww.cms.hhs.gov/El ectronicBillingEDITrans/09_Eligibility.asp on the CMS website.

e HIPAA I1G “companion documents’ are available at http://www.cms.hhs.gov/ElectronicBillingEDI Transon the CMS
website.

Once at that site, select the specific transaction desired from the left side of the screen and you will then get alink to the
companion document at the bottom of the page for that transaction.

Additional Information
The official instructions issued to your carrier or intermediary regarding this change can be found at
http: //mmw.cms.hhs.gov/ Transmittal S’downl oads/RO00CPpdf on the CMS website.
If you have questions, please contact your Medicare FI/RHHI or carrier/ DMERC at their toll-free number, which may be
found at http://mww.cms.hhs.gov/apps/contacts 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: MM4398 Related Change Request (CR) #: 4398
Related CR Release Date: April 7, 2006 Effective Date: May 8, 2006
Related CR Transmitta # R900CP Implementation Date: July 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.

New Skilled Nursing Facility Consolidated Billing Website Address
CMShasissued the following “ MLN Matters article. Information for Medicare Fee-for-Service Health Care Professionals.
Provider Types Affected

Physicians, non-physician practitioners, institutional providers, and suppliersbilling Medicare carriersor fiscal intermedi-
aries (FIs) for services provided to skilled nursing facility (SNF) patients.

Provider Action Needed

The purpose of theinstruction in CR 4297 isto inform affected providers of the new Web address for SNF consolidated
billing information. The new address corresponds to the new website from the Centersfor Medicare & Medicaid Services
(CMYS), and this new address is also being placed in the Medicare Claims Processing Manual.

Background

The purpose of Change Request (CR) 4297 isto place thefollowing new Skilled Nursing Facility (SNF) Consolidated
Billing (CB) website addressinto the CM SMedi care Claims Processing Manual (Pub. 100-04):
http: //mww.cms.hhs.gov/SNFConsolidatedBilling/.

Information regarding SNF consolidated billing at thisWeb page includes the following:

Services Beyond the Scope of the Part A SNF Benefit

Edit for Therapy Services Separately Payable When Furnished by a Physician

Annual Update Processfor SNF CB

Carrier Claims Processing for Consolidated Billing for Physician and Non-Physician Practitioner Services Rendered to
BeneficiariesinaNon-covered SNF Stay

Additional Information

For complete details, please see the official instruction issued to your carrier/Fl regarding this change. That instruction
may be viewed at http://www.cms.hhs.gov/Transmittal downl oads/R846CP.pdf on the CM S website.

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/apps/contacts 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).

Medlearn Matters Number: MM 4297 Related Change Request (CR) #: 4297
Related CR Release Date; February 10, 2006 Effective Date: December 15, 2005
Related CR Transmittd #: R846CP Implementation Date: 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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GENERAL INFORMATION

Remittance Advice Remark Code and Claim Adjustment Reason Code
Update

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

Providers, physicians, and supplierswho bill Medicarefiscal intermediaries (FIs), including regional home health interme-
diaries(RHHIs), and Medicare carriersincluding durable medical equipment regional carriers(DMERCS)

Key Points
o Effective December 29, 2005, Remar k Code M A02 was updated to reflect thefollowing narrative:

“1f you do not agree with this determination, you have the right to appeal. You must file a written request for an appeal
within 180 days of the date you receive this notice. Decisions made by a Quality Improvement Organization (QIO) must
be appealed to that QIO within 60 days.”

o Within 30 daysof release of CR 4326, Remark Code M A03 will not be used for Medicare Feefor Service (FFS) and
Medicarewill update the current narrative of remark code MAQ2 in the sametimeframe.

o Please use the text posted on the Washington Publishing Company (WPC) website if there are discrepancies between any
codetext included in this article and the corresponding text on the WPC website: http://mmww.wpcedi.com/codes

Background

There are two code sets that must be used to report payment adjustments, appeal rights, and related information for
transaction 835 (Health Care Claim Payment/Advice) and standard paper remittance advice. These code sets, updated on a
regular basis, include:

e ClaimAdjustment Reason Code (CARC); and
e RemittanceAdvice Remark Code (RARC)

Additionally, for transaction 837 COB, CARC must be used.

Additional Information

CR4326istheofficial instruction issued to your FI/RHHI or your carrier/DMERC regarding changes mentioned in this
article, MM 4326. CR 4326 may be found by going to http://www.cms.hhs.gov/Transmittal S’downl oads/R860CP pdf on the
CMSwebsite

Pleaserefer to your local FI/RHHI or your carrier/DMERC if you have questions about thisissue. To find their toll free
phone number, go to http://mww.cms.hhs.gov/apps/contacts/ 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).

Medlearn Matters Number: MM 4326 Related Change Request (CR) #: 4326
Related CR Release Date: February 17, 2006 Effective Date: May 17, 2006
Related CR Transmittal # R860CP Implementation Date: May 17, 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 afull and accurate statement of their contents.

/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 FloridaMedicarecarrier. By

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

is posted to the provider education website http://wwwi.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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GENERAL INFORMATION

Remittance Advice Remark Code and Claim Adjustment Reason Code
Update

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

Physicians, providers, and supplierswho submit claimsto Medicare contractors (carriers, fiscal intermediaries (FIs),
regional home health intermediaries (RHHI's), and durable medical equipment regional carriers(DMERCSs)) for services.

Provider Action Needed
STOP — Impact to You

The completelist, including changes made from July 1, 2005, through October 30, 2005, of X 12N 835 RemittanceAdvice
Remark Codes (RARC) and X 12N 835 ClaimAdjustment Reason Codes (CARC) have been posted. The most current and
complete code list will be found at http: //mmww.wpc-edi.convcodes.

CAUTION —What You Need to Know

Please refer to the Additional Information section of this article for remark and reason code changes approved between
July 1, 2005, to October 30, 2005, and in September, 2005, respectively. By April 3, 2006, all applicable codetext changesand
new codes should be in use and the deactivated codes terminated.

GO —What You Need to Do
The above codes are updated three times a year. Be sure your staff is aware of these changes in order to ensure correct
interpretation of the electronic or paper remittance advice notices sent by Medicare.

Background

Two code sets—the claim adjustment reason code set and the remittance advice remark code set—must be used to report
payment adjustments in remittance advice transactions. The reason codes are also used in some coordination of benefits
transactions.

The RARC list ismaintained by the Centersfor Medicare & Medicaid Services (CMS), and used by al payers. Additions,
deactivations, and modifications to the code list may beinitiated by Medicare and non-Medicare entities. Thislist is updated
three times a year, and posted at http://wpc-edi.com/codes.

The RARC database has expanded rapidly in the last couple of years. CM S has devel oped a new Web site to help
navigate the database more easily. Atool is provided to help search if you are looking for a specific category of code. You can
also find at this site some other information that is available from the WPC website. The new website addressis:
http: //ww.cmsremar kcodes.infol.

Note: Thiswebsiteis not replacing the WPC website asthe official site where the most current RARC list resides. If thereis
any discrepancy, aways use the list posted at the WPC website.

Implementation
Theimplementation datefor theinstructionisApril 3, 2006.

Additional Information
Thefollowing list summarizes changes made from July 1, 2005, through October 30, 2005:

RemittanceAdviceRemark Code Changes

Code Status Current Narrative Comment
N357 New Time frame requirements between this service procedure/ Medicare
supply and a related serviceprocedure/supply have not been Initiated
me
N358 New Thisdecision may be reviewed if additional documentation as | Not Medicare
de<cribed inthe contract or plan benefit documentsis Initiated
submitted
N359 New Misdng/incomplete/invaid height. Not Medicare
Initiated
N360 New Coordination of benefitshas not been calculated when Not Medicare
estimating berefitsfor this pre-determination. Submit Initiated
payment informati on from the primary payer withthe
secondav daim
N361 New Charges are adjusted based on multiple diagnogic imaging Not Medicare
procedur e rules. Initiated
N362 New The number of Days or Units of Service exceeds our Not Medicare
aeceptable maximum |nitiated
N363 New Alert: inthe near future we are implementing new Not Medicare
policies/procedures tha would affect this determination. Initiated
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GENERAL INFORMATION

Remittance Advice Remark Code and Claim Adjustment Reason Code Update, continued

Code Status Current Narr ative Comment
N364 New According to our agreement, you mug waive the deductible and/or | Medicare
coinsurance amounts. Initiated
M16 Modified | Please see our web site, malings or bulletinsfor more detals Modified
concerning this policy/procedure/decision. effective
11/18/6

MAO2 | Modified | If you do not agree with this determination, you have the right to Modified
goped. You must fileawritten request for an gpped within 180 effective
days of the date you receive thisnotice. Decisions made by a 12/29/06 (1)
Quality I mprovement Organization (QIO) must be appealed to that
Ql O within 60 days.

MAO3 | Modified | If you do not agree with theapproved amounts and $100 or more | Modified
isindispute (less deductible and coinsurance), youmay ask fora | effective
hearing within six months of the date of thisnotice. To meet the 11/18/(6 (2)
$100, you may combine amounts on other daimsthat have been
denied, including reopened appedsif you receved arevised
dedision. Youmust agped each clamontime,

N9 Modified | Adjustment representsthe estimated amount a previous payer may | Modified
pay. effective

11/18/6

N34 Modified | Incorrect dam form/format for this srvice. Modified
effective

11/18/6

N207 Modified | Misdng/incomplete/invaid weight. Modified
ef fective

11/18/6

N355 Modified | Thelaw permitsexceptions to the ref und requirement in two Modified

cases: - | f you did not know, and could not have reasonably been ef fective
expected to know, that we would not pay for this service or - If 11/18/06
you notified the patient in writing before providing the service that
you believed that we were likdy to deny the ervice, and the
patient gned a statement agreeing to pay for the service. If you
come within either exception, or if you believe the carrier was
wrong in its determination that we do not pay for this service, you
should request appeal of this determination within 30 days of the
date of this notice. Your reques for review should include any
additiond information necessary to support your position. | f you
request an appeal within 30 days of receiving this notice, you may
delay refunding the amount to the patient until you receive the
results of the review. | f the review decision is favorable to you,
you do not need to make any refund. If, however, the review is
unfavorable, the law specifies that you mug make the ref und
within 15 days of receiving the unfavorable review decision. The
law dso permitsyouto request an goped a anytime within 120
days of the date you receive this notice. However, an apped
request that isreceived more than 30 days after the date of this
notice does not permit you to delay making the ref und. Regardless
of when areview is requested, the patient will be notified that you
have requeged one, and will receve a copy of the determination.
The patiert hasreceved a separate notice of this denid decision.
The notice advises that he/she may be entitled to arefund of any
amounts paid, if you should have known that we would not pay
and did not tell hinvher. It alsoinstructsthe patient to contact our
office if he/she does not hear anything about a refund within 30
davs
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Remittance Advice Remark Code and Claim Adjustment Reason Code Update, continued

Code Stafus CurrentNarrative Comment
M78 Deactivate | Missng/incompleeinvdid HCPCS modifier. Deactivaed
d effective
5/18/06,
consider
using reason
code 4.

ClaimAdjustment Reason CodeChanges

Code Status Current Narrative Comment

190 New Payment is included in the dlowance for a Skilled Nursing New as of 10/05
Fadlity (SNF) qudified dav

191 New Claim denied because thisisnot awork related injury/illness | New as of 10/05
and thus not the liability of the workers’ compensation
carrier

192(3) 1 New andard adiustme A Nce advic New as of 10/05

182 Modified Payment adjusted because the procedure modifier was M odified 8/8/05

invaid on the date of service.
B18 Modified Payment adjusted because this procedure code and modifier Modified 8/8/05
were jnvaidon the date of service

52 Retired The referring/prescribing/rendering provider isnot eligible to | Inactive as of
refer/prescribe/or der/perform the service billed. 2/1/06
B17 Retired Payment adjusted because this service was not prescribed by | Inactive as of

aphysician, not prescribed prior to delivery, the prescription | 2/1/06
isincompl ete, or the prescription is not current.

1 Thismodification iseffective January 1, 2006, and has been communicated in aseparateinstruction (CR 4326).
2 Medicarewill not use MA 03 effectivefrom January 1, 2006, and that has been communi cated in CR4326.
3 This new code was created at the request of Medicare because:

o Providerswho do not qualify for Administrative Simplification ComplianceAct (ASCA) exemption must submit claims
electronicaly;

. If Medicareis secondary, and the primary payer has sent a paper RA with proprietary code(s), the provider could not send a
compliant electronic claim unless a crosswalk between the payer proprietary codes and the standard CARC isavailable.

In CR 4123, Medicare contractors were instructed to complete entry of 192 asavalid code, and accept claims containing
this code for adjudication. CM S encourages providersto utilize this code, and submit COB claims electronically.

Reason Codes 1 and 2

In September, CM S requested two new codesto be used in lieu of current reason codes 1 (“ Deductible”) and 2 (* Coinsur-
ance Amount”) when a provider is not allowed to collect any deductible and/or any coinsurance.

Section 630 of the Medicare ModernizationAct (MMA) permitsIndian Health Service (IHS) facilitiesto directly hill
Medicare for durable medical equipment, prosthetics, orthotics, and supplies (DMEPOS). Federal government agencies do not
permit providersto collect coinsurance or deductible paymentsfrom IHS patients.

The committee did not approve the CM S request for new codes, but suggested that reason codes 1 and 2 should be used
with Group Code CO (Contractual Obligation) instead of PR (Patient Responsibility). Currently, in most situations Group Code
PR is used with reason codes 1 and 2. Medicare contractors must use Group code CO under this special situation with codes 1
and 2. (Seerelated CR 3845 and the Medlearn Mattersarticle at
http: //www.cms.hhs.gov/MLNMatter sArticles/downloadsyMM3845.pdf on the CM S website.)

Theofficial instructions (CR4314) issued to your Medicare carrier, intermediary, DMERC, or RHHI regarding thischange
can be found at http://www.cms.hhs.gov/Transmittal ydownl0oads/R859CP.pdf on the CM S website.

If you have questions, please contact your Medicare carrier, DMERC, FI, or RHHI at their toll-free number which may be
found at http://www.cms.hhs.gov/apps/contacts/ 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).

Medlearn Matters Number: MM 4314 Related Change Request (CR) #: 4314
Related CR Release Date: February 17, 2006 Effective Date: April 1, 2006
Related CR Transmittd #: R859CP Implementation Date: April 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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Understanding the Remittance Advice — Updated Guide

U nderstanding the Remittance Advice: A Guide for Medicare Providers, Physicians, Suppliers, and Billers has been
updated and is now available online through the Medicare L earning Network’s publication page located at
http:/imwwems.hhs.gov/MLNProducts/downloads/RA_Guide Full_03-22-06.pdf, on the CMS website.

This comprehensive publication provides practical information on the types, uses, components of and standardized
codes sets used on the RA aswell as how to read the standard paper remittance advice and the electronic remittance advice
using PC-Print software (for institutional providerswho receive RAsfrom fiscal intermediaries or regional home health
intermediaries) and Medicare Remit Easy Print (M REP) software (for professional providerswho receive RAsfrom carriersor
DMERC:S). It also includes anumber of helpful resourcesincluding field indexes (for institutional RAsand professional RAS),
an acronym list, and aglossary.

In addition to the online version of “ The RA Guide” ,it will also be availablein print and on CD ROM later this spring.
CM S will announce the availability of these products as they become accessible.

Source: Provider Education Resources Listserv, M essage #200603-15

Competitive Acquisition Program
M S has announced approved drug vendor information for the CompetitiveAcquisition Program (CAP) View the CMS
\Web page dedicated to providing al the latest CAPnews for health care providers at
http: //mmw.cms.hhs.gov/CompetitiveAcquisforBios on the Web.
This page isyour source for news on CAP including how to participate in the CAP program. Bookmark this page as new
information and resources will continue to be posted.

Note: CMSissued areminder of thisbenefit viathe Contractor Provider Education Resources Listserv on April 21, 2006,
posted to our provider education website onApril 24, 2006.

Source: CM S Joint Signature Memorandum (JSM) 06413, dated April 21, 2006
Provider Education Resources Listserv, M essage 200604-13

Instructions for Provider Notification Regarding Streamlined Drug
Coverage Materials for Health Care Professionals, a New Fact Sheet and

Script for Recent Audio Conference

CMShasissued the following “ MLN Matters article. Information for Medicare Fee-for-Service Health Care Professionals.
Provider Types Affected
Providers, physicians, and suppliers and their staff who prescribe medications for Medicare patients

Key Points
The Centersfor Medicare & Medicaid Services (CMS) has developed three new products as part of the Medicare
Prescription Drug Coverage (Part D) campaign for health care professionals:

Consolidated List of Links

A consolidated list of links to resources for prescribersis located at http://www.cms.hhs.gov/center/provider.asp on the
CMSwebsite.

At thisWeb page, offices can get access to direct telephone numbers to a Medicare drug plan’'s coverage determination
staff, aswell asto obtain model forms that will help speed this process.

Educational information for Fee-For-Service (FFS) providersisawaysavailable through our Medicare L earning Network
drug coverage page at http://www.cms.hhs.gov/Medl earnProducts/23_Dr ugCoverage.asp on the CM S website.

Transition Policy Fact Sheet

A new fact sheet regarding the new transition policy, as well as the exceptions and appeal s process for Medicare Prescrip-
tion Drug Coverage, isavailable for usein prescriber offices. Thisresource fact sheet provides ready linksto tools that will
streamline the prescribing process under the new coverage.

CMS continues to work with groups representing physicians, pharmacists, patients, and Part D plansto simplify and
standardize the information that physicians need to provide to plans.

The fact sheet is at http://www.cms.hhs.gov/MedlearnProducts/downloads/Part_D_Resource Factsheet.pdf on the
CMSwebsite.

An Important Message for Providers Regarding Medicare Part D from CMS Administrator Dr.
Mark McClellan

Dr. McClellan’ s message to providers describes the steps CM Sis taking to implement the new Medicare prescription drug
coverage. Dr. McClellan a so discusses hel pful resourcesfor providers. Streaming video of this message is available at
http://media.cms.hhs.gov/icms/McClellanPartDProvider.wmv on the CM S website.
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GENERAL INFORMATION

Instructionsfor Provider Notification Regarding Sreamlined Drug Coverage Materials, continued

Phone Conference Training Session

A PowerPoint presentation and audio replay of arecent phone conference training session is available, entitled “Working
with Plan Formularies: Transition Supplies, Prior Authorization, Quantity Limits, Step Therapy, and Exceptions.”

Thistraining session is geared towards guiding office staff through the exceptions process. These materials are located at
http: //media.cms.hhs.gov/cms/partner 03022006.wma on the CM S website.

Other Special Edition Articles
Other special edition articles regarding the prescription drug program include, but are not limited to, the following:

e SE0618-"2006 Standard Medicare Prescription Drug Coverage: Understanding Coststo Beneficiaries,” availableat
http://www.cms.hhs.gov/MLNMatter sArticles/downl oads/ SE0618.pdf on the CM S website.

e SE0603-—"“Medicare Prescription Drug Coverage: Essential Information and Resourcesfor Prescribing Health Care
Professionals— The Eleventh in the Medlearn Matters Series on the New Prescription Drug Plans,” available at
http://www.cms.hhs.gov/MLNMatter sArticles/downl oads/ SEO603.pdf on the CM S website.

e  SEO0557-—"Clarificationon Part D and Fee-for-Service (FFS) Providers,” availableat
http: //www.cms.hhs.gov/MLNMatter sArticles/downl oads/ SEO557.pdf on the CM S website.

e  SE0502—"“TheFactsfor Providers Regarding the M edicare Prescription Drug Program,” available at
http://www.cms.hhs.gov/MLNMatter sArticles/downl oads/ SEO502.pdf on the CM S website.

Medlearn Matters Number: SE0619 Related Change Request (CR) #: N/A
Related CR Release Date: N/A Effective Date: March 3, 2006
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.

An Important Message for Providers Regarding Medicare Part D

escribersarevital to thewell being of their patients. The Centersfor Medicare & Medicaid Services (CMS) isdoing
everything we can to streamline the new Part D coverage to make it easier for you to help your patients, while not
infringing on the scarce clinical timeyou have with them.

Thefollowing link will take you to avideo that we hope explains what we are doing during the transition to help prescrib-
ers and their office staffs smooth the process of prior authorizations, exceptions and appeals. Go to our provider center at
http: //mww.cms.hhs.gov/center/provider.asp (go to Part D tools) and select the video. There are a number of other useful lists
that we have assembled there to help ease the process of helping your patients with their new drug coverage.

CMS has a dedicated email for prescriber’s questions at PRIT@cms.hhs.gov, aswell as a standing teleconference every
Tuesday at 2PM by calling 1-800-619-2457 Passcode: RBDML

Source: Source: Provider Education Resources Listserv, Message 200603-10

Streamlined Drug Coverage Materials for Health Care Professionals

EW! Visit http://mwwems.hhs.gov/center/provider.asp and scroll down to “ Part D Tools for Health Care Professionals”
for acomprehensive list of linksto agency-wide resources for providers on Medicare prescription coverage. These
resources can help providers and office staff access direct phone numbers to a Medicare drug plan’s coverage determination
staff, aswell as obtain model formsthat will help speed the process.
Additionally, anew fact sheet, aswell as other educational products for the Medicare fee-for-service community, is now
available on the CM S website at http://www.cms.hhs.gov/MLNProducts/23_drugcover age.asp.

Source: CM S Joint Signature Memorandum 06312, March 3, 2006

Assignment of Physicians, Providers, and Suppliers to the Medicare

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

Providers, physicians and supplierswho hill Medicare contractors (fiscal intermediaries (FIs) including regional home health
intermediaries(RHHIs), and carriers, including durable medical equipment regiona carriers(DMERCS)) for their services.

Key Paints
The Centersfor Medicare & Medicaid Services (CMS) isimplementing significant changesto the Medicare fee-for-service
program’s administrative structure. ThisMedicare Contracting Reform (MCR) will:

e Integrateand simplify the administration of Medicare PartsA and B with primary A/B MedicareAdministrative
Contractors (MACs) which will process both Part A and Part B claimsfor the fee-for-service benefit;

e  Make contracting dynamic, competitive and performance-based, resulting in more accurate claims payments and greater
consistency in payment decisions; and
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e Centralizeinformation, creating aplatform for advancesin the delivery of comprehensive care.
Under MCR, therewill be 23 MACswith no national MAC. These new MACswill include:

Fifteen primary A/B MACsto serve the mgjority of al typesof providersfor Part A and Part B;
Four specialty MACsto serve home health and hospice providers; and
Four specialty MACsto serve durable medical equipment (DME) suppliers.

MACswill serve asthe primary point of contact for provider enrollment, Medicare coverage and billing requirements
training for providers, and the receipt, processing and payment of Medicare fee-for-service claimsfor Medicare providers
respective jurisdictions.

Medicare providers will be assigned to the local designated MAC based on their geographic location to the MAC, which
has jurisdiction for that benefit category and location.

Note: Please be aware that in the event that your current FI does not win the contract to serve the area where you are located,
you will be required to be reassigned to the MAC that has won the jurisdiction for your area.

Thenew MAC jurisdictionswill be more similar to each other in size than the existing fiscal intermediary (FI) and carrier
jurisdictions. The workload allocation and the number of fee-for-service beneficiaries and providersin each MAC jurisdiction
will be reasonably balanced. The jurisdictions of the eight specialty MACswill overlay the boundaries of the fifteen primary
A/B MAC urisdictions.

Background

The Medicare Prescription Drug |mprovement and M odernizationAct of 2003 (MMA) (PL. 108-173) allowsthe CMSto
take appropriate steps to transition from agreements under Section 1816 of the Social Security Act to contractswith Medicare
Administrative Contractors (MACs) under section 1874A. The changesto Medicare’'s administration are designed to increase
the efficiency of Medicare' s claims processing and related functions. They will benefit Medicare providers and Medicare’s
enrollee population.

Additional Information

During theinitial implementation phase (2005-2011) of the M edicare fee-for-service administrative contracting reform,
CMSintendsto issue Requests for Proposals (RFPs) to compete and award contracts for 23 MACs (four DME and four Home
Health/Hospice MACs, and 15 primary A/B MACS).

Thetransition to the MAC administrative structure will be implemented through a series of acquisition cycles (9-12

months from solicitation to award). The subsequent workload transition to the new MAC system is projected to take 6-13
months after contract award.

Medicare’s MAC Jurisdictions
Specialty MAC Jurisdictions (DME and Home Health/Hospice)

Jurisdiction ] States|ncluded REP Issiance | Award Date
A Connecticut, Delaware, Didrict of Columbia, DME DME

Maine Maryland, Massachusetts, New Hampshire, | March 2005 Jan. 2006
New Jersey, New York, Pennsylvania, Rhode

Island. and V ermont HomeHealth/ | Home

B [llinais, I ndiana, Kentucky, Michigan, Minnesota, | Hospice Health/H ospice
Ohio, and Wisconsin Sept. 2007 Sept. 2008

C Alabama, Arkansas, Colorado, Florida, Georgia,

Louisiana, Mississippi, New Mexico, North
Caolina, Oklahoma, Puerto Rico, South Carolina,
Tennessee, Texas U.S. Virginlslands, Virginia,
and West Virginia

D Alaska, American Samoa, Arizona, Cdifornia,
Guam, Hawaii, 1 daho, lowa, Kansas, Missouri,
Montana, N ebraska, Nevada, North Dakota,
Northern Mariana | slands, Oregon, South D akota,
Utah, Washington, and Wyoming
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Assignment of Physicians, Providers, and Suppliersto the Medicare Administrative Contractors, continued
Primary A/B MAC Jurisdictions

Jurisdiction StatesIncluded RFP Issiance Awar d Date

1 American Samoa, Cdifornia, Guam, Hawaii, Sept. 2006 Sept. 2007
Nevada, and Northern Mariana Islands

2 Alaska, Idaho, Oregon, and W ashington Sept. 2006 Sept. 2007

3 Arizona, Montana, North D akota, South Dakota, Sept. 2005 June 2006
Utah and Wvoming

4 Colorado, New Mexico, Oklahoma, and Texas Sept, 2006 Sept, 2007

5 lowa Kansas. Missouri and N ebraska Sept, 2006 Sept, 2007

¢} 11lingis, Minnesota. and Wisconsin Sept, 2007 Sept, 2008

Z Arkansas, L ouisiana, and Mississinpi Sept, 2006 Sept, 2007

8 Indiameand Michigan Sept, 2007 Sept, 2008

9 Florida, Puerto Rico. and U .S, Virginlslands Sept, 2007 Sept, 2008

10 Alabama, Georgia and Tennessee Sept, 2007 Sept, 2008

11 North Carolina, South Caroling, Virginiaand West | Sept. 2007 Sept. 2008
Virginia

12 Delaware, District of Columbia, Maryland, New Sept. 2006 Sept. 2007
Jersev, and Pennsvivania

13 Conpnecticut and New York Sept, 2006 Sept, 2007

14 Mane, Massachusetts, New Hampshire, Rhode Sept. 2007 Sept. 2008
Island, and Vermont

15 Kentucky and Oho Sept. 2007 Sept. 2008

For additional information about the MCR process, please refer to http: //mwww.cms.hhs.gov/Medi careContractingRefor m/
on the CM S website.

CR 4002, transmittal 670, Realignment of Sates and Medicare Claims Processing Workload from DMERC Regions A, B,
C and D to the DME MAC Jurisdictions A, B, C, and D discusses phase 1 of the MAC acquisition and transition schedule. It
can be found at http://wwwcms.hhs.gov/transmittal s/downl oads/R670CP.pdf on the CM S website.

MLN Matters Number: SE0624 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.

The Centers for Medicare & Medicaid Services Recovery Audit

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

Provider Types Affected
Physicians, providers, and suppliers, especially in California, Florida, and New York

Provider Action Needed
Based on comments received during provider open door forums and community meetings, CM S has amended the payment
methodology for the Recovery Audit Contractors (RAC) to include payment for the identification of Medicare underpayments.

Background

The Medicare Prescription Drug, Improvement, and M odernization Act of 2003 (MMA), Section 306, directsthe Secretary
of the U.S. Department of Health and Human Services (HHS) to demonstrate the use of RACs under the Medicare Integrity
Program in: 1) identifying underpayments and overpayments; and 2) recouping overpayments under the Medicare program
(for servicesfor which payment ismade under Part A or Part B of Title X V111 of the Social Security Act).

Update

The RACsare paid on acontingency basis; that is, the RACs receive a portion of what they identify and collect. Beginning
with underpaymentsidentified on or after March 1, 2006, the RACswill receive an equivalent percentage for all underpayment and
overpayment identifications.

The RACswill use the same methodol ogies of automated and complex reviewsto identify potential Medi care underpayments.
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The Centersfor Medicare & Medicaid Services Recovery Audit Contractor I nitiative, continued

Important Things Providers Need to Know About the Underpayment Identification Portion of
the Recovery Audit Contractor Demonstration

e TheRAC may request amedical record for an underpayment determination. However, themedical record request | etter will
not indicate if the medical record is being requested for overpayment or underpayment review. When responding to a
medical record request from the RAC, the provider may attach its own opinion regarding an underpayment. However, the
findingsfrom the RAC may differ from that of the provider.

e Uponidentification of a potential underpayment, the RAC will forward the claim and all supporting documentation to the
appropriate Medicarefisca intermediary, carrier or durable medical equipment regional carrier (DMERC) for their review.
An underpayment identification will not befinal unlessthefiscal intermediary, carrier or DMERC agreeswith the
identification. The RAC or thefiscal intermediary, carrier or DMERC will NOT ask the provider to correct and resubmit the
claim. Under the RAC demonstration, the RAC contractors have no authority to make refunds. Therefore, once the
underpayment has been validated by the appropriatefiscal intermediary, carrier or DMERC, the RAC will send the
provider written notice of the underpayment determination. Thisnoticewill include claim and beneficiary details.

e The RACsdo not have the authority to review unsolicited cases from providers where underpayment is thought to have
occurred. Outside of the RAC program if a provider feelsthey have received an underpayment they may resubmit a
corrected claimif thetimely filing limit has not yet passed.

e The provider does not have any official appealsrightsin relation to an underpayment determination. The provider may
utilize the RAC rebuttal process and discuss the underpayment determination with the RAC. If the provider disagrees
with the RAC that an underpayment exists, the RAC will defer to the billing provider’sjudgment.

Definition of an Underpayment

For purposes of the RAC demonstration, a Medicare underpayment is defined as those lines or payment groups (APC,
RUG) onaclaim that werebilled at alow level of payment but should have been billed at ahigher level of payment. The RAC
will review each claim line or payment group and consider all possible occurrences of an underpayment in that oneline or
payment group.

If changes to the diagnosis, procedure or order of diagnoses would change aline or payment group on the claim from a
low level of payment to ahigher level of payment (and the medical record supports such a change), an underpayment exists.
Service lines or payment groups that a provider failed to include on aclaim are not considered underpayments for the pur-
poses of this demonstration.

Note: CMS has excluded the review of physician eval uation and management codes relevant to the level of an office visit or
the medical necessity of the level of office visit from the RAC demonstration. Thisincludesthereview of overpayments
and underpayments.

Examples of an Underpayment
Thefollowing ar e considered underpayments:

e Theprovider billed for 15 minutes of therapy when the medical record clearly indicates 30 minutes of therapy was
provided. (This provider typeis paid based on afee schedule that pays more for 30 minutes of therapy than for 15
minutes of therapy.)

e The provider billed for a particular service and the amount the provider was paid was lower than the amount on the CMS
physician fee schedule.

o A diagnosis/condition was left off the MDS but appears in the medical record. Had this diagnosis or condition been
listed on the MDS, a higher payment group would have been the result.

e The physician submitted aclaim for asurgical procedure using a code for asimpler procedure when in fact the procedure
was amore complex one such asin the case of skin repair which can be billed at asimple, intermediate, or complex level
depending upon size and complexity.

Thefollowing are not considered underpayments:

o Themedical record indicatesthat the provider performed additional services such asan EKG, but did not bill for the service.

o Theprovider billed for 15 minutes of therapy when the medical record clearly indicates 30 minutes of therapy was
provided; however, the additional minutes do not affect the grouper or the pricer. (This provider typeis paid based on a
prospective payment system that does not pay more for this much additional therapy.)

e Themedical record indicatesthat the provider implanted a particular devicefor which adevice APC exists (and is
separately payable over and above the service APC), but the provider did not bill for the device APC.

Questions concerning the recovery audit contractor demonstration may be directed to a special email address CMS has
established specifically for the demonstration: cmsrecoveryauditdemo@cms.hhs.gov.

Additional Information

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/apps/contacts on the CM S website.

Find out more about the Medicare Prescription Drug and ModernizationAct of 2003 (MMA) at
http: //www.cms.hhs.gov/MMAUpdate/ on the CM S website.
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The Centersfor Medicare & Medicaid Services Recovery Audit Contractor Initiative, continued

MLN Matters Number: SE0617 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.

Centers for Medicare & Medicaid Services Seeks Provider Input on

Satisfaction with Medicare Fee-for-Service Contractor Services

CMShasissued the following “ MLN Matters... Information for Medicare Providers’ article.
This information was previously published in the HCPCS 2006 January Special Medicare B Update! page 98.

Note: Thisarticlewasrevised on March 17, 2006, to show the data collection period will continue through April 2006.

Provider Types Affected
Sampleof 25,000 Medicare providers served by 42 M edicare fee-for-service (FFS) contractors, including fiscal intermediar-
ies(Fls), carriers, durable medical equipment regional carriers (DMERCSs), and rural home health intermediaries (RHHI )

Provider Action Needed
STOP — Impact to You

The Centersfor Medicare & Medicaid Services (CMS) would like to provide a channel for you to voice your opinions
about the services you receive from your FFS contractors. The Medicare Contractor Provider Satisfaction Survey (MCPSS) is
designed to gather quantifiable data on provider satisfaction with the performance of FFS contractors. The MCPSS is one of
thetools CMSwill useto measure provider satisfaction levels, arequirement of the Medicare ModernizationAct (MMA).
Specifically, the survey will enable CM Sto gauge provider satisfaction with key services performed by the 42 contractors that
process and pay the more than $280 billion in Medicare claims each year.

Those Medicare contractors will use the resultsto improve service. CMSwill use the results to improve its oversight of
and increase the efficiency of the administration of the Medicare program.

CAUTION —What You Need to Know

Thefirst national implementation of the M CPSSwill begin January 3, 2006. If you have been selected, you will receivea
notification packet in the mail with background information about the survey, aswell as an instruction sheet with information on
how to access and compl ete the survey instrument viaa secure Internet website. The letter will also include a phone number that
you can call to request a paper copy of the survey instrument to submit your responses by mail or fax, if you prefer to do so.

GO —What You Need to Do

Bealert for anotification packet in the mail. If you are selected and receive the notification packet, please take thetimeto
complete and submit your survey responses as soon as possible. The data collection period will continue through April 2006.

Background
The 2006 survey will query approximately 25,000 randomly selected providers—those physicians, hedlthcare practitioners, and
facilities that serve Medicare beneficiaries across the country — on the seven key areas of the provider-contractor interface:

e  Provider communications e  Provider enrollment

e Providerinquiries e Medical review

e Claimsprocessing e  Provider audit and reimbursement
e Appeas

It contains atotal of 76 questions and takes approximately 21 minutes to complete. The target date to respond is approxi-
mately three weeks after receipt of the notification packet. CM Swill analyze the dataand rel ease asummary report in July that
will be made available on the Internet. Contractorswill also receive an individual report on their performancein June. The
MCPSSwill be conducted on an annual basis.

CMS has awarded a contract to Westat, a survey research firm, to administer the MCPSS.

Additional Information
For questions or additional information about the MCPSS, please visit http: /Mmww.cms.hhs.gov/IMCPSS on the CM S website.

Medlearn Matters Number: SE0602 Revised Related Change Request (CR) #: N/A
Related CR Release Date: N/A Effective Date: January 3, 2006
Related CR Transmittal #: N/A Implementation Date: January 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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GENERAL INFORMATION

Physician Voluntary Reporting Program Using Quality G-Codes and CPT
Category Il Codes

CMShasissued the following “ MLN Matters article. Information for Medicare Fee-for-Service Health Care Professionals.
MLN Matters article MM4183 was previously published in the Second Quarter 2006 Medicare B Update! pages 75-81.

Note: Thisarticlewasrevised on March 30, 2006, to show that theimplementation dateisApril 3, 2006, as shown in CR5036.
Several Physician Voluntary Reporting Program (PV RP) performance measure CPT codesin CR 4183 have been modified
asaresult of additional input received by CM S from medical specialty societies. In addition, CPT Category Il codes are
now availablefor certain measures. The changes are reflected in CR 5036 and, if you are viewing acolor print of this
article, are highlighted yellow. Thisarticle containsthe sameinformation asMLN Mattersarticle MM4183 with the
following additions:

The code changes and the addition of Category Il CPT codesin the attachments.
An “Introduction” section that helps physicians understand who can report and the benefits of registering their intent to
participatein the program.

e Announcement of awebsite address that contains additional information on the PVRP. This Web addressis
http://mww.cms.hhs.gov/PVRP. Also, in the “ Additional Information” section of thisarticle is a note about some helpful
worksheets that will be placed on this site in the near future.

Provider Types Affected
Physicians

Introduction

In January of 2006, the Centersfor Medicare and Medicaid Services (CMS) launched the PVRP with a core starter set of 16
measures. Collection of data on the 16 measuresis currently underway.

Physicianscan report on the PVRP measur esr egar dlessof whether or not they register their intent to participate.
However, CM Sisstrongly encour aging physicianstor egister their intent to participatein the PVRPthrough the secur ed
link http://www.qualitynet.org. By registering their intent to participate, physicianswill be able to receive confidential
feedback on their reporting rate and performance rate for each measure they report on. Registering the intent to participate is
the first step to receiving the confidential feedback report. In June, CMSwill begin contacting those who register their intent
to participate to walk them through finishing the confidential registration process. By registering the intent to participate now,
physicians not only have the ultimate benefit of receiving feedback reports on the PV RP measures, but will also have CMS
assistance in completing the full registration for the feedback reports.

Registration of intent to participate does not obligate a physician to participate. CM S understands that unpredictable
events may occur that would ultimately prevent one from actually participating. Also, as stated earlier, physicians can submit
data on the PV RP measures without registering their intent to participate.

CMSencouragesphysicianstoregister their intent to participateby April 1, 2006. Thefirst physician feedback reports
will beavailablein December 2006.

Reportswill be based on second quarter data, collected from claims data with dates of service between April 1 and June
30. Although registration of intent to participate will be welcomed after April 1, CM S encourages physiciansto register their
intent by April 1 so that comprehensive feedback reports reflect as much data collected in the second quarter as possible.
Again, physicians can continue to submit data on PV RP measures whether they register their intent or not.

Provider Action Needed

Thisarticle providesinformation about the CMS PVRP. It will assist physicians in understanding this new voluntary
reporting program and the use of G-codes or newly added CPT |l codesto report data about the quality of care provided to
Medicare beneficiaries.

Background

Aspart of itsoverall quality improvement efforts, CM Slaunched the PV RP in January 2006. Thisnew program buildson
Medicare' s comprehensive efforts to substantially improve the health and function of our beneficiaries by preventing chronic
disease complications, avoiding preventable hospitalizations, and improving the quality of care delivered.

Under the voluntary reporting program, physicians who choose to participate will help capture data about the quality of
care provided to Medicare beneficiaries, in order to identify the most effective ways to use the quality measuresin routine
practice and to support physiciansin their efforts to improve quality of care. Voluntary reporting of quality data through the
PV RPbegan in January 2006.

National ConsensusM easuresand Indicator s

CMS has begun the process of developing a comprehensive set of national consensus measures and indicators that will
allow physiciansto more efficiently report quality information on the health services provided to Medicare beneficiaries.

CMS identified 36 evidence-based clinically valid measures that have been part of the guidelines endorsed by physicians
and medical specialty societies. The 36 measures are the result of extensive input and feedback from physicians and other
quality care experts.

However, after announcing the PV RP on October 28, 2005, suggestions were made by several physician organizationsto
identify a starter set in order to lessen the potential reporting burden for physicians and better align the PV RP with other
quality measurement activities affecting physicians.
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GENERAL INFORMATION

PVRP Using Quality G-Codes and CPT Category |1 Codes,continued

CM S decided to adopt the suggestion of asmaller core starter set of PVRP measures. The core set consists of 16 mea-
sures, which will significantly reduce the number of measures applicable to any individual physician practice specialty.

Despite the reduction to a core starter set of 16 measures, the PV RP maintains the same scope of coverage for physician
specialties. Additional measures to cover abroader set of speciatieswill be developed in the future.

CM S has sel ected measures based on the work of the National Quality Forum (NQF) and theAmbulatory Care Quality
Alliance (AQA).

Confidential feedback reports available to physicianswill belimited to the 16 core starter set. The confidential feedback reports
will provide physicians with information about their performance and reporting rates for measures associated with submitted data.
The feedback reports areintended to assist physiciansin improving their data accuracy and reporting rate. The first feedback
report will be available December 2006 and will reflect datasubmitted during the second quarter (April 1—June 30).

Data Callection Through theAdministrative Claims System

The usual source of the clinical datafor quality measures is retrospective chart abstraction, but data collection through
chart abstraction can be quite burdensome. In addition, while electronic health records (EHRS) may greatly facilitateclinical
data reporting in the future, most physicians currently are not using an EHR.

Therefore, to avoid the necessity for chart abstraction, CMS is beginning the process of collecting quality information on
services provided to the Medicare population by using the administrative claims system.

Useof G-Codesand CPT |1 Codes

Specifically, CM S has defined a set of HCPCS codes to report data for the cal culation of the quality measures. These new
codes will supplement the usual claims datawith clinical datathat can be used to measure the quality of services rendered to
beneficiaries.

Each measure has adefined numerator (the appropriate G-code or CPT 11 code) and adenominator (specificaly defined
according to the appropriate services or condition). The reporting rateis calculated as a percentage for each of the 16 measures.

You can use G-codes or CPT |1 codeswhen all of the following circumstances are met:

e TheG-codeor CPT Il code reported on the claim relates to a covered diagnosis, covered treatment(s), or covered
preventive service(s) that are applicable to the beneficiary.
e Thebasisfor the G-codeor CPT Il codeisdocumented in the beneficiary medical record.

Note  Submit either aG-code or aCPT Il code, but never both.
I mportant Points: PVRP Reporting on M edicare Claims G-codesor CPT |1 codes:

e Aresubmitted on the Medicare claim form generated after a covered service has been performed.

e  Should bereported with asubmitted charge of zero ($0.00).

e Arenot specialty-specific. However, it is anticipated that the reporting of certain G-codes or CPT |1 codeswill be
predominated by physiciansin certain specialties.

Additional Information

The specific quality measuresrel ated to the G-codes or CPT Il codesin thisinitial program launch are reflected in the table
at the end of thisarticle.

You can find moreinformation about the PV RP and quality G-Codesand CPT Il codesin CR 5036. CR 5036 isavailable at
http: //mww.cms.hhs.gov/Transmittal S'downl oads/RA3DEMO. pdf on the CM S website. CR 4183 isalso available at
http: //www.cms.hhs.gov/ Transmittal downl oadsR35DEMO. pdf on the CM S website.

Additional information about the program is available at http://www.cms.hhs.gov/PVRP on the CM S website. You may
want to visit this site periodically for updates. CM S will soon post the one-page worksheets devel oped specifically for certain
specialtiesto assist in reporting relevant information to the PVRP

Finally, if you have any questions, please contact your Medicare carrier at their toll-free number, which may be found at
http: //mww.cms.hhs.gov/apps/contacts 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).

Physician Voluntary Reporting Program
G-Codesand CPT Il Codesand Descriptionsfor Clinical M easures
EffectiveApril 1, 2006
Aspirinat arrival for acutemyocar dial infar ction
e (G8006: Acute myocardial infarction: patient documented to have received aspirin at arrival
e  G8007: Acute myocardial infarction: patient not documented to have received aspirin at arrival
e  (G8008: Clinician documented that acute myocardial infarction patient was not an eligible candidate to receive aspirin at
arrival measure

Betablocker at timeof arrival for acutemyocar dial infar ction

e (G8009: Acute myocardial infarction: patient documented to have received beta-blocker at arrival OR CPT Cat |1 code
4006F: Beta-blocker therapy prescribed

e  (8010: Acute myocardial infarction: patient not documented to have received beta-blocker at arrival

e  G8011: Clinician documented that acute myocardial infarction patient was not an eligible candidate for beta-blocker at
arrival measure OR CPT Cat |1 code 4006F WITH modifier 1R, 2P, or 3P: Beta-blocker therapy prescribed with exclusion
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PVRP Using Quality G-Codes and CPT Category |1 Codes,continued
Hemoglobin Alccontrol in patient with Typel or Typell diabetesmellitus
e (G8015: Diabetic patient with most recent hemoglobin Alc level (within thelast 12 months) documented as greater than

9% OR CPT Cat || code 3046F: Most recent hemoglobinAlclevel >9.0%

e  (G8016: Diabetic patient with most recent hemoglobinAlc level (within the last 12 months) documented as less than or
equal to 9% OR CPT Cat Il code 3047F: Most recent hemoglobinAlclevel =9.0%

e  G8017: Clinician documented that diabetic patient was not an eligible candidate for hemoglobinAlc measure OR CPT Cat
Il code 3046F WITH modifier 1P, 2R, or 3P: Most recent hemoglobin Alclevel >9.0% with exclusion

e (G8018: Clinician has not provided carefor the diabetic patient for the required time for hemoglobinA1c measure (12
months)

L ow-density lipoprotein control in patient with Typel or Typel | diabetesmellitus

e (G8020: Diabetic patient with most recent low-density lipoprotein (within the last 12 months) documented as less than 100
mg/dl OR CPT Cat Il code3048F: Most recent LDL-C < 100 mg/dL

e (G8019: Diabetic patient with most recent low-density lipoprotein (within the last 12 months) documented as greater than
or equal to 100 mg/dl OR CPT Cat Il code3049F: Most recent LDL-C 100-129 mg/dL OR CPT Cat |1 code 3050F: Most
recent LDL-C> 130 mg/dL

e  (G8021: Clinician documented that diabetic patient was not eligible candidate for low-density lipoprotein measure OR CPT
Cat |1 code 3048F WITH modifier 1P, 2P, or 3P: Most recent LDL -C < 100 mg/dL with exclusion

e (G8022: Clinician hasnot provided care for the diabetic patient for the required time for low-density lipoprotein measure
(12 months)

High blood pressur econtrol in patient withTypel or Typell diabetesmellitus

e (G8024: Diabetic patient with most recent blood pressure (within the last 12 months) documented |ess than 140 systolic
and lessthan 80 diastolic OR CPT Cat |1 code 3076F: Most recent systolic blood pressure <140 mm HgAND CPT Cat |
code 3078F: Most recent diastolic blood pressure < 80 mm Hg

e (G8023: Diabetic patient with most recent blood pressure (within the last 12 months) documented as equal to or greater
than 140 systolic or equal to or greater than 80 mmHg diastolic OR CPT Cat 11 code 3077F: Most recent systolic blood
pressure> 140 mm Hg AND CPT Cat |1 code 3079F: Most recent diastolic blood pressure 80-89 mm Hg OR CPT Cat I
code 3077F: Most recent systolic blood pressure > 140 mm Hg AND CPT Cat |1 code 3080F: Most recent diastolic blood
pressure>90 mm Hg

e (G8025: Clinician documented that the diabetic patient was not an eligible candidate for blood pressure measure OR CPT
Cat Il code 3076F WITH modifier 1P, 2P, or 3P: Most recent systolic blood pressure < 140 mm Hg with exclusionAND
CPT Cat |1 code 3078F WITH modifier 1P, 2P, or 3P: Most recent diastolic blood pressure < 80 mm Hg with exclusion

e  (G8026: Clinician has not provided carefor the diabetic patient for the required time for blood pressure measure (within
the last 12 months)

Angiotensin-converting enzymeinhibitor or angiotensin-receptor blocker therapy for left ventricular systolic dysfunction

e  (GB8027: Heart failure patient with left ventricular systolic dysfunction (LV SD) documented to be on either angiotensin-
converting enzyme-inhibitor or angiotensin-receptor blocker (ACE-I or ARB) therapy OR CPT Cat || code 4009F:
Angiotensin converting enzyme (A CE) inhibitor or angiotensin receptor blocker (ARB) therapy prescribed

e (G8028: Heart failure patient with left ventricular systolic dysfunction (LV SD) not documented to be on either angiotensin-
converting enzyme-inhibitor or angiotensin-receptor blocker (ACE-I or ARB) therapy

e (G8029: Clinician documented that heart failure patient was not an eligible candidate for either angiotensinconverting
enzyme-inhibitor or angiotensin-receptor blocker (ACE-I or ARB) therapy measure OR CPT Cat |1 code 4009F WITH
modifier 1P, 2P, or 3P: Angiotensin converting enzyme (ACE) inhibitor or angiotensin receptor blocker (ARB) therapy
prescribed with exclusion

Beta-blocker therapy for patient with prior myocardial infarction

e (G8033: Prior myocardial infarction - coronary artery disease patient documented to be on beta-blocker therapy OR CPT
Cat 11 code 4006F: Beta-blocker therapy prescribed

e (G8034: Prior myocardial infarction - coronary artery disease patient not documented to be on beta—blocker therapy

e (G8035: Clinician documented that prior myocardial infarction - coronary artery disease patient wasnot an eligible
candidate for beta - blocker therapy measure or the patient had no prior myocardial infarction OR CPT Cat |1 code 4006F
WITH modifier 1P, 2R, or 3P: Beta-bl ocker therapy prescribed with exclusion

Assessment of elder ly patientsfor falls

e  (G8055: Patient documented for the assessment for fallswithin last 12 months

e  (G8054: Patient not documented for the assessment for falls within last 12 months

e (G8056: Clinician documented that patient was not an eligible candidate for the falls assessment measure within the last 12
months

Dialysisdosein end stager enal disease patient

e  (G8075: End-stage renal disease patient with documented dialysis dose of URR greater than or equal to 65% (or Kt/V
greater than or equal to 1.2)

e  (G8076: End-stage renal disease patient with documented dialysis dose of URR lessthan 65% (or Kt/V lessthan 1.2)
G8077: Clinician documented that end-stage renal disease patient was not an eligible candidate for URR or Kt/V measure
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PVRP Using Quality G-Codes and CPT Category |1 Codes,continued

Hematocrit leve in end stagerenal diseasepatient

e (G8078: End-stage renal disease patient with documented hematocrit greater than or equal to 33 (or hemoglobin greater
than or equal to 11)

e G8079: End-stage renal disease patient with documented hematocrit less than 33 (or hemoglobin lessthan 11)

e (G8080: Clinician documented that end-stage renal disease patient was not an eligible candidate for hematocrit
(hemoglobin) measure

Receipt of autogenousarteriovenousfistulain end-stagerenal disease patient requiringhemodialysis

e (G8081: End-stage renal disease patient requiring hemodialysis vascular access documented to have received autogenous
AV fistula

e  (G8082: End-stage renal disease patient requiring hemodialysis documented to have received vascular access other than
autogenous AV fistula

e  (G8085: End-stage renal disease patient requiring hemodialysis vascular access was not an eligible candidate for
autogenous AV fistula

Antidepr essant medication

o (8126: Patient documented as being treated with antidepressant medication during the entire 12 week during acute phase
for patient diagnosed with new episode of major depression acute treatment phase

e  (8127: Patient not documented as being treated with antidepressant medication during the entire 12 weeks acute
treatment phase

e (58128 Patient was not treated with antidepressant medication or was not an eligible candidate for completion of the
entire 12 week acute treatment phase

Antibiotic prophylaxisin surgical patient

e (8152: Patient documented to have received antibiotic prophylaxis one hour prior to incision time (two hoursfor
vancomycin and fluoroguinol one)

e  (8153: Patient not documented to have received antibiotic prophylaxis one hour prior to incision time (two hoursfor
vancomycin and fluoroquinol one)

e  (G8154: Clinician documented that patient was not an eligible candidate for antibiotic prophylaxis one hour prior to
incision time (two hours for vancomycin and fluoroquinol one) measure

Thromboembolism prophylaxisin surgical patient

e  (G8155: Patient with documented receipt of thromboemoblism prophylaxis

e  (G8156: Patient without documented receipt of thromboemoblism prophylaxis

e  (G8157: Clinician documented that patient was not an eligible candidate for thromboembolism prophylaxis measure

Useof internal mammary arteryin coronary artery bypassgraft surgery

e  (G8158: Patient documented to have received coronary artery bypass graft with use of internal mammary artery

e  (8159: Patient documented to have received coronary artery bypass graft without use of internal mammary artery

e  (G8160: Clinician documented that patient was not an eligible candidate for coronary artery bypass graft with use of
internal mammary artery measure

Pre-operativebetablocker for patient with isolated coronary artery bypassgr aft

e  (G8161: Patient with isolated coronary artery bypass graft documented to have received pre-operative beta-blockade OR
CPT Cat Il code4006F : Beta-blocker therapy prescribed

e (8162 Patient with isolated coronary artery bypass graft not documented to have received pre-operative beta-blockade

e  (8163: Clinician documented that patient with isolated coronary artery bypass graft was not an eligible candidate for
pre-operative beta-blockade measure OR CPT Cat |1 code 4006FWITH modifier 1P, 2P or 3P: Beta-blocker therapy
prescribed with exclusion

MLN MattersNumber: MM5036 Revised  Related Change Request (CR) #: 5036 and 4183
Related CR Release Date: March 24,2006  Effective Date: April 1, 2006
Related CR Transmittal # R43DEMO Implementation Date: April 1, 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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2006 Oncology Demonstration Project
CMShasissued the following “ MLN Matters article. Information for Medicare Fee-for-Service Health Care Professionals.

Provider Types Affected

Hematol ogists and oncol ogists who bill Medicare for
the care of cancer patients
Provider Action Needed

This article provides information on the oncol ogy
demonstration project for 2006.

Additional information and guidanceisavailablein
Medlearn Mattersarticle SE0588, which isavailable at
http: //www.cms.hhs.gov/Medl ear nMatter sAr ti cles/down-
loads/SE0588.pdf on the Centers for Medicare & Medicaid
Services (CMS) website.

Background

The Social Security Act Amendmentsof 1967 (Pub. L.
90-248, Sections402(a) (1) (B) and 402(b)), givethe Secretary
of Health and Human Services the authority to develop and
implement experiments and demonstration projectsto:

e Provideincentivesfor economy, while
e Maintaining or improving quality in health services
ddivery.

In this context, CR4219, upon which thisarticleisbased,
announces the implementation of the Medicare oncology
demonstration project for 2006. This one-year demonstration
project’s purpose is to identify and assess, in office-based
oncology practices, certain oncology services that posi-
tively affect outcomesin the Medicare popul ation.

This 2006 oncology demonstration project replaces the
2005 chemotherapy demonstration project, and substantially
changes the reporting emphasis. In the 2006 project, your
reporting will no longer be specific to chemotherapy
administration services, but, instead, will be associated with
physician evaluation and management (E & M) visitsfor
established patients with cancer.

The project builds on the use of G-codes (temporary
national codesfor itemsor servicesrequiring uniform
national coding between one year’s update and the next) to
gather more specific information about patientswith
particular types of cancer (noted below), including informa-
tion about the primary focus of the visit and the spectrum of
care that you provide.

It will emphasize practice guidelines asthe source for
standards of care, permitting CM S to monitor and encourage
quality careto cancer patients, and to identify and promote
best cancer care practices that should lead to improved
patient outcomes.

This purposeisfacilitated by the elimination of some G-
codes and the adoption of new ones. Calendar year 2005 G-
codes (G0921 to G0932), specific to the assessment of patient
symptoms, have been eiminated, effective December 31, 2005.

G-CodesAddress ThreeReporting Categories

To facilitate the collection of the oncology demonstra-
tion information, CM S has established 81 new G-codes that
address three reporting categories:

1) The primary focus of the evaluation and management visit;

2) Whether current management adheresto clinical
guidelines; and

3) The current disease state.

Capturing these variableswill form the building blocks
of efficiency-oriented demonstrationsin the future. You can
find these new G-codesin the table at the end of this article.

Diagnostic Categories

Office-based hematologists and oncologists can
participate in this demonstration, for servicesthey furnishin
2006, when they provide an evaluation & management (E &
M) service of level 2, 3, 4, or 5 to an established patient
(American Medical Association’s Current Procedural
Terminology (CPT) codes 99212, 99213, 99214 and 99215)
with aprimary diagnosis of cancer belonging to one of the
following 13 major diagnostic categories:

1.) Head and neck cancer (140.0-149.9, 161.0-161.9)

2.) Esophagedl cancer (150.0-150.9)

3.) Gadtric cancer (151.0-151.9)

4.) Colon cancer (153.0-153.9)

5.) Rectal cancer (154.0, 154.1)

6.) Pancrestic cancer (157.0, 157.1, 157.2,157.3, 157.8, 157.9)
7.) Lung cancer (both non-small cell and small cdll) (162.2-162.9)
8.) Femalebreast cancer (invasive) (174.0-174.9)

9.) Ovarian cancer (183.0)

10.) Prostate cancer (185)

11.) Non-Hodgkin'slymphoma (202.00-202.08, 202.80-202.98)
12.) Multiplemyeloma (203.00, 203.01)

13.) Chronic myelogenous|eukemia (205.10, 205.11)

To Qualify for the Payment

To qualify for the payment associated with this demon-
stration payment, you must submit one G-code from each of
the three categories mentioned above when you bill for an E
& M of level 2, 3, 4, or 5 for established patients. Practices
reporting dataon all three categorieswill qualify for an
additional oncology demonstration payment of $23in
additiontothe E & M visit.

Important Details
Thefollowing are some important detailsthat you
should be aware of:

ParticipationisVoluntary

Participation in this demonstration is voluntary and the
physician participatesby filing aclaimfor services(i.e.,, a
level 2, 3, 4, or 5 established office visit with three separate G
codes, one from each category) with the Medicare carrier.

Qualifying Specialties

The physician speciatiesthat qualify for this 2006
oncology demonstration are hematology (specialty code 82),
medical oncology (specialty 90), and hematol ogy/oncology
(specialty 83).

Mid-level practitioners, such as nurse practitioners or
otherswho may bill independently for Medicare services, are
not eligible to participate in the demonstration. Medicare
carrierswill deny claimsfor the 2006 oncology demonstration
submitted by other than a qualifying specialty. Such claims
will be denied with remittance advice code N95 and claim
adjustment reason code 185.

Other Cancer TypesNot Included

E & M servicesthat you furnish for patients with cancer
types as the principa diagnosis, other than these mentioned in
thisCR, will not beincluded in the demonstration. If you report
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2006 Oncology Demonstration Project, continued

claims with these demonstration G codes that are not related
to the 13 specific cancer types, those G codes will be denied.

AppliestoBeneficiariesNot Enrolled in Medicare
AdvantagePlan

The project applies only to Medicare beneficiarieswho are
not enrolled in aMedicare Advantage plan, and is effective
only for services provided on or after January 1, 2006, and
before January 1, 2007. Medicarecarrierswill return/reject, as
not able to process, oncology demonstration G-codes that are
billed for dates of servicenot within CY 2006, using Remittance
Advicereason code B18 and remark code N56 and M edicare
Summary Notice(MSN) message 16.13.

Chemotherapy

While chemotherapy may be provided to the patient on
the sameday asthe E & M visdit, itisonly thelatter that is
linked to the demonstration project. In thisinstance, therefore,
you should attach modifier 25tothe E & M service. This
denotes that you have performed a significant, separately
identifiable eval uation and management service on the same
day of aprocedure (the chemotherapy administration service).
Further, you should appropriately document the patient’s
record to support thelevel of theE & M service billed.

Billing Codes

Y ou must bill acode from each of the three categories
mentioned above. If you bill one or more (but not one from
all three categories) of the demonstration codes on asingle
claim, carrierswill return/reject the claim asnot ableto
process and use Remittance Advice reason code 16 and
remark code MA 130.

Conversely, if you bill morethan one G-codefrom the
same category for the same date of service on the same claim
(for instance, you submit aclaim for more than two G-codes
from the category of “primary focus of thevisit”), carriers
will also reject the claim as not able to process, and use
remittance advice reason code 125 and remittance advice
remark code MA130.

Note: Some Medicare carriers may chooseto manually split
the claim and only return the not-able-to-process
portion (i.e., the portion related to submitting data for
the oncol ogy demonstration). However, CM Swill not
require carriersto do this.

ClaimsMust Be Assigned

Your claims must be assigned. If aparticipating provider
submits a non-assigned claim for the oncology demonstra-
tion G codes, carrierswill processthe claim as assigned and
generate RemittanceAdviceremark code MA09.

If anonparticipating provider submits a non-assigned
claimfor the G-codesandrelated E & M service, carrierswill

process the claim for coverage and payment of those
services that do not require assignment (e.g., the evaluation
and management service) and deny the G-codes using
Remittance Advicereason code 111, remark code N149, and
M SN message 16.6.

Resubmitting G-Codes

Providers may resubmit oncology demonstration G-codes
that were denied for not accepting assignment and, in such
instances, the G-codeswill be approved if therdlated E& M
codes were approved. However, if thereisno approved E& M
code for the same service date and place of service asthe G-
codesontheclaimor inthe history, carrierswill deny the G-
codes using Remittance Advice reason code 107 and MSM
code16.26.
Placeof Service

The place of service reported for codes must be “ office”
(place of service code 11). If the place of servicereportedis
other than “ office,” carrierswill return/reject the claim asnot
able to process, using Remittance Advice reason code 5 and
MSN code 16.2.

Payment Allowances

Carrierswill establish thefollowing payment allowances
for the demonstration codes and determine payment based
on the lesser of 80% of the actual charge or on the allowance
by code:

1 G9050to GI055- $7.67
2. (G9056t0GO062- $7.67
3. (G9063toGI130- $7.66

These amounts apply in al localities, and the usual Part
B coinsurance and deductible apply.

SNF Consolidated Billing
During the demonstration, the oncology G-codes will bypass
SNF consolidated billing for beneficiariesin aPart A stay.

Additional Information

The new 2006 oncology G codes and their descriptors can
be viewed beginning on the next page of thisarticle.

In addition, aspecial editionMedlearn Matters articleis
availableto provide additional coding guidance. That articleis
available at http://imww.cms.hhs.gov/MedlearnMatter sArticles/
downloads/SE0588.pdf on the CMS website.

To view the actual instruction, CR4219, issued to your
carrier, visit http: /Awww.cms.hhs.gov/ Transmittal downl oads/
R42DEMO.pdf on the CM Swebsite.

If you have any questions, please contact your carrier at
their toll-free number, which may befound at
http: /mmw.cms.hhs.gov/apps/contacts/ on the CM S website.

Oncology Demonstration Project G-codes(in Numerical Order by Code)

Primary focusof thevisit
G9050

ONCOLOGY; PRIMARY FOCUSOFVISIT; WORK-UR EVALUATION, OR STAGINGAT THE TIME OF CANCER

DIAGNOSISOR RECURRENCE (FOR USE IN AMEDICARE-APPROVED DEMONSTRATION PROJECT)

G9051

ONCOLOGY; PRIMARY FOCUSOFVISIT; TREATMENT DECISION-MAKINGAFTERDISEASEISSTAGED OR

RESTAGED, DISCUSSION OFTREATMENT OPTIONS, SUPERVISING/COORDINATINGACTIVECANCER
DIRECTED THERAPY ORMANAGING CONSEQUENCESOF CANCERDIRECTED THERAPY

G9052

ONCOLOGY; PRIMARY FOCUSOF VISIT, SURVEILLANCE FOR DISEASE RECURRENCE FOR FATIENT WHO

HASCOMPLETED DEFNITIVE CANCER-DIRECTED THERAPY AND CURRENTLY LACKSEVIDENCE OF
RECURRENT DISEASE; CANCER DIRECTED THERAPY MIGHT BECONSDERED IN THEFUTURE

G9053

ONCOLOGY; PRIMARY FOCUSOF VISIT, EXPECTANTMANAGEMENT OF FATIENT WITH EVIDENCE OF

CANCER FORWHOM NO CANCERDIRECTED THERAPY ISBEINGADMINISTERED ORARRANGEDAT
PRESENT; CANCER DIRECTED THERAPY MIGHT BECONSIDERED INTHEFUTURE
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G9054  ONCOLOGY; PRIMARY FOCUSOF VISIT; SUPERVISING COORDINATING ORMANAGING CAREOFPATIENT
WITHTERMINAL CANCER OR FORWHOM OTHERMEDICAL ILLNESSPREVENTSFURTHER CANCER
TREATMENT; INCLUDESSY MPTOM MANAGEMENT, END-OF-LIFE CARE PLANNING, MANAGEMENT OF
FALLIATIVE THERAPIES

G9055  ONCOLOGY; PRIMARY FOCUSOF VIST; OTHER, UNSPECIFIED SERVICENOT OTHERWISELISTED

GuiddineAdher ence Codes

G9056  ONCOLOGY; PRACTICEGUIDELINES, MANAGEMENTADHERESTO GUIDELINES

G9057 ONCOLOGY; PRACTICEGUIDELINES, MANAGEMENT DIFFERSFROM GUIDELINESASARESULTOF
PATIENTENROLLMENTIN AN INSTITUTIONAL REVIEWBOARD APPROVED CLINICAL TRIAL

G9058 ONCOLOGY; PRACTICE GUIDELINES, MANAGEMENT DIFFERSFROM GUIDELINESBECAUSETHE TREAT-
INGPHY SICIAN DISAGREESWITH GUIDELINERECOMMENDATIONS

G9059 ONCOLOGY; PRACTICEGUIDELINES, MANAGEMENT DIFFERSFROM GUIDELINESBECAUSETHE PA-
TIENT,AFTERBEING OFFERED TREATMENT CONSISTENT WITH GUIDELINES, HASOPTED FORALTERNA-
TIVETREATMENTORMANAGEMENT, INCLUDINGNO TREATMENT

G9060 ONCOLOGY; PRACTICEGUIDELINES, MANAGEMENT DIFFERSFROM GUIDELINESFOR REASON(S)
ASSOCIATEDWITH PATIENT COMORBID ILLNESSOR PERFORMANCE STATUSNOT FACTORED INTO
GUIDELINES

G9061 ONCOLOGY; PRACTICEGUIDELINES FATIENT SCONDITION NOTADDRESSED BYAVAILABLEGUIDELINES

G9062 ONCOLOGY; PRACTICEGUIDELINES, MANAGEMENT DIFFERSFROM GUIDELINESFOROTHER REASON(S)
NOTLISTED

Lung cancer, Non-small cell, small cell lung cancer (162.2-162.9)

G9063  ONCOLOGY;DISEASESTATUS, LIMITEDTONON-SMALL CELL LUNG CANCER; EXTENT OF DISEASE
INITIALLY ESTABLISHEDASSTAGE | (PRIORTONEO-ADJUVANT THERAPY, IFANY)WITH NOEVIDENCE
OF DISEASE PROGRESSION, RECURRENCE, ORMETASTASES

G9064  ONCOLOGY; DISEASE STATUS; LIMITED TONON-SMALL CELL LUNG CANCER; EXTENT OF DISEASE
INITIALLY ESTABLISHEDASSTAGEII (PRIORTONEO-ADJUVANT THERAPY, IFANY)WITH NOEVIDENCE
OF DISEASE PROGRESSION, RECURRENCE, ORMETASTASES

G9065 ONCOLOGY; DISEASE STATUS, LIMITED TONON-SMALL CELL LUNG CANCER; EXTENT OF DISEASE
INITIALLY ESTABLISHEDASSTAGEIII A(PRIORTONEO-ADJUVANT THERAPY, IFANY) WITHNOEVI-
DENCE OF DISEASE PROGRESS ON, RECURRENCE, ORMETASTASES

G9066  ONCOLOGY; DISEASE STATUS, LIMITEDTONON-SMALL CELL LUNG CANCER; STAGE Il B-1V AT DIAG-
NOSIS, METASTATIC, LOCALLY RECURRENT, ORPROGRESSIVE

G9067 ONCOLOGY; DISEASE STATUS; LIMITED TONON-SMALL CELL LUNG CANCER; EXTENT OF DISEASE
UNKNOWN, UNDER EVALUATION, NOT Y ETDETERMINED, ORNOTLISTED

G9068 ONCOLOGY;DISEASE STATUS; LIMITED TOSMALL CELLAND COMBINED SMALL CELL/NON-SMALL
CELL; EXTENTOFDISEASEINITIALLY ESTABLISHEDASLIMITED WITH NOEVIDENCE OF DISEASE
PROGRESS ON, RECURRENCE, ORMETASTASES

G9069 ONCOLOGY;DISEASE STATUS, SMALL CELL LUNG CANCER,LIMITEDTOSMALL CELLAND COMBINED
SMALL CELL/NON-SMALL CELL; EXTENSIVE STAGEAT DIAGNOSIS, METASTATIC, LOCALLY RECURRENT,
ORPROGRESSVE

G9070  ONCOLOGY; DISEASE STATUS, SMALL CELL LUNGCANCER, LIMITEDTOSMALL CELLAND COMBINED
SMALL CELL/NON-SMALL; EXTENT OF DISEASE UNKNOWN, UNDER EVALUATION, PRE-SURGICAL, OR
NOTLISTED

Femalebreast cancer (174.0-174.9)

G9071  ONCOLOGY, DISEASE STATUS, INVASIVE FEMAL EBREAST CANCER (DOESNOTINCLUDE DUCTAL
CARCINOMAIN SITU); ADENOCARCINOMAASPREDOMINANT CELL TYPE; STAGE| ORSTAGEIIA-IIB;
ORT3,N1, M0; AND ER AND/OR PR POSITIVE; WITH NO EVIDENCE OF DI SEASE PROGRESSION, RECUR-
RENCE, ORMETASTASES

G9072  ONCOLOGY; DISEASE STATUS, INVASIVEFEMAL EBREAST CANCER (DOESNOTINCLUDE DUCTAL
CARCINOMAIIN SITU); ADENOCARCINOMAASPREDOMINANT CELL TYPE; STAGE |, ORSTAGEIIA-IIB;
ORT3,N1, M0; AND ERAND PRNEGATIVE; WITH NO EVIDENCE OF DI SEASE PROGRESSION, RECUR-
RENCE, ORMETASTASES

G9073  ONCOLOGY; DISEASE STATUS, INVASIVE FEMAL EBREAST CANCER (DOESNOTINCLUDE DUCTAL
CARCINOMAIN SITU); ADENOCARCINOMAASPREDOMINANT CELLTYPE; STAGEIIA-111B;AND NOT T3,
N1, MO; AND ERAND/ORPRPOSITIVE; WITH NO EVIDENCE OF DISEASE PROGRESSION, RECURRENCE, OR
METASTASES

G9074  ONCOLOGY; DISEASE STATUS, INVASIVE FEMAL EBREAST CANCER (DOESNOTINCLUDE DUCTAL
CARCINOMAIN SITU); ADENOCARCINOMAASPREDOMINANT CELLTYPE; STAGEIIIA-111B;AND NOT T3,
N1, MO;AND ERAND PRNEGATIVE; WITH NO EVIDENCE OF DISEASE PROGRESSION, RECURRENCE, OR
METASTASES

G9075 ONCOLOGY; DISEASE STATUS, INVASIVEFEMAL EBREAST CANCER (DOESNOTINCLUDE DUCTAL
CARCINOMAIN SITU); ADENOCARCINOMAASPREDOMINANT CELL TYPE; M1ATDIAGNOSIS, META-
STATIC, LOCALLY RECURRENT, ORPROGRESSIVE
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G9076  ONCOLOGY; DISEASE STATUS; INVASIVE FEMALEBREAST CANCER (DOESNOTINCLUDEDUCTAL
CARCINOMA IN SITU); ADENOCARCINOMA ASPREDOMINANT CELL TY PE; EXTENT OF DISEASE UN-
KNOWN, UNDER EVALUATION, PRE-SURGICAL ORNOTLISTED

Prostate cancer (185)

G9077  ONCOLOGY; DISEASE STATUS, PROSTATE CANCER, LIMITED TOADENOCARCINOMA ASPREDOMINANT
CELLTYPE; T1-T2CAND GLEASON 2-7AND PSA <OREQUAL TO20ATDIAGNOSISWITH NO EVIDENCE OF
DISEASE PROGRESSI ON, RECURRENCE, ORMETASTASES

G9078  ONCOLOGY; DISEASE STATUS; PROSTATE CANCER, LIMITED TOADENOCARCINOMA ASPREDOMINANT
CELL TYPE; T20RT3AtGLEASON 8-10 OR PSA>20AT DIAGNOSISWITH NO EVIDENCE OF DISEASE
PROGRESS ON, RECURRENCE, ORMETASTASES

G9079  ONCOLOGY; DISEASE STATUS; PROSTATE CANCER, LIMITED TOADENOCARCINOMA ASPREDOMINANT
CELL TYPE; T3B-T4,ANY N;ANY T,N1AT DIAGNOSI SWITH NO EVIDENCE OF DISEASE PROGRESSION,
RECURRENCE, ORMETASTASES

G9080 ONCOLOGY; DISEASE STATUS; PROSTATE CANCER, LIMITED TOADENOCARCINOMA; AFTERINITIAL
TREATMENT WITH RISING PSA OR FAILURE OF PSA DECLINE

G9081  ONCOLOGY; DISEASE STATUS,; PROSTATE CANCER, LIMITED TOADENOCARCINOMA ; NON-CASTRATE,
INCOMPLETELY CASTRATE; CLINICAL METASTASESORM1AT DIAGNOSIS

G9082  ONCOLOGY; DISEASE STATUS; PROSTATE CANCER, LIMITED TOADENOCARCINOMA; CASTRATE;
CLINICALMETASTASESORM1AT DIAGNOSIS

G9083  ONCOLOGY; DISEASE STATUS; PROSTATE CANCER, LIMITED TOADENOCARCINOMA; EXTENT OF
DISEASE UNKNOWN, UNDER EVALUATION ORNOT LISTED

Colon cancer (153.0-153.9)

G9084  ONCOLOGY:; DISEASE STATUS; COLON CANCER, LIMITED TOINVASIVE CANCER,ADENOCARCINOMAAS
PREDOMINANT CELLTYPE; EXTENTOF DISEASE INITIALLY ESTABLISHED AST1-3,NO, MOWITHNO
EVIDENCE OF DI SEASE PROGRESSION, RECURRENCE, ORMETASTASES

G9085 ONCOLOGY; DISEASE STATUS, COLON CANCER, LIMITED TOINVASIVE CANCER,ADENOCARCINOMAAS
PREDOMINANT CELLTYPE; EXTENT OF DISEASEINITIALLY ESTABLISHEDAST4, NO, MOWITHNO
EVIDENCE OF DI SEASE PROGRESSION, RECURRENCE, ORMETASTASES

G9086  ONCOLOGY:; DISEASE STATUS; COLON CANCER, LIMITED TOINVASIVE CANCER,ADENOCARCINOMAAS
PREDOMINANT CELL TYPE; EXTENT OF DISEASEINITIALLY ESTABLISHEDAST1-4,N1-2, MOWITH NO
EVIDENCE OF DISEA SE PROGRESS ON, RECURRENCE, ORMETASTASES

G9087  ONCOLOGY:; DISEASE STATUS; COLON CANCER, LIMITED TOINVASIVE CANCER,ADENOCARCINOMAAS
PREDOMINANT CELLTY PE; M1ATDIAGNOSIS, METASTATIC, LOCALLY RECURRENT, OR PROGRESSIVE
WITH CURRENT CLINICAL, RADIOLOGIC, ORBIOCHEMICAL EVIDENCE OF DISEASE

G9088  ONCOLOGY:; DISEASE STATUS; COLON CANCER, LIMITED TOINVASIVE CANCER,ADENOCARCINOMAAS
PREDOMINANT CELLTYPE; M1ATDIAGNOSIS,METASTATIC, LOCALLY RECURRENT, OR PROGRESSIVE
WITHOUT CURRENT CLINICAL, RADIOLOGIC, ORBIOCHEMICAL EVIDENCE OF DISEASE

G9089  ONCOLOGY; DISEASE STATUS, COLON CANCER, LIMITED TOINVASIVE CANCER,ADENOCARCINOMAAS
PREDOMINANT CELLTY PE; EXTENT OF DISEASE UNKNOWN, NOT YET DETERMINED, UNDER EVALUA-
TION, PRE-SURGICAL, ORNOT LISTED

Rectal cancer (154.0, 154.1)

G9090 ONCOLOGY; DISEASE STATUS, RECTAL CANCER, LIMITED TO INVASIVE CANCER,ADENOCARCINOMA
ASPREDOMINANTCELL TYPE; EXTENTOFDISEASEINITIALLY ESTABLISHEDAST1-2,NO,MO(PRIORTO
NEO-ADJUVANTTHERAPY, IFANY) WITH NO EVIDENCE OF DISEASE PROGRESSION, RECURRENCE, OR
METASTASES

G9091  ONCOLOGY; DISEASE STATUS; RECTAL CANCER, LIMITED TO INVASIVE CANCER,ADENOCARCINOMA
ASPREDOMINANTCELL TYPE; EXTENTOFDISEASEINITIALLY ESTABLISHED AST3,NO, MO(PRIORTO
NEO-ADJUVANTTHERAPY, IFANY) WITH NO EVIDENCE OF DISEASE PROGRESSION, RECURRENCE, OR
METASTASES

G9092  ONCOLOGY; DISEASE STATUS; RECTAL CANCER, LIMITED TO INVASIVE CANCER,ADENOCARCINOMA
ASPREDOMINANTCELL TYPE; EXTENTOFDISEASE INITIALLY ESTABLISHEDAST1-3,N1-2, MO(PRIOR
TONEO-ADJUVANTTHERAPY, IFANY)WITH NO EVIDENCE OF DISEASE PROGRESSION, RECURRENCE OR
METASTASES

G9093 ONCOLOGY; DISEASE STATUS; RECTAL CANCER, LIMITED TO INVASIVE CANCER,ADENOCARCINOMA
ASPREDOMINANTCELL TYPE; EXTENTOFDISEASEINITIALLY ESTABLISHEDAST4,ANY N, MO(PRIOR
TONEOG-ADJUVANT THERAPY, IFANY)WITH NO EVIDENCE OF DISEASE PROGRESSION, RECURRENCE, OR
METASTASES

G9094  ONCOLOGY:; DISEASE STATUS, RECTAL CANCER, LIMITED TOINVASVECANCER, ADENOCARCINOMAAS
PREDOMINANT CELL TYPE; M1ATDIAGNOS S, METASTATIC, LOCALLY RECURRENT, ORPROGRESSVE

G9095 ONCOLOGY:; DISEASE STATUS; RECTAL CANCER, LIMITED TOINVASIVE CANCER,ADENOCARCINOMA
ASPREDOMINANT CELL TYPE; EXTENT OF DISEASE UNKNOWN, NOT YET DETERMINED, UNDER
EVALUATION, PRE-SURGICAL,ORNOT LISTED
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Esophageal cancer (150.0-150.9)

G9096  ONCOLOGY; DISEASE STATUS; ESOPHAGEAL CANCER, LIMITED TOADENOCARCINOMA OR SQUAMOUS
CELL CARCINOMA ASPREDOMINANT CELLTYPE; EXTENT OFDISEASEINITIALLY ESTABLISHEDAST1-
T3,NO-N1ORNX (PRIOR TONEO-ADJUVANT THERAPY, IFANY) WITH NO EVIDENCE OF DISEASE PRO-
GRESSION, RECURRENCE, ORMETASTASES

G9097 ONCOLOGY; DISEASE STATUS; ESOPHAGEAL CANCER, LIMITED TOADENOCARCINOMA OR SQUAMOUS
CELL CARCINOMA ASPREDOMINANT CELLTYPE; EXTENT OFDISEASEINITIALLY ESTABLISHEDAST4,
ANY N, MO(PRIOR TONEO-ADJUVANT THERAPY, IFANY)WITH NO EVIDENCE OF DISEASE PROGRES
SION, RECURRENCE, ORMETASTASES

G9098 ONCOLOGY; DISEASE STATUS; ESOPHAGEAL CANCER, LIMITED TOADENOCARCINOMA OR SQUAMOUS
CELL CARCINOMA ASPREDOMINANT CELL TYPE; M1AT DIAGNOSIS, METASTATIC, LOCALLY RECUR-
RENT, ORPROGRESSVE

G9099 ONCOLOGY; DISEASE STATUS; ESOPHAGEAL CANCER, LIMITED TOADENOCARCINOMA OR SQUAMOUS
CELL CARCINOMA ASPREDOMINANT CELLTYPE; EXTENT OF DISEASE UNKNOWN, NOTYET DETER-
MINED, UNDER EVALUATION, PRE-SURGICAL,ORNOT LISTED

Gastriccancer (151.0-151.9)

G9100 ONCOLOGY; DISEASE STATUS, GASTRICCANCER, LIMITED TOADENOCARCINOMAASPREDOMINANT
CELL TYPE; POST RORESECTION (WITH ORWITHOUTNEOADJUVANT THERAPY)WITH NOEVIDENCE OF
DISEASE RECURRENCE, PROGRESSION, ORMETASTASES

G9101  ONCOLOGY; DISEASE STATUS; GASTRICCANCER, LIMITED TOADENOCARCINOMAASPREDOMINANT
CELL TYPE; POSTR1ORR2RESECTION (WITH ORWITHOUT NEOCADJUVANT THERAPY)WITHNOEVI-
DENCE OF DISEASE PROGRESSION, ORMETASTASES

G9102 ONCOLOGY; DISEASE STATUS; GASTRICCANCER, LIMITED TOADENOCARCINOMAASPREDOMINANT
CELLTYPE; CLINICAL ORPATHOLOGIC MO, UNRESECTABLEWITH NO EVIDENCE OF DISEASE PROGRES
SION, ORMETASTASES

G9103  ONCOLOGY; DISEASE STATUS, GASTRICCANCER, LIMITEDTOADENOCARCINOMAASPREDOMINANT
CELL TYPE; CLINICALORPATHOLOGICM1AT DIAGNOSIS, METASTATIC, LOCALLY RECURRENT, OR
PROGRESSVE

G9104 ONCOLOGY;DISEASE STATUS, GASTRICCANCER, LIMITED TOADENOCARCINOMAASPREDOMINANT
CELL TYPE; EXTENT OF DISEASE UNKNOWN, UNDER EVALUATION, NOT YET DETERMINED,
PRESURGICAL, ORNOT LISTED

Pancreatic cancer (157.0-157.3, 157.8, 157.9)

G9105 ONCOLOGY; DISEASE STATUS, ANCREATIC CANCER, LIMITED TOADENOCARCINOMA ASPREDOMI-
NANT CELL TY PE; POST RORESECTION WITHOUT EVIDENCE OF DISEASE PROGRESS ON, RECURRENCE,
ORMETASTASES

G9106  ONCOLOGY; DISEASE STATUS; PANCREATIC CANCER, LIMITED TOADENOCARCINOMA; POSTR1ORR2
RESECTIONWITH NO EVIDENCE OF DISEASE PROGRESSION, ORMETASTASES

G9107 ONCOLOGY; DISEASE STATUS, ANCREATIC CANCER, LIMITED TOADENOCARCINOMA; UNRESECTABLE
ATDIAGNOSIS,M1ATDIAGNOSIS, METASTATIC, LOCALLY RECURRENT, OR PROGRESSIVE

G9108 ONCOLOGY; DISEASE STATUS; IANCREATIC CANCER, LIMITED TOADENOCARCINOMA; EXTENT OF
DISEASE UNKNOWN, UNDER EVALUATION, NOTY ET DETERMINED, PRE-SURGICAL, ORNOTLISTED

Head and neck cancer (140.0-149.9, 161.0-161.9)

G9109 ONCOLOGY; DISEASE STATUS; HEAD AND NECK CANCER, LIMITED TOCANCERSOFORAL CAVITY,
PHARYNXAND LARYNX WITH SQUAMOUSCELLASPREDOMINANT CELLTYPE; EXTENT OF DISEASE
INITIALLY ESTABLISHED AST1-T2 AND NO, MO (PRIOR TONEO-ADJUVANT THERAPY, IFANY) WITH NO
EVIDENCE OF DISEA SE PROGRESSION, RECURRENCE, ORMETASTASES

G9110  ONCOLOGY; DISEASE STATUS; HEAD AND NECK CANCER, LIMITED TOCANCERSOFORAL CAVITY,
PHARYNXAND LARYNX WITH SQUAMOUSCELLASPREDOMINANT CELLTYPE; EXTENT OF DISEASE
INITIALLY ESTABLISHEDAST3-4 AND/ORN1-3, MO (PRIORTONEO-ADJUVANT THERAPY, IFANY) WITH
NO EVIDENCE OF DISEASE PROGRESSION, RECURRENCE, ORMETASTASES

G9111  ONCOLOGY; DISEASE STATUS; HEAD AND NECK CANCER, LIMITED TOCANCERSOFORAL CAVITY,
PHARYNXAND LARYNXWITH SQUAMOUSCELL ASPREDOMINANTCELL TYPE; M1AT DIAGNOSIS,
METASTATIC, LOCALLY RECURRENT, ORPROGRESSIVE

G9112  ONCOLOGY; DISEASE STATUS; HEAD AND NECK CANCER, LIMITED TOCANCERSOFORAL CAVITY,
PHARYNXAND LARYNX WITH SQUAMOUSCELLASPREDOMINANT CELLTY PE; EXTENT OF DISEASE
UNKNOWN, NOT YET DETERMINED, PRE-SURGICAL,ORNOT LISTED

Ovarian cancer (183.0)

G9113  ONCOLOGY; DISEASE STATUS; OVARIAN CANCER, LIMITED TOEPITHELIAL CANCER; ATHOLOGIC
STAGEIA-B (GRADE 1) WITHOUT EVIDENCE OF DISEASE PROGRESSION, RECURRENCE, ORMETASTASES
(FORUSEINA MEDICARE-APPROVED DEMONSTRATION PROJECT)

G9114  ONCOLOGY; DISEASE STATUS; OVARIAN CANCER, LIMITED TOEPITHELIAL CANCER; ATHOLOGIC
STAGEIA-B (GRADE 2-3); OR STAGE IC (ALL GRADES); OR STAGEII; WITHOUT EVIDENCE OF DISEASE
PROGRESS ON, RECURRENCE, ORMETASTASES
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G9115  ONCOLOGY; DISEASE STATUS, OVARIAN CANCER, LIMITEDTOEPITHELIAL CANCER; FATHOLOGIC
STAGEIII-IV; WITHOUT EVIDENCE OF PROGRESS ON, RECURRENCE

G9116  ONCOLOGY; DISEASE STATUS, OVARIAN CANCER, LIMITED TOEPITHELIAL CANCER; EVIDENCE OF
DISEA SE PROGRESSI ON, OR RECURRENCE, AND/OR PLATINUM RESISTANCE

G9117  ONCOLOGY; DISEASE STATUS;, OVARIAN CANCER, LIMITEDTOEPI THELIAL CANCER; EXTENT OF
DISEASEUNKNOWN, UNDEREVALUATION, INCOMPLETE SURGICAL STAGING PRE-SURGICAL STAGING
ORNOTLISTED (FORUSE INA MEDICARE-APPROVED DEMONSTRATION PROJECT)

Non-Hodgkin’slymphoma (202.00-202.08, 202.80-202.98)

G9118  ONCOLOGY; DISEASE STATUS; NON-HODGKIN'SLY MPHOMA, LIMITEDTOFOLLICULARLYMPHOMA,
MANTLECELL LYMPHOMA, DIFFUSELARGEB-CELL LYMPHOMA, SMALL LYMPHOCYTICLYMPHOMA,;
STAGEI, Il AT DIAGNOSIS, NOT RELAPSED, NOT REFRACTORY

G9119  ONCOLOGY; DISEASE STATUS; NON-HODGKIN’SLY MPHOMA, LIMITEDTO FOLLICULARLY MPHOMA,
MANTLECELL LYMPHOMA, DIFFUSELARGEB-CELL LY MPHOMA, SMALL LYMPHOCYTICLYMPHOMA,;
STAGEIII, IV NOTRELAPSED,NOT REFRACTORY (FORUSEINAMEDICARE-APPROVED DEMONSTRA-
TION PROJECT)

G9120 ONCOLOGY; DISEASE STATUS, NON-HODGKIN' SLYMPHOMA, TRANSFORMED FROM FOLLICULAR
LYMPHOMATODIFFUSELARGEB-CELL LYMPHOMA

G9121  ONCOLOGY; DISEASE STATUS; NON-HODGKIN'SLY MPHOMA, LIMITEDTOFOLLICULARLYMPHOMA,
MANTLECELL LYMPHOMA, DIFFUSELARGEB-CELL LY MPHOMA, SMALL LYMPHOCYTICLYMPHOMA,;
RELAPSED/REFRACTORY

G9122  ONCOLOGY; DISEASE STATUS; NON-HODGKIN'SLY MPHOMA, LIMITEDTOFOLLICULARLYMPHOMA,
MANTLECELL LYMPHOMA, DIFFUSELARGEB-CELL LYMPHOMA, SMALL LYMPHOCYTICLYMPHOMA,;
DIAGNOSTICEVALUATION, STAGENOTDETERMINED, EVALUATION OF POSSIBLE RELAPSEOR
NONRESPONSETOTHERAPY, ORNOT LISTED

Chronic Myelogenousleukemia (205.10, 205.11)

G9123  ONCOLOGY; DISEASE STATUS, CHRONICMY ELOGENOUSLEUKEMIA, LIMITED TOPHILADELPHIA
CHROMOSOME POSITIVEAND/ORBCR-ABL POSITIVE; CHRONICPHASENOT IN HEMATOLOGIC, CY TOGE-
NETIC,ORMOLECULARREMISSION

G9124  ONCOLOGY; DISEASE STATUS, CHRONICMY ELOGENOUSLEUKEMIA, LIMITED TOPHILADELPHIA
CHROMOSOME POSI TIVEAND /ORBCR-ABL POSI TIVE; ACCELERATED PHASENOT INHEMATOLOGIC
CYTOGENETIC,ORMOLECULARREMISSION

G9125 ONCOLOGY; DISEASE STATUS, CHRONICMYLOGENOUSLEUKEMIA, LIMITED TO PHILADELPHIACHRO-
MOSOME POSITIVEAND /ORBCR-ABL POSITIVE; BLASTPHASE NOT+IN HEMATOLOGIC, CY TOGENETIC,
ORMOLECULARREMISSION

G9126 ONCOLOGY; DISEASE STATUS; CHRONICMY ELOGENOUSLEUKEMIA, LIMITEDTOPHILADELPHIA
CHROMOSOME POSITIVEAND /ORBCR-ABL POSITIVE; INHEMATOLOGIC, CY TOGENETIC, ORMOLECU-
LARREMISSION

G9127  ONCOLOGY; DISEASE STATUS, CHRONICMEYLOGENOUSLEUKEMIA, LIMITED TOPHILADELPHIA
CHROMOSOME POSI TIVEAND /ORBCR-ABL POSITIVE; EXTENT OF DISEASE UNKNOWN, UNDER EVALU-
ATION, NOT LISTED (FORUSEINA MEDICARE-APPROVED DEMONSTRATION PROJECT

MultipleMyeloma (203.00, 203.01)

G9128  ONCOLOGY; DISEASE STATUS, LIMITEDTOMULTIPLEMYELOMA, SY STEMICDISEASE; SMOLDERING
STAGEI

G9129  ONCOLOGY; DISEASE STATUS; LIMITED TOMULTIPLEMYELOMA, SY STEMICDISEASE; STAGEII OR
HIGHER

G9130 ONCOLOGY; DISEASE STATUS, LIMITED TOMULTIPLEMYELOMA, SY STEMICDISEASE; EXTENTOF
DISEASE UNKNOWN, UNDER EVALUATION, ORNOT LISTED

tltalicized text reflectsimpending changetolong descriptor to beimplemented in January 2006. The coding physician
should assumethelong descriptor includesthischange.

Medlearn Matters Number: MM4219

Related Change Request (CR) #: N/A

Related CR Release Date: March 10, 2006

Effective Date: January 1, 2006

Related CR Transmittal #: R36DEMO

Implementation Date: January 17, 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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2006 Oncology Demonstration Project - Reminder

To qualify for the payment associated with this demonstration payment, you must submit one G-code from each of the three
categories mentioned above when you bill foran E & M of level 2, 3, 4, or 5 for established patients. 1n addition, the G-
codesand theE & M must be billed on the same claim. If billed on separate claims, the service will be denied.

Source: Publication 100-19, Transmittal 42, Change Request 4219

March is National Kidney Month
syou know, chronic kidney disease (CKD) isagrowing problem in the United States. CKD can lead to cardiovascular
disease, among other serious health conditions, and left unchecked can eventually lead to kidney failure. Over 400,000
Americans suffer from kidney failure (end stage renal disease, or ESRD) and require either kidney dialysis or transplantation to
live. Additionally, 8 to 20 million Americans have reduced kidney function, due primarily to diabetes and hypertension, which
can lead to kidney failure. ESRD isMedicare’ s only disease-specific program that entitles people of al agesto Medicare
coverage on the basis of their diagnosis. Your patients may be at risk for chronic kidney disease if they:

Have Diabetes

Have High Blood Pressure

Have aFamily History of Chronic Kidney Disease

Are60Yearsof Ageor Older

Arefrom thefollowing ethnic groups (African American, Hispanic, Asian or Pacific |slander)

The Medicare Program provides coverage of kidney dialysis and kidney transplant servicesfor eligible Medicare patients.
Your Medicare patients may also be eligible for coverage of cardiovascular disease and diabetes screenings, diseases that may
increase therisk of kidney damage.

What can you do?

Prevention is possible! Talk with your patients about their risk for kidney disease and encourage them to take advantage of
the appropriate Medicare benefits, such as cardiovascular disease and diabetes screenings and medical nutrition therapy
services. Early treatment can slow progression of kidney disease and reduce cardiovascular risk.

Resources
To learn more about Medicare’ s coverage of and payment for kidney related services, pleaserefer to the following
publications, developed by the Medicare Learning Network (MLN) for health care professionals:

e Physician’s Guide to Medicare Coverage of Kidney Diaysis and Kidney Transplant Services www.cms.hhs.gov/
Medlear nProducts/downloads/Book _Kidney Dialysis-Final.pdf (Available in print or download)

e Fistula First Breakthrough Initiative http://www.cms.hhs.gov/Medl ear nProducts/downl oads/Fistul aFir stbroch.pdf
(Availablein download only)

e End Stage Rena Disease Composite Payment Rate System http://wwwems.hhs.gov/Medl ear nProducts/downl oads/
ESRD CompRatePaymentSys.pdf (Availablein download only)

e TheGuideto Medicare Preventive Servicesfor Physicians, Providers, Suppliers, and Other Health Care Professionals
http: //mww.cms.hhs.gov/Medl ear nProducts/downl oads/PSGUID.pdf (Available in print or download)

Print products may be ordered, free of charge, from the MLN Product Ordering page located at http://www.cms.hhs.gov/
medlearn on the CM S website. These products are also available to view on line as a download and may be reprinted or
redistributed as needed.

Other Helpful Education Resources
e National Kidney Disease Education Program http://mmwnkdep.nih.gov/ to learn more about kidney disease and how you
can help your patients.

For more information about National Kidney Month visit http://mww.kidney.org/ on the Web.
Source: Provider Education Resources Listserv, Message 200603-07

/Sign up to our eNews electronic mailing list N
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 informa-
tion 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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Revisions to Instructions for Contractors Other Than the RNHCI Specialty

Contractor Regarding Claims for Beneficiaries with RNHCI Elections
CMShasissued the following “ MLN Matters article. Information for Medicare Fee-for-Service Health Care Professionals.
Provider Types Affected

Physicians, providers, and suppliers who may treat M edicare patients who have elected Religious Nonmedical Health
Carelngtitutions (RNHCI) careand bill Medicarefiscal intermediaries (FIs), regional home health intermediaries (RHHIs),
carriers, and durable medical equipment regional carriers (DMERCS) for those services.

Provider Action Needed
STOP — Impact to You

This change request (1) replaces the current process that devel ops claims viatelephone inquiry for beneficiaries with
RNHCI electionswith aletter using “yes’ or “no” questions; (2) placesinto the Medicare Claims Processing Manual RNHCI
claims processing instructions; (3) restructures much of the existing RNHCI manual material to be more complete and acces-
sible; (4) definesthe RNHCI; and (5) liststhe qualifying criteriafor RNHCI benefits.

CAUTION —What You Need to Know
Note the business requirementsin this CR that apply to your billing area.

GO —What You Need to Do
For providers other than RNHCIs, use the | etter issued by your contractor that asks questions key to determining excepted
versus nonexcepted care. For RNHCI s, incorporate the new claims submission instructionsinto your billing procedures.

Background

Thetransmittal publishes enhancementsto Medicare manualsto more clearly explain the RNHCI benefit. The majority of
these manual changes do not create any new business requirements. However, the transmittal revises instructions from
Program Memorandum (PM) AB-03-145.

That PM changed the devel opment processfor claimsfor beneficiarieswith RNHCI electionsfrom areview of medical
records to a telephone contact process.

Theintent of PM AB-03-145 wasto simplify the development process. Since theissuance of PM AB-03-145, anumber of
Medicare contractors (i.e., carriers and fiscal intermediaries) other than the RNHCI specialty contractor have expressed
sufficient concerns about the telephone contact process to cause the Centers for Medicare & Medicaid Services (CMS) to
revise that process.

Non-specialty contractorswith high volumes of RNHCI-related claimsrejects reported difficulty contacting providers. In
addition, they reported beneficiaries were not willing or able to supply the necessary information to enable the contractor to
determine whether the care was excepted or non-excepted care under RNHCI benefit policies.

These contractors also expressed concerns about the lack of written documentation from the provider in the telephone-
based process. To address these concerns without reverting to areview of medical records, CM S has developed the require-
ments listed below that will be incorporated into the letter issued to providers.

Briefly, if you bill Medicarefor services provided to a patient who has elected RNHCI coverage, thefollowing require-
mentsof CR4218 will apply.

Requirements of CR4218
Development L etter sfor ProvidersOther than RNHCI s
Upon receipt of aclaim rejected by Medicare systems due to an RNHCI election on filefor that Medicare beneficiary,
contractors must issue a development letter designed to determine whether care was excepted or nonexcepted.
Contractors must issue RNHCI development | etters that ask questions about the following:

Whether the beneficiary paid for the services out of pocket in lieu of requesting payment from Medicare;
Whether the beneficiary was unable to make his/her beliefs and wishes known before receiving the services that have
been billed; and

e  Whether, for avaccination service, the vaccination performed was required by a government jurisdiction.

The letterswill phrase questionsin RNHCI to be answered with aY es or No response. The wording and format of this
letter will be based on the experience of your contractor in effectively communicating with their community of providers.

Deter minationsBased on Development L etter

e Contractorswill make determinations of excepted or non-excepted care based on provider responses to devel opment
letters.
Contractorswill make determinationswithin 30 days of receipt of the provider’sresponse.
Contractors will make determinations of excepted care when a provider responds ‘ Yes' to any of the questionsin the letter.
Contractors will make determinations of non-excepted care when aprovider responds‘No’ to all of the questionsin the
|etter.

e  Contractorswill make an excepted/non-excepted determination based on the evidence presented by the claim itself if the
provider does not reply in atimely manner to the development letter.

e For claimsfor which no timely response wasreceived, contractorswill make a determination of non-excepted careif the
claim contains durable medical equipment or prosthetic/orthotic devices.
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Instructionsfor Contractors Other Than the RNHCI Specialty Contractor, continued

e For claimsfor which no timely response was received, contractor staff with aclinical background will use the diagnoses
and procedures reported on the claim to make their best determination whether the services were excepted or non-
excepted care.

e For claimsfor which no timely response wasreceived, contractorswill make determinations of excepted or non-excepted
care within 30 days of the end of the timely response period.

For RNHCI Providers

CR 4218 provides completeinstructionsfor compl etion of claimsto Medicare. RNHCI s should review theinstructionsin
CR 4218 and ensure their current billing processes are consistent with these instructions. The “Related Instructions’ section
of thisarticle providesinformation on accessing the transmittal s that comprise CR 4218.

Implementation
Theimplementation date for theinstructionisMay 11, 2006.

Related Instructions

For abeneficiary to receive benefits under section 1821 of the Socia Security Act (theAct) and payment under the
Medicare program upon admission to aRNHCI and prior to the RNHCI billing for services, the beneficiary must make awritten
election.

The document detailing the process for abeneficiary to elect RNHCI care or to terminate that election is attached to
transmittal R45BP of CR 4218. CR 4218 may be viewed at http://mmww.cms.hhs.gov/Transmittal s/downl oads/R45BP.pdf on the
CMSwebsite.

Theten qualifying provisionsthat must be met for aprovider to be defined as an RNHCI, as contained in Section 1861
(ss) (2) of theAct for RNHCIs, aredefined in transmittal R35GI of CR 4218. Thetransmittal may beviewed at
http://mmww.cms.hhs.gov/ Transmittal s/downl oads/R35GI .pdf on the CM S website.

Chapter 3 of the Medicare Claims Processing Manual, Inpatient Hospital Billing, was also completely revised and is
contained intransmittal R851CP of CR 4218.

Transmittal R851CPis available at http://www.cms.hhs.gov/Transmittal downl oads/R851CP.pdf on the CM S website.

Additional Information

The officia instructionsissued to the RNHCI intermediary regarding this change can be found in three parts, i.e., the
transmittals parts as shown in the Web addresses provided above.

If you have questions, please contact your carrier/intermediary/DMERC at their toll-free number which may be found at
http: //mww.cms.hhs.gov/apps/contacts on the CM S website.

MLN Matters Number: MM4218 Related Change Request (CR) #: 4218
Related CR Release Date: February 10, 2006 EffectiveDate: May 11, 2006
Related CR Transmittal # R35GI, R45BR and R851CP Implementation Date: May 11, 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.

Extension of Transitional Drug Coverage
new fact sheet, describing the recent extension of transitional drug coverage to 90 days, can be found at http://
www.medi care.gov/Publications/Pubs/pdf/11193.pdf on the Web.
On February 1, 2006 HHS Secretary Mike L eavitt announced that planswould be extending the 30-day transitional drug
coverage period, extending it from the 30-day period to an additional sixty more days. That means that the plans are providing
afull ninety days of drug coverage (through March 31, 2006).

Source: Provider Education Resources Listserv, Message 200602-05

(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 informa-

tion is posted to the provider education website http://mww.floridamedicare.com. It's

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

menu and follow the prompts. )

-
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Announcing a New Name for Medicare’s Provider Education Articles—

MLN Matters

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

Provider Types Affected
All Medicare physicians, providers, and suppliers

Background

The Medicare Learning Network is pleased to announce
anew namefor our very popular provider education articles.
To more closely associate these articles with the Medicare
Learning Network, i.e., theofficial educational information
sourcefor Medicare Fee-for-Service (FFS) providers, the
articles previously known as “Medlearn Matters’ articles
will now beknown as“ MLN Matters’ articles(theMLN
standing for “Medicare Learning Network™).

You will also notice anew logo at thetop of thearticles
indicating the name change. The Centersfor Medicare &
Medicaid Services (CMS) knowsthat you have cometorely
on these articles to help you more easily understand new or
changed Medicare policy and to help you gain quick accessto
accurate Medicare program information.

The articles can now be accessed from
http: /mmw.cms.hhs.gov/MLNMatter sArticles on the CMS
website. If you have previoudy bookmarked the “Medlearn
Matters’ page, please update your bookmark to the new URL.

We hope that you will continue to utilize these articles that
are aways prepared with the affected provider audiencein
mind.

Source: CMS Special EditionArticle SE0620

In conjunction with the above referenced change, the
urlsfor the Medicare Learning Network (MLN) web pages
have also been changed. You can reach our MLN web pages
from the cms.hhs.gov main page - just click on “Outreach
and Education.” Thefull URLsto accessthe variousMLN
sections on the CMS website are;

MLN General Information—
http://mmw.cms.hhs.gov/MLNGenl nfo
MLN Products— http:/mww.cms.hhs.gov/MLNProducts

Additional Information

Also, notethat if you know the specific number of an
articleyou are after, such as SE0620, you can go directly to
the specific URL for an article by using the format below. For
example, thewebsite for SE0620 is http: //mmw.cms.hhs.gov/
MLNMatter sArticles/downl oads/ SE0620.pdf.

For any other article, just substitute its number for the
SE0620inthisURL to go directly tothe PDF version of the
article onthe CM Swebsite.

Note: CMSissued areminder of this change viathe Contrac-
tor Provider Education Resources Listserv on: April
10, 2006, posted to our provider education website on
April 17, 2006.

Provider Education ResourcesListserv, M essage 200604-05

MLN Matters Number: SE0620 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.

MEebIcARE PREScCRIPTION DrRuc COVERAGE

Provider Part D Fact Sheet

he Centersfor Medicare & Medicaid Services has assembled afact sheet for usein prescriber’s offices regarding the new

transition policy, aswell asthe exceptions and appeal s process for the M edicare Prescription Drug Benefit. Thisresource
fact sheet is designed to provide ready-links to tools that will streamline the prescribing process under the new benefit. We
continue to work with groups representing physicians, pharmacists, patients and Part D plans to simplify and standardize the
information that physicians need to provide to plans.

The URL for the physician fact sheet is:
http://www.cms.hhs.gov/Medl ear nProducts/downloads/Part_D_Resource_Factsheet.pdf.

We have consolidated most of the resources for prescribers into the provider website at
www.cms.hhs.gov/center/provider.asp where of fices can get access to direct phone numbers to the plan’s coverage determina-
tion people, aswell as copies of model formsthat will help speed the process. Of course, information isaways available
through our Medicare Learning Network at www.cms.hhs.gov/medl ear n/drugcoverage.asp.

We are hopeful that you will share this fact sheet with your members and feature it in your electronic and print outlets so
that as many prescriber’s offices know about the processes and tools we have designed to make it easier for them and their
patients.

Source: Provider Education Resources Listserv, Message 200602-07
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Medicare Prescription Drug Coverage, continued

Medicare Prescription Drug Coverage: Essential Information and
Resources for Prescribing Health Care Professionals — The Eleventh in

the MLN Matters Series on the New Prescription Drug Plans

CMShasissued the following “ MLN Matters article. Information for Medicare Fee-for-Service Health Care Professionals.
This information was previously published in the Second Quarter 2005 Medicare B Update! pages 54-55.

Note: This article was revised to contain Web addresses that conform to the new CM S website and to show they are now
MLN Mattersarticles. All other information remainsthe same.

Provider Types Affected
All health care professional s who prescribe prescription medications for Medicare beneficiaries

Impact on Providers

The new Medicare prescription drug coverage began on January 1, 2006. Already, pharmacists havefilled millions of
prescriptions for people with Medicare. During thisimportant transition period to the new prescription drug coverage, the
Centersfor Medicare & Medicaid Services (CMS) understands that there is much that prescribing health care professionals
need to know about this new coverage in order to help their Medicare patients.

Essential Information for Prescribing Health Care Professionals
CMS has compiled alist of information, resources, and toolsthat will allow health care professionals and their support
staff to help their Medicare patients during this transition period.

Finding Formulary Information

CMS hasaformulary finder that provides direct accessto all plan websites at
http: //for mularyfinder.medicar e.gov/formul aryfinder/sel ectstate.asp on theWeb. In addition, we have worked with Epocrates
to provide free software, which makes the formulary selection process very simple. You can load this program into your PDA
or run the software on a desktop. Thistool is available at http: //mww.epocrates.com/ on the Web.

Coverage Determination

CMS defines a coverage determination as the first decision made by a plan regarding the prescription drug benefits an
enrolleeis entitled to receive under the plan, including a decision not to provide or pay for aPart D drug, a decision concern-
ing an exception regquest, and a decision on the amount of cost sharing for a drug.

An exception request is atype of coverage determination request. Through the exceptions process, an enrollee can
request an off-formulary drug, an exception to the plan’stiered cost sharing structure, and an exception to the application of a
cost utilization management tool (e.g., step therapy regquirement, doserestriction, or prior authorization requirement).

CMS does not have the authority to mandate a standard exception process for each Medicare drug plan or MA-PD;
however, theAgency isworking to simplify the exceptions process. Liketypical commercial payers, health care professionals
may occasionally need to help apatient file aprior authorization for amedication or appeal amedication’ stier. CM Sisworking
with medical specialty societies to address these issues.

A form has been created by a coalition of medical societies and advocacy groups that can be faxed to your office by a
pharmacist when he or sheis given a prescription that is either not on the formulary or on ahigher tier.

This form streamlines communication between the pharmacist and the physician and reduces the need for time consuming
telephone callsto the doctor’s office.

The form is located at http://mwwwems.hhs.gov/PrescriptionDrugCovGenl n/Downloads/Par tDPhar macyFaxForm.pdf on
the CMSwebsite, aswell as at several medical society websites.

Expedited Review Process

Thereis an expedited review process that CM S has outlined to ensure that drug plans can move an appeal quickly, i.e.,
within a24-hour turnaround time, to provide medicinesto patients with an immediate need. Beyond this expedited review
process, the standard appeal s process to challenge a plan’s coverage determination has five levels:

Redetermination by the plan;

Reconsideration by a Medicare drug coverage qualified independent contractor (QIC);
An Administrative Law Judge (AL J) hearing;

Review by the Medicare Appeal s Council; and

Review by federal district court.

Visit http://wwwems.hhs.gov/PrescriptionDrugCovGenln/04_Formulary.asp for alist of plan contacts you can use to
query your patient’s plan should you need to pursue an appeal or require clarification on an issue.

Part B Drugs vs. Drugs Covered under Medicare Prescription Drug Coverage (Part D)

A previous MLN Matters article explains the difference between drugs covered under Part B versus those covered under
PartD.

This article can be found at http://mww.cms.hhs.gov/MLNMatter sArticles/downl oads/SE0570.pdf on the CM S website.
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Medicare Prescription Drug Coverage, continued

Additionally, achart explaining specific drugs can be found at
http: //mww.cms.hhs.gov/phar macy/downl oads/par tshdcover agei ssues.pdf on the CM S website.

Verifying Beneficiary Enrollment in a Medicare Drug Plan

Office staff can use the Medicare Prescription Drug Plan Finder, located at http: //mww.medicare.gov, to verify a
beneficiary’ senrollment in aMedicare drug plan. By entering all information provided on abeneficiary’s Medicare card, the
Plan Finder will identify the plan in which the beneficiary isenrolled.

Pharmacists have accessto anew computer tool called “E1” that providesreal time enrollment and eligibility information.
Thistool provides both eligibility and billing information at the point of sale and is constantly updated by CMS.

Obtaining Prior Authorizations
A prior authorization can only be obtained by calling the drug plan directly. 1-800-M EDICARE cannot processaprior
authorization.

Ensuring Coverage for a Dual Eligible Beneficiary Who Needs to be Enrolled in a Plan

CMS has ensured that people with Medicare and full Medicaid benefits (full dual) will have drug coverage by enabling
customer service representativesat 1-800-MEDICARE to enroll these beneficiariesin WellPoint, anational plan.

If these beneficiarieshaveimmediate prescription needs, they should visit their local pharmacies. The pharmacist can
enroll them in WellPoint at the pharmacy.

To find out more about what happens with Medicare prescription drug coverage in certain situations, visit
http: //mmw.cms.hhs.gov/Phar macy/Downl oads/whatif.pdf on the CM S website.

Providing a 90-day Supply of Transitional Prescription Medication

CMS hasinstructed all Medicare-approved plansto extend the original 30-day transitional coverage period by an
additional 60 days. Thismeansthat aPart D beneficiary will be able to get a90-day supply of all of hisor her medications
when they enroll in Part D, even if some of the medications are not on formulary. This 90 day period will givethe patient’s
doctor and pharmacist time to adjust the patient’s drug regimen, or request exceptionsto the plan’s formulary, so that the next
refill of medicationswill be consistent with the plan’s coverage rules. Beneficiarieswho enroll after March 31st will get a30-
day transitional fill so that they have timeto adjust their medication regimen to the plan formulary.

Important Contact Information to Report Problems with Medicare Prescription Drug Coverage
Health CareProfessionals. E-mail prit@cms.hhs.govwith problemsand i ssues encountered. Please take advantage of CMS
regular conference call at 2PM EST every Tuesday. This call gives health care professionals an opportunity to ask questions
of CMSstaff. Call 1-800-619-2457; Passcode: RBDML.

Phar macists: Call 1-866-835-7595, a CM S dedicated line designed to hel p answer questionsregarding billing and beneficiary
enrolImentinformation.

Additional Information
Health care professionals can visit http://www.cms.hhs.gov/MLNProducts/23_DrugCover age.asp#TopOfPage on the
CM S website. The redesigned Web page contains all the latest information on Medicare prescription drug coverage.

MLN Matters Number: SE0603 Revised 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.

2006 Standard Medicare Prescription Drug Coverage: Understanding Costs

to Beneficiaries- The Twelfth in the MLN Matters Series on Drug Plans
CMShasissued the following “ MLN Matters article. Information for Medicare Fee-for-Service Health Care Professionals.
Provider Types Affected

Physicians, providers, and suppliers, and their staff who provide service to people with Medicare

Important Points to Remember
Key pointsto remember about the new M edicare prescription drug coverage include the following:

e Beneficiaries can join aMedicare Prescription Drug Plan that covers prescription drugs only and keep their Original
Medicare coverage. Or, they can join a Medicare Advantage Plan or other Medicare Health Plan that covers doctor and
hospital care aswell as prescriptions.

Medicare prescription drug coverage is NOT automatic - people must join aplan to get coverage

Your patients have aninitial opportunity to join aMedicare drug plan now through May 15, 2006.

Most peoplewill haveto pay ahigher premium that includes a penalty if they wait to join aMedicare drug plan until after May
15, 2006, unless they have other coverage that, on average, is at least as good as Medicare prescription drug coverage.
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Medicare Prescription Drug Coverage, continued

This penalty consists of an additional 1% of the base premium for every month the person went without coverage, and is
levied aslong as the person is enrolled in a Medicare drug plan.

e Peoplewho do not join aMedicare drug plan by May 15, 2006, may al so haveto wait until November 15, 2006 for their
next opportunity to join.

If your Medicare patients ask you questions about the new coverage, you can refer them to http://www.medicare.gov and
1-800-MEDICARE for additional information and assistance.

General Information

One of the issues that may be most important for your patients involves what Medicare prescription drug coverage means
to them in terms of cost. This article focuses on the out-of-pocket expenses that your patients will incur under this new
program and highlights the costs covered by a standard plan.

Actua costs of the specific Medicare Prescription Drug Plans and the Medicare Advantage Plans or other Medicare
Health Plansin each areaare available in the “Medicare & You 2006 handbook and at http: //mww.medicare.gov on the Web.

CogtsCovered by aSandard Plan

Costsfor your patientswho join aMedicare drug plan will vary depending on their financial situation and which Medi-
care drug plan they join. All Medicare drug planswill offer at |east the standard level of coverage described below.

Medicare drug plans may design their plans differently aslong as what their plan offersis, on average, at least as good as
the standard coverage. Some plans may offer more coverage for higher premiums.

Patient costs under standard Medicare drug coverage as defined by the MMA for 2006 will include the following:

A monthly premium (average of $32in 2006);

A $250 deductible;

Person pays, on average, 25% of allowable drug expenses up to a coverage limit of $2,250 (plan pays the other 75%);
After $2,250 in covered drug costs, person pays 100% of covered drug costs until $3,600 limit in true out-of-pocket
spending is reached;

e About 5% coinsurance for covered drug costs after $3,600 out-of-pocket limit is reached.

Individuals with standard coverage will pay the full cost of their prescriptions for drug spending between $2,250 and up
totheir true out-of-pocket limit of $3,600.
However, plan enrolleeswill still be ableto obtain their plan’ s discounted price for prescription drugsin this coverage gap.

AlternateCoverage

Plans are ableto offer alternative coverage structures. For example, aplan can offer adeductible lower than $250, or use
tiered copayments rather than coinsurance — provided that the alternative coverage structure meets certain tests of actuarial
equivalence.

Also, plans may offer additional drug coverage that supplements the standard coverage. Medicare payments to plans do
not subsidize such supplemental coverage.

Costsfor PatientsWith Medicareand Full M edicaid Benefits
Under Part D, starting in 2006, Medicarewill provide primary drug coveragefor individualswho are dually eligiblefor
Medicareand Medicaid. Dually eligibleindividua swho earn incomes up to 100% of thefederal poverty level will have
Medicare prescription drug coverage with no deductibles, no premiums, nominal co pays, and no coverage gap.
Beneficiarieswho do not qualify for Medicaid, but whose incomes are bel ow 150 percent of poverty and who meet an
asset test, will qualify for extrahelp paying for Medicare prescription drug coverage. Beneficiarieswho qualify for extrahelp
can join aMedicare drug plan with full or partial coverage for premiums and cost sharing and no coverage gap.

Specificlnfor mation on Out-of-Pocket Expenses
M edicar e Drug Plan Premiums
Medicare drug plan monthly premiums vary, depending on the plan; however:

All regions of the country have multiple plan optionswith premiums significantly bel ow $30.
Therewill be at least one prescription drug plan with a premium below $20 per month in every region of the country except
Alaska

e Theaveragemonthly beneficiary premium is$32.20, about $384 per year.

TrueOut-Of-Pocket Costs

The cost to beneficiaries with Medicare for Medicare prescription drug coverage over and above the monthly premiumis
often referred to as “true out-of-pocket expenses’ or TrOOP.

The TrOOP represents the amount a beneficiary must spend on Part D covered drugs until catastrophic coverage begins.
That catastrophic coverage begins when the beneficiary’s out-of -pocket expenses reach $3,600 in ayear.

In addition to paying the base premium for their plan, Medicare beneficiaries will also pay TrOOP costsincluding the
following:

e A deductible amount ($250) and coinsurance (25% of covered drug costs during the plan payment + coinsurance stage);
e All costs during the coverage gap stage; and
e Five percent of covered drug costs during the catastrophic coverage stage.
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Medicare Prescription Drug Coverage, continued
These additional TrOOP expensesare explained asfollows:

Deductible (From $0to $250: A net value of $250)
Under standard coverage, plan enrollees pay a $250 deductible each calendar year out of their own pocketsfor Part D
covered drugs.

Plan Payments+ Coinsurance (From $251 to $2250)

Oncetheannual ($250) deductibleismet, standard coverage paysfor 75% of the next $2,000 (or up to $1,500) for covered
(allowabl€) drugsand biologicals. The remaining 25% (amaximum of $500) of the cost is covered by the beneficiary via
coinsurance/copayments.

CoverageGap (From $2,251t0$3,600 TROOP limit)

Once covered drug costs have reached the plan payment + coinsurance +deductible limit of $2,250, the plan does not pay
again until the plan enrollee has reached the $3,600 limit in out-of-pocket spending. The beneficiary paysall covered drug
costsincurred in this“gap.” Thetotal out of pocket cost (not including premiums) to this point (deductible + plan payments +
coinsurance + coverage gap) is $3,600 for coverage through the full “gap” (see TrOOP discussion below.)

Catastrophic Coverage (Costsover $3,600 TROOP limit)
Once the individual’ s true out-of-pocket spending reaches $3,600, costs for necessary covered drugs are covered as
follows:

e Reinsurance — 80% of covered drug-related costs are covered by Medicare;
e Plan payments— 15% of covered drug-related costs are covered by the drug plan;
e Coinsurance — 5% of covered drug-related costs are covered by the individual.

What CountsToward True Out-of-Pocket (TrOOP) Costs?

Beneficiaries must adhereto their plan’ sformulary, prior authorization, and formulary exceptions processesin order for
their out-of-pocket spending to count toward the $3,600 limit.

The following types of spending count toward the $3,600 threshold:

The beneficiary’s own out-of-pocket spending;
Spending by afamily member or official charity, on behalf of the beneficiary;
Supplemental drug coverage provided through qualifying state pharmacy assistance programs (SPAP) or Medicare’ s extra
help; and

e Under the Centersfor Medicare & Medicaid Services' (CMS') demonstration authority, supplemental drug coverage paid
for withMA rebatedollars.

In summary, the amount that a beneficiary must spend on part D-covered drugs until catastrophic coverage is reached,
based on the 2006 standard coverage, is asfollows:

$250 deductible

+ $500 plan enrollee coinsurance during initial coverage
+$2,850 coverage gap

= $3,600 (plusthe monthly premium, which averages $384/year)

Once this cost has been reached for covered drugs, catastrophic coverage begins.

Related Links
HHS Secretary Mike Leavitt recently released atwo-month progress report on Medicare Prescription Drug Coverage that
takes ahard look at what isworking and what needsto improve. To view thereport, visit:
http://mmw.hhs.gov/medicare2final .pdf on the Web.
For more information about Medicare Prescription Drug Coverage for Providers, visit
http: //mww.cms.hhs.gov/MLNProducts/23 _DrugCoverage.asp#TopOfPage on the CM S website.

MLN Matters Number: SE0618 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.
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PREVENTIVE SERVICES

Medicare Provides Coverage for Many Preventive Services and Screenings

CMShasissued the following “ MLN Matters article. Information for Medicare Fee-for-Service Health Care Professionals.
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 services
they 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.
M edicar eprovidescoveragefor thefollowing preventive servicesand screenings (subject to certain digibility and other

limitations):
e  Adult Immunizations e Cardiovascular Disease Screening
o Influenza(flu) e Diabetes Screening
e Pneumococcal polysaccharidevaccine (PPV) e Self-Management Training
o HepatitisB virus(HBV) e Medical Nutrition Therapy
e Bone Mass Measurements e Supplies
e  Cancer Screenings e  GlaucomaScreening
e Breast (mammography) e Initial preventive physica exam (IPPE) (“Welcometo
e Cervica & vaginal (Paptest & pelvic exam) Medicare” Physical Exam)
e Colorectal o Smo!<ing and Tobacco-Use Cessation Counseling
Services
e Prostate

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.

CMSrecognizesthe crucia 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.

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 potentialy life
saving benefits for 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 adownload and will be notated as such.

Product Ordering Instructions
To order a product, free of charge, access this link: http://cms.meridianksi.comvkc/main/
kc_frame.asp?kc_ident=kc0001&loc=5.
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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 cardiovas-
cular disease screenings and theinitial preventive physica
examination (1PPE). (SeeExpanded Benefitsbrochure.)

e Adult Immunizations[PDF 279K B]

e BoneMassMeasurements[PDF 269K B]
e Cancer Screenings|[PDF 295K B]

o Expanded Benefits[PDF 255K B]

e GlaucomaScreening[PDF 242K B]

¢ Smoking and Tobacco-Use Cessation Counsdling Services
[PDF, 562K B] (availablein download only at thistime)

Guides

The Guide to Medicare Preventive Services for
Physicians, Providers, Suppliers, and Other Health Care
Professionals[PDF 2MB] — Thisguide providesinforma-
tion 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]— Thisguide
providesinformation on interpreting the M edicare beneficiary
preventive services “next dligible date” dataand is intended to
supplement the educationa materials aready availablefor the
HIQA, HIQH, HUQA, ELGA, ELGB and ELGH digihility
inquiry screens used to access common working file (CWF)
records. (September 2005; Availablein download only)

M edicar e Preventive ServicesCD ROM

Medicare Preventive Services Resourcesfor Physi-
cians, Providers, Suppliers, and Other Health Care
Professionals— This CD ROM contains The Guideto
Medicare Preventive Servicesfor Physicians, Providers,
Suppliers, and Other Health Care Professionals; six bro-
chures: 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.

Theseresources are useful for Medicare fee-for-service
physicians, providers, suppliers, and other health care
professionalsthat 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 I nformation: Medicare Preventive
Services[PDF 74KB] — Thistwo-sided laminated chart
givesaquick reference to Medicare’s preventive services
and screenings, identifying coding requirements, eligibility,
frequency parameters, and copayment/coinsurance and
deductibleinformation for each benefit. (May 2005. See
erratashest for correctionsidentified since May 2005 printing.)

Video Programs

Flu Billing Made Easy — This video explains the process
of billing for flu and pneumoniavaccinations. (January 2004)
(English and Spanish) Ordering and other relevant information
can be found at the following Web pages:

e Flu Billing Made Easier —Order (English and Spanish
video)

e FluBilling Made Easier — Video Transcript [PDF 91KB]
e Flu Billing Made Easier — Video Errata [PDF 13KB]

e Flu Billing Made Easier Recommended Dial-Up

e Flu Billing Made Easier Recommended DSL/Cable

e Flu Billing Made Easier Recommended T1/DS3

Web-Based Training Cour ses

Web-Based Training M odules (WBTSs) —Three Web-
based training courses covering coding, billing, overage and
reimbursement for Medicare preventive servicesand
screenings. (To access these WBT courses, go to the MLN
Products Web page at http://mww.cms.hhs.gov/
MLNProducts/, scroll to the bottom of the pageto “Links
Inside CMS’ and click on Web-based training modules.

Web Page

MLN Preventive ServicesWeb Page —This Medicare
Learning Network (MLN) Web page, for Medicarefee-for-
services health care professionals, provideslinksto all of the
provider/supplier specific preventive services educational
and informational products mentioned inthisarticle.

Other Useful Provider Resources
Other useful provider resources include 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 improvetheinfluenzaand pneumococcal immunization
rates among their residents, staff, and volunteers.

CM SPreventionWeb Pages

CM S has created individua web pages for each of the
preventive services and screenings covered by Medicare. For
additional information visit http://Amww.cms.hhs.gov/home/
medicare.asp and scroll down to the Prevention section.

M edicareL earning Network (ML N)

TheMedicare L earning Network (MLN) isthe brand
namefor official CM S educational productsand information
for Medicarefee-for-service providers. For additional
information visit the Medicare L earning Network’s Web page
on the CMS website at
http: //mmw.cms.hhs.gov/MLNGenInfo.

We encourage you to order and use these provider-
specific products to:

e Increase your awareness of preventive services covered
by Medicare

e Equipyou to talk with your patients about Medicare-
covered preventive services and encourage utilization
of these potentialy life saving benefits

e Helpyoufilepreventive servicesclaimsmore
effectively.
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Note These products have been developed for you, the Preventive Benefit I nformation for M edicare Beneficiaries
health care professional . M edicare beneficiaries may obtain information about

Medicare preventive benefits by going to
http: //mww.medicare.gov/ and clicking on “Preventive
Services.”

Provider-specific products are not meant for distribution
to Medicare beneficiaries. Seebelow for whereto obtain
beneficiary specificinformation.

They may also call 1-800-MEDICARE (1-800-633-4227). TTY usersshould call 1-877-486-2048.

MLN Matters Number: SE0630 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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Cultural Competency: A National Health Concern
CMShasissued the following “ MLN Matters article. Information for Medicare Fee-for-Service Health Care Professionals.
Provider Types Affected

Thisarticleisfor informational purposes only and does not affect Medicare billing processes.
Background

Theincreasing diversity of theracial, ethnic, and linguistic composition of the U.S. challenges providers asthey striveto
deliver health care services. Cultural and language differences between patients and providers may generate miscommunica-
tion of critical health careinformation, alack of compliancewith prescribed treatment or medication, or other factorsthat
negatively influence clinical situations and health outcomes. The existence of racial and ethnic disparitiesin health has been
well documented by organizations such as the Institute of Medicine and the Agency for Healthcare Research and Quality.

Cultural competency, or the ability of health care providersto work effectively with colleagues and patientsin cross-
cultural situations, isavital component of professional competence. Culturally competent practice can offer avariety of
benefits to health care providers and their organizations, including:

Improved patient care and satisfaction

Decreased malpracticerisk

Enhanced operational efficiency

Increased compliance with State and Federal regulations
Reduction in health disparities

Highlightsof the Centersfor Medicare& Medicaid Services (CM S)ActivitiestoAddressHealth Disparities

To ensure that providers are prepared for the challenges they face to deliver the right care to every person every time,
CMS sQuality Improvement Organizations (QIOs) are working with healthcare providersto become more ef fective and
culturally aware of how they provide careto diverse populations. As part of anational initiative, QlOs are recruiting health
providersto participate in a FREE online (web-based) program A Family Physician's Practical Guide to Culturally Competent
Careto ensure that Medicare providers are prepared to effectively serve the increasingly diverse patient population. QIOs
have adopted the Guide as the “Program of Choice” for health care provider cultural competency education. The Guideisan
innovative educational product designed to equip health care providers with the cultural and linguistic competencies required
toimprovethe quality of carefor minority, immigrant, and ethnically diverse communities.

A Family Physician’s Practical Guide to Culturally Competent Care is anchored in the three themes of the National
Sandardsfor Culturally and Linguistically Appropriate Servicesin Health Care (CLAS) and servesakey initiativein helping
the Department of Health and Human Services Office of Minority Health to achieve its mission of “improving the health of
racial and ethnic minority populations' through the development of effective health policies and programs that help to
eliminate disparities in health care.” A Family Physician's Practical Guide to Culturally Competent Care is a case study
based curriculum, featuring video vignettes and a diverse group of providers and clinic staff at afictional practice setting that
reinforce learning points throughout the modules. Participants can also share their reactions to the case studiesin an online
bulletin-board feature. This program was designed with the busy health care provider in mind, offering “ anytime, anywhere”
continuing education credit in an engaging and innovative format.

Thiscurriculum isavailable to all health care providers at http://www.thinkculturalhealth.org. The program is accredited
for Continuing Medical Education (CME) creditsfor physicians and Continuing Education Units (CEUs) for nurses and
pharmacists.

Please visit http://wwwithinkculturalhealth.org to access the free accredited continuing education program, A Family
Physician’s Practical Guide to Culturally Competent Care, and to view updates about the nursing program.
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Additional Information

To access the free program, A Family Physician’s Practical Guide to Culturally Competent Care, please visit
http://mww.thinkcul tural health.org.

TheNationa Standardsfor Culturally and Linguistically Appropriate Services (CLAS) in Health Careare available at
http://mww.omhrc.gov/templ ates/browse.aspx?Ivi=2&IvIID=15.

For more information about the QIO cultural competency initiative, please visit http://wwwagsour ce.or g/ugiosc/.

Additional information about the Office of Minority Health is available at http://www.omhrc.gov/.

MLN Matters Number: SE0621 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.

Evaluation & Management Services Guide

he electronic version of the Evaluation & Management Services Guide, which provides evaluation and management

servicesinformation regarding medical record documentation; International Classification of Diseases, 9th Revision,
Clinical Modification and American Medical Association Current Procedural Terminology Codes; and key elements of service
isnow availablefrom the Medicare L earning Network at

http: //mmwems.hhs.gov/MLNProducts/downloads/eval_mgmt_serv_guide.pdf on the CMS website.

Source: Provider Education Resources Listserv, M essage 200604-09 & 200604-10

New Vascular Training Module

hetraining moduletitled “ Creating AV Fistulasin All Eligible Hemodialysis Patients’ isnow availablefree of chargefrom
the Medicare Learning Network located at http://www.cms.hhs.gov/MLNGenl nfoon the CM S website. Scroll down and
select “MLN Product Ordering Page” to request the training module.

Primary Affected Pr oviders: Vascular access surgeons, interventional radiologists/nephrol ogists, nephrologists, physicians,
and hospital health care professionals.

Source: Provider Education Resources Listserv, Message 200604-09

Revised Health Insurance Claim Form CMS-1500

ffective October 1, 2006 the Centersfor Medicare & Medicaid Services (CMS) isrevising the Form CM S-1500 (12-90) to
commodate the reporting of the national provider identifier (NPI) which is scheduled for implementationin May 2007
To receive copies of the revised Form CM S-1500 (08-05) with the specifications needed for testing purposes, contact TFP
Data Systems at JRMagdal eno@tfpdata.com.
Although the new version will be effective October 1, 2006, providerswill not be mandated to use the revised form until
February 1, 2007.

Thefollowingisthe Form CM S-1500 implementation timeline:

e October 1, 2006: Health plans, clearinghouses, and other information support vendors should be ready to handle and
accept therevised Form CM S-1500 (08/05).

e October 1, 2006 —January 31, 2007: Providers can use either the current Form CM S-1500 (12/90) version or therevised
Form CM S-1500 (08/05) version.

e February 1, 2007: The current Form CM S-1500 (12/90) version of the claim form isdiscontinued; only therevised Form
CMS-1500 (08/05) isto beused. All rebilling of claims should use the revised Form CM S-1500 (08/05) from thisdate
forward, even though earlier submissions may have been on the current Form CM S-1500 (12/90).

IMPORTANT: All claimsre-billed on/after February 1, 2007 should beon therevised Form CM S-1500 (08/05), even though
ear lier submissionsmay havebeen on thecurrent Form CM S-1500 (12/90). Claimssubmitted on/after February 1, 2007
utilizingthe Form CM S-1500 (12/90) ver sion will beretur ned unprocessable.

The various changes made to the Form CM S-1500 (08-05) version can be viewed at the NUCC website at
http://www.nucc.or g/images/stories’PDF/change_|log.pdf.

Additional informationisavailableviaMedlearn Mattersarticle MM 4293 at
http: //mww.cms.hhs.gov/MLNMatter sAr ticles/downl oadsMM4293. pdf

Source: Publication 100-04, Transmittal 899, Change Reguest 4293
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New elLearning Course Now Available!

irst Coast Service Options, Inc. (FCSO) is pleased to announce the posting of one new online coursetitled “TheAppeals
Process.” The goal of this courseisto provide you with information regarding the 2006 Medicare Appeals Process.

In order to give you a complete picture of the appeal s process, this course will include an overview of the electronic
claimsfiling process, unprocessable claims, and explain the differencesin denied, partially paid, and paid claims. Youwill learn
the different levels of the appeal s process along with the specific guidelines for appealing aclaim denial at each level.

Thisisjust one of the many online courses that are available 24 hours aday, 7 days aweek, at no charge, through our
provider education website. Click “Education” on the top navigation menu and “elL earning” on the left navigation menu.
Coursescurrently availableinclude:

e Ambulance Services e Modifier 58

e Beneficiary Name and Medicare Number Mismatch e Modifier 78

e  Chiropractic Services e Modifier 79

e Comprehensive Error Rate Testing (CERT) e Part B DuplicateClaims

e Introductionto Global Surgery e Progressive Corrective Action (PCA)
e Medical Documentation Requests e SplitCare

e Modifier24 e Unprocessable Claims

e Modifier 25

Be sureto regularly check our provider education website for upcoming online courses on Medicare secondary payer and
evaluation and management (E/M) services.

CMS Electronic Mailing Lists (listservs)

he Division of Provider Information Planning and Development (DPIPD) within the Centersfor Medicare & Medicaid

Services (CMS) has developed amailing list fact sheet informing providers about the advantage of receiving Medicare
updates through the listservs.

CMS electronic mailing lists (listservs) can help you with your business! For more details, download the fact sheet from
the following URL: http://mww.cms.hhs.gov/MLNProducts/downloads/MailingLists FactSheet.pdf.

Source: CM S Joint Signature Memorandum 06403, April 20, 2006
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GENERAL MEpicAL ReEviEw

Articles in this section apply to both Florida and Connecticut.

Angiojet Thrombolytic Therapy: 37799 or 93799

Background

First Coast Service Options, Inc. (FCSO) has seen an increased billing of Angiojet Thrombolytic Therapy. The purpose of
this articleis to 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 removes the 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, there is no National Coverage Determination (NCD) about this service, and FCSO has not pub-
lished alocal coverage determination (LCD).

Billing and Coding

When billing a peripheral AngioJet procedure, CPT code 37799 (unlisted procedure, vascular surgery) must be used.
When AngioJet is applied in the coronary arteries, the applicable CPT code is93799 (unlisted cardiovascular service or
procedure). Thedescription“ AngioJet” should be noted in Item 19 of the CM S-1500 claim form or the free form line of
electronicclaims.

Documentation
Providers should not submit any medical record documentation with the claim. FCSO may 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.

Billing and Coding of 26040 and 20550

t has come to the attention of First Coast Service Options, Inc. (FCSO) that providers may not be billing CPT code 26040
correctly.

CPT code 26040 Fasciotomy, palmar (eg, Dupuytren’scontracture); percutaneousand CPT 26045, open partial, havea
clear descriptor referring to palmar fasciotomy. Thereisno reference to one or multiple tendon releases and thereisone
palmar fascia per hand. The fascia covers the tendons of the palm of the hand. Therefore the code should be billed once per
hand.

CPT 4 codingisbased on Level | and |1 procedure coding terminology. If abilateral procedureis performed, then the CPT
code 26040 or 26045 should be billed with modifier RT, LT, or 50. CPT code 26040 or 26045 cannot be billed more than once
per hand and the use of certain modifierswould beinappropriate, i.e., F1, F2, etc.

When CPT code 20550 I njection(s); tendon sheath, or ligament, aponeurosis) is billed in addition to CPT code 26040 or
26045, it must be a separate service. CPT code 20550 Injection(s); tendon sheath, or ligament, aponeurosis (e.g., plantar
“fascia’) has editing related to CCI (and is considered a column 2 Code to 26040 or 26045 — a component of CPT code 26040
or 26045). Documentation must support the appropriate use of amodifier 59 to bypass CCl edits. The documentation should
be available to FCSO upon request.

Thereisno local coverage determination (LCD) for CPT code 26040 or 26045, but FCSO does have an LCD for CPT code
20550 that further defines medical necessity, which isthe focusof aLCD.

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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Billing Compounded Drugs, Service Date on/after March 20, 2006

his article addresses and provides clarification for the

billing and reimbursement of compounded drugs. There
continues to be a pattern of inconsistent billing and
handling of these type claimsresulting in anincreasein
appeals and hearings.

Background

Compounded medications created/processed by a
pharmacist in accordance with the Federal Food, Drug, and
CosmeticAct may be covered under Medicare when their
use meetsall other criteriafor servicesincident to a
physician’s service. Since the compounded medications do
not have an individual NDC number, the specific HCPCS
Level Il “J’" codes may not be used. Instead, providers
should use J3490 (unclassified drug) as appropriate for
reimbursement of the drug (s).

The use of compounded medications has been espe-
cially prevalent inthefilling of implantableinfusion pumps,
(CPT codes 95990 or 95991). Whether asingle agent or a
combination of agentsis used, the compounded medication
must be billed under HCPCS code J3490 with the KD modifier
even though the compound was similar to a specific HCPCS
code (e.g., 2275 for preservative free morphine). Of course,
providers who document and use the true “ off-the-shelf”
product from their office supply may continue to use the
specificHCPCS code.

Definitions

Compounded Drug: A compounded drug isablend of other
drugs mixed (compounded) by apharmacist. Thismixtureis
delivered to the physician or qualified non-physician
provider ready toingtill into an implantable pump. At times,
the pharmacist may reconstitute only one substance and
deliver it totheprovider inaready toinstill form. An example
of reconstituting is adding saline solution to a medication
that is supplied as a powder and then turning it into aliquid.
A drug that is reconstituted outside the provider’s office and
isdelivered to her/him for ingtillation into an implantable
pump is a compounded drug. In summary, any agent that has
been processed by a pharmacist outside the provider’s office
is a compounded drug.

Off the Shelf Drug: An off-the-shelf drug isadrug that a
physician or qualified non-physician provider storesin the
officeintheoriginal vial or other packaging form, as
supplied by the manufacturer. Any such agent that is mixed
or reconstituted in the provider'soffice, (i.e. taken off-the-
provider’s shelf), will be considered an off-the-shelf drug.

Procedure Codes
HCPCS J3490: Unclassified drugs.

CPT Code95990: Refilling and maintenance of implantable
pump or reservoir for drug delivery, spinal (intrathecal,
epidural), or brain (intraventricular).

CPT Code95991: Refilling and maintenance of implantable
pump or reservoir for drug delivery, spinal (intrathecal,
epidural) or brain (intraventricular); administered by
physician.

Effectivefor servicesrendered on or after March 20, 2006,
the following guidelines should be followed:

EMC/Paper Claims
Thefollowing information should be reported in block 19 of the
CMS 1500 claim form or comment screenfor eectronicbillers.

e Name(s) and dose (s) of drug(s) administered into the
implantable pump

e Volumeof refillinml
e Pumpreservoir size(ml)
e Exactinvoicepriceforthatindividual patient

Claimsfor infusion drugsfurnished viaimplanted DME,
with dates of service on or after January 1, 2004, shall be
identified using themodifier KD. Unitsbilled should be (1) in
thequantity billed (QB) field (Item 24G) on CM S 1500 form.

NOTE: If any of the above information is omitted from the
initial claim, the claimwill haveto bedeveloped. In
that situation, First Coast Service Options, Inc.
(FCSO) will request specific documentation by
means of an additional documentation request
(ADR) letter. Thiswill slow down processing and

payment.

Billing Compounded Drugs, Service Date prior to March 20, 2006

his article addresses and provides clarification for the

billing and reimbursement of compounded drugs. There
has been inconsistent billing and handling of these type
claims causing an increase in appeals and hearings

Compounded medications created by a pharmacist in
accordance with the Federal Food, Drug, and Cosmetic Act
may be covered under Medicare when their use meetsall
other criteriafor servicesincident to a physician’ s service.
Since the compounded medications do not have an NDC
number or an average wholesal e price (AWP) the specific
HCPCSLevel Il “J" codes may not be used. Instead,
providers should use J3490 (unclassified drug) as appropri-
ate for reimbursement of the drug ().

The use of compounded medications has been espe-
cialy prevalent inthefilling of implantableinfusion pumps
CPT code 96530. Whether a single agent or a combination
of agentsis used, the compounded medication must be
billed under HCPCS code J3490 even though the compound
wassimilar to aspecific HCPCS code (e.g., 12275 for preser-
vative free morphine). Of course, providers who document
and use the true “ of f-the —shelf” product from their office
supply may continue to use the specific HCPCS code. The
powdered form of these medications should also be mixed /
compounded by the pharmacist for the physician.

Effectivefor servicesrendered prior to March 20, 2006,
the following guidelines should be foll owed when submit-
ting your claims:

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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EMC claims beindicated in block 19 of the CMS-1500 claimformand a
Name and strength of drug administered viathe implantable copy of theinvoice from the pharmacy or supplier.
pump should be reported in the el ectronic equivaent field for Theinvoice should include the following information:
block 19 of the CM S 1500 claim form or the comment screen. e Thename, NDCH#, quantity, and strength of each drugin
e Thename and phone number of the pharmacy, if themixture
applicable. e Thesuppliersinvoice o
e Thenumber (1) should always be entered in the »  Documentation of thetotal number of “cc” instilled in
quantity billed (QB) field. the pump and what drugs were provided
e Thesupplier invoice must be available upon request Theclaimwill develop for theinvoiceif oneisnot
and the total number of “cc” instilled in the pump and received withtheclaim.
what drugs were provided. In either case, the invoice cost may include areasonable
If any of the aboveinformation is omitted from an compounding fee and statetax if applicable. M edicarewill
electronic claim, the claim will be devel oped for the request- reimbur sethelower of theinvoicecost or 95 per cent of
ing the supplier’sinvoice and the total number of “cc” AWPof all componentsinthemixture.
instilled in the pump and what drugs were provided. e Claimsfor infusion drugs furnished through implanted
Paper claims DME, with dates of service on or after January 1, 2004,
The term “compounded prescription, invoice attached” must shall beidentified using the“KD” modifier.

Cardiac Computed Tomography and Computed Tomography Coronary
Angiography 0144T-0151T—Emerging Technology

Background information for Category Ill Codes

Emerging technologies that do not have specific HCPCS/CPT codes are submitted to the contractor for review with
unlisted codes. In 2002 the CPT Editoria Panel established Category |11 CPT codes astemporary codes used to collect data
for certain emerging technology, services, and procedures. Prior to the implementation of Category 111 codes, there has been
no way to collect data for these services and procedures since unlisted codes lack specific descriptors. Category |11 codes are
different from typical CPT codesin that they are for servicesthat may have limited use by health care professionals, may not
have complete FDA approval, and the service/procedure may not have proven clinical efficacy inthe peer-reviewed literature.
Category |11 codes are also different from typical CPT codes because they are 5-digit al phanumeric codes as opposed to 5-
digit numeric codes. If acategory |11 codeisavailable, thiscodemust bereportedinstead of acategory | unlisted code. Per
CPT, theinclusion of aservice or procedure in the category |11 code section neither implies nor endorses clinical efficacy,
safety or the applicability to clinical practice.

Category |11 CPT Codesfor Cardiac Computed Tomography (CCT) and Cardiac Computed TomographicAngiography
(CCTA) areeffective January 1, 2006. The use of Category |11 CPT Codesis mandatory.

CCTA using multislice (multidetector) scanner

There have been significant developmentsin thefield of Cardiac Computed Tomography with new applications for
conventional scanners, emergence of helical (spiral) and electron beam technol ogies, and multislice (multidetector) CT utilizing
16, 32, 64, and more slice acquisition. —In regard to coronary artery disease, there currently are not clinical algorithmsthat are
strictly followed that define the current variety of atherosclerosis imaging modalities and associated test. The issueis not just
the sensitivity, specificity, PPV, and NPV of an emerging technology in the diagnosis of coronary artery disease, but the use of
theimaging modality in serial monitoring, subsequent medical management, or risk-reducing strategies.

Consideration for coverage of this modality for coronary artery assessment islimited to devices that process thin, high
resolution slices (1 mm or less). The multidetector scanner must have at least 32 slices per second capability.

Calcium scoring

Cardiac computed tomography (el ectron-beam or multislice [multidector] CT) used to demonstrate the presence of
coronary calcification in patients with atherosclerotic heart disease is not a Medicare covered service. Currently the value of
this test appears to be that of ‘screening’ for the presence of atherosclerosis. Medicare does not cover screening servicesin
the absence of signs or symptoms unless Congress adds a specific benefit.

Coding in 2006

Effective January 1, 2006, category |11 codes 0144T, 0145T, 0146T, 0147T, 0148T, 0149T, 0150T, and 0151T must be
reported instead of procedure code 76497 (unlisted CT procedure). The use of category 111 CPT codes is mandatory to report
cardiac CT and coronary CTA.

e (0144T Computed tomography, heart, without contrast material, including image post processing and quantitative
evaluation of coronary calcium

0144T isnoncover ed asinvestigational effective 01/01/2006 and isincluded in TheList of Noncover ed Services
local cover agedeter mination (L CD).

(Do not report 0144T in conjunction with 0145T-0151T)

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/DEARS apply
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Cardiac Computed Tomography and Computed Tomography Coronary Angiography, continued

e (0145T Computed tomography, heart, without contrast material followed by contrast material(s) and further
sections, including cardiac gating and 3D image post processing; cardiac structure and mor phology

(For cardiac structure and morphology in congenital heart disease, use 0150T)

e 0146T Computed tomographic angiography of coronary arteries (including native and anomalous coronary
arteries, coronary bypass grafts), without quantitative evaluation of coronary calcium.

e 0147T Computed tomographic angiography of coronary arteries (including native and anomalous coronary
arteries, (including native and anomalous coronary arteries, coronary bypass grafts), with quantitative
evaluation of coronary calcium

(Do not report 0147T in conjunction with0144T)

e (0148T cardiac structure and morphology and computed tomographic angiography of coronary arteries
(including native and anomalous coronary arteries, (including native and anomalous coronary arteries, coronary
bypass grafts), with quantitative evaluation of coronary calcium

e (0149T cardiac structure and morphology and computed tomographic angiography of coronary arteries
(including native and anomalous coronary arteries, coronary bypass grafts), with quantitative evaluation of
coronary calcium

(Do not report 0149T in conjunction with0144T)
e 0150T cardiac structure and morphology in congenital heart disease

e +0151T Computed tomography, heart, without contrast material followed by contrast material (s) and further
sections, including cardiac gating and 3D image post processing; function evaluation (left and right ventricular
function, gjection fraction and segmental wall motion)

(Use 0151Tin conjunction with 0145T-0150T)

Coding Guidelines

The following codes should not be billed to describe CCT and CCTA or billed in addition to category 111 codes. If a
separately identifiable service is performed on the same day of service, documentation has to support this as well asthe
medical necessity.

71275 Ct angiography, chest
71250 Ct thorax w/o dye
71260 Ct thorax w/ dye
71270 Ct thorax w/o & w/ dye

Thefollowing codes should never be billed for CCT or CCTA.

76376 3D rendering with interpretation and repor ting of computed tomography, magnetic resonance imaging, ultra-
sound, or other tomogrpahic modality; not requiring image post processing on an independent workstation

76377 3D rendering with interpretation and repor ting of computed tomography, magnetic resonance imaging, ultra-
sound, or other tomogrpahic modality; requiring image post processing on an independent workstation

Theguidelines of the Correct Coding I nitiative (CCl) are applicable asimplemented by CMS.
The administration of contrast material isincluded in the category |11 codes.

Billing for these Services

Providers should submit claims EMC asusual. If CT scanner ishospital based (in or outpatient) the hospital should bill
thefiscal intermediary (FI) and not the carrier. Prior to the April Update to the 2006 Medicare Physician Fee Schedule Data-
base, (CR 4399), dated March 29, 2006, Category |11 codes0144T-0151T, did not allow billing of the professional and technical
component modifiers on the lineitem; and providers wereinstructed to bill the carrier with the appropriate Category |11 code
and notein block 19; 26 or PC, TC, or global as appropriate. Since that time, professional and technical components have been
established for Category 111 codes 0144T-0151T and should be billed with the procedure codes, effective January 01, 2006.
The global and technical (TC) components are payablein the following places of service: office (11) and independent clinic
(49). Theprofessional component (26) ispayablein thefollowing places of service: office (11), inpatient hospital (21),
outpatient hospital (22), emergency room - hospital (23), ambulatory surgical center (24) and independent clinic (49). Of course
all state and federal anti-kickback and self-referral regulations are applicableto free standing facilitiesbilling the carrier.

Coverage Issues

Itisexpected that CCT or CTCA be used in necessary decision-making and not merely to add anew layer of testing. The
services could be evaluated either prepayment (request for medical records prior to payment) or post payment (request for
records in the future after adjudication). Records must support the medical necessity of the service.

Since these codes describe emerging technologies and FCSO currently does not have an LCD, it is recommended that
patients receive an advance beneficiary notice (ABN) of the possibility of noncoverage and the modifier GA be appended to
the codeson aclaim. The beneficiary may beliablein this situation.
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Cardiac Computed Tomography and Computed Tomography Coronary Angiography, continued

0144T, quantitative calcium score is noncovered as noted and will result in adenial. If other CAT |11 codes used for
CCT or CCTA areclearly performed for screening (i.e., in the absence of signs, symptomsor disease), themodifier GY may
be applicable. Itistheintention of the Centersfor Medicare & Medicaid Services (CMS) to allow providersto usethe
modifier GY tohill for itemsor servicesthat are statutorily non-covered or not aMedicare benefit. Themodifier GY triggers
adenid.

Themodifier GZ (no ABN given) may be applicableif the provider recognizesthat medical necessity may not be met
but does not want to hold the beneficiary liable for anot medically necessary service.

For further detailsabout CMS' Beneficiary Notices Initiative (BNI), please point your browser to thislink:
http://mwww.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.

Coverage of less than 500 cc of D5W

t has come to the attention of First Coast Service Options, Inc. (FCSO) that providers are billing less than 500cc of DSW
using unlisted procedure code J3490. Thisisconsidered incorrect billing. If lessthan 500 cc of D5W is provided to a
patient, it is always bundled in the other services hilled on the same day by the same physician and is not billed separately.

Intravitreal Bevacizumab (Avastin®) for Neovascular Age-Related

Macular Degeneration

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 age-
related macular degeneration (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. Providersbilling for intravitreal bevacizumab should use CPT code 67028 for the intravitreal injection
and HCPCS code J3490 (unclassified drugs) for the bevacizumab. Please enter “Intravitreal bevacizumab” in Item 19 of CMS
1500 Form or itselectronic equivalent. Theapplicable| CD-9 codeis362.52 (exudative senile macular degeneration of reting).
Documentation in the medical record must support the following:

e Thediagnosisof neovascular (wet) macular degeneration has been firmly established (fluorescein angiogram).
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 Actua doseadministeredin milligrams.

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) | etter.

Any timethereis aquestion whether Medicare’ s medical reasonableness and necessity criteriawould be met; we recom-
mend the use of an advance beneficiary notice (ABN) and appending modifier GA to the billed HCPCS codes. If and when a
denial should be received, providers may collect from the beneficiary based on the fee schedule. For further details about
CMS Beneficiary NoticesInitiative (BNI), please point your browser to thislink: http://mmw.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.
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Modifier 50 — Bilateral Procedures

Fi rst Coast Service Options, Inc. (FCSO) Provider Contact Center has been receiving numerousinquiriesregarding the
usage of modifier 50. The purpose of thisarticleisto provide clarification on how modifier 50 should be billed.

Bilateral surgery is defined as a procedure performed on both sides of the body at the same operative session or on the
same day. This definition does not include procedures that are bilateral in nature or include theterms“ bilateral” or “unilateral/
bilateral” intheir descriptors.

When submitting claimsfor bilateral surgery, use modifier 50 with the procedure code. Claimsfor bilateral surgical
procedures should be billed on asingle claim detail line with the appropriate procedure code and modifier 50.

When billing for claimsthat are bilateral in nature, whether the services are performed unilaterally or bilaterally, providers
should bill the surgical procedure code asasingle claim detail lineitem without the modifier 50.

To determineif aprocedure can be billed with the modifier 50 asabilateral procedure, providers may accesstheon-line
Medicare Physician Fee Schedule Database (MPFSDB) at http://www.cms.hhs.gov/apps/pfslookup/.

Vagal Nerve Stimulation for Intractable Depression

ffective July 15, 2005, the Food and Drug Administration (FDA) has given post-marketing approval for the use of vagal
nerve stimulation (VNS) for intractable or refractory depression in patients 18 years of age or older who have not had an
adequate response to four or more “adequate” antidepressant treatments.

There are several CM S national coverage determinations (NCDs) about nerve stimulation procedures; oneisrelated to
vagal nerve stimulation for seizure disorders (160.18 — Vagus Nerve Simulation for Treatment of Seizures,
http: //mmw.cms.hhs.gov/manual s/downl oads/ncd103cl_Part2.pdf); another is related to implantation of neurostimulators for
pain control. At thistime, there are no NCDs referencing the use of vagal nerve stimulation for the treatment of depression or
other psychiatric disorders.

Currently, publications in peer-reviewed literature, position statements by technology assessment organizations, and the
communication rel eased by the manufacturer are not sufficient to issue a positive coverage statement by way of aloca coverage
determination (L CD) based on Medicare’'s medical reasonableness and necessity criteria. There have been no closely controlled
clinical trials conducted to date or studies focusing on comparison with other treatments generally available.

Until appropriately designed and powered studies are published and evaluated, claimsfor vagal nerve stimulation for
depression will be evaluated individually on a case-by-case basis. Any timethere 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 tothebilled CPT/HCPCS codes. For further detailsabout CMS' Beneficiary NoticeInitiative (BNI),
please point your browser to thislink: http://mmwecms.hhs.gov/BNI/.

Please note that services that lead up to or are associated with non-covered services are not covered aswell. The
beneficiary should be thoroughly educated about the benefits and risks of this modality.

Billing and Coding
Providers billing for this procedure should use the following CPT codes, as applicable:

61885 Insertion or replacement of cranial neurostimulator pulse generator or receiver, direct or inductive coupling; with
connection to a single electrode array

61888 Revision or removal of cranial neurostimulator pulse generator or receiver

64573 Incision for implantation of neurostimulator electrodes; cranial nerve

64585 Revision or removal of peripheral neurostimulator electrodes

95970 Electronic analysis of implanted neurostimulator pulse generator system (e.g., rate, pulse amplitude and duration,
configuration of wave form, battery status, electrode selectability, output modulation, cycling, impedance and
patient compliance measurements); simple or complex brain, spinal cord, or peripheral (i.e., cranial nerve,
peripheral nerve, autonomic nerve, neuromuscular) neurostimulator pulse generator/transmitter, without repro-
gramming

95974 complex cranial nerve neurostimulator pulse generator/transmitter, with intraoperative or subsequent program-
ming, with or without nerve interface testing, first hour

95975 complex cranial nerve neurostimulator pulse generator/transmitter, with intraoperative or subseguent program-
ming, each additional 30 minutes after first hour (List separately in addition to code for primary procedure)

Asthereis no specific code for “intractable” or “refractory” depression, the following ICD-9-CM code should be used:
311 Depressive disorder, not el sewhere specified

Providers should not submit any medical record documentation with the claim. First Coast Service Optionswill request
this by means of an additional documentation request (ADR) letter. The required information will include details about the
pharmacotherapy and non-pharmacologic interventions (psychotherapy, ECT, etc.) over the past 18 months, documentation of
a second opinion of apsychiatrist who is not involved in the care of the beneficiary, the patient’s compliance, response to
treatment, and other factors, as necessary.

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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Vertebral Fracture Assessment - CPT Code 76077

Background

First Coast Service Options, Inc. (FCSO) currently hasa
local coveragedetermination (LCD) for BoneMineral
Density Studies. ThisLCD isbased on 42 CFR, Section
410.31 and the CMSManual System. Therefore, vertebral
fracture assessment (VFA) (CPT code 76077) is outside the
scope of thisLCD, and this LCD does not apply toit. Itis
theintent of thisarticleto inform providers about FCSO's
approach to this service.

Description of the Service

Lateral spinedual energy x-ray absorptiometry (DXA)
(CPT code76077), or vertebral fracture assessment, isa
relatively recently devel oped technique for imaging vertebral
fractures that are not clinically evident. It assistsin the
diagnosis of prevalent vertebral fractures using less
radiation than the anterior-posterior technique. If itis
accurate in identifying vertebral fractures, when combined
with bone mineral density measurement, it potentially could
offer amethod for more accurately determining risk of future
fracture. Such risk assessment may help determine whether a
patient is an appropriate candidate for pharmacologic
treatment.

Regulatory Information

Medicare coverage of bone density measurementsis
definedin42 CFR, Section 410.31 asreflected in First Coast
Service Option’sLCDson this subject matter . Therearefive
qualifying criteria:

e A patient with vertebral abnormalities as demonstrated
by an x-ray to be indicative of osteoporosis, osteopenia
(low bone mass), or vertebral fracture.

e A patient being monitored to assess the response to or
efficacy of an FDA-approved osteoporosis drug therapy.
A patient with known primary hyperparathyroidism.

A patient receiving (or expecting to receive)
glucocorticoid (steroid) therapy greater than 3 months,
on the equivalent dose of 30 mg cortisone or 7.5 mg
prednisone or greater per day.

e A woman who has been determined by the physician or
aqualified non-physician practitioner treating her to be
estrogen-deficient and at clinical risk for osteoporosis,
based on her medical history and other findings.

A local contractor does not have discretion of decision
or authority to expand or contract thislist.

According to 42 CFR, Section 410.31, “Bone mass
measurement...is performed for the purpose of identifying
bone mass, detecting bone loss, or determining bone
quality” and does not include a provision for diagnosing a
fracture. Therefore, vertebral fracture assessment is outside
the scope of Medicare’'s bone mass measurement benefit, as
defined by thelaw. It isaseparate modality.

Contractor’s (FCSO) Observations

It isthe standard of practice to identify and evaluate
vertebral fractureswith traditional radiological techniques.
However, screening for detection of vertebral fracturesis
generally not performed. Asaresult, diagnosis occurs either

incidentally or asaresult of symptoms. Traditional radio-
logical evaluations for signs and symptoms have not been
considered as a screening test. Importantly, screening for
vertebral fracturesis not aMedicare covered benefit.
Therefore, VFA performed for screening for vertebral
fracturesis never covered.

Current literature has not demonstrated that treatment
decisions based on VFA, along with bone mineral density
measurements, have resulted in better patient outcomes than
treatment based solely on bone mineral density and clinical
risk factors. Thereisalack of clinical trial evidence showing
that patients with vertebral fractures on DXA but with bone
mineral density levels above treatment thresholds benefit
from pharmacol ogic treatment. There have not been an
adequate number of closely controlled clinical trials con-
ducted to date or studies focusing on comparison with other
modalities generally available, and currently publicationsin
peer-reviewed literature, as well as position statements by
technology assessment organizations are not sufficient to
issue a positive coverage statement by way of alocal
coveragedetermination (LCD).

Because in situations when there is no National
Coverage Determination (NCD) or LCD, servicesare
evaluated individually based on Medicare’ sgeneral medical
reasonableness and necessity criteria, claimsfor VFAwill be
given individual consideration on a case-by-case basis until
appropriately designed and powered studies are published
and evaluated.

Providers should not interpret the process of individual
consideration as synonymous with coverage and payment
by Medicare. Thismeansonly that the claimswill be
reviewed against the background of the presently available
evidence and specific patient circumstances.

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 tothe CPT code. For
further detailsabout CMS' Beneficiary NoticesInitiative
(BNI), please point your browser to thislink:
http: //mmw.cms.hhs.gov/BNI/. Please note that services that
lead up to or are associated with non-covered services are
not covered aswell.

Billing and Coding

Theapplicable CPT codeis 76077 - Dual energy x-ray
absorptiometry (DXA), bone density study, one or more
sites; vertebral fracture assessment

Documentation

Providers should not submit any medical record
documentation with the claim. FCSO will request thisby
means of an additional documentation request (ADR) letter.
Therequired information will include detailsfor the current
episode of care about symptoms, signs, and findings
suggestive of the presence of avertebral fracture, other
diagnostic modalities utilized, and the rationale for choosing
VFA. Likeany diagnostic test, the VFA must be specifically
ordered by the treating physician, for which there must be
documentation in the medical record.

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
local medical review or comprehensive
data analysisinitiatives. These
initiatives are designed to ensure the
appropriateness of medical care and
that the carrier’smedical policiesand
review guidelines are consistent with
accepted standards of medical practice.

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

Effective and Notice Dates

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

Electronic Notification

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

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

More Information

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

Medica Policy and Procedures
Department

PO Box 2078

Jacksonville, FL 32231-0048

Phone: 1-866-419-9455
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Advance Notice Statement

dvance beneficiary notice (ABN) isrequired in the event the service
may be denied or reduced for reasons of medical necessity. See page 5

for details concerning ABNSs.
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CORRECTIONS

APBI: Accelerated Partial Breast Irradiation — Correction to Article

n article was published in the 1st Quarter 2005 Medicare B Update! (page 87) that addressed coverage guidelinesfor

APBI. Sincethat time, it has been determined that the indicationsin the article did not match thelocal coverage
determination (LCD) indications. A correction has been made to the indication that the size of the lesion should be “less than
or equal to 3cm.”. Theoriginal article stated the lesion should be “greater than or equal to 3 cm.” All other information
remainsthe same.

Survival after breast-conservation therapy (BCT) is equivalent to survival after mastectomy for patients diagnosed with
tumors categorized as stage | or 11. The standard of care for local management is breast-conserving surgery to excise the tumor
with adequate margins (lumpectomy), followed by whol e-breast external-beam radiation therapy (WB-EBRT).

Accelerated Partial Breast Irradiation (APBI) differsfrom WB-EBRT intwo ways. First, theradiation targetsonly a
segment surrounding the tumor rather than the entire breast. Second, since the duration of treatment is 4 to 5 days rather than
510 6 weeks, radiation isdelivered in fewer fractions at larger doses per fraction. APBI comprises several techniques, including
interstitial brachytherapy via catheters, the MammoSite radiation treatment system, accel erated external beam radiotherapy,
and intra-operative radiotherapy delivery.

When compared with whole breast irradiation, APBI offers the potential advantages of convenience and decreases
radiation dose to healthy breast tissue. However, published studies are limited in patient size and follow-up period. Given
access to care issues, an LCD has been developed to define the indications and limitations of coverage, establish a procedure
to diagnosis relationship, and clarify the appropriate use of APBI after breast-conserving surgery for early stage breast cancer.
In addition, a coding guideline has also been developed to assist in billing this type of service.

APBI after breast-conserving surgery is considered medically necessary for patients with early stage breast cancer when
all of thefollowing criteriaare met:

Age: >50yearsold

Diagnosis: Invasive ductal carcinomaor ductal carcinomain situ

Size: Lessthan or equal to 3 cm.

Margin status: Negative—at least 2mmin all directions

Nodal status: Negative axillary lymph node dissection or sentinel lymph node evaluation

ThisLCD iseffectivefor servicesrendered on or after January 1, 2005. The full-text of thisL CD isavailable through our
provider education website at http://www.connecticutmedicare.com on or after this effective date.

REevisions To LCDs

J1950: Leuprolide Acetate — Revised Coding Guideline

he coding guideline attachment for thislocal coverage determination (LCD) waseffective on April 11, 2005. Sincethat time

this coding guideline has been revised.

First Coast Service Options, Inc. (FCSO) implementstheleast costly alternative (LCA) policy for LeuprolideAcetate.
Medical literatureindicatesthereisno demonstrable differencein clinical efficacy between J9217 leuprolide acetate (for depot
suspension) and J9202 goserelin acetate implant (Zoladex) in the treatment of malignant neoplasm of the prostate (ICD-9-CM
code 185) and malignant neoplasm of female breast (ICD-9-CM codes 174.0-174.9). If therearemedical indicationsthat require
the use of J9217 instead of J9202, Medicare will consider payment at the higher rate if documentation to support the medical
necessity of the use of the more costly agent accompany the claim.

The coding guideline attachment of this LCD has been revised to include instructions for those providers who submit
electronic claims and want to provide documentation to support reimbursment at the higher rate (J9217). These instructions
state that those providers who bill electronically, and have documentation that supports reimbursement of the more costly
agent, can populate field 19 or the electronic equivelent with the following statement: Supporting documentation available for
J9217. By doing this, providerswill receive adevel opment letter with instructionsto submit the claim for review. Providersare
not mandated or required to populate block 19 or its el ectronic equivalent for claim devel opment. FCSO recommends that
providers who wish to have claimsreviewed for reimbursment for the use of the more costly agent, implement these
instructions for those claims.

Theserevisionswill be effectivefor claims processed on or after January 24, 2006. Thefull-text of thisLCD isavailable
through our provider education website at http://mww.connecticutmedicare.com on or after this effective date.
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Revisionsto LCDs, continued

J2430: Pamidronate (Aredia®, APD) — LCD Revision

hislocal coverage determination (L CD) for Pamidronate waslast updated on October 11, 2005. Sincethat time, thisLCD
has been revised to update the verbiage and dosages under the “Indications and Limitations of Coverage and/or Medical
Necessity” section to correspond with the FDA indications and recommended dosages.

Under the “ICD-9 Codes that Support Medical Necessity” section, the dual diagnosis requirement for osteolytic lesions
of multiple myeloma (code range 203.00 — 203.01) was removed because theinvolvement of bone and/or bone marrow may be
part of this disease process. In addition, the “ Sources of Information and Basis for Decision” section was updated.

Thisrevisioniseffectivefor servicesrendered on or after April 10, 2006. Thefull-text of thisLCD isavailable through our
provider education website at http://mmw.connecti cutmedicare.com on or after this effective date.

J2505: Pegfilgrastim (Neulasta™) — LCD Revision

hislocal coverage determination (LCD) for Pegfilgrastim waslast updated on October 1, 2005. Based on current literature,

this LCD has since been revised to include an additional indication and ICD-9-CM code regarding prophylactic use of
Neulasta

The following statement was added under the “Indications and Limitations of Coverage and/or Medical Necessity” section:

e Prophylactic use of Neulasta in patients undergoing chemotherapy reduces the risk of febrile neutropenia and infections.
Prophylactic therapy can be considered for patients receiving myel osuppressive chemotherapy if the risk of febrile
neutropeniais20% or greater.

Under List Il of the“1CD-9 Codes that Support Medical Necessity” section, the following diagnosis code was added:
e V07.8—Other specified prophylactic measure

Coverage of Pegfilgrastim requiresthe billing of dual diagnoses. Under the“1CD-9 Codesthat Support Medical Necessity”
section, the appropriate primary diagnosis code under List I, which represents a non-myel oid malignancy, and the appropriate
secondary diagnosis code under List I1, which represents an encounter for myel osuppressive chemotherapy, must be billed.

In addition to the above, the “ Sources of Information and Basis for Decision” section was updated.

Thisrevisioniseffectivefor servicesrendered on or after March 13, 2006. The full-text of thisLCD isavailable through
our provider education website at http://www.connecticutmedicare.com on or after this effective date.

J9000: Antineoplastic Drugs — LCD Revision

hisloca coverage determination (LCD) for Antineoplastic Drugswaslast updated on October 1, 2005. Sincethat time, based
on FDA approved indications and/or off-label indications published in the USP DI, the following revisions have been madeto
the HCPCS codes listed below under the “ Indications and Limitations of Coverage and/or Medical Necessity” section:

JO000— Doxorubicin HCI (Ewing’s sarcomawas moved from the off-label ed section to FDA approved indications)

JO015 —Aldesleukin (under off-labeled indications, “ acute” was added to chronic myel ogenous leukemia)

J9170—Docetaxel (FDA approved and off-1abel ed indications were corrected)

Jo181 & J9182 — Etoposide (Ovarian germ cell tumor wasindicated for ovarian carcinomaand Myel odysplastic syndromes

(MDS) was added to off-labeled indi cations)

e J9200 — Floxuridine (Carcinoma of the ovary and kidney not responsive to other antimotabolites was added to the off-
labeled indications)

e J9201-Gemcitabine (FDA indication of Gemzar in combination with Paclitaxel for first linetreatment of patientswith
metastatic breast cancer after failure of prior anthracycline-contai ning adjuvant chemotherapy, unless contraindicated was
added. Off-labeled indications of epithelial for ovarian carcinomawasindicated, and ovarian germ cell tumor was added)

o J9263—Oxdliplatin (FDA approved indication stating “ Oxaliplatinisindicated in combination with 5-FU/LV or
capecitabine for first line treatment of nonresectable advanced or metastatic colon or rectal carcinoma’ was added)

e J9265—Paclitaxel (FDA approved indication stating “ Adjuvant treatment of node-positive breast cancer when
administered sequentially to standard Doxorubicin-containing combination chemotherapy” was added. 1n addition, under
off-labeled indications, “First line therapy for treatment of metastatic breast cancer” was added)

e J9300 - Gemtuzumab (under FDA approved indications, “other” was added to cytotoxic chemotherapy for treatment of

patients with CD33 positive acute myeloid leukemiain first relapse who are 60 years of age or older and who are not

considered candidates for cytotoxic chemotherapy)

In addition to the above, under the “1CD-9 Codes that Support Medical Necessity” section, the following HCPCS codes
have additional diagnoses added:

JO015—Aldesleukin (added diagnosis code range 205.00 — 205.01 — acute myel oid leukemia)
J9160— Denileukin (added diagnosis code range 202.80 — 202.88 — Other lymphomas)
Jo181 & J9182 — Etoposide (added diagnosis code 238.7 — Other lymphatic and hematopoietic tissue)

The“ Sources of Information and Basisfor Decision” sectionsaswell asthe“Coding Guidelines’ section were aso updated.
Thisrevision iseffectivefor servicesrendered on or after March 1, 2006. Thefull-text of thisLCD isavailable through our
provider education website at http://mmw.connecti cutmedicare.com on or after this effective date.
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Revisionsto LCDs, continued

J9212: Interferon — LCD Revision

hislocal coverage determination (LCD) for Interferon was|ast updated on January 18, 2005. Sincethat time, thisLCD has

been revised toinclude | CD-9-CM code 184.4 (malignant neoplasm of vulva, unspecified) for HCPCS codes J9213 and
J9214. Thiscodewill beused for malignant melanomaof the vulvafor thisLCD.

In addition, the “ Sources of Information and Basis for Decision” section was updated.

Thisrevisioniseffectivefor servicesrendered on or after March 27, 2006. Thefull-text of thisLCD isavailable through
our provider education website at http://www.connecticutmedicare.com on or after this effective date.

17304: Mohs Micrographic Surgery (MMS) — LCD Revision
helocal coverage determination (LCD) for Mohs Micrographic Surgery (MMS) (17304) was effective on January 1, 2006.
Sincethat time, it has been determined that additional ICD-9-CM codes173.5,173.6, 173.7, and 232.0-232.8 would give
providers more specific diagnosis codes to hill for the MM S procedures; therefore, these codes have been added to the LCD.
Thisrevisioniseffectivefor servicesrendered on or after April 25, 2006. Thefull-text of thisL CD isavailable through our
provider education website at http://mwww.connecti cutmedicare.com on or after this effective date.

62263: Epidural — LCD Revision

helocal coverage determination (LCD) was|ast updated on October 1, 2004. Sincethat time, the LCD hasbeen revised to

include additional ICD-9-CM codes.

ICD-9-CM codes 781.0 (abnormal involuntary movements) and 728.85 (spasm of muscle) were added to the“ 1 CD-9 that
support Medical Necessity” section of the LCD. These diagnosis codes should only be used with procedure codes 62310,

62311, 62318 and 62319.

Thisrevision waseffectivefor servicesrendered on or after February 13, 2006. Thefull-text of thisLCD isavailable
through our provider education website at http://mwww.connecticutmedicare.com on or after this effective date.

97001: Physical Medicine and Rehabilitation — LCD Revision

helocal coverage determination (LCD) for physical

medicine and rehabilitation —97001 was previously
revised on January 1, 2006. Sincethat time, thefollowing
changes have been made to the LCD:

Per CM STransmittal 805, Change Request 4226, “ Annual
Update to the Therapy Code List,” the documentation
requirements were updated for unlisted procedures and the
coding guideline section was updated to clarify codesthat are
always considered therapy services. Theserevisonsare
effectivefor servicesrendered on or after January 1, 2006.

Per Change Request 4364, “ Therapy Caps Exception
Process,” the following changes have been made to the
LCD: Added national language to the Indications and
Limitations section of the LCD to clarify the therapy cap
exception process. The documentation requirements,
treatment encounter notes, and progress report/notes
sections of the LCD have been updated to include instruc-
tion for the therapy cap exception process. The coding
guidelines section has been updated to clarify the use of the

KX, GO, GN, and GPmodifiers, aswell as, clarification of the
use of the Notice of Exclusion from Medicare Benefits
(NEMB) and advance beneficiary notice (ABN) forms.
Theserevisionsare effectivefor servicesrendered on or
after January 1, 2006.

Per BESS data, procedure code 97001 was identified as
being billedinappropriately. Therefore, arecommendation was
made by our Statistical Medical Data Department to clarify the
use of the evaluation (97001) and re-evaluation (97002)
codes. A revision was done to the “ Specific Procedure and
Modality Guidelinesfor Physical and/or Occupational
Therapy” section of the LCD to clarify the differenceinan
evaluation versusare-evaluation. Thisrevision iseffectivefor
claimsprocessed on or after April 11, 2006.

Thefull-text of thisLCD isavailablethrough our
provider education website at
http: //mww.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.
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ADDITIONAL INFORMATION ON LCDs

Hemophilia Clotting Factors—Billing and Coding

n article addressing the inconsistent billing and handling of hemophilia clotting factors was published in the First Quarter

2006 Medicare Part B Update! The article contained information that would ensure that providers would receive correct
payment.

Since that time, HCPCS changes have occurred that require additional instructions for providers to ensure that they
continue to receive correct payment for services rendered.

Theapplicable HCPCS codes are:

J7188 Injection, Von Willebrand factor complex, human, 1U (effective 01/01/2006)

J7189 Factor Vlla(antihemophilic Factor, recombinant), per 1 meg (effective 01/01/2006)

J7190 Factor V111 (antihemophilic factor, human) per U

J7191 Factor V111 (antihemophilic factor [porcing]), per U

J7192 Factor V111 (antihemophilic factor, recombinant) per IU

Jr193 Factor IX  (antihemophilic factor, purified, non-recombinant) per [U

J7194 Factor 1X complex, per IU

J7195 Factor 1X (antihemophilic factor, recombinant) per |U

J7198 Anti-inhibitor, per U

Q0187 Factor Vlla(coagulation factor, recombinant) per 1.2 mg (for servicesrendered prior to 01/01/2006)
Q2022 Von Willebrand factor complex, human, per U (for servicesrendered prior to 01/01/2006)

To ensure that providers continue to receive correct payment for these services, the following guidelines must be
followed:

Theclaimsfor HCPCS codes J7188 (for servicesrendered on or after 01/01/2006), J7190-J7198, and Q2022 (for services
rendered prior to 01/01/2006) must include thefollowing information for EMC or paper claims:

e  EMC: Number of international units provided/supplied in the electronic equival ent field of 1tem 19 of CM S 1500 Form or
the comment screen. I n the electronic equivalent of the Days/Unit field (Item 24G), the number of units must be one (1).

e PAPER CLAIMS: Number of international unitsprovided/suppliedin Item 19 of CM S 1500 Form. Inthe Days/Unit field
(Item 24G), the number of units must be one (1).

Itisvery important that special notice be givento HCPCS codes Q0187 and J7189. Eventhough HCPCS code J7189
replaces Q0187 for servicesrendered on or after January 1, 2006, it must be noted that the unit of measurement for the two
codesisdifferent. Therefore, the billing of each of these codes is different

Q0187 dosageis 1.2 milligrams (mg)
J7189 dosageis 1 microgram (mcg)

Thepaper or EM C claimsfor HCPCS code Q0187 must includethefollowinginfor mation:

e  Thenumber of supplied units should be placed in the Days/Unit field (Item 24G) or its electronic equivalent. For
example, if 4.8 mgwas supplied, the number of unitsbilled must be“4”, because one unit billed correspondsto 1.2

mg.
e NoentryisrequiredinItem 19 of CM S 1500 Form or its el ectronic equivalent when billing for HCPCS code Q0187.

TheEMC or paper claimsfor HCPCS code J7189 must includethefollowing infor mation:

e  Thenumber of unitshbilled inthe Days/Unit field (Item 24G) or itselectronic equivalent should bea“1”. Thefield
would not be adequate for placing the actual number of micrograms administered. Therefore, an entry isrequiredin
Item 19 of CM S 1500 Form or its el ectronic equivalent when billing for HCPCS code J7189. Theentry should
accurately reflect the total amount provided/supplied in micrograms.

When billing for hemophilia clotting factors, providers should not be submitting additional documentation with the claim.
If necessary, First Coast Service Options, Inc. (FCSO) will request thisinformation by means of an additional documentation
request (ADR). The response to such arequest must include the following information to support the medical necessity and
reasonableness of the services:

o A letter/attestation of medical necessity from the treating physician. This must include the statement that he/sheis
the treating provider, the patient’s diagnosis, and the patient’s usual or anticipated dose requirement over time. If a
patient requires unusually high doses of a particular clotting factor, the reason for this must be documented in this
letter (such as a high antibody titer, extraordinary frequent bleeding episodes, etc.); and

e From thetreating physician, the dosage prescribed for the claim in question. Thisinformation must beindicated in
the above | etter, in a separate statement, or in a current prescription; and

e Supplierinvoice.
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Local Anesthetic Agents Used for Anesthesia or Therapeutic Injection

Fi rst Coast Service Options, Inc. (FCSO) has observed irregular billing related to local anesthetic agents. Local anesthetic
agents can be used for anesthesia or therapeutic injections. Examples of local anesthetic agents, include but are not
limited to: Lidocaine, Xylocaine, Articaine, Bupivicaine, Chloroprocaine, Levobupivicaine, Mepivacaine, Procaine, Marcaine,
and Tetracaine.

For this article all brand/generic names of “caine drugs’ are considered local anesthetic agents. In most instances
Medicare does not allow separate reimbursement for the “caine drugs’

Providersusually bill these agents with an unlisted procedure code J3490. Remember that J2001 is used only for the
intravenous administration of Xylocaine/ Lidocaine.

The cost of local anesthetic agentsis included in the practice expense of procedures whether used as local anesthetic or
part of atherapeutic injection and are not separately payable.

Wireless Capsule Endoscopy of the Esophagus
he wireless capsule of the esophagus is awireless diagnostic video capsule specifically designed for the visualization of
the esophagus. The wireless capsule endoscopy of the esophagus is based on the same clinically proven technology as
the wireless capsule endoscopy of the small bowel.

Wirel ess capsul e endoscopy of the small bowel received approval from the FDA on August 1, 2001, through a 510(k)
approval process. The FDA clearance provided for the capsule’s use “aong with” -not as a replacement for other endoscopic
and radiol ogic evaluations of the small bowel. InJuly of 2003 asupplemental 510 (k) pre-market notification was cleared and
the label ed indications were modified by removing the “adjunctive use” qualification. The diagnostic system associated with
wirel ess capsule endoscopy was intended for visualization of the small bowel mucosa. However, in November 2004 the FDA
approved the diagnostic system for use with wireless capsule endoscopy for visualization of the esophageal mucosa.

First Coast Service Options, Inc. (FCSO) currently hasalocal coverage determination (LCD) for wireless capsule endos-
copy. ThisLCD provides coverage guidelines for the use of wireless capsule endoscopy of the small bowel only. The full text
of thisLCD may be viewed at http://www.connecti cutmedicare.com

To date, there have not been an adequate number of closely controlled clinical trials conducted or studies focusing on a
comparison between wireless capsule endoscopy of the esophagus and other diagnostic modalities such as conventional
endoscopy. Current publications in peer-reviewed literature, position statements by technology assessment organizations,
and the communication released by the manufacturer are not sufficient to issue a positive coverage statement by way of a
LCD.

Currently, thereisno National Coverage Determination (NCD) for wirel ess capsul e endoscopy of the esophagus, and
FCSO has not published aLCD. When thereisno NCD or LCD, services are evaluated individually based on Medicare's
general medical reasonableness and necessity criteria. Claims for wireless capsule endoscopy of the esophagus will be given
individual consideration on a case-by-case basis until appropriately designed and powered studies are published and
evaluated. Providers should not interpret the process of individual consideration as synonymous with coverage and payment
by Medicare. Thismeans claimswill be reviewed against the background of the presently available evidence and specific
patient circumstances.

Anytime there is a question whether Medicare’'s medical reasonableness and necessity criteriawould be met, we recom-
mend the use of an advance beneficiary notice (ABN) and appending modifier GA to the billed CPT code. For further details
about CM S Beneficiary NoticesInitiative (BNI), please point your browser to thislink: http://mmww.cms.hhs.gov/BNI/. Please
note that services that lead up to, or are associated with, non-covered services are not covered as well.

Effectivefor claimsprocessed on or after April 20, 2006 for servicesrendered on or after March 23, 2006 providers should
use CPT code 91110 with modifier 52 when submitting a claim for wireless capsul e endoscopy of the esophagus.

Providers should not submit any medical record documentation with the claim. FCSO will request this by means of an
additional documentation request (ADR) letter. Therequired informationwill beincludedinthe ADR letter.

76514: Ocular Corneal Pachymetry—Coding Guideline Development
hislocal coverage determination (LCD) waslast revised Octaber 24, 2005. Sincethat time coding guidelinesdefining
acceptable places of service (POS) for performing CPT code 76514 (Ophthalmic ultrasound, diagnostic; corneal

pachymetry, unilateral or bilateral [determination of corneal thickness]) have been devel oped.

Ocular corneal pachymetry may be performed inthefollowing POS:

21: inpatient hospital 22: outpatient hospital
11: office 32: nursing facility
31: skilled nursing facility 81: independent laboratory

24: ambulatory surgical center  23: emergency room - hospital
This coding guidleine development is effectivefor claims processed on or after April 11, 2006. Thefull-text of thisLCD is
available through our provider education website at http://mmw.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.
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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 MEbpIicAL 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 thecarrier’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: /Aww.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 policy). Medicare contractors are
required to offer a 45-day notice period
for LCDs; the date the LCD is posted
to the website is considered the notice
date.

Electronic Notification
Toreceivequick, automatic notifica-
tion when new LCDs are posted to the
website, subscribe to our FCS0O eNews
mailing ligt. I1t's very easy to do; go to

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

More Information

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.
P.O. Box 2078
Jacksonville, FL 32231-0048

1-904-791-8465
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Advance Notice Statement

dvance beneficiary notice (ABN) isrequired in the event the service may be denied or reduced for reasons of medical
necessity. See page 5 for details concerning ABNs.
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CORRECTIONS

APBI: Accelerated Partial Breast Irradiation — Correction to Article

n article was published in the 1st Quarter 2005 Medicare B Update! (page 87) that addressed coverage guidelinesfor

APBI. Sincethat time, it has been determined that the indicationsin the article did not match the local coverage
determination (LCD) indications. A correction has been made to the indication that the size of the lesion should be “less than
or equal to 3cm.”. Theoriginal article stated the lesion should be “greater than or equal to 3 cm.” All other information
remainsthe same.

Survival after breast-conservation therapy (BCT) is equivalent to survival after mastectomy for patients diagnosed with
tumors categorized as stage | or 11. The standard of care for local management is breast-conserving surgery to excise the tumor
with adequate margins (lumpectomy), followed by whol e-breast external-beam radiation therapy (WB-EBRT).

Accelerated Partial Breast Irradiation (APBI) differsfrom WB-EBRT intwo ways. First, theradiation targetsonly a
segment surrounding the tumor rather than the entire breast. Second, since the duration of treatment is 4 to 5 days rather than
510 6 weeks, radiation isdelivered in fewer fractions at larger doses per fraction. APBI comprises several techniques, including
interstitial brachytherapy via catheters, the MammoSite radiation treatment system, accel erated external beam radiotherapy,
and intra-operative radiotherapy delivery.

When compared with whole breast irradiation, APBI offers the potential advantages of convenience and decreases
radiation dose to healthy breast tissue. However, published studies are limited in patient size and follow-up period. Given
access to care issues, an LCD has been developed to define the indications and limitations of coverage, establish a procedure
to diagnosis relationship, and clarify the appropriate use of APBI after breast-conserving surgery for early stage breast cancer.
In addition, a coding guideline has also been developed to assist in billing this type of service.

APBI after breast-conserving surgery is considered medically necessary for patients with early stage breast cancer when
all of thefollowing criteriaare met:

Age: >50yearsold

Diagnosis: Invasive ductal carcinomaor ductal carcinomain situ

Size: Lessthan or equal to 3 cm.

Margin status: Negative—at least 2mmin all directions

Nodal status: Negative axillary lymph node dissection or sentinel lymph node evaluation

ThisLCD iseffectivefor servicesrendered on or after January 1, 2005. The full-text of thisLCD isavailable through our
provider education website at http://www.floridamedicare.comon or after this effective date.

Stereotactic Radiosurgery and Stereotactic Radiotherapy — Correction to Article
A n articlewas published in the 1st Quarter 2006 Medicare B Update! (pages 112-113) that addressed coding/billing

guidelines. Since that time, new 2006 CPT/HCPCS codes have been published. This article updates those added/del eted
codes. All other information remainsthe same.

Stereotactic radiosurgery isaform of external beam radiation that delivers a high-dose during asingle on to shrink or
destroy lesions while leaving tissue surrounding the lesion unaffected. Initially restricted to intracranial lesions, advancesin
technology have extended interventions to other parts of the body for lesions inaccessible or unsuitable for open surgery.
The stereotactic techniques have incorporated single session high-dose, hyper fractionation (currently defined as 2-5 high
dose sessions), and conventional fractionation collectively referred to as stereotactic radiotherapy (SRT). Stereotactic
radiotherapy relies on reproducible spatial correlation of the target of interest and the radiation source; using computer
generated three-dimensional simulations. This can be accomplished with several methodol ogiesincluding specially designed
external frames, implanted fiducial markers or imaging techniques. Currently FCSO doesnot havealoca medical policy
addressing stereotactic radiotherapy. Specifically, body radiation therapy (therapy outside the CNS) is considered an emerging
technology asindicated by the assignment of a Category 111 Code in 2005. Review of current literature and discussion with
Radiation Oncologists suggest that there is no consensus on the optimal technology (planning and Rx delivery) for given
indications. Currently there are satisfactory coding and billing guidelines for hospitals to submit claimsto the FI for stereotac-
tic radiotherapy treatment planning and delivery. Free standing facilities that bill the carrier should use this article asaguide to
coding and billing the carrier when applicabl e given there are no active HCPCS codes with pricing in the Medicare Fee
Schedulefor claims administration of stereotactic radiotherapy treatment planning and delivery. Claimsto the carrier will
continue to be devel oped for documentation and evaluated for coverage and payment on individual consideration. The
documentation must show what was done. Also it must support that the intervention was medical necessary and reasonable
for the condition as well as superior to conventional radiation therapy or IMRT given the risk and benefit to the beneficiary.

This coding article addresses:

e Physician treatment management services. Stereotactic radiation therapy & radiosurgery is an emerging technology and
involves a process of care directed by radiation oncologist, in some cases neurosurgeons, and other alied health care
professionals.
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e  Stereotactic radiation therapy & radiosurgery treatment planning and delivery given with either Co 60 gammarays or
with megavoltage photonsfrom alinear accelerator for claims submitted to the carrier from afree standing facility. The
goal of these treatmentsis great accuracy and precision in the delivery of dose to the planned target.

The conduct of a course of radiation therapy includes an episode of care with steps of consultation, clinical treatment
planning, establishment of treatment parameters, and treatment delivery and management. All of the coding encompassed in
an episode of careis not addressed in this article. However, it is expected that professiona and technical components billed to
Medicare on behalf of abeneficiary are medically necessary and reasonable with no duplication of services within the episode
of care unlessthe medical necessity of the repeated or duplicated servicesis clearly documented. If multiple providersare
involved in the patient’s episode of care, clinical treatment planning, establishment of treatment parameters, and treatment
delivery and management should be appropriately coordinated.

Coding of CPT/HCPCS Codes
SRT Treatment M anagement:
61793 Stereotactic radiosurgery (particle beam, gammaray or linear accel erator), one or more sessions.

e Reported for work attributed to neurosurgeon or surgeon
e  Same physician cannot report 77427-77432

77432 Stereotactic radiation treatment management of cerebral lesion(s) (complete course of treatment consisting of one session):
. Generally reflectsthe work by the radiation oncol ogist
0083T Stereotactic body radiation therapy, treatment management, per day

. SRT per day management of non cerebral lesions
. Do not report 0083T in conjunction with 77427-77432, 61793

Free Standing Facilities billing technical work to the Carrier
SRT Treatment Planning:

77295-TC Therapeutic radiology simulation-aided field setting; three-dimensional, per course of treatment; OR one of the
following, asappropriate:
LINAC basd

77261-77370 Linear accelerator based stereotactic radiosurgery plan, including dose volume histograms for target critical
structure tolerances, plan optimization performed for highly conformal distributions, plan positional accuracy and dose
verification, all lesionstreated, per course of treatment

Cobalt 60-based

77261-77370 Multi-source photon stereotactic radiosurgery (cobalt-60 multi-source converging beams) plan, including dose
volume histogramsfor target and critical structure tolerances, plan optimization performed for highly conformal distributions,
plan positional accuracy and dose verification, all lesions treated, per course of treatment

SRT Treatment Ddlivery:

0082T Stereotactic body radiation therapy, treatment delivery, one or more treatment areas, per day

Use G codesasoutlined below, if appropriate, unlessmorethan five sessions, then use0082T (per day) asnoted.
The work should reflect the following descriptors currently used in the hospital setting:

LINAC basd

. Image-guided robotic LINAC treatment

G0339 Image guided robotic linear accelerator base stereotactic radiosurgery, complete course of therapy in one session, or
first session of fractionated treatment

(0340 Image guided robotic linear accel erator base stereotactic radiosurgery, delivery including collimator changesin custom
plugging, fractionated treatment, all lesions, per session, second through fifth ons, maximum five sessions per course of
treatment

° Non-robotic LINAC treatment

G0173 Stereotactic radiosurgery, complete course of therapy in one session
G0251 Linear accelerator based stereotactic radiosurgery, delivery including collimator changes and custom plugging,
fractionated treatment, all lesions, per session, maximum five sessions per course of treatment

Cobalt 60-based
G0243 Multi-source photon stereotactic radiosurgery, delivery including collimator changes and custom plugging, complete
course of treatment, all lesions

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/IDFARS apply
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REevisions To LCDs

J0640: Leucovorin (Wellcovorin®) — LCD Revision

hislocal coveragedetermination (LCD) for Leucovorin waslast updated on September 29, 2003. Sincethat time, the LCD
has been edited for FDA and off-label indications. Thefollowing ICD-9-CM code has been added under the “ICD-9 Codes
that Support Medical Necessity” section:

e 186.9 —Malignant neoplasm of other and unspecified testis

In addition, under the “Indications and Limitations of Coverage and/or Medical Necessity” section, “Malignant neoplasm
of testis’ was added. References were updated under the “ Sources of Information and Basis for Decision” section.

Thisrevision iseffectivefor servicesrendered on or after March 1, 2006. Thefull-text of thisLCD isavailable through our
provider education website at http://www.floridamedicare.comon or after this effective date.

J1745: Infliximab (Remicade®) — LCD Revision

helocal coverage determination (LCD) waslast updated on August 23, 2005. Since that time, the Indications and
Limitations section and the |CD-9-CM section of the LCD has been revised.

For servicesrendered on or after February 13, 2006:

Under indications and limitations, bullet #2 was revised to include coverage for rectovaginal fistulas and to maintain
fistulaclosurefor fistulizing Crohn’s disease. Bullet #3 was revised to read active arthritisin patients with psoriatic arthritis.
Bullet #4 was revised to remove the requirement that the patient must have had an inadequate response to methotrexate. A
fifth bullet was added that allows coverage for the following: To reduce signs and symptoms, achieve clinical remission and
mucosal healing, and eliminate corticosteroid usein patients with moderately to severely active ulcerative colitiswho have had an
inadequate response to conventiond therapy. The following ICD-9-CM codes were added to the list of “ICD-9 codes that support
medica necessity” section, related totheaboverevisons: 556.0, 556.1, 556.2, 556.3, 556.5, 556.6, 556.8, 556.9 and 714.2.

For servicesrendered on or after Mar ch 21, 2006:
Bullet #5 was revised to read that patients can receive theinfusion at 0, 2, and 6 weeks and every 8 weeks thereafter.
Thefull-text of this LCD isavailable through our provider education website at http://www.floridamedicare.comon or
after this effective date.

J2430: Pamidronate (Aredia®, APD) — LCD Revision

hislocal coverage determination (L CD) for Pamidronate waslast updated on October 11, 2005. Sincethat time, thisLCD
has been revised to update the verbiage and dosages under the “Indications and Limitations of Coverage and/or Medical
Necessity” section to correspond with the FDA indications and recommended dosages.

Under the “ICD-9 Codes that Support Medical Necessity” section, the dual diagnosis requirement for osteolytic lesions
of multiple myeloma (code range 203.00 — 203.01) was removed because the invol vement of bone and/or bone marrow may be
part of this disease process. In addition, the “ Sources of Information and Basis for Decision” section was updated.

Thisrevisioniseffectivefor servicesrendered on or after April 10, 2006. Thefull-text of thisLCD isavailable through our
provider education website at http://www.floridamedicare.comon or after this effective date.

J2505: Pegfilgrastim (Neulasta™) — LCD Revision

Thislocd coverage determination (LCD) for Pegfilgrastim waslast updated on October 1, 2005. Based on current literature, this
L CD has since been revised to include an additional indication and |CD-9-CM code regarding prophylactic use of Neulasta.
The following statement was added under the “Indications and Limitations of Coverage and/or Medical Necessity” section:

e Prophylactic use of Neulastain patients undergoing chemotherapy reduces the risk of febrile neutropenia and infections.
Prophylactic therapy can be considered for patients receiving myel osuppressive chemotherapy if the risk of febrile
neutropeniais20% or greater.

Under List 11 of the“1CD-9 Codes that Support Medical Necessity” section, the following diagnosis code was added:
e V07.8—Other specified prophylactic measure

Coverage of Pegfilgrastim requiresthe billing of dual diagnoses. Under the“1CD-9 Codesthat Support Medical Necessity”
section, the appropriate primary diagnosis code under List I, which represents a non-myeloid malignancy, and the appropriate
secondary diagnosis code under List I1, which represents an encounter for myel osuppressive chemotherapy, must be billed.

In addition to the above, the “ Sources of Information and Basis for Decision” section was updated.

Thisrevisioniseffectivefor servicesrendered on or after March 13, 2006. Thefull-text of thisL CD isavailablethrough
our provider education website at http://www.floridamedicare.com on or after this effective date.
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J9000: Antineoplastic Drugs — LCD Revision

hislocal coverage determination (L CD) for Antineoplastic Drugswaslast updated on October 1, 2005. Sincethat time,
based on FDA approved indications and/or off-label indications published in the USP DI, the following revisions have
been made to the HCPCS codes listed below under the “ Indications and Limitations of Coverage and/or Medical Necessity”

section:

e J9000-Doxorubicin HCI (Ewing’ssarcomawas moved from the off-labeled section to FDA approved indications)

e J9015-Aldesleukin (under off-labeled indications, “ acute” was added to chronic myel ogenous leukemia)

e J9170-Docetaxel (FDA-approved and off-label ed indi cations were corrected)

e J9181 & J9182— Etoposide (Ovarian germ cell tumor wasindicated for ovarian carcinomaand Myel odysplastic syndromes

(MDS) was added to off-labeled indi cations)

e J9200 — Floxuridine (Carcinoma of the ovary and kidney not responsive to other antimotabolites was added to the off-
labeled indications)

e J9201-Gemcitabine (FDA indication of Gemzar in combination with Paclitaxel for first linetreatment of patientswith
metastatic breast cancer after failure of prior anthracycline-containing adjuvant chemotherapy, unless contraindicated was
added. Off-labeled indications of epithelial for ovarian carcinomawasindicated, and ovarian germ cell tumor was added)

o J9263—Oxdiplatin (FDA-approved indication stating “ Oxaliplatinisindicated in combination with 5-FU/LV or
capecitabine for first line treatment of nonresectable advanced or metastatic colon or rectal carcinoma’ was added)

e J9265—Paclitaxel (FDA approved indication stating “ Adjuvant treatment of node-positive breast cancer when
administered sequentially to standard Doxorubicin-containing combination chemotherapy” was added. 1n addition, under
off-labeled indications, “First line therapy for treatment of metastatic breast cancer” was added)

e J9300 - Gemtuzumab (under FDA approved indications, “other” was added to cytotoxic chemotherapy for treatment of
patients with CD33 positive acute myeloid leukemiain first relapse who are 60 years of age or older and who are not
considered candidates for cytotoxic chemotherapy)

In addition to the above, under the “1CD-9 Codes that Support Medical Necessity” section, the following HCPCS codes
had additional diagnoses added:

JO015—Alded eukin (added diagnosis code range 205.00 — 205.01 — acute myel oid leukemia)
J9160— Denileukin (added diagnosis code range 202.80 — 202.88 — Other lymphomas)
Jo181 & J9182 — Etoposide (added diagnosis code 238.7 — Other lymphatic and hematopoietic tissue)

The " Sources of Information and Basisfor Decision” section aswell asthe Coding Guidelines’ section was aso updated.
Thisrevision iseffectivefor servicesrendered on or after March 1, 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 (LCD) for Interferon waslast updated on January 18, 2005. Sincethat time, thisLCD has
been revised toinclude ICD-9-CM code 184.4 (malignant neoplasm of vulva, unspecified) for HCPCS codes J9213 and
J9214. Thiscodewill be used for malignant melanomaof the vulvafor thisLCD.
In addition, the “ Sources of Information and Basis for Decision” section was updated.
Thisrevisioniseffectivefor servicesrendered on or after March 27, 2006. Thefull-text of thisLCD isavailablethrough
our provider education website at http://www.floridamedicare.com on or after this effective date.

OOS: Outpatient Observation Services — LCD Revision

The local coverage determination (L CD) for Observation Serviceswas last updated on January 1, 2006. Sincethat time, the
L CD has been revised to include updated |anguage pertaining to the ending time for observation care in the “Indications
and Limitations of Coverage and/or medical necessity”, and Documentation Requirements’ sections of the LCD.

Thisrevision was based on CM S Change Request 3632, dated January 6, 2005 and was effective for services rendered on
or after January 1, 2005. Thefull-text of thisLCD isavailable through our provider education website at
http://mww.floridamedicare.com on or after this effective date.

THERSVCS: Therapy and Rehabilitation Services — LCD Revision

helocal coverage determination (LCD) for therapy and rehabilitation services— THERSV CSwas previoudly revised on
January 1, 2006. Sincethat time, thefoll owing changes have been madeto the LCD:

Per CM S Transmittal 805, Change Request 4226, “ Annual Update to the Therapy Code List,” the documentation require-
ments were updated for unlisted procedures and the coding guideline section was updated to clarify codes that are always
considered therapy services. Theserevisionsare effectivefor servicesrendered on or after January 1, 2006.

Per Change Request 4364, “ Therapy Caps Exception Process,” the following changes have been made to the LCD: Added
national language to the “Indications and Limitations” section of the LCD to clarify the therapy cap exception process. The
documentation requirements, treatment encounter notes, and progress report/notes sections of the LCD have been updated to
include instruction for the therapy cap exception process. The coding guidelines section has been updated to clarify the use
of theKX, GO, GN, and GP modifiers, aswell as, clarification of the use of the Notice of Exclusion from Medicare Benefits
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THERSVCS: Therapy and Rehabilitation Services, continued

(NEMB) and advance beneficiary notice (ABN) forms. Theserevisionsare effectivefor servicesrendered on or after January
1, 2006.

Per BESS data, procedure code 97001 was identified as being billed inappropriately. Therefore, arecommendation was
made by our Statistical Medical Data Department to clarify the use of the evaluation (97001) and re-evaluation (97002) codes.
A revision was done to the “ Specific Procedure and Modality Guidelines for Physical and/or Occupational Therapy” section
of the LCD to clarify the differencein an evaluation versus are-evaluation. Thisrevisioniseffectivefor claimsprocessed on
or after April 11, 2006.

Thefull-text of this LCD isavailable through our provider education website at http://www.floridamedicare.comon or
after this effective date.

11000: Debridement Services—LCD Revision

helocal coverage determination (L CD) for debridement services (11000) was previously revised on January 1, 2005. Since

that time, it has been determined that the | CD-9-CM coderanges 946.20-946.29, 946.30-946.39, and 946.40-946.49 were
added to the LCD asfifth digit specificity in error. These|CD-9-CM code ranges have been corrected to 946.2, 946.3, and
946.4, respectively, for CPT codes 97597 and 97598 only. Thisrevision is effective for claims processed on or after March 27,
2006 for servicesrendered on or after January 1, 2005.

The following change has been made to the coding guidelines section of the LCD based on change request 4226 —
Annual Update to the Therapy Code List: Clarifying therapy modifier usage with CPT codes 97597, 97598, and 97602. This
revision iseffectivefor servicesrendered on or after January 1, 2006.

Thefull-text of this LCD isavailable through our provider education website at http://www.floridamedicare.comon or
after this effective date.

17304: Mohs Micrographic Surgery (MMS)—LCD Revision

The local coverage determination (LCD) for Mohs Micrographic Surgery (MMS) (17304) was previoudly revised on January 1,
2006. Sincethat time, it hasbeen determined that additional 1CD-9-CM codes173.5, 173.6, 173.7, and 232.0-232.8 would provide

more specific diaghosis codes to bill for the MM S procedures; therefore, these codes have been added to the LCD.
Thisrevisioniseffectivefor servicesrendered on or after April 25, 2006 Thefull-text of thisLCD isavailable through our

provider education website at http://www.floridamedicare.comon or after this effective date.

32491: Lung Volume Reduction Surgery—LCD Revision

helocal coverage determination (L CD) for lung volume reduction surgery (LVRS) (32491) was effective on September 30,

2004. Sincethat time, the LCD has been updated per CM S Transmittal 768, Change Request 4149, updating the protocol
for determining approved facilitiesfor LV RS and removing language regarding the National EmphysemaTreatment Trial
(NETT) protocol. In addition, the coding guideline section was updated to include national non-covered indications.

Thisrevision iseffectivefor claims processed on or after March 2, 2006 for services rendered on or after November 17,
2005. The full-text of this LCD isavailable through our provider education website at http: //mmw.floridamedicare.comon or
after this effective date.

43644: Surgical Management of Morbid Obesity—LCD Revision

hislocal coverage determination (LCD) waslast revised January 1, 2006. Sincethat time, CM Sissued change request

4399, transmittal 889, dated March 17, 2006 which noncovers CPT code 43842 (Gastric restrictive procedure, without
gastric bypass, for morbid obesity; vertical-banded gastroplasty) for services rendered on or after February 21, 2006. The LCD
has been revised to reflect this change.

Thefull-text of this LCD is avail able 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.
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93025: Microvolt T-wave Alternans—LCD Revision

helocal coverage determination was|ast updated on November 8, 2005. Sincethat time, there has been anational
coverage determination for the evaluation of patients at risk of sudden cardiac death, only when the spectral analysis
method isused. (National Coverage Determinations Manual, Chapter 1, Section 20.30).

Based on Change Request 4351, dated March 24, 2006, this LCD has been revised. Language has been added to the
“Indicationsand Limitations” and “ Documentation Requirements’ sections of the LCD. Prior to March 21, 2006, Microvolt T-
wave Alterans was covered based on contractor discretion.

Thisrevisioniseffectivefor servicesrendered on or after March 21, 2006. Thefull-text of thisLCD isavailablethrough
our provider education website at http://www.floridamedicare.com on or after this effective date.

93303: Transthoracic Echocardiography — LCD Revision
helocal coverage determination was last updated on October 1, 2005. Sincethat time, the “1CD-9 Codesthat Support
Medical Necessity” section has been revised.

ICD-9-CM codesV42.1 (Heart replaced by transplant), V42.2 (Heart val ve replaced by transplant), and V43.3 (Heart valve
replaced by other means) have been added to the “I1CD-9 Codes that support Medical Necessity” section of the LCD for CPT
codes 93307 and 93308. These ICD-9-CM codes are secondary diagnosis codes and should not be hilled as the primary
diagnosis.

Thisrevision iseffectivefor servicesrendered on or after May 12, 2006. The full-text of thisLCD isavailable through our
provider education website at http://www.floridamedicare.comon or after this effective date.

ADDITIONAL INFORMATION ON LCDs

93042: Rhythm ECG, one to three leads; interpretation and report only

A review of utilization dataof CPT code 93042 (Rhythm ECG, oneto three leads; interpretation and report only) has
revealed that providersarebilling interpretation of EK G rhythm strips obtained from telemetry or cardiac monitoring
equipment within hospitals or other facilities.

Electrocardiography (ECG) isthe graphic tracing of the variationsin electrica potentia caused by the excitation of the heart
muscle as detected at the body surface by electrodes placed on the patient’s limbs and chest. The monitoring electrodes detect the
electrical activity of the heart from avariety of spatial perspectives. Therhythm ECG lead system iscomposed of two electrodes
that are placed at varying sites on the chest. It provides information regarding rate, rhythm, and the conduction system.

The ECG tracing is appropriately billed when performed as a stand-alone test, on a dedicated machine specifically for the
purpose of the diagnosis of an arrhythmia or during its treatment.

I nterpretation and/or performance of arhythm strip performed as a separate service from continuous cardiac or telemetry
monitoring with the result being an official interpretation and written report would be considered for Medicare reimbursement. The
appropriate rhythm strip CPT codes (93040-93042) should be used and the documentation should support the medical necessity.

Interpretation of arhythm strip from a cardiac monitoring equipment in settingsincluding but not limited to inpatient
hospital, emergency room and ambulanceis not separately allowable. It isincluded as part of the medical decision portion of a
physician’s eval uation and management (E/M) services. Simply signing the report printed out by the ECG monitoring equip-
ment is not acceptabl e documentation for billing and interpretation of arhythm strip.

76514: Ocular Corneal Pachymetry—Coding Guideline Development
hislocal coverage determination (LCD) waslast revised October 24, 2005. Sincethat time, coding guidelinesdefining
acceptable places of service (POS) for performing CPT code 76514 (Ophthal mic ultrasound, diagnostic; corneal

pachymetry, unilateral or bilateral [determination of corneal thickness]) have been devel oped.
Ocular corneal pachymetry may be performed inthefollowing POS:

21: inpatient hospital 22: outpatient hospital
11: office 32: nursing facility
31: skilled nursing facility 81: independent laboratory

24: ambulatory surgical center  23: emergency room - hospital

This coding guideline development is effectivefor claims processed on or after April 11, 2006. Thefull-text of thisLCD is
available through our provider education website at http://mwww.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.

162 The FCSO Medicare B Update! Third Quarter 2006


http://www.floridamedicare.com
http://www.floridamedicare.com
http://www.floridamedicare.com

FLORIDA MEDICAL REVIEW

Hemophilia Clotting Factors-Billing and Coding

n article addressing the inconsistent billing and handling of hemaophiliaclotting factors was published in the First Quarter 2006

Medicare Part B Update! The article contained information that would ensure that providers would receive correct payment.

Since that time, HCPCS changes have occurred that require additional instructions for providers to ensure that they
continue to receive correct payment for services rendered.

Theapplicable HCPCS codes are:

J7188 Injection, Von Willebrand factor complex, human, 1U (effective 01/01/2006)

J7189 Factor Vlla(antihemophilic Factor, recombinant), per 1 meg (effective 01/01/2006)

J7190 Factor V111 (antihemophilic factor, human) per U

J7191 Factor V111 (antihemophilic factor [porcing]), per 1U

J7192 Factor V111 (antihemophilic factor, recombinant) per IU

Jr193 Factor IX  (antihemophilic factor, purified, non-recombinant) per [U

J7194 Factor 1X complex, per IU

J7195 Factor 1X (antihemophilic factor, recombinant) per |U

J7198 Anti-inhibitor, per U

Q0187 Factor Vlla(coagulation factor, recombinant) per 1.2 mg (for servicesrendered prior to 01/01/2006)
Q2022 Von Willebrand factor complex, human, per U (for servicesrendered prior to 01/01/2006)

Floridalocal coverage determination (LCD) J7188 regul ates M edicare coverage of hemophiliaclotting factorslocaly. It
can be accessed at http://mwww.floridamedicare.com. Select the Part B section and click on the “final” link located under
Medical Coverage/Local on the navigational menu.

To ensure that providers continue to receive correct payment for these services, the following guidelines must be followed:

Theclaimsfor HCPCS codes J7188 (for servicesrendered on or after 01/01/2006), J7190-J7198, and Q2022 (for services
rendered prior to 01/01/2006) must include thefollowing information for EM C or paper claims:

e EMC: Number of international units provided/supplied inthe el ectronic equivalent field of Item 19 of CMS 1500 form or
the comment screen. I n the electronic equivalent of the Days/Unit field (Item 24G), the number of units must be one (1).

e PAPER CLAIMS: Number of international units provided/suppliedin Item 19 of CM S 1500 form. Inthe Days/Unit field
(Item 24G), the number of units must be one (1).

Itisvery important that special notice be givento HCPCS codes Q0187 and J7189. Eventhough HCPCS code J7189
replaces Q0187 for servicesrendered on or after January 1, 2006, it must be noted that the unit of measurement for the two
codesisdifferent. Therefore, the billing of each of these codes is different

Q0187 dosageis 1.2 milligrams (mg)
J7189 dosageis 1 microgram (mcg)

Thepaper or EM C claimsfor HCPCS code Q0187 must includethefollowinginfor mation:

e Thenumber of supplied units should be placed in the Days/Unit field (Item 24G) or its el ectronic equivalent. For example,
if 4.8 mgwas supplied, the number of unitsbilled must be“4”, because one unit billed correspondsto 1.2 mg.
e Noentryisrequiredinltem 19 of CM S 1500 form or its el ectronic equivalent when billing for HCPCS code Q0187.

TheEMC or paper claimsfor HCPCS code J7189 must includethefollowing infor mation:

e Thenumber of unitshilledinthe Days/Unit field (Item 24G) or itselectronic equivalent should bea“1”. Thefieldwould
not be adequate for placing the actual number of micrograms administered. Therefore, an entry isrequiredin Item 19 of
CMS 1500 form or itselectronic equivalent when hilling for HCPCS code J7189. Theentry should accurately reflect the
total amount provided/supplied in micrograms.

When billing for hemophilia clotting factors, providers should not be submitting additional documentation with the claim.
If necessary, First Coast Service Options, Inc. (FCSO) will request thisinformation by means of an additional documentation
request (ADR). The response to such a request must include the following information to support the medical necessity and
reasonableness of the services:

o A letter/attestation of medical necessity from the treating physician. This must include the statement that he/sheis
the treating provider, the patient’s diagnosis, and the patient’s usual or anticipated dose requirement over time. If a
patient requires unusually high doses of a particular clotting factor, the reason for this must be documented in this
letter (such as a high antibody titer, extraordinary frequent bleeding episodes, etc.); and

e From thetreating physician, the dosage prescribed for the claim in question. Thisinformation must beindicated in
the above | etter, in a separate statement, or in a current prescription; and

e Supplierinvoice.
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Local Anesthetic Agents Used for Anesthesia or Therapeutic Injection

Fi rst Coast Service Options, Inc. (FCSO) has observed irregular billing related to local anesthetic agents. Local anesthetic
agents can be used for anesthesia or therapeutic injections. Examples of local anesthetic agents, include but are not
limited to: lidocaine, xylocaine, articaine, bupivicaine, chloroprocaine, levobupivicaine, mepivacaine, procaine, marcaine, and
tetracaine.

For this article all brand/generic names of “caine drugs’ are considered local anesthetic agents. In most instances
Medicare does not allow separate reimbursement for the “caine drugs’

Providersusually bill these agentswith an unlisted procedure code J3490. Remember, J2001 isused only for theintrave-
nous administration of xylocaine/lidocaine.

The cost of local anesthetic agentsis included in the practice expense of procedures whether used as local anesthetic or
part of atherapeutic injection and are not separately payable.

Wireless Capsule Endoscopy of the Esophagus

he wirel ess capsul e of the esophagusis awireless diagnostic video capsule specifically designed for the visualization of
the esophagus. The wireless capsule endoscopy of the esophagus is based on the same clinically proven technology as
the wireless capsule endoscopy of the small bowel.

Wirel ess capsul e endoscopy of the small bowel received approval from the Federal Drug Administration (FDA) on
August 1, 2001, through a510(k) approval process. The FDA clearance provided for the capsule’s use “aong with” -not asa
replacement for other endoscopic and radiol ogic evaluations of the small bowel. In July 2003 asupplemental 510 (k) pre-
market notification was cleared and removing the “ adjunctive use” qualification modified the labeled indications. The
diagnostic system associated with wirel ess capsule endoscopy was intended for visualization of the small bowel mucosa.
However, in November 2004 the FDA approved the diagnostic system for use with wireless capsule endoscopy for visualiza-
tion of the esophageal mucosa.

First Coast Service Options, Inc. (FCSO) currently hasalocal coverage determination (LCD) for wirel ess capsule endos-
copy. ThisLCD provides coverage guidelines for the use of wireless capsule endoscopy of the small bowel only. The full text
of thisLCD may beviewed at http://mwww.floridamedicare.com.

To date, there have not been an adequate number of closely controlled clinical trials conducted or studies focusing on a
comparison between wireless capsule endoscopy of the esophagus and other diagnostic modalities such as conventional
endoscopy. Current publications in peer-reviewed literature, position statements by technology assessment organizations,
and the communication released by the manufacturer are not sufficient to issue a positive coverage statement by way of a
LCD.

Currently, thereis no National Coverage Determination (NCD) for wirel ess capsul e endoscopy of the esophagus, and
FCSO has not published aLCD. When thereisno NCD or LCD, services are evaluated individually based on Medicare's
general medical reasonableness and necessity criteria. Claims for wireless capsule endoscopy of the esophagus will be given
individual consideration on a case-by-case basis until appropriately designed and powered studies are published and
evaluated. Providers should not interpret the process of individual consideration as synonymous with coverage and payment
by Medicare. This meansonly that the claimswill be reviewed against the background of the presently available evidence and
specific patient circumstances.

Any timethereis aquestion whether Medicare’s medical reasonableness and necessity criteriawould be met; we recom-
mend the use of an advance beneficiary notice (ABN) and appending modifier GA to the CPT code. For further details about
CMS Beneficiary NoticesInitiative (BNI), please point your browser to thislink: http://mwww.cms.hhs.gov/BNI/. Pleasenote
that services that lead up to, or are associated with, non-covered services are not covered as well.

Effectivefor claimsprocessed on or after April 20, 2006 for servicesrendered on or after March 23, 2006, providers should
use CPT code 91110 with modifier 52 when submitting a claim for wireless capsule endoscopy of the esophagus.

Providers should not submit any medical record documentation with the claim. FCSO will request this by means of an
additional documentation request (ADR) letter. Therequired informationwill beincludedinthe ADR letter.

Thefull-text of this LCD is available 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.
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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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READER SURVEY CONNECTICUT anpo FLORIDA

Reader Survey—Medicare B Update!

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

Please complete the questions below and return your reply to us by July 31, 2006.
Please Indicate Your Location: O Connecticut QO Florida

Overall Satisfaction

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

54 3 21
Accuracy
“When | read the Medicare B Update! | feel comfortable that the information presented is accurate.”
5 4 3 2 1
“When | read the Medicare B Update! | am confident that the information is up-to-date.”
543 21
Clarity
“Medicare rules and guidelines are complex; however, | generally find the articles in the Medicare B Update! clear.”
54 3 21

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

Value
“The Medicare B Update! assists me in performing my job.”
54 3 2 1

Layout/Format

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

Comments/Feedback —
What €else could we do to improve the publication for you?

Please remove this page and mail it to:

Attention: Robert Hannan

Medicare Part B

Medicare Communication and Education
PO. Box 2078

Jacksonville, FL 32231-0048

or you may fax your survey to (904) 791-6292.
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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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MEebpicare B UprDATE!

FirsTC 0AsT SERVICE OPTIONS, INC.
P.0.Box 2078 JacksonviLLE, FL 32231-0048 (FLoRIDA)
P.O.Box 44234 JacksonviLLE, FL 32231-4234

* ATTENTION BILLING MANAGER *






