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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 Connecticut and FloridaMedicare carrier. By
signing up, you will receive automatic email notification when new or updated informationis
posted to the provider education websites http://www.connecti cutmedicare.com or

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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About the Connecticut and Florida Medicare B Update!

he Medicare B Update! isacomprehensive publication developed by First Coast Service Options, Inc. (FCSO)
for Part B providersin Connecticut and Florida.
The Provider Outreach & Education Publications team distributes the Medicare B Update! on a monthly basis. Monthly
publicationsallow our team to better serve our customers by making val uableinformation availablein amoretimely manner.
Important notifications that require communication in between publications will be posted to the FCSO Medicare provider
education websites, http://www.connecticutmedicare.com and http://www.floridamedicare.com. In some cases, additional
unscheduled special issues may be posted.

Who Receives the Update?

Anyone may view, print, or download the Update! from our provider education 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 providers and professional association
(PA) groupswho have billed at least one Part B claim to either Connecticut or FloridaMedicare for processing during the
twelve months prior to the rel ease of each issue. Providers meeting these criteriaare eligible to receive a complimentary copy
of that issue, if a technical barrier exists that prevents them from obtaining it from the Internet and they have returned a
completed registration formto us. Registration forms must be submitted annually or when you experience achangein
circumstances that impacts your electronic access.

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

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

Clear Identification of State-Specific Content

Articles common to both states appear at the beginning of the publication. Within common articles, references to phone
numbers, addresses, reimbursement amounts, past publications, etc., are state-specific as appropriate. Content specific to
Connecticut isnext, followed by content specific to Florida. Connecticut and Floridalocal coverage determination (LCD)
summaries are combined into one section. Articlesin this section applies to both Connecticut and Florida unless otherwise
noted.

Publication Format
The Update! is arranged into distinct sections.

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

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

e The claims section provides claim submission requirements and tips, plus correspondence (appeals and hearings) informa-
tion.

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

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

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

Educational resour ces. Important addr esses, phone number s, and websiteswill always bein state-specific sections.
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Annual Medicare B Update! Hardcopy/CD-ROM
Registration Form

Toreceivethe Medicare B Update! in hardcopy, CD-ROM or email format, you must compl ete thisregistration form. Please
completeand fax or mail it to the number or address|isted at the bottom of thisform. To receive a har dcopy, CD-ROM or
email of futureissuesof the Medicare B Update! your form must befaxed or postmarked on or beforeAugust 1, 2007.
Providers currently receiving hardcopy publications that do not return this form by August 1, 2007, will not receive hardcopy
versions after that date.

Please note that you are not obligated to complete this form to obtain information published in the Medicare B Update!
I ssues published beginning in 1997 are available free of charge on our provider education websites
http: //Mmww.floridamedicare.com or http://mwww.connecticutmedicare.com .

Provider/Facility Name;

MedicareProvider |dentification Number (PIN):

Address,

City, Sate, ZIPCode:

Contact Person/Title;

TelephoneNumber: Fax Number: Email Address.

Rationalefor needingahar dcopy:

Does your office have Internet access? YES O NO O
Doyou haveaPCwithaCD-ROM drive? YES U NO Q1
Will you accept publicationsviaemail ? YESUQ NO Q1

Other technical barrier or reason for needing publicationshar dcopy or on CD-ROM:

Mail your completed formto:

Medicare Publications & Manuals
PO.Box 45270
Jacksonville, FL 32232-5270

orfaxto1(904) 791-6292

Please share your questions and/or concerns regarding this initiative with us:

Additional questions or concerns may be submitted via the Medicare Provider websites at  http://mwww.floridamedicare.com
or http://mmw.connecti cutmedicare.com using the “ Contact Us” section or sent viafax to (904) 791-6292 . Our Provider
Contact Center will not be able to respond to inquiries about thisform.
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Advance Beneficiary Notices

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 is not
inclusive):

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

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

o Coveragefor aserviceor item may beallowed only
when its frequency is within the accepted standards of
medical practice (i.e., aspecified number of servicesin
aspecified timeframe for which the service may be
covered).

If the provider believes that the service or item may not
be covered as medically reasonable and necessary, the
patient must be given an acceptable advance notice of
Medicare's possible denial of payment if the provider does
not want to accept financial responsibility for the service or
item. Advance Beneficiary Notices (ABNSs) advise benefi-
ciaries, beforeitems or services actually are furnished,
when Medicareislikely to deny payment. ABNsallow
beneficiariesto make informed consumer decisions about
receiving items or services for which they may haveto pay
out-of-pocket, and to be more active participantsin their
own health care treatment decisions. An ABN must meet
thefollowing requirements:

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

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

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

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

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

Patient Liability Notice

Form CMS-R-131istheapproved 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 OMB (Office of Management
and Budget) on June 18, 2002. The ABNs are designed to be
beneficiary-friendly, readable and understandabl e, with
patient options clearly defined.

Therearetwo ABN forms- the General Useform (CMS-R-
131G) andthe L aboratory Testsform (CMS-R-131L ). Bothare
standard forms that may not be modified; however, both
contai n customizable boxesfor theindividual requirements of
users. Reproduciblecopiesof Form CMS-R-131ABNs(in
English and Spanish) and other BNI information may be found
on CMS'sBNI website at
http: //Awww.cms.hhs.gov/BNI/01_overview.asp#TopOfPage.

ABN Modifiers

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

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

Modifier GZ may be used in caseswhereasigned ABN
isnot obtained from the patient; however, when modifier GZ
ishilled, the provider assumes financial responsibility if the
serviceor itemisdenied.

“GA” Modifier and Appeals

hen a patient is notified in advance that a service or

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

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

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

Connecticut

Attention: Medical Review
MedicarePart B CT

POBox 45010

Jacksonville, FL 32232-5010

OR

Florida

Attention: Medical Review
Medicare Part B Claim Review
POBox 2360

Jacksonville, FL 32231-0018
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Quarterly Update to Correct Coding Initiative Edits, Version 13.2,

Effective July 1, 2007

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

Provider Types Affected
Physicianswho submit claimsto Medicare carriersand
A/B Medicare administrative contractors (A/B MACS).

Background

Thisarticleisbased on change request (CR) 5604, which

provides areminder for physicians to take note of the
quarterly updatesto Correct Coding Initiative (CCl) edits.
Thelatest package of CCl edits, version 13.2, effective July
1, 2007, and the current Mutually Exclusive Code (MEC)
editswill be available at http://www.cms.hhs.gov/
National CorrectCodInitEd/ on the Centers for Medicare &
Medicaid Services (CMS) website.

The National Correct Coding I nitiative developed by
CM S hel ps promote national correct coding methodologies
and controlsimproper coding. The coding policies devel-
oped are based on coding conventions defined in:

e The American Medical Association's (AMAS) Current
Procedural Terminology (CPT) Manual,

National and local policiesand edits,

Coding guidelines developed by national societies,
Analysis of standard medical and surgical practice, and
Review of current coding practice.

Thelatest package of CCl edits, version 13.2, includes
all previous versions and updates from January 1, 1996, to
the present and will be organized in two tables:

e  Column 1/ Column 2 Correct Coding Edits
e Mutualy Exclusive Code (MEC) Edits.

Additional Information

The CCl and MECfileformatswill bemaintainedinthe
Medicare Claims Processing Manual (Chapter 23, Section
20.9) which may befound at http://www.cms.hhs.gov/
Manual §/1OM/list.asp#TopOfPage on the CM S website.

Theofficial instruction, CR 5604, issued to your carrier
and A/B MAC regarding this change may be viewed at http:/
mwww.cms.hhs.gov/Transmittal s/downl oads/R1243CP.pdf
on the CMSwebsite.

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

Thetoll-free number for First Coast Service Options,

Inc. Medicare Part B Customer Service Center is 1-866-454-
9007 (FL) or 1-888-760-6950 (CT).

MLN Matters Number: MM 5604
Related Change Request (CR) #: 5604
Related CR Release Date: May 18, 2007
Effective Date: July 1, 2007

Related CR Transmitta # R1243CP
Implementation Date: July 2, 2007

This article was prepared as a service to the public and is not intended
to grant rights or impose obligations. This article may contain
references or links to statutes, regulations, or other policy materials.
The information provided is only intended to be a general summary.
It is not intended to take the place of either the written law or
regulations. We encourage readers to review the specific statutes,
regulations and other interpretive materials for a full and accurate
statement of their contents.

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

All rights reserved. Applicable FARS/DFARS apply.

Extension for Acceptance of Form CMS-1500 (12-90)

CMS hasissued the following MLN Matters article. Information for Medicare Fee-for-Service Health Care Professionals.
This information was previously published in the April 2007 Medicare B Update! page 6.

Note: Thisarticlewasrevised on May 7, 2007, to add this statement that Medicare FFS has announced a contingency plan
regarding the May 23, 2007, implementation of the NPI. For some period after May 23, 2007, Medicare FFSwill alow
continued use of legacy numbers on transactions; accept transactions with only NPIs; and accept transactions with
both legacy numbers and NPIs. For details of this contingency plan, seethe MLN Matters article, MM5595, at
http://mmw.cms.hhs.gov/MLNMatter sArti cles/downl oads/MM5595.pdf on the CM S website.

Provider Types Affected

Physicians, nonphysician practitioners and suppliers, who submit claimsfor their services using the Form CMS-1500 to
Medicare contractors (carriers, Part A/B Medicare administrative contractors[A/B MACs], durable medical equipment regional
carriers[ DMERC¢], and/or DM E Medicare administrative contractors| DME/MACg]). Beawar ethat someof thenew Form
CM S-1500 (08-05) for mshavebeen printed incorrectly. Thisarticle containsdetailson thisissue.

Background

Form CM S-1500 is one of the basic forms prescribed by the Centersfor Medicare & Medicaid Services(CMS) for the
Medicare program. It is only accepted from physicians and suppliersthat are excluded from the mandatory electronic claims
submission requirements set forth in theAdministrative Simplification ComplianceAct, Public Law 107-105 (ASCA), and the

June 2007
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Extension for Acceptance of Form CMS-1500 (12-90), continued

implementing regulation at 42 CFR 424.32. TheFormCM S
1500 (12-90) wasrevised in July of 2006, to accommodate the
reporting of the national provider identifier (NPI).

Recently it came to the attention of CM Sthat there are
incorrectly formatted versions of the revised form being sold
by print vendors. After reviewing the situation, CMS
determined that the source files received from the authorized
form designer wereimproperly formatted. Thisresulted inthe
sale of printed forms and negatives, which do not comply
with the form specifications.

Therefore, CM S has decided to extend the acceptance
period of the Form CM S-1500 (12-90) version beyond the
original April 1, 2007, deadlinewhilethissituationisre-
solved. The specific formatting issue involves top and
bottom margins only, but may not be isolated to only top
and/or bottom.

K ey Pointsof CR 5568
e CR5568 datesthat the Form CM S-1500 (12-90) will
continue to be accepted until CM S instructs otherwise.

e All Form CM S-1500 (08-05) formsreceived by Medicare
contractorsthat areincorrectly formatted will be
returned to the provider or supplier if the Medicare
contractor is unable to scan the form with it's optical
character reader scanning equipment. Anincorrectly
formatted form isonethat is%" or more off in thetop,
bottom, right, and/or left margins.

e Thebest way to identify the incorrect formsis by
looking at the upper right hand corner of the form. If the
tip of the red arrow above the vertically stacked word
“CARRIER” istouching or close to touching the top
edge of the form, then the form is not printed to
specifications. There should be approximately ¥4’
between the tip of the arrow and the top edge of the
paper on properly formatted forms.

e  Providerssubmitting the Form CMS-1500 (12-90) are
only required to submit their legacy provider number on
that form, since the Form CM S-1500 (12-90) cannot
accommodate the NPI.

Itisimportant to notethat thisissueinvolvesthepaper
claim form only, not theelectronic claim format, which
can accommodatetheNPI. In addition, thissituation
doesnot affect thecurrent NPl implementation date of
May 23, 2007.

Additional Information

To seethe official instruction (CR 5568) issued to your
Medicarecarrier, A/IB MAC, DMEMAC, or DMERC, goto
http: //mww.cms.hhs.gov/Transmittal S/downl oads/
R1208CP.pdf on the CM S website.

Toview the original communication from CM Sregarding
thisissue, visit
http://mamw.cms.hhs.gov/El ectronicBillingEDI Trans/
downloads/1500%20problems.pdf on the CM S website.

If you have questions, please contact your Medicare
carrier, A/IBMAC, DMEMAC, or DMERC at their toll-free
number which may be found at: http://mwwcms.hhs.gov/
MLNProducts/downloads/Call Center TolINumDirectory.zip
onthe CMSwebsite.

Thetoll-free number for First Coast Service Options,
Inc. Medicare Part B Customer Service Center is 1-866-454-
9007 (FL) or 1-888-760-6950 (CT).

MLN Matters Number: MM 5568 Revised
Related Change Request (CR) #: 5568
Related CR Release Date: March 19, 2007
Effective Date: April 1, 2007

Related CR Transmitta # R1208CP
Implementation Date: April 2, 2007

This article was prepared as a service to the public and is not intended to grant rights or impose obligations. This article may contain references
or links to statutes, regulations, or other policy materials. The information provided is only intended to be a general summary. It is not intended
to take the place of either the written law or regulations. We encourage readers to review the specific statutes, regulations and other interpretive
materials for a full and accurate statement of their contents.

Additional Requirements Necessary to Implement the Revised Health
Insurance Claim Form CMS-1500

CMS has issued the following MLN Matters article. Information for Medicare Fee-for-Service Health Care Professionals.
This information was previously published in the March 2007 Medicare B Update! pages 6-7.

Note: Thisarticle wasrevised on May 8, 2007, to add this statement that Medicare fee-for-service (FFS) has announced a
contingency plan regarding the May 23, 2007 implementation of the national provider identifier (NPI). For some period
after May 23, 2007, Medicare FFS will allow continued use of legacy numbers on transactions; accept transactionswith
only NPIs; and accept transactions with both legacy numbers and NPIs. For details of this contingency plan, seethe MLN
Mattersarticle, MM5595, at http://mmwv.cms.hhs.gov/MLNMatter sArti cles/downl oadsMM5595.pdf on the CM S website,

Provider Types Affected
Physiciansand supplierswho bill Medicare carriersincluding durable medical equipment regional carriers(DMERCS) for
their servicesusing the Form CM S-1500.

Key Points

e TheCentersfor Medicare & Medicaid Services (CMS) isimplementing the revised Form CM S-1500, which accommodates
the reporting of the NPI.

The Form CM S-1500 (08-05) version will be effective January 1, 2007, but will not be mandated for use until April 2, 2007.
During thistransition time there will be adual acceptability period of the current and the revised forms.

A major difference between Form CM S-1500 (08-05) and the prior form CM S-1500isthe split provider identifier fields.
The split fieldswill enable NPI reporting in the fields labeled as NPI, and corresponding legacy number reporting in the
unlabeled block above each NPI field.
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Additional Requirements Necessary to | mplement the Revised Health I nsurance Claim Form CM S-1500, continued

e Therewill beaperiod of timewhereboth versions of the CM S-1500 will be accepted (08-05 and 12-90 versions). The dual
acceptability timeline period for Form CM S-1500 isasfollows:

January 2, 2007 —March 30, 2007

Providerscan useeither the current Form CM S-1500 (12-90) version or the revised Form CM S-1500 (08-05) version.
Note: Health plans, clearinghouses, and other information support vendors should be able to handle and accept the
revised Form CM S-1500 (08-05) by January 2, 2007.

April 2, 2007

Thecurrent Form CM S-1500 (12-90) version of the claim form isdiscontinued; only the revised Form CM S-1500 (08-
05) isto beused. Note: All rebilling of claims should usethe revised Form CM S-1500 (08-05) from thisdateforward, even
though earlier submissions may have been on the current Form CM S-1500 (12-90).

Background

Form CM S-1500 is one of the basic forms prescribed by CM Sfor the Medicare program. It isonly accepted from physi-
cians and suppliersthat are excluded from the mandatory electronic claims submission requirements set forth in the Adminis-
trative Simplification Compliance Act, Public Law 107-105 (ASCA), and theimplementing regulation at 42 CFR 424.32. The
CMS-1500 formisbeing revised to accommodate the reporting of the NPI.

Note that aprovisioninthe HIPAA legislation allows for an additional year for small health plansto comply with NPI
guidelines. Thus, small plans may need to receive legacy provider numbers on coordination of benefits (COB) transactions
through May 23, 2008. CM Swill issue requirementsfor reporting legacy numbersin COB transactions after May 22, 2007.

Inarelated changerequest (CR), 4023, CM Srequired submitters of the Form CM S-1500 (12-90 version) to continueto
report provider identification numbers (PINS) and unique physician identification numbers (UPINS) as applicable.

Therewere no fields on that version of the form for reporting of NPIsin addition to those legacy identifiers. CR 4293
provided guidance for implementing the revised Form CM S-1500 (08-05). Thisarticle, based on CR 5060, provides additional
Form CM S-1500 (08-05) information for Medicare carriersand DMERCS, related to validation editsand requirements.

Billing Guidelines

When the NPI number iseffective (May 23, 2007, although it can be reported starting January 1, 2007) and thebilled
servicerequiresthesubmission of an NPI, claimswill be r e ected (in most caseswith reason code 16 —*“ claim/servicelacks
information that is needed for adjudication”) in tandem with the appropriate remark code that specifiesthe missing informa-
tion, if
e Theappropriate NPI isnot entered on Form CM S-1500 (08-05) initems:

24] (replacing item 24K, Form CM S-1500[12-90));

17B (replacingitem 17 or 17A, Form CM S-1500[12-90]);
32a(replacingitem 32, Form CM S-1500[12-90]); and
33a(replacingitem 33, Form CM S-1500[12-90)).

Additional Information
When theNPI Number isEffectiveand Required (May 23, 2007)

To enable proper processing of Form CM S-1500 (08-05) claimsand to avoid claim rejections, please be sureto enter the
correct identifying information for any numbers entered on the claim.

Legacy identifiersare pre-NPI such as:

PINs (provider identification numbers)

UPINSs (unique physician identification numbers)

OSCARs (online survey certification & reporting system numbers)
NSCs (national supplier clearinghouse) numbersfor DMERC claims.

Additional NPI-Related Information

Additional NPI-related information may be found at http://wwwcms.hhs.gov/National ProvidentSand/ on the CM S
website.

The changelog which liststhe various changes made to the Form CM S-1500 (08-05) version may be viewed at the NUCC
website at http://mww.nucc.org/images/stories/PDF/change_log.pdf.

MLN Mattersarticle MM4320, “ Stage 1 Use and Editing of National Provider Identifier Numbers Received in Electronic
Data I nterchange Transactions via Direct Data Entry Screen, or Paper Claim Forms,” may be found at http://mww.cms.hhs.gov/
MLNMatter sArticles/downl oads'MM4320.pdf on the CM S website.

CR 4293, Transmittal Number 899, “ Revised Health Insurance Claim Form CM S-1500,” provides contractor guidancefor
implementing the revised Form CM S-1500 (08-05). It may befound at http: //mmw.cms.hhs.gov/transmittal S’downl oads/
R899CP.pdf on the CM S website.

MLN Mattersarticle MM 4023, “ Stage 2 Requirementsfor Useand Editing of National Provider Identifier (NPI) Numbers
Received in Electronic Datal nterchange (EDI) Transactions, viaDirect Data Entry (DDE) Screens, or Paper Claim Forms,” may
be found at http://www.cms.hhs.gov/MLNMatter sArticles/downl oadsyMM4023.pdf on the CM S website.

CR5060istheofficial instruction issued to your carrier or DM ERC regarding changes mentioned in thisarticle, MM5060.
CR 5060 may be found by going to http://www.cms.hhs.gov/Transmittal s’downl oadsyR1058CP.pdf on the CM S website.
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Additional Requirements Necessary to | mplement the Revised Health I nsurance Claim Form CM S-1500, continued

Pleaserefer to your local carrier or DMERC if you have questions about thisissue. To find their toll free phone number,
please go to: http://www.cms.hhs.gov/MLNProducts/downloads/Call Center TolINumDirectory.zip on the CMS website.

Thetoll-free number for First Coast Service Options, Inc. Medicare Part B Customer Service Center is 1-866-454-9007 (FL)
or 1-888-760-6950 (CT).

MLN Matters Number: MM5060 Revised

Related Change Request (CR) #: 5060

Related CR Release Date: September 15, 2006

Effective Date: January 1, 2007

Related CR Tranamitta # R1058CP

Implementation Date: January 2, 2007

This article was prepared as a service to the public and is not intended to grant rights or impose obligations. This article may contain references
or links to statutes, regulations, or other policy materials. The information provided is only intended to be a general summary. It is not intended

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

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

Revisions to Incomplete or Invalid Claims Instructions Necessary to
Implement the Revised Health Insurance Claim Form CMS-1500 (8/05)

CMS hasissued the following MLN Matters article. Information for Medicare Fee-for-Service Health Care Professionals.
This information was previously published in the April 2007 Medicare B Update! pages 7-8.

Note: Thisarticlewasrevised on May 8, 2007, to add this statement that M edicare fee-for-service (FFS) has announced a
contingency plan regarding the May 23, 2007 implementation of the national provider identifier NPI. For some period
after May 23, 2007, Medicare FFS will allow continued use of legacy numbers on transactions; accept transactionswith
only NPIs; and accept transactions with both legacy numbers and NPIs. For details of this contingency plan, seethe MLN
Mattersarticle, MM5595, at http://mmwv.cms.hhs.gov/MLNMatter sArti cles/downl oadsMM5595.pdf on the CM S website,

Provid er Types Aff(_acted - . . e CR4064 at http://wvwww.cms.hhs.gov/Transmittal s/
Physicians and suppliers submitting claims to Medicare Downloads/R777CPpdf, and MLN Mattersarticle

contractors (carriers, durable medical equipment regional MM4064 at http: /A, (,:ms.hhs.gov/

carriers [ DM ERCS] , DM E Medicare administrative contrac- MLNMatter sArticles/downl oads/M M4064pdf

torS[DME MACS], and PartA/B Medicare administrative ° CR 4306 at http//\/\MI\NCfT]ShthOV/tranSlﬂlttaIS/

contractors [A/B MACHd]) for services provided to Medicare downl oads/R841CPpdf

beneficiaries. e CR4309at http://Mww.cms.hhs.gov/transmittals/

Provider Action Needed downloads/R866CP.pdf; and MLN Matters article
Thisarticleis based on change request (CR) 5391, which MM4309 at http://www.cms.hhs.gov/

revises the Medicare Claims Processing Manual (Publica- MLNMatter sArticles/downl oads/MM4309. pdf

tion 100-04; Chapter 1, Section 80.3.2) relating to the e CR5079at http://www.cms.hhs.gov/transmittals/

handling of incomplete and invalid claimsto reflect the downl0ads/R1055CP. pdf .

changesin reporting items for the NPI on the revised Form e CR5259at http://www.cms.hhs.gov/transmittals/

CMS-1500 version 08/05 and updates the referencesto downl0oads/R1034CPpdf.

remark codes in the instructions and revises the instructions Asaresult of the revisionsincluded in the Form CMS-

to indicate what is consistent with Health Insurance 1500 (8/05), theincompleteand invalid claimsinstructions

Portability and Accountability Act (HIPAA) guidelines. are being updated to reflect the appropriate itemsin which

Affected providers should assure their billing staff areaware  the NP| will be reported.

of NPI reporting requirements. These changes apply to CR 5391 instructs Medicare contractors (carriers,

claimsreceived on or after May 23, 2007. DMERCs, DME MACs, andA/B MACS):

Background e Tomake dl necessary changesto their internal business
The Centersfor Medicare & Medi Cald ServicesForm processes to enable the return of clams as

rlgv(?oséc(i:m ilcga?r?n"'oggt!tgtwgs;ggﬁ %a(') ?qtrljgrl{lnlglhisht;%n unprocessable that do not report an NPl when required

revised formisdesignated asForm CM S-1500 (8/05). The In aprovider name segment or another provider

- ; - ; identification segment in an electronic or aCM S-1500
revisionsto CM S-1500 include additional itemsfor the (08/05) paper Zegj m. Seethe Medicare Claims

reporting of the NPI. The manual revisions also includeitems Processing Manual (Pub. 100-04), Chapter One

that have already been implemented through the Competitive (Sections80.3.2.1.1 throu :
L ; ; 3.2.1. gh 80.3.2.1.3) included asan
Acquisition of Part B Drugs and Biologicals (CAP) through attachment to CR 5391, and the Hedlth Care Claim

thefollowing CRs: Professional 837 Implementation Guide
(http:/Amwmw.wpc-edi.conv) for further information.
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Revisionsto I ncomplete or I nvalid Claims I nstructions Necessary to | mplement the Revised Health I nsurance Claim Form
CMS-1500 (8/05), continued

e To usethe appropriate remittance advice remark codes provided in the Medicare Claims Processing Manual, (Pub. 100-
04), Chapter 4, Sections 80.3.2.1.1 through 80.3.2.1.3, when returning claims as unprocessabl e,
e Tonot searchtheir internal files:

e Tocorrectamissing or inaccurate NPl on aForm CM S-1500 (8/05) or on an electronic claim.
e Tocorrect missing or inaccurateinformation required for HIPAA compliancefor claimsgoverned by HIPAA.

Additional Information
For complete details, please seethe official instruction issued to your Medicare contractor (carrier, DMERC,A/B MAC, or
DME MAC) regarding this change. That instruction may be viewed at
http: //www.cms.hhs.gov/ Transmittal downl oads/R1187CP.pdf on the CM S website.
If you have any questions, please contact your Medicare contractor at their toll-free number, which may be found on the
CMS website at http://www.cms.hhs.gov/MLNProducts/downl oads/Call Center TolINumDirectory.zip on the CM S website.
Thetoll-free number for First Coast Service Options, Inc. Medicare Part B Customer Service Center is 1-866-454-9007 (FL)
or 1-888-760-6950 (CT).

MLN Matters Number: MM5391 Revised

Related Change Request (CR) #: 5391

Related CR Release Date: February 23, 2007

Effective Date: May 23, 2007

Related CR Transmittal # R1187CP

Implementation Date: May 23, 2007

This article was prepared as a service to the public and is not intended to grant rights or impose obligations. This article may contain references
or links to statutes, regulations, or other policy materials. The information provided is only intended to be a general summary. It is not intended

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

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

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 Connecticut and FloridaMedicare carrier. By
signing up, you will receive automatic email notification when new or updated information i
posted to the provider education websites http://mwwconnecti cutmedi care.com or
http://mwwfloridamedicare.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

Revision to Radiopharmaceutical Code Allowances
rst Coast Service Options, Inc. (FCSO) published the established pricing alowance for HCPCS code A 9500, A9502, A9503,
A9505 and A9516 inthe May 2007 Medicare B Update! (page 18). Sincethen, the payment allowancesfor HCPCS code
A9500 have been revised.
Thefollowing tableindicatesthe correct carrier-priced payment allowancesfor servicesrendered on or after January 1, 2007.

Procedur e Code/Descriptor Par Fee Non-Par Fee Limiting
Charge

A9500 — Technetium Tc-99m sestamibi, diagnostic, per $120.91 $114.86 $132.09
study dose up to 40 millicuries (Cardiolite®)
A9502 — Technetium Tc-99m tetrofosmin, diagnostic, $119.70 $113.72 $130.78
per study dose, up to 40 millicuries (Myoview ®)
A9503 — Technetium Tc-99m medronate, diagnostic, $54.93 $52.18 $60.01
per study dose, up to 30 millicuries (/MPI MDP)
A9505 — Thallium TI-201 thallous chloride, per $88.40 $83.98 $96.58
millicurie
A9516 — lodine I-123 sodium iodide capsule(s), $92.99 $88.34 $101.59
diagnostic, per 100 microcuries

Asaresult of thisrevision, payment for HCPCS code A9500 has been overpaid for servicesrendered on or after January
1, 2007, and processed between February 5, 2007, and M ay 13, 2007.
Claimsprocessed on or after May 14, 2007, are being paid correctly.

FCSO will pursue overpayments on claimspaid at theincorrect payment allowance.

Requirement for Providing Route of Administration Codes for
Erythropoiesis Stimulating Agents

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

Provider Types Affected

Physicians, providers, and supplierswho bill Medicare contractors (carriers, including durable medical equipment regional
carriers| DMERCs] and DME Medicare administrative contractors[ DME MAC¢], fiscal intermediaries[Flg],including regional
home health intermediaries [RHHI 5], and M edicare administrative contractors[MACsg]) for providing ESA administration
servicesto Medicare end-stage renal disease [ESRD] beneficiaries.

What You Need to Know

CR 5480, from which thisarticleistaken, instructs all providers and suppliers on the voluntary reporting of route of
administration modifierson claimsfor erythropoiesis stimulating agents (ESAs) for ESRD beneficiaries. Route of administra-
tion modifierswere published and effective January 1, 2007, for reporting on Medicare claims submitted on or after February 1,
2007, for dates of service on or after January 1, 2007. Please see the Background section for details.

Background

Current claims processing requirements do not allow you to report the method of administering ESA—such as epoetin alfa
(EPO) and darbepoetin alfa (Aranesp) —to treat your ESRD patients who are anemic. However, in order to study the efficacy of
both intravenous administration and subcutaneous administration methods of ESA administration, the Centers for Medicare &
Medicaid Services (CMS) will begin requesting you to voluntarily report modifiers, which will indicate the method of ESA
administration.

Specificaly, CR 5480, from which thisarticleistaken, announcesthat, effectivefor claims submitted on or after February 1,
2007 (with dates of serviceson or after January 1, 2007), dl providers and supplierswho bill for administering ESA to ESRD
beneficiaries (Hed thcare Common Procedure Coding System (HCPCS) codes Q4081, J0882, or J0886) are encouraged toinclude:

e Moaodifier JA ontheclaim to indicate an intravenous administration or
e Moaodifier JB to indicate a subcutaneous administration.

You should be aware that in the future, this reporting of the route of ESA administration will be arequirement, and
additional instructions will beissued at that time. But until then, a claim for an ESA that does not report the route of adminis-
tration will not be returned to the provider, and will be paid the same as a claim that does report the route of administration.
Also, be aware that rena dialysisfacilitieswhose claimsinclude charges for ESA administration by both methods should
report them in separate linesin order to identify the number of administrations provided by each method.
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Requirement for Providing Route of Administration Codes for Erythropoiesis Stimulating Agents, continued

Additional Information

You may find moreinformation about route of administration codes for ESAs by going to CR 5480, located at
http: //Mmww.cms.hhs.gov/ Transmittal S/downl oads/R1212CP.pdf on the CM S website. As attachments to this CR, you will find
updated Medicare Claims Processing Manual, Chapter 8 (Outpatient ESRD Hospital, Independent Facility, and Physician/
Supplier Claims), Section 60.2.3.1 (Requirement for Providing Route of Administration Codesfor Erythropoiesis Stimulating
Agents[ESAS]); and Chapter 17 (Drugs and Biologicals), Section 80.11(Requirementsfor Providing Route of Administration
Codesfor Erythropoiesis Stimulating Agents [ESAS]).

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

Thetoll-free number for First Coast Service Options, Inc. Medicare Part B Customer Service Center is1-866-454-9007 (FL)
or 1-888-760-6950 (CT).

MLN Matters Number: MM 5480 Revised
Related Change Request (CR) #: 5480
Related CR Release Date: March 30, 2007
Effective Date: January 1, 2007

Related CR Transmittd #: R1212CP
Implementation Date: June 29, 2007

This article was prepared as a service to the public and is not intended to grant rights or impose obligations. This article may contain references
or links to statutes, regulations, or other policy materials. The information provided is only intended to be a general summary. It is not intended
to take the place of either the written law or regulations. We encourage readers to review the specific statutes, regulations and other interpretive
materials for a full and accurate statement of their contents.

Update to Information Regarding Medicare Payment and Coding for

Drugs and Biologicals

sannounced inlate 2006, after carefully examining Section 1847A of the Social Security Act, asadded by the Medicare

M odernization Act of 2003, the Centersfor Medicare & Medicaid Services (CMS) has been working further to ensure that
more accurate and, as appropriate, separate payment is made for single source drugs and biologicals under Section 1847A. As
part of this effort, CM S has also reviewed how to operationalized the terms “single source drug,” “multiple source drug,” and
“biological product” in the context of payment under section 1847A. For the purposes of identifying “single source drugs’
and “biological products’ subject to payment under section 1847A, generally CM S (and its contractors) will utilize amulti-step
process. CMSwill consider:

e TheFood and Drug Administration (FDA) approval
e Therapeutic equivalents as determined by the FDA
e Thedateof first salein the United States.

For abiological product (as evidenced by anew FDA Biologic License Application or other relevant FDA approval) or a
single source drug (that is, not adrug for which there are two or more drug products that are rated as therapeutically equiva-
lent in the most recent FDA Orange Book) first sold in the United States after October 1, 2003, the payment limit under Section
1847A for that biological product or single source drug will be based on the pricing information for products produced or
distributed under the applicable FDA-approval . As appropriate, a unique Health Care Procedure Code System (HCPCS) code
will be assigned to facilitate separate payment. Separate payment may also be operationalized through use of existing specific
HCPCS codes or “not otherwise classified” HCPCS codes. Examples of how CM Sis operationalizing this approach using
unique HCPCS codesinclude:

e Qcodesfor Euflexxal M, Orthovisc®, and Synvisc® effective January 1, 2007
e Qcodesforimmuneglobulin and the new Q codefor Reclast® effective July 1, 2007

Section 1847A requires single source drugs or biological s that were within the same billing and payment code as of
October 1, 2003, be treated as multiple source drugs, so the payment under Section 1847A for these drugs and biologicalsis
based on the volume weighted average of the pricing information for all of the products within the billing and payment code.
CMSisworking to ensure that payments accurately reflect this* grandfathering” provision. Examples of how CMSis
operationalizing thisprovisioninclude:

e Q4083 for Hyalgan and Supartz effective January 1, 2007
o Q4094 for abuterol and leval buterol and Q4093 for concentrated forms of albuterol and levalbuterol effective July 1, 2007

In addition, appropriate modifications of the national drug code (NDC) to HCPCS crosswalk used to cal cul ate the payment
limitsfor purposes of Section 1847A will be made to ensure that payment will be based on the pricing information for all
products produced or distributed under an FDA-approval for the drug or biological.

Oneresult isthe same payment limit for JO885 (injection, epoetin alfa, [for non-ESRD use]) and JO886 (injection, epoetin
alfa, [for ESRD ondiaysig]).

CM S will continue to work to identify and implement payment and coding changes as necessary to ensure more accurate
payments under Section 1847A. So that CM S can implement any further necessary changes during 2007, CMSwill continueto
use aninternal processfor modifying the HCPCS code set and for adjusting the NDC to HCPCS crosswal k.
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Update to I nformation Regarding Medicare Payment and Coding for Drugs and Biologicals, continued

A full list of the July 2007 quarterly updatesto the HCPCS is available at http://mww.cms.hhs.gov/
HCPCSReleaseCodeSets/02 HCPCS Quarterly Update.asp#TopOfPage.

Pricing information for Part B drugs and biol ogicalsfor the third quarter of 2007 (July 1 — September 30) will be posted on
or after June 15th at http://mww.cms.hhs.gov/Mcr PartBDrugAvgSal esPrice/0la_2007aspfiles.asp#TopOfPage.

The announcement for the Q codes for Euflexxal M, Orthovisc®, and Synvisc® effective January 1, 2007, and Q4083 for
Hyalgan and Supartz al so effective January 1, 2007, was posted on December 22, 2006, and isavailable at
http: //mww.cms.hhs.gov/Transmittal s/downl oads/R1152CP.pdf.

Source: Provider Education Resources Listserv, Message 200705-23

RADIOLOGY

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

Provider Types Affected
Physicians, practitioners and hospitalsthat bill Medicare contractors (carriers, fiscal intermediaries[Fls], or Part A/B
Medicare administrative contractors [A/B MACS]) for bone mass measurements (BMM) services.

Provider Action Needed
STOP — I mpact to You

Effectivefor dates of service on or after January 1, 2007, Medicare will pay for BMM servicesfor dual-energy X-ray
absorptiometry (CPT code 77080) when this procedure is used to monitor osteoporosis drug therapy. In addition, new CPT
codes were assigned to BMMs.

CAUTION —What You Need to Know

Medicare editswill deny claimsthat are not consistent with revised BMM policy and providers may beliablefor
noncovered BMMs unless they have issued an advanced beneficiary notice (ABN) as required. This article explains the
changes as aresult of the calendar year 2007 physician fee schedulefinal rule.

GO —What You Need to Do
Seetheremainder of thisarticlefor important information regarding billing Medicarefor BMMs.

Background

Thisarticle and related change request (CR) 5521 wants providersto know that on June 24, 1998, the Centersfor Medicare
& Medicaid Services(CMS) published aninterim final rulewith comment period (IFC) in the Federal Register entitled
“Medicare Coverage of and Payment for Bone Mass Measurements.” This | FC implemented section 4106 of the BBA by
establishing 42 CFR 410.31, Bone Mass M easurement: Conditionsfor Coverage and Frequency Standards. This new
regulation defined BMM and individuals qualified to receive aBMM, established conditions for coverage under the
“reasonable and necessary” provisions of 1862(a)(1)(A) of the Act, and established frequency standards governing when
qualifiedindividualswould be€eligibleforaBMM.

On December 1, 2006, CM S published the CY 2007 physician fee schedulefinal rule, which included changesto 42 CFR
410.31. These changes may be found in Chapter 15, Section 80.5 of the Medicare Benefit Policy Manual and in Chapter 13,
Section 140 of the Medicare Claims Processing Manual. The revised manual sections are attached to CR 5221. The Web
addressfor viewing CR 5221 isavailablein the“ Additional Information” section at the end of thisarticle.

Key Points
Listed isasummary of the revisions and additions to Chapter 13 of the Medicare Claims Processing Manual and Chapter
15 of the Medicare Benefit Policy Manual.

Chapter 13

o Effectivefor datesof service on and after January 1, 2007, the CY 2007 physician fee schedulefinal rule expanded the
number of beneficiaries qualifying for BMM by reducing the dosage requirement for glucocorticoid (steroid) therapy from
7.5 mg of prednisone per day to 5.0 mg. It also changed the definition of BMM by removing coverage for a single-photon
absorptiometry (SPA), asit is not considered reasonable and necessary under section 1862 (a)(1)(A) of the Act.

o Effectivefor dates of serviceson and after January 1, 2007, the following changes apply to BMM:
e New 2007 CPT bone mass codes have been assigned for BMM. The following codes will replace current codes,

however the CPT descriptors for the services remain the same:

77078 replaces 76070 77083 replaces 76078
77081 replaces 76076 77080 replaces 76075
77079 replaces 76071
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Bone Mass M easurements, continued

e BMM isnot covered when a procedure other than dual-energy X-ray absorptiometry is used to monitor osteoporosis
drug therapy. Therefore, Medicare will not pay for procedure codes 76977, 77078, 77079, 77081, 77083, and G0130
when billed with thefollowing | CD-9-CM diagnosis codes:

733.00 733.09

73301 73390
73302 2550
73303

e BMM iscovered when dual-energy X-ray absorptiometry is used to monitor osteoporosis drug therapy. Therefore,
Medicarewill pay procedure code 77080 when billed with the following ICD-9-CM diagnosis codes, or any of the other
valid ICD-9-CM diagnoses that are recognized by Medicare contractors appropriate for bone mass measurements:

73300 73309
73301 73390
73302 2550
73303

e Medicarewill not cover single photon absorptiometry and procedure code 78350 will be denied for services on or after
January 1, 2007.
e Ininforming beneficiaries about the denials of claims processed for BMMs, Medicare will usethe following Medicare
summary notice (M SN) messages, effectivefor serviceson or after January 1, 2007:
CPT procedure code 78350:

MSN# 16.10: “Medicare does not pay for thisitem or service.”

CPT procedure codes 77078, 77079, 77081, 77083, 76977 and HCPCS G0131 when billed with ICD-9-CM diagnosis
codes733.00, 733.01, 733.02, 733.03, 733.09, 733.90, or 255.0

MSN #15.4: “ The information provided does not support the need for this service or item”
o |f anadvancebeneficiary notice (ABN) wasissued, thefollowing MSN will follow:

MSN# 36.1: “Our records show that you were informed in writing, before receiving the service that Medicare would
not pay. You are liable for this charge. If you do not agree with this statement, you may ask for areview.”

e |f an ABN wasnot issued thefollowing MSN will beincluded:

MSN # 36.2: “It appears that you did not know that we would not pay for this service, so you are not liable. Do not
pay your provider for this service. If you have paid your provider for this service, you should submit to this office
three things: (1) acopy of thisnotice, (2) your provider’shill, and (3) areceipt or proof that you have paid the bill.
You must file your written request for payment within six months of the date of this notice. Future services of this
type provided to you will be your responsibility.”

o EffectiveJanuary 1, 2007, thefollowing remittance advice (RA) messageswill beissued when Medicare deniesBMM

dams
Claim adjustment reason code 50: “ These are non-covered services because thisis not deemed a“medical necessity”
by the payer”.

If an ABN was issued the RA issued isM38: “The patient isliable for the charges for this service as you informed the
patient in writing before the service was furnished that we would not pay for it, and the patient agreed to pay.”

If an ABN was not issued RA remark codeis M27: “The patient has been relieved of liability of payment of these
itemsand servicesunder thelimitation of liability provision of thelaw. You, the provider, are ultimately liablefor the
patient’s waived charges, including any charges for coinsurance, since the items or services were not reasonable and
necessary or constituted custodial care, and you knew or could reasonably have been expected to know, that they
were not covered. You may appeal this determination. You may ask for an appeal regarding both the coverage
determination and the issue of whether you exercised due care. The appeal request must be filed within 120 days of
the date you receive this notice. You must make the request through this office.”

e Physicians, practitioners and hospitals are liable for payment unless they issue an appropriate ABN. Moreinformation on
ABNs may befound in Chapter 30, Sections 40-40.3.8 of the Medicare Claims Processing Manual , located at
http: //mww.cms.hhs.gov/Manual s/l OM/list.asp#TopofPage on the CM S website.

Chapter 15
Definition of BMM: aradiologic, radioisotopic, or other procedure that meetsall of the following conditions:

Is performed to identify bone mass, detect bone loss, or determine bone quality.
Is performed with either a bone densitometer (other than single-photon or dual -photon absorptiometry) or abone
sonometer system that has been cleared for marketing for BMM by the Food and Drug Administration (FDA) under 21
CFR part 807, or approved for marketing under 21 CFR part 814.

e Includes a physician’s interpretation of the results.
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Bone Mass M easurements, continued

Conditionsfor Coverage

e MedicarecoversBMM if it isordered by a qualified physician or nonphysician practitioner, who istreating the
beneficiary following an evaluation of the need for aBMM and the appropriate BMM to be used.

e TheBMM must be performed under the appropriate level of supervision asdefined in 42 CFR 410.32(b).

e TheBMM must be reasonable and necessary for diagnosis and treatment of a beneficiary who meets at least one of the
following conditions:

A woman who has been determined by the physician or qualified nonphysician practitioner treating her to be
estrogen-deficient and at clinical risk for osteoporosis, based on her medical history and other findings.

Note: Since not every woman who has been prescribed estrogen replacement therapy (ERT) may bereceiving an
“adequate” dose of the therapy, the fact that awoman is receiving ERT should not preclude her treating
physician or other qualified treating nonphysician practitioner from ordering a bone mass measurement for her.
If aBMM isordered for awoman following acareful evaluation of her medical need, however, it isexpected
that the ordering treating physician (or other qualified treating nonphysician practitioner) will document in her
medical record why he or she believes that the woman is estrogen-deficient and at clinical risk for osteoporosis.

Anindividual with vertebral abnormalities as demonstrated by an x-ray to be indicative of osteoporosis, osteopenia,
or vertebral fracture.

Anindividual receiving (or expecting to receive) glucocorticoid (steroid) therapy equivalent to an average of 5.0 mg
of prednisone, or greater, per day, for more than three months.

Anindividua with primary hyperparathyroidism.

An individual being monitored to assess the response to or efficacy of an FDA-approved osteoporosis drug therapy.

e Inthecase of any individual being monitored to assess the response to or efficacy of an FDA-approved osteoporosis
drug therapy, the BMM must be performed with adual-energy X-ray absorptiometry system (axial skeleton).

¢ Inthecase of any individual who meets the above conditions and who has a confirmatory BMM, the BMM is performed
by adual-energy X-ray absorptiometry system (axia skeleton) if theinitial BMM was not performed by adual-energy X-
ray absorptiometry system (axial skeleton). A confirmatory baselineBMM isnot covered if theinitial BMM was performed
by adual-energy X-ray absorptiometry system (axial skeleton).

Frequency standards.

e Medicare paysfor a screening BMM once every two years.

e Medicare may pay for more frequent screeningswhen medically necessary. Examplesinclude, but are not limited to, the
following medical circumstances:

Monitoring beneficiaries on long-term glucocorticoid (steroid) therapy of more than three months.
Confirming baseline BMMsto permit monitoring of beneficiariesin the future.
e  Noncovered BMMs occur when they are not considered reasonable and necessary under section 1862 (a) (1) (A) of theAct.

Single photon absorptiometry (effective January 1, 2007).
Dual photon absorptiometry (established in 1983).

Additional Information
For compl ete detail sregarding this CR please seethe official instruction (CR 5521) issued to your Medicare carrier, Fl or
A/B MAC. That instruction consists of three transmittals:

e Transmittal 69, which containsthe Medicare National Coverage Determination, whichisat
http: //Amww.cms.hhs.gov/Transmittal downl 0oads/R69NCD.pdf on the CM S website;

e Transmittal 70, which containsthe revised Medicare Benefit Policy Manual sections, isat
http: //mww.cms.hhs.gov/ Transmittal s/downl oads/R70BP.pdf on the CM S website; and

e Transmittal 1236 containsthe Medicare Claims Processing Manual revisionsand isat
http://mwww.cms.hhs.gov/ Transmittal s/downl oads/R1236CP.pdf on the CM S website.

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

Thetoll-free number for First Coast Service Options, Inc. Medicare Part B Customer Service Center is1-866-454-9007 (FL)
or 1-888-760-6950 (CT).

A brochure outlining “Bone Mass Measurements’ is available at
http: //mmww.cms.hhs.gov/MLNProducts/downl oads/bone_mass_06-08-05.pdf.

MLN Matters Number: MM5521 Related Change Request (CR) #: 5521

Related CR Release Date: May 11, 2007 Effective Date: January 1, 2007

Related CR Trangmittal # R1236CP, R70BP, R69NCD  Implementation Date: July 2, 2007

This article was prepared as a service to the public and is not intended to grant rights or impose obligations. This article may contain references
or links to statutes, regulations, or other policy materials. The information provided is only intended to be a general summary. It is not intended

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

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

Clarification of Bariatric Surgery Billing Requirements Issued in CR 5013
CMS hasissued the following MLN Matters article. Information for Medicare Fee-for-Service Health Care Professionals.

Provider Types Affected
Physicians, providers, and suppliers submitting claimsto carriers, fiscal intermediaries (FIs), or Part A/B Medicare
administrative contractors (A/B MACS) for bariatric surgery related services provided to Medicare beneficiaries

Provider Action Needed
STOP — I mpact to You

Thisarticleisbased on change request (CR) 5477, which clarifiesthe claims processing instructions contained in CR 5013
(TransmittalsR931CP and R54NCD; titled Bariatric Surgery for Morbid Obesity).

CAUTION —What You Need to Know

OnApril 28, 2006, the Centersfor Medicare & Medicaid Services(CMS) issued CR 5013 providing coveragefor certain
bariatric surgical procedures. CM Sfound that some claims not involving bariatric surgery are being denied in error while some
covered bariatric surgery claims are being held rather than paid.

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

Background

OnApril 28, 2006, CM Sissued CR 5013 (Transmittal sSR931CPand R54NCD, dated April 28, 2006) providing coveragefor
certain bariatric surgical procedures. This national coverage determination (NCD) is contained in section 100.1 of the Medi-
care NCD Manual.

It came to the attention of the CM Sthat thisNCD is not being implemented uniformly, and CM S found that:

Some claims not involving bariatric surgery are being denied in error, and
Some covered bariatric surgery claims are being held rather than paid.

Therefore, CM Sisissuing CR 5477 to clarify the claims processing instructions contained in CR 5013.
Certain bariatric surgery procedures for treatment of co-morbidities associated with morbid obesity are considered
reasonable and necessary under the Socia Security Act (Section 1862(a)(1)(A) if thefollowing conditions are satisfied:

1 TheMedicarebeneficiary:

e Hasabody-massindex (BMI) > 35,
e Hasat least one co-morbidity related to obesity (such as diabetes or hypertension), and
e Hasbeen previously unsuccessful with medical treatment for obesity.

2. The procedureis performed in an approved facility listed at http://www.cms.hhs.gov/MedicareApprovedFacilitie/BS-/
list.asp on the CM S website.

Note: The NCD itself has not changed and treatments for obesity alone are noncovered.

Thefollowing revisionsto the Medicare Claims Processing Manual (Publication 100-04; Chapter 32) provide guidance
for bariatric surgery claims payment:

| CD-9-CM DiagnosisCodesfor BMI >35

Code Descriptor

V85.35 Body MassIndex 35.0-35.9, adult
V85.36 Body MassIndex 36.0-36.9, adult
V85.37 Body MassIndex 37.0-37.9, adult
V85.38 Body MassIndex 38.0-38.9, adult
V85.39 Body MassIndex 39.0-39.9, adult
V85.4 Body Mass Index 40 and over, adult

Claims must be submitted to carriers or A/B MACswith the ICD-9-CM diagnosis code of 278.01 for morbid obesity and
one of the appropriate CPT codes as follows:

43770 L aparoscopy, surgical, gastric restrictive procedure: placement of adjustable gastric band (gastric band and
subcutaneous port components)

43644 Laparoscopy, surgical, gastric restrictive procedure with gastric bypass and Roux-en-Y gastroenterostomy (roux
limb 150 cm or less)
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Clarification of Bariatric Surgery Billing Requirements I ssued in CR 5013, continued

43645 Laparoscopy, surgical, gastric restrictive procedure with gastric bypass and small intestine reconstruction to
limit absorption.

43845 Gastric restrictive procedure with partial gastrectomy, pylorus-preserving duodenoileostomy and ileolieostomy
(50 to 100 cm common chanel) to limit absorption (biliopancreatic diversion with duodenal switch).

43846 Gastric restrictive procedure, with gastric bypass, for morbid obesity; with short limb (150 cm or less) Roux-en-Y
gastroenterostomy.

43847 Gastric restrictive procedure with small intestine reconstruction to limit absorption.

Medicare Flsand A/B MACSwill accept bariatric surgery claimshilled by institutional providerswith and ICD-9-CM
diagnosis code of 278.01 for morbid obesity and one of the following ICD-9-CM procedure codes:

4438 Laparoscopic gastroenterostomy; bypass: gastroduodenostomy, gastroenterostomy, gastrogastrostomy;
| aparoscopic gastrojejunostomy without gastrectomy NEC.

44.39 Other gastroenterostomy; bypass. gastroduodenostomy, gastroenterostomy, gastrogastrostomy; gastrojejunos-
tomy without gastrectomy NOS.

4495 L aparoscopic gastric restrictive procedure; adjustable gastric band and port insertion.

Note: If ICD-9-CM diagnosis code 278.01 is present, but one of thelisted ICD-9-CM procedure codes or HCPCS codesis not
present, then the Medicare contractor will determine the claimisnot for bariatric surgery and will processthe claim
accordingly. Also, if one of the |ICD-9-CM procedure codesis present without |CD-9-CM diagnosis code 278.01, then
the claimisnot for bariatric surgery, and the contractor will process the claim accordingly.

Also, to describe either laparoscopic or open biliopancreatic diversion with duodenal switch (BPD/DS), claims must
contain all three of thefollowing codes:

4389 Other; partial gastrectomy with bypass gastrogastrostomy; sleeve resection of stomach.
4551 I solation of segment of small intestine; isolation of ileal loop; resection of small intestine for interposition.
4591 Small-to-small intestinal anastomosis.
Claims submitted to Flsor A/B MACsmust contain | nternational Classification of Diseases, 9th revision, Clinical Modifi-
cation (ICD-9-CM) procedure code reported as specified according to the following conditions:

e TheMedicare contractor will pay the bariatric surgery claimif ICD-9-CM diagnosiscode 278.01 (Morbid obesity; severe
obesity) and all of thefollowing are present:

At least one of the specified |CD-9-CM diagnosis codesfor BMI >35,

An appropriate procedure code(s) aslisted in the Medicare Claims Processing Manual (Pub. 100-04), Chapter 32,
Sections150.2 and 150.3,

An appropriate obesity-related co-morbid diagnosis code(s), and

The procedure was performed in an approved facility.

e TheMedicarecontractor will deny thebariatric surgery claim if ICD-9-CM diagnosiscode 278.01 is present, but any of
the following are not present:

At least one of the specified |CD-9-CM diagnosis codesfor BMI >35,

An appropriate procedure code(s) aslisted in the Medicare Claims Processing Manual (Pub. 100-04), Chapter 32,
Sections150.2 and 150.3,

An appropriate obesity-related co-morbid diagnosis code(s), and

The procedure was performed in an approved facility.

Note: Theterm, “deny”, rather than “reject” is used because beneficiaries and providers are entitled to appeal rights.

e |f ICD-9-CM diagnosiscode 278.01 isnot present, the contractor will adjudicate the non-bariatric surgery claim based on
the ICD-9-CM procedure codeslisted on the claim.

Noncovered HCPCS/I CD-9-CM ProcedureCodes
Contractors(carriersand B MACs) will deny bariatric surgery claimswhen:

o Billed with CPT 43842 (Gastric restrictive procedure, without gastric bypass, for morbid obesity; vertical-banded
gastroplasty) when used for open vertical banded gastroplasty. Note: This code was included in the April 2006 update of
the Medicare physician fee schedul e database and the July update of the Medicare outpatient code editor.

e Billed with HCPCS not otherwise classified (NOC) code 43999 when used for the following noncovered procedures:
(When this NOC coded is used, the procedure should be described.)

e Laparoscopic vertical banded gastroplasty
e Open deeve gastrectomy

e Laparoscopic sleeve gastrectomy

e  Open adjustable gastric banding

18 The FCSO Medicare B Update! June 2007



CONNECTICUT anp FLORIDA COVERAGE/REIMBURSEMENT

Clarification of Bariatric Surgery Billing Requirements I ssued in CR 5013, continued
Contractors (Flsand A MACs) will rej ect bariatric surgery claimswhen:

e Billedwith principa 1CD-9-CM diagnosis code 278.01 and |CD-9-CM procedure code 44.68 when used for thefollowing
noncovered procedures:

e Open adjustable gastric banding
e Laparoscopic vertical banded gastroplasty.

e Billedwithprincipal ICD-9-CM diagnosis code 278.01 and | CD-9-CM procedure code 44.69 when used for the noncovered
procedure, Open vertical banded gastroplasty.

e Billedwith principa 1CD-9-CM diagnosis code 278.01 and | CD-9-CM procedure code 43.89 when used for thefollowing
noncovered procedures:

e Open deeve gastrectomy
e Laparoscopic sleeve gastrectomy.

Note: Carriers, Fls, or A/B MACswill use claim adjustment reason code 50 when denying/rejecting claimsfor noncovered
bariatric surgery procedures, reason code 58 when payment is denied due to performing the surgery at an unapproved
facility, and reason code 167 when denying the claim because the patient did not meet the conditions for coverage.
Appeal rightswill be afforded to all parties.

Additional Information

Theofficial instruction, CR 5477, issued to your carrier, Fl, and A/B MAC regarding this change may be viewed at
http: //mww.cms.hhs.gov/ Transmittal s/downl oads/R1233CP.pdf on the CMS website. The manual revisions to the Medicare
Claims Processing Manual (Pub. 100-04; Chapter 32) included as an attachment to CR 5477:

CR 5013, Transmittal R931CPand R54NCD, dated April 28, 2006, may befound at http: //wmw.cms.hhs.gov/Transmittal s/
downloads/R931CP.pdf and http://mww.cms.hhs.gov/Transmittal s/downl oadsyR54NCD.pdf) on the CMS website.

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

Thetoll-free number for First Coast Service Options, Inc. Medicare Part B Customer Service Center is1-866-454-9007 (FL)
or 1-888-760-6950 (CT).

MLN Matters Number: MM5477 Related Change Request (CR) #: 5477
Related CR Release Date: April 27, 2007 Effective Date; February 21, 2006
Related CR Transmittal #: R1233CP Implementation Date: May 29, 2007

This article was prepared as a service to the public and is not intended to grant rights or impose obligations. This article may contain references
or links to statutes, regulations, or other policy materials. The information provided is only intended to be a general summary. It is not intended
to take the place of either the written law or regulations. We encourage readers to review the specific statutes, regulations and other interpretive
materials for a full and accurate statement of their contents.

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

Astigmatism-Correcting Intraocular Lens—Implementation of CMS 1536 Ruling
CMS has issued the following MLN Matters article. Information for Medicare Fee-for-Service Health Care Professionals.
Provider Types Affected

Physicians, providers, and suppliers submitting claimsto Medicare contractors (carriers, fiscal intermediaries[Fls], or Part
A/B Medicare administrative contractors [A/B MACs]) for services provided to Medicare beneficiaries.

Provider Action Needed

Thisarticleisbased on change request (CR) 5527, which discusses arecent administrator ruling from the Centersfor
Medicare & Medicaid Services (CMS) regarding astigmatism-correcting intraocul ar lenses (A-C 0L s) following cataract
surgery (CMS-1536-R). Thenew policy iseffectivefor datesof serviceon and after January 22, 2007. Physiciansand
provider sneed tobeawar ethat effective January 22, 2007:

e Medicarewill pay the same amount for cataract extraction with A-C 10L insertion that it paysfor cataract extraction with
conventional 10OL insertion.

e Theben€ficiary isresponsiblefor payment of that portion of thehospital or ambulatory surgery center (ASC) charge
for theprocedurethat exceedsthefacility’ susual chargefor cataract extraction and insertion of aconventional 10L
following catar act surgery, aswell asany feesthat exceed the physician’susual chargeto perform acataract extraction
with insertion of aconventional IOL.

In addition, CM S reminds physicians that they can be reimbursed for the conventional or A-C IOL (V2632) only when the
serviceis performed in a physician’s office. Also, when physicians perform cataract surgery in an ASC or hospital outpatient
setting, the physician may only bill for the professional service because payment for the lensis bundled into the facility
payment for the cataract extraction.
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Adtigmatism-Correcting I ntraocular Lens—I mplementation of CMS 1536 Ruling, continued

Background

CMS administrator rulings serve as 1) precedent final opinions and orders and 2) statements of policy and interpretation.
TheAdministrator rulings provide clarification and interpretation of complex or ambiguous provisions of the law or regulations
relating to Medicare, Medicaid, utilization and peer review by quality improvement organizations, private health insurance, and
related matters. These rulings also promote consistency in interpretation of policy and adjudication of disputes, and they are
binding on all CM S components, Medicare contractors, the Provider Reimbursement Review Board, the Medicare Geographic

Classification Review Board, and administrative law judgeswho hear M edicare appeals.
CR 5527 discusses arecent CM S administrator ruling concerning requirementsfor determining payment for insertion of
intraocular lenses (I0L s) that replace beneficiaries natural lensesand correct pre-existing astigmatism following cataract

surgery under the Social Security Act:

Notethat CR 5527 basically restatesCM Spolicy provided in CR 3927 (MLN MattersarticleM M 3927), except that CR
3927 focused on presbyopia-correcting lOL sand thisarticlefocuseson A-C IOLs.

CoveragePolicy

In general, anitem or service covered by Medicare must satisfy the following three basic requirements:

Fall within astatutorily-defined benefit category
Be reasonable and necessary for the diagnosis or treatment of illness or injury or to improve the functioning of a

malformed body part
e Not beexcluded from coverage.

The Social Security Act specifically excludes eyeglasses and contact lenses from coverage, with an exception for one pair
of eyeglasses or contact lenses covered as a prosthetic device furnished after each cataract surgery with insertion of an 10L.
In addition, thereis no Medicare benefit category to allow payment for the surgical correction of cylindrical lenses of eye-
glasses or contact lenses that may be required to compensate for the imperfect curvature of the cornea (astigmatism).

AnA-CIOL isintended to provide what is otherwise achieved by two separate items:

e Animplantable conventional IOL (onethat is not astigmatism -correcting) that is covered by Medicare, and
e Thesurgica correction, eyeglasses, or contact lenses that are not covered by Medicare.

Although A-C I0OLs may serve the same function as eyeglasses or contact lenses furnished following removal of a
cataract, A-C |OLsare neither eyeglasses nor contact lenses. The following tableisasummary of benefits for which Medicare
makes payment, and services for which Medicare does not pay (no benefit category):

Benefitsfor Which Medicare
M akes Payment

Servicesfor Which Medicare Does NOT Pay — No
Benefit Category

A conventional intraocular
lens (I0L) implanted
following cataract surgery.

The astigmatism-correcting functionality of an |OL
implanted following cataract surgery.

Facility or physician services
and supplies required to insert
aconventional 10L following
cataract surgery.

Facility or physician services and resources required to
insert and adjust an AC-10L following cataract surgery
that exceeds the services and resources furnished for
insertion of a conventional 10L.

One pair of eyeglasses or
contact lenses as a prosthetic
device furnished after each
cataract surgery with insertion
of anlOL.

The surgical correction of cylindrical lenses of
eyeglasses or contact lenses that may be required to
compensate for imperfect curvature of the cornea
(astigmatism) Eye examinations performed to
determine the refractive state of the eyes specifically
associated with insertion of an AC-IOL (including
subsequent monitoring services), that exceed the one-
time eye examination following cataract surgery with
insertion of a conventional 10L.

Currently, thereisone NTIOL class approved for special payment when furnished by an ASC, and this currently active
NTIOL category for “Reduced Spherical Aberration” was established on February 27, 2006, and expireson February 26, 2011.

Effectivefor servicesfurnished on or after January 22, 2007, CM S now recognizesthefollowingasA-CIOLs:

e Acrysof® Toric IOL (models: SN60T3, SN60T4, and SN60T5), manufactured by Alcon Laboratories, Inc
e Silicon1PToriclOL (models: AA4203TFand AA4203TL ), manufactured by STAAR Surgical.
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Adtigmatism-Correcting I ntraocular Lens—I mplementation of CMS 1536 Ruling, continued

Payment Palicy for Facility Servicesand Supplies

Thefollowing appliesto an IOL inserted following removal of acataract in ahospital (on either an outpatient or inpatient
basis) that is paid under 1) the hospital outpatient prospective payment system (OPPS) or 2) the inpatient prospective
payment system (IPPS), respectively (or in aMedicare-approved ASC that is paid under the ASC fee schedule):

e Medicare does not make separate payment to the hospital or the ASC for an 10L inserted subsequent to extraction of a
cataract. Payment for the IOL is packaged into the payment for the surgical cataract extraction/lens replacement procedure

e Any person or ASC, who presents or causes to be presented a bill or request for payment for an |OL inserted during or
subsequent to cataract surgery for which payment is made under the ASC fee schedule, is subject to a civil money
penalty.

For an A-C 0L inserted subsequent to removal of a cataract in a hospital (on either an outpatient or inpatient basis) that
is paid under the OPPS or the | PPS, respectively (or in aMedicare-approved ASC that is paid under the ASC fee schedule):

e Thefacility should bill for removal of acataract with insertion of aconventional 0L, regardless of whether a conventional
or A-C10L isinserted. When abeneficiary receivesan A-C |OL following removal of acataract, hospitalsand ASCs
should report the same CPT code that is used to report removal of a cataract with insertion of a conventional 10L (see
“Coding” below);

e Thereisno Medicare benefit category that allows payment of facility charges for services and supplies required to insert
and adjust an A-C I0OL following removal of acataract that exceed the facility charges for services and supplies required
for the insertion and adjustment of a conventional 10L; and

e Thereisno Medicare benefit category that allows payment of facility charges for subsequent treatments, services and
suppliesrequired to examine and monitor the beneficiary who receivesan AC-10L following removal of acataract that
exceed the facility charges for subsequent treatments, services, and supplies required to examine and monitor a
beneficiary after cataract surgery followed by insertion of aconventional 10L.

Payment Policy for Physician Servicesand Supplies
For an IOL inserted following removal of acataract in aphysician’s office M edicare makes separate payment, based on
reasonable charges, for an |OL inserted subsequent to extraction of a cataract that is performed at a physician’s office.

For an A-C IOL inserted following removal of acataract in aphysician’soffice:

e A physician should hill for aconventional 0L, regardless of whether a conventional or A-C 10L isinserted (see
“Coding,” below);

e Thereisno Medicare benefit category that allows payment of physician charges for services and supplies required to
insert and adjust an A-C |OL following removal of a cataract that exceed the physician charges for services and supplies
for the insertion and adjustment of a conventional 10L; and

e Thereisno Medicare benefit category that alows payment of physician charges for subsegquent treatments, services, and
suppliesrequired to examine and monitor abeneficiary following removal of acataract withinsertion of an AC-10L that
exceed the physician charges for services and suppliesto examine and monitor abeneficiary following removal of a
cataract with insertion of aconventional IOL.

For an A-C |OL inserted following removal of acataract in ahospital or ASC:

e A physician may not bill Medicare for the A-C IOL inserted during a cataract procedure performed in those settings
because payment for the lensisincluded in the payment made to the facility for the entire procedure;

e Thereisno Medicare benefit category that allows payment of physician charges for services and supplies required to
insert and adjust an A-C IOL following removal of acataract that exceed physician charges for services and supplies
required for the insertion of aconventional 10OL; and

e Thereisno Medicare benefit category that allows payment of physician charges for subsequent treatments, services, and
suppliesrequired to examine and monitor abeneficiary following removal of acataract with insertion of an A-C IOL that
exceed the physician charges for services and supplies required to examine and monitor a beneficiary following cataract
surgery with insertion of aconventional |OL.

Cading

No new codes are being established at thistime to identify an A-C IOL or procedures and servicesrelated to an A-C 10L,
and hospitals, ASCs, and physicians should report one of the following CPT codesto bill Medicare for removal of acataract
with |OL insertion:

66982 Extracapsular cataract removal with insertion of intraocular lens prosthesis (one stage procedure), manual or
mechanical technique (e.g., irrigation and aspiration or phacoemulsification), complex, requiring devices or
techniques not generally used in routine cataract surgery (e.g., iris expansion device, suture support for intraocular
lens, or primary posterior capsulorrhexis) or performed on patientsin the amblyogenic developmental stage,

66983 Intracapsular cataract extraction with insertion of intraocular lens prosthesis (one stage procedure), or

66984 Extracapsular cataract removal with insertion of intraocular lens prosthesis (one stage procedure), manual or
mechanical technique (e.g., irrigation and aspiration or phacoemulsification).
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Adtigmatism-Correcting I ntraocular Lens—I mplementation of CMS 1536 Ruling, continued

Physiciansinserting an |OL or anA-C IOL in an office setting may bill codeV 2632 (posterior chamber intraocular lens) for
thelOL or the A-C I0OL, which is paid on areasonable charge basis.

If appropriate, hospitals and physicians may use the proper CPT code(s) to bill Medicare for evaluation and management
services usually associated with services following cataract extraction surgery, if appropriate.
Beneficiary Liability

When abeneficiary requestsinsertion of an A-C I0L instead of a conventional 10L following removal of acataract and
that procedure is performed, the beneficiary isresponsible for payment of facility charges for services and supplies attribut-
ableto the astigmatism-correcting functionality of theA-CIOL:

e Indetermining the beneficiary’sliability, the facility and physician may take into account any additional work and
resources required for insertion, fitting, vision acuity testing, and monitoring of the AC-10L that exceeds the work and
resources attributable to insertion of a conventional 10L;

e Thephysician and thefacility may not charge for cataract extraction with insertion of an A-C IOL unlessthe beneficiary
requests this service; and

e Thephysician and the facility may not require the beneficiary to request an A-C IOL asacondition of performing a
cataract extraction with IOL insertion.

Provider Notification Requirements
When a beneficiary requestsinsertion of an A-C IOL instead of aconventional 10L following removal of a cataract:

e  Prior to the procedure to remove a cataractous lens and insert an A-C |OL, the facility and the physician must inform the
beneficiary that Medicare will not make payment for servicesthat are specific to the insertion, adjustment, or other
subsequent treatments related to the astigmatism-correcting functionality of the IOL.

e Thecorrecting functionality of an A-C IOL does not fall into a Medicare benefit category and, therefore, is not covered.
Therefore, the facility and physician are not required to provide an advanced beneficiary notice to beneficiarieswho
requestanA-CIOL.

e Although not required, CM S strongly encourages facilities and physiciansto issue aNotice of Exclusion from Medicare
Benefitsto beneficiariesin order to identify clearly the nonpayable aspects of an A-C IOL insertion. This notice may be
found on the CM S website at: http://cms.hhs.gov/medicare/bni/20007_English.pdf for the English language version and
http://cms.hhs.gov/medicare/bni/20007_Spanish.pdf for the Spanish language version.

Additional Information

Theofficia instruction, CR 5527, issued to your Medicare carrier, intermediary, and A/B MAC regarding this change may
be viewed at http://mmw.cms.hhs.gov/Transmittal downloads/R1228CP.pdf on the CM S website.

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

Thetoll-free number for First Coast Service Options, Inc. Medicare Part B Customer Service Center is1-866-454-9007 (FL)
or 1-888-760-6950 (CT).

MLN Matters Number: MM5527

Related Change Request (CR) #: 5527

Related CR Release Date: April 27, 2007

Effective Date: January 22, 2007

Related CR Transmittal #: R1228CP

Implementation Date: May 29, 2007

This article was prepared as a service to the public and is not intended to grant rights or impose obligations. This article may contain references
or links to statutes, regulations, or other policy materials. The information provided is only intended to be a general summary. It is not intended

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

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

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

Provider Types Affected
Physicians and other practitionerswho qualify as eligible professional s to participate in the Centersfor Medicare &
Medicaid Services (CMS) Physician Quality Reporting I nitiative (PQRI).

What Providers Need to Know

CR 5640, from which this article istaken, providesinformation about, and instructionsfor, the coding and reporting of,
quality measuresinthe CMS PQRI. The current PQRI reporting period isfor claimswith dates of servicefrom July 1, 2007,
through December 31, 2007. Prompt submission of claimswith quality measur esisimper ativeastheclaimswill only be
included in the PQRI analysis(and the associated bonuspayment calculation) if received by M edicar € snational claims
history (NCH) fileon or beforeFebruary 29, 2008.

Background
CM S (authorized under Title 1, Section 101 of the 2006 Tax Relief and Health CareAct of 2006 [TRHCA]), created the 2007
PQRI, which establishes afinancial incentive for eligible professionalsto participate in avoluntary quality-reporting program.
These éligible professionals, who successfully report a designated set of quality measures on claims for dates of service from
July 1 to December 31, 2007, may earn a bonus payment (subject to acap) of 1.5 percent of total allowed chargesfor covered
Medicare physician fee schedul e services during that same period.

2007 Physician Quality Reporting I nitiative Specifications

In 2007, PQRI reporting is based on 74 unique measures. The CMS 2007 Physician Quality Reporting I nitiative Specifi-
cations document (referred to in thisarticle and in related CR5640 as Specifications) contains the 74 measures associated with
clinical conditionsthat are routinely represented on Medicare fee-for-service claims through the use of diagnosis codes from
the International Classification of Diseases, 9th Revision-Clinical Modification (1CD-9-CM) and procedure codes from the
HealthCare Common Procedure Coding System (HCPCS). You can find this Specifications document on the CM S PQRI
website (http://mww.cms.hhs.gove/pari) .

The Specifications describe specific measures and associated codes that address various aspects of care such as:
prevention, management of chronic conditions, management of acute episodes of care, procedure-related care, resource
utilization, and care coordination. They also contain descriptions for each PQRI quality measure and include instructions on
how to code each measure’s numerator and denominator.

Each measure hasar eporting frequency requirement for each eligible patient seen during the reporting period, (for
example, report one-time only, once for each procedure performed, once for each acute episode, per each eligible patient). Some
measures al so include specific per for mancetimeframesrelated to the clinical action inthe numerator that may be distinct from
the measure’ sreporting frequency requirement. (For example, performance timeframes may be stated as“within 12 months” or
“most recent.”)

PQRI Quality-Data Codes

There are specific PQRI quality-data codes associated with each of the 2007 PQRI measures. These quality-data codes,
tranglate clinical actions so they can be captured in the administrative claims process, are primarily CPT |1 codes, although
temporary G codes will be used on an exception basis where CPT category |l codes have not yet been developed.

PQRI quality-data codes can relay information such as:

The measure requirement was met;

The measure requirement was not met due to documented allowabl e performance exclusions (i.e., using performance

exclusion modifiers); and
e Themeasure requirement was not met and the reason is not documented in the medical record (i.e. using the 8P reporting

modifier).

You should be aware that individual PQRI quality-data codes could be associated with more than one measure. In order to
determine which quality-data codes and modifiersto report asalineitem on aclaim, you will need to understand the measures
that you have selected to report.

Further, PQRI measures may reguire that you append amodifier to a CPT category |1 code. CPT category |1 modifiers
serve to exclude patients from a given measure’'s denominator when the measure’s specification permits their use, and may
only be reported with CPT Il codes. They cannot be used with G-codes. Coding instructions included in the Specifications
document indicate when amodifier isrequired.
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Physician Quality Reporting Initiative Coding & Reporting Principles, continued
Therearetwo kindsof CPT Il modifiers:

1. PerformanceM easureExclusion M odifier sindicate that an action specified in the measure was not provided dueto
medical, patient, or system reason(s) documented inthe medical record. Performance measure exclusion modifiersfall into
one of three categories:

e 1P—PerformanceM easureExclusion Modifier dueto M edical Reasons: Includes: Not indicated (absence of organ/
limb, already received/performed, other); Contraindicated (patient allergic history, potential adverse drug interaction,
other)

e 2P—PerformanceMeasureExclusion Modifier dueto Patient Reasons: Includes: Patient declined; economic, socid,
or religious reasons; other patient reasons

e 3P—PerformanceMeasureExclusion M odifier dueto System Reasons:. Includes: Resourcesto perform the services
not available; insurance coverage/payer-related limitations; other reasons attributable to health care delivery system

2. PerformanceM easureReporting M odifier facilitatesreporting acase when the patient iseligible but an action described
in ameasure is not performed and the reason is not specified or documented.

e 8P-PerformanceM easureReporting Modifier : Action not performed, reason not otherwise specified

Submission of Quality-Data Codes

2007 PQRI requiresthat the PQRI quality-data codes be added as alineitem on the claim submitted to carriersy MACsfor
the associated covered service. Claims with quality-data code line items can be submitted on the el ectronic 837-P, or as a paper
claimif you are authorized to submit paper claims.

Key claim submission information islisted below:

The" submitted charge” field for the quality-data codelineitem cannot beleft blank or the claim will berejected;
CarrierssMACswill not pass quality-data codes on rej ected claimsto the NCH file. You will need to re-submit rejected
claimswith all of the correctionsthat the carrier/MAC require, including all quality-datacodelineitems;

e Quality-datacodelineitemsmust be submitted with achar ge of zer o dollar s ($0.00). If your system does not allow a$0.00
lineitem charge, use asmall amount such as$0.01. CarriersMACswill deny quality-datacode lineitemsfor payment
when submitted with a charge of zero dollars or asmall amount (e.g., $0.01), but will pass these codes through to the NCH
file to be processed for PQRI analysis.

e TheCPT category Il code, which suppliesthe numerator, must be reported on the same claim form as the payment | CD-9-
C<and CPT category | codes, which supply the measure's denominator.

e Multiple CPT category |l codes can be reported on the same claim, as long as the corresponding denominator codes
are also included as line items for that claim.

e Multiple eligible professionals (using their national provider identifiers [NPIs]) may be reported on the same claim with
each quality data code line item corresponding to the services rendered by that professional for that encounter.

e Medicare's claims processing systems will treat previously submitted claims, that are resubmitted only to add PQRI
guality-data codes, as duplicate claims. These claims will not be included in the PQRI analysis.

National Provider Identifier (NPI) Requirement for Participation in 2007 PQRI

Toparticipatein PQRI, you must havean NPI, which you will need to providein the* Rendering Provider” field on the
claim. For claims submitted by group practices, multipleindividua eligible professionals can report quality-data codes on the
sameclaim, with each individual’sNPI listed in the“ Rendering Provider” field for the quality-datacodelineitem. Tolearn more
about the NPI and how to obtain one, visit the NPl website at
http: //mww.cms.hhs.gov/National Provl dentSand/O1_Overview.asp.

Timelinessof Claim Submission

Quality-data codes must be reported on claims for payment of services provided during the reporting period, which isfor
dates of serviceon and after July 1, 2007, through December 31, 2007. It isimportant to note that all claims must reach the
NCH file by February 29, 2008, to be included in the bonus calculation. Therefore, you should promptly file claimsfor services
furnished toward the end of the reporting period.

PQRI Analysis

Thecarrier or the MAC will not conduct analysis of PQRI claims. Rather, CM Swill use an independent PQRI analysis
contractor to analyze datafrom NCH and to evaluate PQRI data submitted on claimsto determine eligibility for abonusand to
calculate the bonus amount.

2007 PQRI Participation Handbook
CMSwill issue adetailed handbook about how to implement PQRI measuresin clinical practice, and facilitate successful
reporting. The handbook will includeinformation, arranged in al phabetical order by clinical condition, to help you:

I dentify eligible cases based on ICD-9-CM and CPT category | codes
Choose the correct quality-data codes to report
Know whento use“exclusion” modifiers(i.e., 1P, 2P, and 3P)

[ )
[ )
[ )
e Know whento useareporting modifier (i.e., 8P).
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Physician Quality Reporting Initiative Coding & Reporting Principles, continued

The handbook will aso include sample clinical vignettesthat will describe how to code and report a particular measure
under unique circumstances that may arise.

Additional Information

You may find the official instruction, CR 5640, issued to your carrier or A/B MAC by visiting
http: //imww.cms.hhs.gov/ Transmittal s/downl oads/R2770TN. pdf on the CM S website. Also, you may wish to review MLN
Mattersarticle, MM5558, for additional information. That article providesan overview of the 2007 PGRI and identifieswhois
eligibleto participate. The article is available at http://mww.cms.hhs.gov/MLNMatter sArticles/downloadsyMM5558. pdf on the
CMSwebsite.

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

Thetoll-free number for First Coast Service Options, Inc. Medicare Part B Customer Service Center is 1-866-454-9007 (FL)
or 1-888-760-6950 (CT).

MLN Matters Number: MM 5640

Related Change Request (CR) #: 5640

Related CR Release Date: May 18, 2007

Effective Date: May 18, 2007

Related CR Transmittd # R2770TN

Implementation Date: May 18, 2007

This article was prepared as a service to the public and is not intended to grant rights or impose obligations. This article may contain references
or links to statutes, regulations, or other policy materials. The information provided is only intended to be a general summary. It is not intended

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

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

Invalid Skilled Nursing Facility Informational Unsolicited Responses from

Medicare’s Common Working File System
CMS hasissued the following MLN Matters article. Information for Medicare Fee-for-Service Health Care Professionals.

Provider Types Affected

Physicians, suppliers, and providerswho submit claimsto Medicare contractors (fiscal intermediaries[Fls], carriers, Part
A/B Medicareadministrative contractors[A/B MACs], durable medical equipment [DME] regional carriers| DMERCs], DME
Medicare administrative contractors[DME/MACs], and/or regional home health intermediaries[RHHI g]).

Provider Action Needed
STOP — I mpact to You

Medicare systems may have inadvertently rejected outpatient, Part B, and DME claimsthat overlapped periods of a SNF stay
by abeneficiary, whose Medicare SNF benefits were exhausted and for whom anon-pay SNF claim was submitted to Medicare.

CAUTION —What You Need to Know
This problem may have affected some of your claims processed by Medicare from October 2, 2006 until January 29, 2007,
when Medicare systemswerefixed.

GO —What You Need to Do
You need not take any action as your Medicare contractor will take stepsto adjust any claims affected and to reverse or
stop any payment recovery actions. See the Background section for more details.

Background

Providers need to be aware that the Centersfor Medicare & Medicaid Services (CMS) hasidentified an issue with
processing outpatient, Part B, and DME claimsfor beneficiarieswho arein a SNF, but whose Medicare coverage for the SNF
stay has ended. In October of 2006 change request (CR) 4292 (Benefits Exhaust and No-Payment for Medicare Flsand SNFs)
wasimplemented. CR 4292 (see Additional Information section for the CM Swebsite address of CR 4292) mandated that
providers submit ALL SNF non-pay claims after benefits were exhausted to allow CM Sto track the beneficiary’s benefit period.

Medicare system changes relating to CR 4292 caused outpatient, Part B, and DME paid claimsthat overlap non-pay SNF
claimsto beregjected. Thisisan error and your M edicarecontractor will adjust claimsor payment recovery actionsresulting
from thisproblem. The CWF coding changeto fix this problem was effective and in production on January 29, 2007, and CWF
will provide alist of claimsto the applicable contractorsto allow for corrections and payment to be made to providers.

Key Points
CMS has directed Medicare contractors to correct any claimsthat were adjusted as aresult of the problem with implemen-
tation of CR 4292.
e Any providerswhose claimswereimpacted will be paid any payment recovered to include any interest charged.
e Where the payment recovery has not occurred, the Medicare contractor will stop such action.
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Invalid SNF Informational Unsolicited Responses from Medicare's CWF System, continued

Additional Information

For compl ete detail sregarding this CR please seethe official instruction (CR 5587) issued to your Medicare carrier, Fl, A/B
MAC, DMEMAC, DMERC, or RHHI. That instruction may be viewed by going to
http: //Aww.cms.hhs.gov/Transmittal Sdownl oads/R2740TN.pdf on the CM S website.

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

Thetoll-free number for First Coast Service Options, Inc. Medicare Part B Customer Service Center is1-866-454-9007 (FL)
or 1-888-760-6950 (CT).

The MLN Mattersarticle for CR4292, Benefits Exhaust and No-Payment for Medicare Flsand SNFs, may beviewed at
http: //mww.cms.hhs.gov/MLNMatter sArticles/downloadsyMM4292.pdf on the CM'S website.

MLN Matters Number: MM5587

Related Change Request (CR) #: 5587

Related CR Release Date: April 27, 2007

Effective Date: April 27, 2007

Related CR Transmittal # R2740TN

Implementation Date: July 2, 2007

This article was prepared as a service to the public and is not intended to grant rights or impose obligations. This article may contain references
or links to statutes, regulations, or other policy materials. The information provided is only intended to be a general summary. It is not intended

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

Announcement Regarding Part B Paid Claims that Overlap Non-Pay SNF Claims

A swasdiscussed at the March 28, 2007, Skilled Nursing Facility-L ong Term Care Open Door Forum, Part B paid claimsthat
overlap non-pay SNF claimsarerejectingin error. OnApril 27, 2007, CM Sreleased achange request (CR) that addresses
thesituation: CR 5587, transmittal R2740TN, “Invalid Skilled Nursing Facility (SNF) Information Unsolicited Responses (IURS)
from CWF.” This CR may be found at http://mwmw.cms.hhs.gov/transmittal s/downl oads/R2740TN.pdf on the CM S website.

CM S has commi ssioned the Common Working File (CWF) maintainer to create aprogram that will automatically identify
the Part B claimsthat were erroneously rejected for the Fls, Part AMACs, MCS carriers, and DME MACs. The FISS maintainer
has created an additional utility that will automatically adjust the Part B claims and reinstate the payment that was erroneously
recouped. The Fswill utilizethis program during the weekend of May 26 and May 27, 2007. The applicable providerswill be
ableto view the corrected claims during the week of May 28, 2007, through June 1, 2007, and should expect payment shortly
thereafter.

Regarding the Part B MCS carriersand DME MACs, these contractors will be manually adjusting these claims now that
CR 5587 has been released. The applicable providerswill begin seeing these claims online and should expect to receive
payment immediately thereafter. Part B providers are encouraged to allow the Medicare contractors to reprocess these claims
and to not resubmit or adjust them in the meantime. If there are any questions or concerns relating to the timeframesin which
these claimswill be reprocessed, please contact the appropriate FI, carrier, or DME MAC.

Source: Provider Education Resources Listserv, M essage 200705-02

Pre-Bidding Activities for the Medicare Durable Medical Equipment,
Prosthetics, Orthotics, and Supplies Competitive Bidding Program

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

Provider Types Affected
All suppliersof durable medical equipment (DME) that wish to participatein the M edicare durable medical equipment,
prosthetics, orthotics, and supplies (DMEPOS) competitive bidding program.

Provider Action Needed
This special edition (SE) article, SEQ714, outlinesthe pre-bidding activitiesthat DM E suppliersneed to follow in order to
participatein the Medicare DM EPOS Competitive Bidding Program.

Background

Providersand suppliersthat furnish certain DM EPOS to Medicare beneficiaries under Medicare Part B will have an
opportunity to participatein acompetitive acquisition program (the “ M edicare DM EPOS Competitive Bidding Program”). This
program will improvethe accuracy of Medicare’s paymentsfor certain DM EPOS, reduce beneficiary out-of-pocket expenses,
and save the Medicare program money while ensuring beneficiary accessto quality DMEPOS items and services.

To assist with the DM EPOS Competitive Bidding program, CM S awarded a contract to Palmetto GBA to serve asthe
competitive bidding implementation contractor (CBIC) for program implementation and monitoring.
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Pre-Bidding Activities for the Medicare DMEPOS Competitive Bidding Program, continued

Asthe DMEPOS Competitive Bidding program progresses, suppliers may want to view thefinal rule governing the
program, which is available at http://www.cms.hhs.gov/quarterlyprovider updates/downloads/cms1270f.pdf on the CMS
website. In addition, you may want to visit http://www.cms.hhs.gov/competitiveacgfordmepos for more complete information
on the program and the process whereby suppliers can bid and participate.

There are other MLN Matters articles on the program. These articles are discussed briefly in the “ Additional Information”
section of thisarticle.

Basiclnstructions

All SuppliersSubmittingaBid Must:

e Beingood standing and have an active national supplier clearinghouse number (NSC#).

e Meetany local or state licensure requirements, if any, for theitem being bid.

e Beaccredited or be pending accreditation. CM S cannot accept a bid from any supplier that is not accredited or that has
not applied for accreditation. The accreditation deadline for the first round of competitive bidding isAugust 31, 2007.
Suppliers should apply for accreditation immediately to allow adequate time to processtheir applications. (For alisting of
CM S-approved accrediting organizations, please visit
http://mmw.cms.hhs.gov/CompetitiveAcqfor DMEPOS/downl oadsDMEPOS Accreditation_Organizations.pdf on the
CMSwebsite. MLN Mattersarticle SE0713 provides additional information on accreditation and islocated at
http://mww.cms.hhs.gov/MLNMatter sArticles/downl oads/SEQ713.pdf .

e Completeinitial registration in the Internet application (IndividualsAuthorized Access CM S computer Services, IACS) to
get aUSER ID and password. Suppliers need to completethisinitial registration process early to avoid delaysin being
ableto submit bids. Theinitial registration processrequirestheauthorized official, asidentified in Section 15 of the CMS
855S, to complete theinformation required in the Internet application. The authorized official’sinformation must match the
information on file at the national supplier clearinghouse. To completethisinitial registration and obtaina USER ID and
password, please go to https://applications.cms.hhs.gov.

AII SuppliersSubmitting a Bid Should:
Review MLN Mattersarticle SE0717, Initial Supplier Registration for Competitive Bidding ProgramisNow Open, which
provides important information about the registration process.

e Review theinformation in the Bid Application Tool Kit to facilitate a better understanding of the bidding process and
rules. Thisinformation islocated on the CBIC website at
http://www.dmecompetitivebi d.convchic/cbic.nsf/(subpages)/CBI CSupplier sBid%20Appli cation%20Tool %20Kit.

e View the educational Webcast to |earn more about the Medicare DM EPOS Competitive Bidding Program and detailed
information on the bid application process. Thisinformation islocated on the CBIC website at
http: //www.dmecompetitivebi d.convchbic/chic.nsf/(subpages)/CBI CSupplier sEducational %620Tool s.

e CMSencouragesyou to register to receive updates on the Competitive Bidding Program. You may do so by going to
http://imww.cms.hhs.gov/apps/mailinglists/ on the Web.

Additional Information

The CMS completelisting of all DME resourcesisavailable at http://mww.cms.hhs.gov/center/dme.asp on the CMS
website. A background review of the rationale for this programis at
http: //mww.cms.hhs.gov/CompetitiveAcgfor DMEPOS downloadsDME_sum.pdf on the CM S website.

MLN Matters article SE0713, Accreditation Information for Suppliers of Durable Medical Equipment, Orthotics, Pros-
thetics, and Supplies (DMEPQOS), relatesto this article and provides an overview of the Medicare Modernization Act legisla
tion and how it impacts this competitive bidding program. It also outlines the quality standards for suppliers, describes the
status of accreditation, and provides the Web addresses of the ten accrediting organizations. SE0713 may be viewed at
http://Amww.cms.hhs.gov/MLNMatter sArticel s/downl oads/SE0713.pdf on the CMS website.

Another article, MM 5574, provides more overview information regarding the DMEPOS Competitive Bidding Program and
that articleis at http://www.cms.hhs.gov/MLNMatter sArti cles’downl oadsMM5574.pdf on the CM S website.

MLN MattersNumber: SE0714

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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GENERAL INFORMATION

Webcast for Medicare DMEPOS Competitive Bidding Program Suppliers

A n educational webcast is now available at the Competitive Bidding website at http: //mmww.dmecompetitivebid.com. The
presentation is designed to help suppliersthat intend to participate in the Medicare DMEPOS Competitive Bidding
Program being implemented in ten metropolitan areas throughout the United States.
The webcast highlights key bidding dates, provides an overview of the Competitive Bidding Program, and guides bidders
through required application forms. Suppliersmay view it at any time and submit questions at the conclusion of the presentation.
The Competitive Bidding website contains other hel pful educational materialsfor suppliers, including asupplier tool kit,
fact sheets, frequently asked questions, and more. For moreinformation, call the Competitive Bidding Helpline at (877) 577-5331.

Source: Provider Education Resources Listserv, M essage 200704-37

Provider Transaction Access Number (PTAN)—A Term You Need To Know

ffective May 23, 2007, First Coast Service Options, Inc. will make changesto theinteractive voiceresponse (IVR) system.

Providersusing the IVR will be prompted to enter their provider transaction access number (PTAN) when requesting
certaininformation.

The PTAN isanew term that refersto your Medicare provider number. Therefore, when calling the VR system, remember
that your PTAN isyour Medicare provider number.

In addition, when calling to speak with our customer service representatives, providerswill be asked to provide their PTAN.

Asareminder, beginning May 23, 2007, the PTAN will berequired by the IV R system aswell aswith any other
communicationsto Connecticut or FloridaMedicare.

Source: CMSJSM 07386, dated May 7, 2007

Provider Authentication Requirements for Telephone and Written Inquires

During the Medicare FFS National Provider Identifier Contingency Plan
CMS has issued the following MLN Matters article. Information for Medicare Fee-for-Service Health Care Professionals.

Provider Types Affected

All physicians, suppliers, and providerswho call or writetheir Medicare fee-for-service (FFS) contractors (fiscal interme-
diaries[Flg], carriers, Part A/B Medicare administrative contractors[A/B MACs|, DME Medicare administrative contractors
[DME/MACS], DME regional carriers| DMERCs] and/or regional home health intermediaries[ RHHI ] with general inquiries.

Provider Action Needed
STOP — I mpact to You

Dueto the Medicare FFS NPI contingency plan, the NPI will not be arequired authentication element for general provider
telephone and written inquiries until the date that the Centersfor Medicare & Medicaid Services (CMS) requiresit to be on all
claim transactions. In this contingency environment, the provider transaction access number (PTAN) is your current legacy
provider identification number. Your PTAN, which may bereferred to asyour legacy number by some Medicare fee-for-service
provider contact centers (PCCs), will be the required authentication element for al inquiriesto interactive voice response (IVR)
systems, customer service representatives (CSRs), and the written inquiries units.

CAUTION —What You Need to Know
Medicare FFSwill give sufficient notice to providers of the contingency plan end date. Until the date, you will need to
providethefollowing:

For Inquiriestothel VR:
e PTAN /legacy number, depending upon the contractor

For InquiriestoaCSR and Written Inquiries:
e PTAN /legacy number, depending upon the contractor
e  Provider name.

Remember, if you makeinquiriesto morethan one contractor, you may hear the provider identification number referred to
as either the legacy number or PTAN. On the date that the NPI is required to be on al claim transactions, the provider authen-
tication elements required by all contractorswill be both the NPl and PTAN.

GO —What You Need to Do
If you have not yet done so, you should obtain your NPI now. You can apply on line at https://nppes.cms.hhs.gov/ onthe
CMSwebsite. Once CM S ends the contingency plans, your claims and inquiries will not be processed without NPIs.

Background

In order to give providers and other trading partners more time to obtain and use the NPI, Medicare FFSinvoked a
contingency plan that allows continued use of legacy numbers beyond the May 23, 2007, implementation for the NPI. As
reported in MLN Mattersarticle MM5595, for some period after May 23, 2007, Medicare FFSwill:
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Authentication Requirementsfor Telephone and Written Inquiresduring the Medicare FFS NPI Contingency Plan, continued

Allow continued use of legacy numbers on transactions
Accept transactions with only NPIs
Accept transactions with both legacy numbers and NPIs.

After May 23, 2008, legacy numberswill NOT be permitted on ANY inbound or outbound transactions.

As part of this plan, Medicare FFS is assessing health care provider submission of NPIs on claims. As soon as the number
of claims submitted with an NPI for primary providers (billing, pay-to and rendering providers) is determined to be sufficient
(and following appropriate noticeto providers), Medicare will begin rejecting claimsthat do not contain an NPI for primary
providers. Beginning May 23, 2007, Medicare FFS contractorswill require that providers providetheir PTAN asarequired
authentication element for all general telephone or written inquiries.

In this contingency environment, the PTAN isthe provider legacy number. Some contractors may continue to use the provider
legacy number as the required authentication element. Other contractorswill begin to refer to the legacy number asthe PTAN.

Provider enrollment | etters may a so continueto refer to the provider legacy number. Newly enrolled or re-enrolled providers
will receive either alegacy number or PTAN intheir provider enrollment | etters depending on which is used for authentication.

Remember: CM S may end the contingency plan onceit appearsthat the level of claims containing NPIsis sufficient to do
so. CM S encourages you to get and use your NPl now. Also, remember to ready your other processes to use the NPI as soon
as possible to avoid a situation where your claims are not processed when the contingency ends.

Additional Information

The CM S complete listing of all NPI resources is available at http: //mmw.cms.hhs.gov/National Provl dentSand/ on the
CMSwebsite.

More details regarding the CMS NPI contingency plan arein the MLN Matters article MM 5595 at
http://imww.cms.hhs.gov/MLNMatter sArticles/downl oads/MM5595.pdf on the CM S website.

If you have questions, please contact your Medicare carrier, FI, A/IB MAC, DME/MAC, DMERC, or RHHI at their toll-free
number, which may be found at: http://Mmww.cms.hhs.gov/MLNProducts/downloads/Call Center TolINumDirectory.zip 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 1-888-760-6950 (CT).

MLN MattersNumber: SEQ721
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.

Provider Education for Handling Issues Related to Deceased Providers

CMShasissued the following MLN Matters article. Information for Medicare Fee-for-Service Health Care Professionals.
This information was previously published in the May 2007 Medicare B Update! page 23.

Note: Thisarticlewasrevised on May 7, 2007, to add this statement that M edicare fee for service (FFS) has announced a
contingency plan regarding the May 23, 2007 implementation of the national provider identifier (NPI). For some period
after May 23, 2007, Medicare FFS will allow continued use of legacy numbers on transactions; accept transactionswith
only NPIs; and accept transactions with both legacy numbers and NPIs. For details of this contingency plan, see the MLN
Mattersarticle, MM55095, at http:/Mmmw.cms.hhs.gov/MLNMatter sArticles/downl oadsyMM5595. pdf on the CM S website.

Provider Types Affected

Those submitting claims on behalf of physicians and providers who died before obtaining an NPI, where such submitted
claimsthat werereceived by aMedicare contractor (carrier, Part A/B Medicare administrative contractors[A/B MAC], durable
medical equipment [DMERC] and/or DME Medicare administrative contractors, [DME/MAC]) after May 23, 2007.

Background

Thisarticle and related change regquest (CR) 5508 addresses NPI issues related to deceased providers. The Health
Insurance Portability and Accountability Act of 1996 (HIPAA) requiresthat the Secretary of the Department of Health and
Human Services adopt standards providing for a standard unique health identifier for each health care provider for use in the
healthcare system and to specify the purpose for which the identifiers may be used.

All entities covered under HIPAA must comply with the requirements of the NPI final rule no later than May 23, 2007.
Among these requirements are the following:

e Any health care provider who is an entity covered under HIPAA must obtain an NPI.
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Provider Education for Handling | ssues Related to Deceased Providers, continued

e Health care providers meeting the definition of health care provider referenced in the NPI final rule but not covered
entitiesareeligibleto obtain NPIsaswell.

e Headlth care providers covered under HIPAA must use NPIsto identify themselves and their subparts (if applicable) on all
standard transactions adopted under HIPAA.

Because deceased providers may not have NPIs, this article discusses what representatives of those providers need to do
in order to submit claims that need to be paid.

Key Points of CR 5508
If anindividual provider dies before obtaining an NPI, the following apply:

A representative of the estate of a proprietor cannot apply for an NPI for that provider posthumously.

If aprovider dies before obtaining an NPI and claimsfor that provider are received by a Medicare contractor after May 23,
2007, and Medicare (the Medicare contractor, the Medicare online survey and certification reporting system [OSCAR], or
the national supplier clearinghouse [NSC]) has not been notified of the death, the claimswill reject when received by
Medicare due to the absence of the provider’s NPI.

e Atthat point, the claim submitter would be expected to contact the Medicare contractor to which the claims were submitted to
discuss payment of the claims and report the provider’s death. Toll free number of the Medicare contractors are available at
http: //Mmmwv.cms.hhs.gov/MLNProducts/downl oads/Call Center TolINumDirectory.zip on the CMS website.

e Thestatein which aprovider furnishes care will continue to be responsible for notification of Medicare of the death of a
provider following existing procedures. Since some states send such notifications on a quarterly basis, CMSis
implementing the following proceduresto enabl e affected claimsto be paid more promptly:

e Because Medicarewill rgject an electronic claim received without an NPl after May 23, 2007, in caseswherethe
provider died prior to obtaining an NPI, the provider’s representative will need to submit the claim on paper.

e A representdive of the estate should then contact the claim processing contractor, who will notify the representetive that they
must submit the claims on paper and that they must annotate the claim to state that the provider is deceased in Item 19.

Additional Information

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

Thetoll-free number for First Coast Service Options, Inc. Medicare Part B Customer Service Center is1-866-454-9007 (FL)
or 1-888-760-6950 (CT).

You may view the official instruction (CR 5508) issued to your Medicare carrier, DME/MAC, DMERC and/or A/B MAC by
going to http://Amww.cms.hhs.gov/Transmittal s/downl oads/R1216CP.pdf on the CM S website.

MLN Matters Number: MM5508 Revised

Related Change Request (CR) #: 5508

Related CR Release Date: March 30, 2007

Effective Date: May 23, 2007

Related CR Tranamitta #: R1216CP

Implementation Date: April 30, 2007

This article was prepared as a service to the public and is not intended to grant rights or impose obligations. This article may contain references
or links to statutes, regulations, or other policy materials. The information provided is only intended to be a general summary. It is not intended

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

Important Guidance Regarding National Provider ldentifier Usage in

Medicare Claims

CMS hasissued the following MLN Matters article. Information for Medicare Fee-for-Service Health Care Professionals.
This information was previously published in the September 2006 Medicare B Update! pages 29-31.

Note: Thisarticlewasrevised on May 7, 2007, to add this statement that Medicare fee for service (FFS) has announced a
contingency plan regarding the May 23, 2007 implementation of the national provider identifier (NPI). For some period
after May 23, 2007, Medicare FFS will allow continued use of legacy numbers on transactions; accept transactionswith
only NPIs; and accept transactions with both legacy numbers and NPIs. For details of this contingency plan, see the MLN
Matters article, MM5595, at http://mmw.cms.hhs.gov/MLNMatter sArticles/downloadsyMM5595. pdf on the CM S website.

Provider Types Affected
Physicians, providers, and suppliers who conduct HIPAA standard transactions, such as claims and eligibility inquiries

Provider Action Needed
STOP — I mpact to You

You must report your NPI correctly on all electronic datainterchange (EDI) transactionsthat you submit, aswell ason
paper claimsyou send to Medicare and telephone interactive voice response (1VR) queries by no later than May 23, 2007, or
your transactionswill be rejected.
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GENERAL INFORMATION

I mportant Guidance Regarding National Provider | dentifier Usage in Medicare Claims, continued

CAUTION —What You Need to Know

Carriers have reported errors on claims (see Back-
ground, below) that will impact your payment when you
begin to submit NPIs. Although not mandated until May 23,
2007, providersare currently allowed to submit NPIsin
Medicare transactions other than paper claims. NPI will be
accepted on therevised paper claim CM S-1500 (0805) and
UB-04formsearly in 2007.

GO —What You Need to Do

Make sure that your billing staffs are using your NPI
correctly when they submit your claimsfor services pro-
vided to Medicare beneficiaries or submit electronic benefi-
ciary or claim status queriesto Medicare.

Background

All HIPAA covered health care providers who would
either bill Medicare; render careto Medicare beneficiaries;
order durable medical equipment, supplies, or servicesfor
beneficiaries; refer beneficiariesfor other health care
services; act as an attending physician when abeneficiary is
hospitalized; prescribe covered retail prescription drugs for
beneficiaries; operate on beneficiaries; or could otherwise be
identified on a claim submitted to Medicare for payment
must obtain an NPI. This applieswhether providers are
individuals (such as physicians, nurses, dentists, chiroprac-
tors, physical therapists, or pharmacists) or organizations
(such as hospitals, home health agencies, clinics, nursing
homes, residential treatment centers, laboratories, ambulance
companies, group practices, managed care organizations,
suppliersof durable medical equipment, pharmacies, etc.)
must obtain an NPI for useto identify themselvesin HIPAA
standard transactions.

Although the NPI requirement applies by law to covered
entities such as health care providers, health care clearing-
houses, and health plans in the U.S. when exchanging
electronic transactions for which a national standard has
been adopted under HIPAA, HIPAA permits health care
plansto elect to require reporting of NPIsin paper claims
and for non-HIPAA transaction purposes. Medicare will al'so
require NPIsfor identification of al providerslisted onthe
UB-04 institutional paper claim form and of physiciansand
supplierslisted on therevised CM S-1500 (08-05) profes-
sional paper claim form by May 23, 2007.

Medicarewill reject paper claimsreceived after May 22,
2007, that do not identify each provider, physician or
supplier listed on apaper or electronic claimwith an NPI.
Medicarewill also beginto requirean NPl in VR queries
effectiveMay 23, 2007.

Retail pharmaciesare required to usethe NCPDP format
adopted as a HIPAA standard for submission of prescription
drug claimsto Medicare. Since that format permitsentry of
only one provider identifier each for apharmacy and the
physician who prescribed the medication, retail pharmacies
that usethe NCPDP HIPAA format can use either their
national supplier clearinghouse (NSC) number or their NPI to
identify themselves, and either the unique provider identifi-
cation number (UPIN) or the NPI to identify the prescribing
physician prior to May 23, 2007.

May 23, 2007, and later, only an NPl may bereported for
identification of pharmacies and prescribing physicians.
NCPDP claimsreceived by Medicare after May 22, 2007, that
lack an NPI for either the pharmacy or the prescribing
physicianwill berejected.

Thisbeing said, Medicare carriersand fiscal intermediar-
ies(FIs) havereported receiving X 12 837-P (professional)
and X12-837- (institutional) claimscontaining errorsthat
will result in claim rejection, and/or processing delays, if they
continue to occur once NPI reporting begins.

Some of the errors seen by Medicare carriersinclude the
following:

Incorrect information in the 2010A/A Billing Provider L oop
in X12837-P Claims

Prior to May 23, 2007, carrierswill reject claimswhen the
NPI in aloop does not belong to the owner of the provider
identification number (PIN) or UPIN that should also be
reported in REFO2 of the sameloop, or if thenameand
address of the provider in that loop do not correlate with
either theNPI, PIN or UPIN in the sameloop. The same edits
will aso be applied to NPIswhen received on paper claims
prior to May 23, 2007.

Carriers have also detected claims where the rendering
physician’sor supplier’sNPI isreported inthe 2010A/A
NM 1 segment when the claim was submitted by a group to
which the physician belongs or the home office of achain to
which asupplier belongs. The 2010A/A loop of an 837-P
claim must contain the identifier that appliesto the groups/
chains (NPI entity 2) that submitted the claims. Thisruleaso
appliesto identification of the billing provider on a paper
claim. Information concerning abilling agent or ahealthcare
clearinghouse may never be reported in the billing provider
loop for aMedicareclaim.

To prevent this error, you must report the rendering
physician'sor supplier’sNPI inthe NM 109 dataelement in
therendering provider claim level loop (2310B), unless
multiple serviceswere furnished by different members of the
group/chain. If multiple rendering providerswereinvolved,
the information for each must be reported in the servicelevel
2420A loop aong with the service(s) each of them rendered.

Tofacilitate claim processing prior to May 23, 2007, you
should also report the rendering provider(s) PIN(s) asthe
REF02 dataelement with 1Cin REFO1 in that samerendering
provider loop (2310B for the claim or 2420A for individual
services, as applicable).

Reporting of the Pay-to-Addressin theBilling Provider
(2010A/A) Loop

Once NPI reporting begins, carrierswill reject claims
when the pay-to-address, if different than the actual practice
location address, isinthe 2010A/A (billing provider) loop,
rather than in the 2010A/B (pay-to-provider) loop.

When groups or organizations submit claims, and the
billing and the pay-to providers are different individuals or
entities, the pay-to information must always be reported in
the 2010A/B loop and the billing provider information in
the 2010A/A loop.

Reporting of theNameand Addressof aBilling Provider inthe
2010A/A Loop of an X12837-1 (Inditutional) ElectronicClaim

Flswill reject claimsinwhich the billing provider and the
rendering provider are different entities, and you report the
billing provider’s name and addressin the 2010A/A loop of
an X12 837-I (ingtitutional) electronic claim, and the online
survey certification & reporting (OSCAR) number of the
rendering provider in that same loop.

If the home office of achain has obtained one NP for al
facilitiesit owns, or one of achain’sfacilitieshbillsfor all (or
other) facilities owned by that chain, or ahospital billsfor its
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I mportant Guidance Regarding National Provider | dentifier Usage in Medicare Claims, continued

specia units, the home office, hospital or other facility
submitting those claimsis considered aform of billing agent
for Medicare purposes.

In thisinstance, you must identify the specific provider,
for whom the claim isbeing submitted, asthe billing provider
for that claim. If aprovider that furnished the care had a
separate OSCAR number than the entity submitting its
claims, the provider that furnished the care must be identi-
fied in the billing provider loop. You must also report the
name of thefacility for whom the claim isbeing submitted,
that facility’s address, and should report applicable NP
(when obtained prior to May 23, 2007), aswell asthe
Medicare OSCAR number assigned to that provider in the
2010A/A (billing provider) loop of theclaim.

If the home office, hospital or other entity that prepared
the claim isto be sent payment for the claim, you must report
the name and address, and should report the NP if issued,
and the applicable OSCAR number associated with that entity
inthe2010A/B (pay-to-provider) loop prior to May 23, 2007.

However, you should note that Medicare will not issue
payment to athird party for a provider solely as result of
completion of the 2010A/B loop of an electronic claim. The
facility that furnished the care, or the established owner of
that facility, must have indicated on their 855 provider
enrollment form filed when that facility enrolled in Medicare
(or viaa subsequent 855 used to update enrollment informa-
tion) that payments for that facility are to be issued to that
home office, hospital, other facility or an alternate third party.

Additional Information

For those providers still permitted to submit any paper
claims under the restrictionsimposed by the Administrative
Simplification ComplianceAct, Medicare plansto begin
accepting paper claimson therevised CM S-1500 (08-05
version) beginning January 2, 2007 (allowing you to report a
provider’sNPI aswell asthe applicable PIN or UPIN); and
ontherevised UB-04 (CM S-1450) form beginning March 1,
2007, (allowing you to report aprovider’sNPI aswell asthe
applicable OSCAR or UPIN). Medicare carriersplanto reject
“old” CMS-1500 formsreceived after March 31, 2007, and Fls
plantoreject UB-92 formsreceived after April 30, 2007.

Note: Medicare does not accept NPIs on the “old” versions
of theCMS-1500 or UB-92 forms. Therearenofields
on those forms designed for NPI reporting.

CMS highly recommendsthat for electronic or paper
Medicare claims that you submit during the transition period
to full NPI implementation on May 23, 2007, you include
both the NPI and the Medicare legacy identifier of each
provider for whom you report information.

e Whenyou report an NPI on aclaim sent to acarrier for a
referring, ordering, purchased service or supervising
physician, or for aprovider listed in the servicefacility

locator loop, use an UPIN asthe Medicare legacy
identifier. Furthermore, if any of those physiciansare
not enrolled in Medicare, and the claimisbeing
submitted prior to May 23, 2007, you should report
OTHO000 asthe UPIN.

e When you report an NPl on aclaim sent to an Fl for an
attending, operating or other physician, or in the service
facility locator loop (when those loops apply), you
should also report the provider’s UPIN. And as above,
you may report OTHOQO asthe surrogate UPIN if any of
those providersis not enrolled in Medicare, and the
claimisbeing submitted prior to May 23, 2007.

e Finaly, whenyou report an NPI for abilling, pay-to, or
rendering provider identified on aclaim senttoacarrier,
you should also report the valid Medicare PIN that
appliesto that physician or supplier. Additionally, you
should always report an OSCAR number for each
billing, pay-to, or possibly aservicefacility locator loop
provider identified on aclaim senttoan Fl, aswell as
the NPI if issued to each of those providers, prior to
May 23, 2007.

Remember that failureto report information as described
here may result in delayed processing or rejection of your
clams.

You can find more information about the NPI by going
to the NPI page at http://www.cms.hhs.gov/apps/npi/

01 overview.asp on the CM S website. In addition, if you
have any questions on the NPI, you may call your carrier or
Fl at their toll-free number, which may befound at http://
www.cms.hhs.gov/MLNProducts/downl oads/
CallCenterTolINumDirectory.zip on the CM S website.

Thetoll-free number for First Coast Service Options,
Inc. Medicare Part B Customer Service Center is 1-866-454-
9007 (FL) or 1-888-760-6950 (CT).

MLN Matters Number: SE0659 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.

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 Connecticut and FloridaMedicare carrier. By
signing up, you will receive automatic email notification when new or updated information is
posted to the provider education websites http://ww.connecti cutmedicare.com or

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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GENERAL INFORMATION

Reporting the National Provider Identifier on Physician Claims for Clinical

Diagnostic Services Purchased Outside of the Local Carrier’s Jurisdiction

CMShasissued the following MLN Matters article. Information for Medicare Fee-for-Service Health Care Professionals.
This information was previously published in the December 2006 Medicare B Update! page 39.

Note: Thisarticlewasrevised on May 7, 2007, to add this statement that M edicare fee-for-service (FFS) has announced a
contingency plan regarding the May 23, 2007 implementation of the national provider identifier (NPI). For some period
after May 23, 2007, Medicare FFS will allow continued use of legacy numbers on transactions; accept transactionswith
only NPIs; and accept transactions with both legacy numbers and NPIs. For details of this contingency plan, see the MLN
Matters article, MM5595, at http:/mmw.cms.hhs.gov/MLNMatter sArti cles/downl oads MM5595.pdf on the CM S website.

Provider Types Affected

Physicianshilling Medicarecarriersor Part A/B Medicare
administrative contractors (A/B MACs) for diagnostic services
purchased outsidethelocal carrier or A/B MAC'sjurisdiction.

Background

Thisarticlerelatesto changerequest (CR) 5289, inwhich
the Centersfor Medicare & Medicaid Services (CMS) provides
specific instructions for physiciansto modify their current
reporting guidelines and requires physiciansto begin report-
ing, asof May 23, 2007, anational provider identifier (NPI) on
claimsfor clinical diagnostic servicespurchased outside of
thelocal carrier’sjurisdiction. Previoudy CM Sinstructed
physiciansto report their provider identification number (PIN)
on claimswhen billing for clinical diagnostic servicespur-
chased outside of thelocal carrier’sjurisdiction. (See CR 3630,
Transmittal 415, issued on December 23, 2004 at: http://
www.cms.hhs.gov/MLNMatter sArticles/downl oads/
MM3630.pdf on the CM Swebsite).

Asof May 23, 2007, physicians must begin using their
NPI tobill thelocal carrier for aclinical diagnostic service
purchased outside of the jurisdiction of thelocal carrier or A/
B MAC. Asof May 23, 2007, remember thefollowing:

e When reporting the 2400 PS1 segment (Purchased
ServiceInformation) of theANSI X12 837 electronic

MLN MattersNumber: MM5289
Related Change Request (CR) #: 5289
Related CR Release Date: October 27, 2006

claimformat, version 4010A, the billing physician must
report their NPI.

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

e Physiciansmay nolonger report aPIN after May 22, 2007.

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

Additional Information

For complete detail s, please see the official instruction
issued to your Medicare carrier or A/B MAC, regarding this
change. That instruction may be viewed by going to http://
www.cms.hhs.gov/Transmittal s/downl 0ads/R2430TN.pdf on
the CMSwebsite.

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

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

Thetoll-free number for First Coast Service Options, Inc.
Medicare Part B Customer Service Center is1-866-454-9007
(FL) or 1-888-760-6950 (CT).

Effective Date: April 1, 2007
Related CR Transmittal # R2430TN
Implementation Date: April 2, 2007

This article was prepared as a service to the public and is not intended to grant rights or impose obligations. This article may contain references
or links to statutes, regulations, or other policy materials. The information provided is only intended to be a general summary. It is not intended
to take the place of either the written law or regulations. We encourage readers to review the specific statutes, regulations and other interpretive

materials for a full and accurate statement of their contents.

National Provider Identifier—The Latest News!

NPI: Get It. Share It. Use It.
Over 2 million providers havetheir national provider
identifier (NPIs) —do you have your NPI yet? Covered
entities (including health plans, covered health care
providers and clearinghouses) across the country are
making decisions regarding their need for contingency plans
for NPl implementation. It ismoreimportant than ever to
obtain an NPl as soon as possible and begin testing it on
claims, asdirected by your health plan.

Medicar e provider sshould pay special attentiontothe
M edicar einfor mation section below for important newson
theM edicar e FFS contingency plan.

New Compliance Contingency Guidance
Frequently Asked Questions

CMS has posted new frequently asked questions (FAQs) relaed
tothe previoudy posted NPI Compliance Contingency Guidance.

Questions include:

What are the exact dates for the NPI contingency plan?
If acomplaint isfiled againg mefor not beingin compliance
withtheNP! after May 23, 2007, what will happen?
What happensif acomplaint for not being in compliance
withtheNPI isfiled against me after May 23, 20087
e |sitacceptablefor ahealth plan to announce their NP
contingency now?
e |sthe NPI contingency plan voluntary?
Am/| alowed to givemy NPI to other providersaswell
asto the health plans with whom | exchange
transactions?

To view these FAQs, you should:

1) Go tothe CM S dedicated NPI Web page at http://
www.cms.hhs.gov/National ProvldentStand

2) Scroll down to the section that says“Related Links Inside
CcMS’
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National Provider | dentifier—The Latest News!, continued

3) Click on NPI Frequently Asked Questions. To find the
latest FAQs, click on the arrows next to “ Date Updated”.
Look for theword “NEW” in red font to appear beside the
most recent FAQs.

Obtain Information on Contingency Plans

CMS strongly urges providers to pay attention to
information from the health plansthey hill so that they are
awareif, and when, a specific health plan announcesits own
contingency plan.

Reminder — Sharing NPIs

Once providers have received their NPIs, they should
sharetheir NPIswith other providerswith whom they do
business, and with health plans that request their NPIs. In fact,
asoutlined in current regulation, providerswho are covered
entitiesunder HIPAA must share their NPIswith any entities
that need them for billing purposes — including those who
need them for designation of ordering or referring physician.
Providers should also consider letting health plans, or
ingtitutionsfor whom they work, sharetheir NPIsfor them.

Reminder — Enumerating a Group Practice

A group practice that conducts any of the HIPAA
standard transactions is a covered healthcare provider (a
covered entity under HIPAA) and, as such, must obtain an
NPI. The physicians employed by the group practice, on the
other hand, are furnishing services at the group office(s) but
they are not conducting any of the HIPAA standard
transactions (such as submitting claims, checking eligibility
and claim status). As such, the physicians would not be
covered health care providers and are not required by the
NPI final ruleto obtain NPIs.

However, asthe employer, the group could require these
physicians to obtain NPIs and use the NPIs to identify them
as the rendering providersin the claims that the group
submits. If these physicians prescribe medication, the
pharmacies may requiretheir NPIsin the claimsthat the
pharmacies submit to health plans. Additionally, health plans
can require enrolled physicians to obtain NPIsin order to
participatein that plan. Medicareis an example of ahealth
plan with thisrequirement.

Reminder — Applying for an NPl Does Not
Enroll a Health Care Provider in a Health Plan

Applying for an NPI and enrolling in ahealth plan are
two compl etely separate activities. Having an NPl does not
guarantee payment by any health plan.

When to Contact the NPl Enumerator for
Assistance

Providers should remember that the NPl Enumerator only
answers/addresses the following types of questions/issues:

Status of an application

Forgotten/lost NPI

Lost NPI notification letter (i.e., for those providers
enumerated via paper or Web-based applications)
Troubleaccessing NPPES

Forgotten password/User ID

Need to request a paper application

Need clarification on information that isto be supplied
inthe NPI application

Providers needing this type of assistance may contact
theenumerator at 1-800-465-3203, TTY 1-800-692-2326, or

email the request to the NPl Enumerator at
Customer Service@NPI enumer ator.com .

PleaszNote: TheNPl Enumerator’soperationisclosed onfedera
holidays Thefederd holidaysobserved are: New Year’s Day,
Independence Day, Veteran'sDay, Chrigmas Day, Martin Luther
King'sBirthday, Washington'sBirthday, Memoaria Day, Labor Day,
Columbus Day, and Thanksgiving.

Important Information for Medicare Providers
Medicare Fee-for-Service (FFS) Contingency Plan
Announced!

FFS Medicare has announced its contingency plan.
View the associated change request at http://
www.cms.hhs.gov/transmittal downl oads/R1227CP.pdf, as
well astherelated MLN Matters article at http://
www.cms.hhs.gov/MLNMatter sArticles/downl oads/
MM5595.pdf on the CM S website. Please note that these
materials were recently revised; please be sureto visit the
linksabovefor the latest information. Thisinformation will
also be available shortly on CMS' dedicated NPl Web page.

A national NPl Roundtable onthe Medicare FFS
Contingency Planisscheduled for May 10, 2007, from 2-
3:30PM EDT. Registration detailsto follow.

Reporting a Group Practice NPl on Claims

Medicare hasidentified instanceswhere the multi-carrier
system (MCYS) is correcting billing or pay-to provider dataon
Part B claims submitted by group practices. Asof May 18,
2007, the MCSPart B claims processing systemswill no
longer correct claims submitted by group practicesthat are
reporting theindividual rendering provider identification
number (PIN) or individual rendering NPI in either the billing
or pay-to provider identifier fields. Groups should enter
either their group NPI or group NPI and legacy PIN number
pair in either of thesefields.

Reminder — Medicare Extending Date for
Accepting Form CMS-1500 (12-90)

While Medicare began to accept therevised Form CMS-
1500 (08-05) on January 1, 2007, and was positioned to
completely cutover tothe new form onApril 1, 2007, it has
recently come to our attention that there are incorrectly
formatted versions of the revised form being sold by the
Government Printing Office (GPO). After reviewing the
situation, the GPO has determined that the source files they
received from the NUCC' s authorized forms designer were
improperly formatted. The error resulted in the sale of both
printed forms and negatives that do not comply with theform
specifications. However, not all of thenew formsareinerror.

Given the circumstances, CM Sis extending the accep-
tance period of the Form CM S-1500 (12-90) version beyond
theorigina April 1, 2007, deadlinewhilethissituationis
resolved. Medicare contractors will be directed to continue
to accept the Form CM S-1500 (12-90) until notified by CMS
to cease. At present, we are targeting June 1, 2007, asthat date.

During theinterim, contractorswill be directed to return,
not manually key, any Form CM S-1500 (08-05) formsreceived
that are not printed to specification. By returning the
incorrectly formatted claim formsback to providers, CMSis
able to make them aware of the situation so they can begin
communicationswith their form suppliers.

For more details, and to learn how to identify the proper
version of the new form, visit arecent MLN Mattersarticle at
http://mamw.cms.hhs.gov/MLNMatter sArticles/downl oads/
MM5568.pdf on the CM S website.
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National Provider | dentifier—The Latest News!, continued

Still Confused? http:/Aamw.cms.hhs.gov/National ProvidentSand on the
Not sure what an NPl is and how you can get it, shareit ~ CMSwebsite. _

and use it? More information and education on the NPI may Providers can apply for an NPI online at https://

be found at the CMS NPI page nppes.cms.hhs.gov or can call the NPI enumerator to request

apaper application at 1-800-465-3203.

Getting an NPI is free - not having one can be costly.
Source: Provider Education Resources Listserv, Message 200704-33

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

Modification of National Provider Identifier Editing Requirements in CR
4023 and an Attachment to CR 4320

CMS has issued the following MLN Matters article. Information for Medicare Fee-for-Service Health Care Professionals.
This information was previously published in the October 2006 Medicare B Update! pages 24-26.

Note: Thisarticlewasrevised on May 7, 2007, to add this statement that M edicare fee-for-service (FFS) has announced a
contingency plan regarding the May 23, 2007 implementation of the national provider identifier (NPI). For some period
after May 23, 2007, Medicare FFS will allow continued use of legacy numbers on transactions; accept transactionswith
only NPIs; and accept transactions with both legacy numbers and NPIs. For details of this contingency plan, see the MLN
Matters article, MM5595, at http: /mmw.cms.hhs.gov/MLNMatter sArticles/downl oadsyMM5595. pdf on the CM S website.

Provider Types Affected

Providers, physicians, and supplierswho bill Medicarefiscal intermediaries (FIs), including regional home health interme-
diaries(RHHIs), and Medicare carriersincluding durable medical equipment regiona carriers (DMERCS) (or durable medical
equipment Medicare administrative contractors[DME MACs] if appropriate).

Provider Action Needed
STOP — I mpact to You

Thisarticleisbased on CR 5229, which corrects certain business requirementsfrom CR 4023 that rel ate to editsfor
national provider identifiers (NPIs) and provider legacy identifierswhen reported on claims, particularly for referring/ordering
or other secondary providers, effective October 1, 2006 and later. Additionally, CR 5229 revises Attachment 1 to CR 4320. L

CAUTION —What You Need to Know

Some of those business requirements erroneously assumed that any provider for whom information is reported in aclaim,
including areferring/ordering or other secondary provider, would need to be enrolled in Medicare and therefore listed in the
Medicare Provider Identifier Crosswalk. Thisisnot alwaysthe case. CR 5229 modifies those business requirements.

GO —What You Need to Do

These modificationswill enable correct processing of affected claimsin October 2006 and | ater, and will avoid the unnec-
essary rejection of many claims that involve areferring/ordering or other secondary provider. Please refer to the Background
section of thisarticleand to CR 5229 for additional important information regarding these modifications.

Background

The Medicare Learning Network (MLN) articles, MM4023 and MM 4320, which are based on CR 4023 and CR 4320
respectively, contain important information about the stages of the NPI implementation process. Some of thisinformationis
updated in the current article. The links to these articles are located in the Additional Information section of thisarticle.

The Health Insurance Portability and Accountability Act (HIPAA) of 1996 requiresissuance of aunique 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 thisrequirement, The Centersfor Medicare & Medicaid Services (CMS) began to accept applications for, and to
issue NPIson May 23, 2005. A pplications can be made by mail and online at https://nppes.cms.hhs.gov.

During Stage 2 of the NPI implementation process (October 2, 2006 - May 22, 2007), Medicarewill utilizeaMedicare
provider identifier crosswalk between NPIs and legacy identifiersto validate NPIs received in transactions, assist with
population of NPIsin Medicare data center provider files, and to report NPIs on remittance advice (RA) and coordination of
benefit (COB) transactions.

Primary and Secondary Providers

Providers, for NPI provider identifier editing purposes, are categorized as either “ primary” or “secondary” providers.
Primary providersinclude billing, pay-to, and rendering providers. Primary providersarerequired to beenrolledin Medicarefor
the claim to qualify for payment.

Secondary providersare al other providersfor which data could be reported on an institutional (837-1) or professional
(837-P), freehilling software or direct dataentry (DDE) claim, or on arevised CM S-1500 or aUB-04 (once those paper claims
are accepted by Medicare). Sincethe UB-92, the currently used CM S-1500, and the HIPAA NCPDPformat do not allow
reporting of both NPIs and legacy identifiers, information on secondary providersin those claimsis not included in the
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Madification of NPI Editing Requirementsin CR 4023, continued

following requirements. Secondary providers may be enrolled, but are not required to be enrolled in Medicare (unless they
planto bill or be paid by Medicare for care rendered to Medicare beneficiaries).

Secondary Provider Claims
ClaimsSubmitted with NPl and M edicar eL egacy | dentifier:

During stage 2, claim submitters should submit aprovider’s Medicare legacy identifier whenever reporting an NPI for a
provider. Failure to report aMedicare legacy number for aprovider enrolled in Medicare could result in adelay in processing
of the claim. When an NPI and alegacy identifier are reported for aprovider, Medicare contractorswill apply the same editsto
those numbers that would have been applied if that provider was a primary provider. (See MM 4023.)

Therearetwo exceptions:

1. A Medicare contractor cannot edit asurrogate unique provider identification number (sometimes called adummy UPIN,
such as OTNOOQ). Despiteits name, asurrogate is not actually unique for a specific provider.

2. Only anational supplier clearinghouse (NSC) identification number or a UPIN should ever be reported asthe legacy
numbersonaclaim senttoaDMERC/DME MAC. If acarrier provider identification number (PIN) isreported asalegacy
identifier withan NPI, DMERCs/DME MACswill edit asif the NPl wasthe only provider identifier reported for that provider.

ClaimsSubmitted with NPI Only:
TheNPI isedited to determineif it meetswith the physical requirements of the NPI (10 digits, beginswithal, 2, 3, or 4, and the
check digit in the 10th position is correct), and whether thereisaMedicare provider identifier crosswalk entry for that NPI.

If theNPI islocated in thecrosswalk:

e Thetaxpayer identification number (TIN) (employer identification number (EIN) or socia security number (SSN) and
legacy identifier will be sent to the trading partner in addition to the NPI if coordination of benefits (COB) applies.

e However, only the TIN will be forwarded to the COB payer if thereis more than one legacy identifier associated with the
sameNPI inthe Medicare provider identifier crosswalk because it may be difficult to know which Medicare legacy
identifier appliesto that claim.

If theNPI isnot located in the cr osswalk:

e Nosupplemental identifier can be reported to aCOB payer.

o However, theclaimwill not berejected if the NPI for areferring/ordering provider or another secondary provider cannot
belocated inthe Medicare provider identifier crosswalk, with one exception. Reporting of aMedicare legacy identifier
other than asurrogate UPIN signifiesa provider isenrolled in Medicare. If aMedicare legacy identifier isreported and
cannot be located in the crosswalk, the claim will be rejected, regardless of whether an NPI was reported for that provider.

Claims(Including UB-92 or the Current CM S-1500 Paper Claims) Submitted with M edicar eL egacy | dentifier Only

e A Medicare contractor may, but isnot required to check alegacy number against the Medicare provider identifier crosswalk.

e Asat present, claimswill bergected if any Medicarelegacy identifier reported on a claim does not meet the physical
requirements (length, if numeric or alphanumeric as applicable) for that type of Medicare provider identifier.

COB and Medigap Trading Partners

Legacy identifierswill not be reported to these trading partners for secondary providersif they are not submitted on the
claim sent to Medicare, are surrogate UPINsor if the provider isnot enrolled in Medicare. If not enrolled, alegacy identifier or
aTIN cannot be sent for a“secondary” provider because Medicare would not have issued alegacy identifier to or collected a
TIN from that provider.

837-1 or 837-P version 4010A1 Claims

Attachment 1 to CR 4320 which isbeing revised as part of CR 5229 addresses (among other issues), theidentification of
secondary providersfor which the 837-1 or 837-P version 4010A 1 implementation guides only require reporting of an NPI or
other identifier “if known.” Unlessthereisa pre-existing Medicare instruction that mandates the reporting of a specific
identifier for those “if known” types of providers, thereisno requirement for entry of any identifier for those entities/individu-
als. If thereisno such requirement, claims received that lack an identifier for those types of providerswill not be denied..

Note that “secondary” providers such as areferring/ordering physician are not required to be enrolled in Medicare as a
condition for payment of the services or suppliesthey order, furnish, supervise delivery of, etc. for beneficiaries when those
servicesarebilled, paid-to or rendered by “ primary” providers. For example, Medicare could pay:

e A hospital for services ordered for apatient for inpatient hospital care when the admitting or attending physician is not
enrolledin Medicare
Hospital surgery costs when the surgeon is not enrolled in Medicare
A hospital when services are purchased from another provider “under arrangements” even if that other provider is not
enrolledinMedicare.

Implementation Date
Theimplementation date for thisinstruction is October 2, 2006.

Additional Information

CR 4320, issued February 1, 2006, “ Stage 1 Use and Editing of National Provider Identifier Numbers Received in Electronic
Data I nterchange Transactions, via Direct Data Entry Screens, or on Paper Claim Forms” islocated at
http: //mww.cms.hhs.gov/transmittal downl 0oads/R2040TN.pdf on the CM S website.
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Theassociated MLN article (with the sasmetitle) MM 4320, may befound at
http: //mww.cms.hhs.gov/MLNMatter sArticles/downl oadsyMM4320.pdf on the CM S website.

CR 4023, dated November 3, 2005, “ Stage 2 Requirementsfor Use and Editing of National Provider Identifier (NPI) Num-
bers Received in Electronic Datal nterchange (EDI) Transactions, viaDirect Data Entry (DDE) Screens, or Paper Claim Forms’
islocated at http://mwww.cms.hhs.gov/transmittal s/downl 0ads/R1900TN.pdf on the CM S website. MM 4023, the associated
MLN article, islocated at http://mww.cms.hhs.gov/MLNMatter sArticles/downl oadsyMM4023.pdf on the CM S website.

CR5229istheofficial instructionissued to your Medicare carrier/ DMERC (DME MAC if appropriate), FI/RHHI regarding
changes mentioned in this article. CR 5229 may be found at http: //ww.cms.hhs.gov/Transmittal S’downl oads/R2340TN.pdf on
the CMSwebsite.

If you have questions, please contact your local Medicare carrier/DMERC (DM E MAC if appropriate), or FI/RHHI at their
toll-free number, which may be found at http://mwmww.cms.hhs.gov/MLNProducts/downl oads/Call Center TolINumDirectory.zip
onthe CMSwebsite.

Thetoll-free number for First Coast Service Options, Inc. Medicare Part B Customer Service Center is 1-866-454-9007 (FL)
or 1-888-760-6950 (CT).

MLN Matters Number: MM 5229 Revised Related Change Request (CR) #: 5229
Related CR Release Date: August 18, 2006 Effective Date: October 1, 2006
Related CR Transmittal # R2340TN 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.

Stage 2 National Provider Identifier Changes for Transaction 835, and
Standard Paper Remittance Advice, and Changes in Medicare Claims

Processing Manual, Chapter 22 - Remittance Advice

Note: Thisarticlewasrevised on May 7, 2007, to add this statement that M edicare fee-for-service (FFS) has announced a
contingency plan regarding the May 23, 2007 implementation of the national provider identifier (NPI). For some period
after May 23, 2007, Medicare FFS will allow continued use of legacy numbers on transactions; accept transactionswith
only NPIs; and accept transactions with both legacy numbers and NPIs. For details of this contingency plan, see the MLN
Matters article, MM5595, at http:/mmw.cms.hhs.gov/MLNMatter sArti cles/downl oadMM5595.pdf on the CM S website.

Provider Types Affected

All Medicare physicians, providers, suppliers, and billing staff who submit claimsfor servicesto Medicare contractors
(fiscal intermediaries[Flg], regional home health intermediaries[RHHI 5], carriers, and durable medical equipment regional
carriers| DMERCs] and durable medical equipment administrative contractors[DME MACsg]).

Background

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

The Centersfor Medicare & Medicaid Services (CMS) hasdefined legacy provider identifiersto include OSCAR, national
supplier clearinghouse (NSC), provider identification numbers (PIN), National Council of Prescription Drug Plans (NCPDP)
pharmacy identifiers, and unique physician identification numbers (UPINSs). CM S's definition of legacy numbers does not
includetaxpayer identifier numbers (TIN) such asemployer identification numbers (EINS) or Social Security Numbers (SSNs).

Medicare has published CR 4320 (http://www.cms.hhs.gov/Transmittal ydownl oads/R2040TN.pdf) instructing its
contractors how to properly use and edit NPIs received in electronic data interchange transactions, via direct data entry
screens, or on paper claim forms.

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

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

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

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

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

Medicare providers may want to be aware of the following stage 2 scenarios so that they are compliant with claims
regulations and receive paymentsin atimely manner.
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Stage 2 NPI Changesfor Transaction 835, and SPR Advice, and Changesin Claims Processing Manual, continued

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

Scenariol: SingleNPI cross-walked to singlelegacy number
Scenarioll: Multiple NPIscross-walked to single Medicare legacy number
Scenariolll: Single NPl cross-wal ked to multiple Medicare legacy numbers

Note: The standard paper remittancefor institutional providerswould include NPI information at the claim level. NPI informa-
tion for professional providers and suppliers would be sent at the service level.

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

During stage 2, Medicare will report both the legacy number(s) and NPI(s) to providers enabling them to track payments
and adjustments by both identifiers. The companion documents will be updated to reflect these changes and the updated
documents will be posted at http://www.cms.hhs.gov/ElectronicBillingEDITransg/11_Remittance.asp#TopOfPage on the CMS
website.

Scenariol: SingleNPI cross-walked to singlelegacy number:

1. ERA: Under thisscenario, usethe TIN (EIN/SSN) at the Payeelevel asthe Payee ID, and the legacy humber in the REF
segment as Payee Additional ID. Then add the NPI at the claim and/or at the servicelevel, if needed.

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

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

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

Scenarioll: MultipleNPI scross-walked to Single M edicar elegacy number:

1. ERA: Under thisscenario, usethe TIN (EIN/SSN) at the Payeelevel asthe Payee ID, and the legacy humber in the REF
segment as Payee Additional ID. Then add the specific NPIs at the claim and/or at the service level, if needed. The specific
NPI associate with the claim(s)/servicelinesincluded in the ERA will need to beidentified using additional information
provided ontheclaim.

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

3. PCPrint Software: Show thelegacy number at the header level and the pecific NP at theclaim and/or at the servicelevd, if needed.

4. MREP software: Show thelegacy number at theheeder level and the specific NPI a theclaim and/or at the servicelevd, if needed.

Scenariolll: SingleNPI cross-walked to Multiple M edicar elegacy numbers:

1. ERA: Under this scenario, usethe TIN (EIN/SSN) at the Payeelevel asthe Payee ID, and the appropriate legacy number in
the REF segment as Payee Additional I1D. Then add the NPI at the claim and/or at the service level, if needed. (Under this
scenario, if there are 50 claimswith the same NPI and that NPI crosswalksto 5 legacy numbers, wewill issue 5 separate RAs
and 5 separate checks/EFTs per each legacy number.

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

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

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

Implementation
Theimplementation date for thisinstruction was October 2, 2006.

Additional Information

Theofficial instructionsissued to your Medicare Fl, Carrier, RHHI, DMERC, or DME MAC regarding this change may be
found at http://mww.cms.hhs.gov/transmittal S’downl oads/RO96CP.pdf on the CM S website. The revised sections of Chapter
22—Remittance Advice of the Medicare Claims Processing Manual is attached to CR 5081

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

The MLN Mattersarticle that provides additional information about Stage 1 Use of NPl isavailable at
http: //mww.cms.hhs.gov/MLNMatter sArticles/downl oadsyMM4320.pdf on the CM S website.

MLN MattersNumber: MM5081 Revised  Related Change Request (CR) #: 5081
Related CR Release Date: June 30, 2006 Effective Date: October 1, 2006
Related CR Transmittal # R996CP Implementation Date; October 2, 2006

This article was prepared as a service to the public and is not intended to grant rights or impose obligations. This article may contain references
or links to statutes, regulations, or other policy materials. The information provided is only intended to be a general summary. It is not intended
to take the place of either the written law or regulations. We encourage readers to review the specific statutes, regulations and other interpretive
materials for a full and accurate statement of their contents.
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GENERAL INFORMATION

Stage 2 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

CMS has issued the following MLN Matters article. Information for Medicare Fee-for-Service Health Care Professionals.
This information was previously published in the October 2006 Medicare B Update! pages 26-29.

Note: Thisarticlewasrevised on August 25, 2006, by adding this statement directing readersto view article MM 5060 at
http://Amww.cms.hhs.gov/MLNMatter sArticles/downl oads/MM5060.pdf for more current information on the effective
datesfor using Form CM S-1500 (08/05). The datesin the MM5060 article supersede the datesin thisarticle and
MM5060 conformswith CR 5060, whichisavailable at http://imww.cms.hhs.gov/transmittal ydownloads/R1010CP.pdf .
Also, thisarticle was revised on May 7, 2007, to add this statement that Medicare FFS has announced a contingency
plan regarding the May 23, 2007 implementation of the NPI. For some period after May 23, 2007, Medicare FFSwill allow
continued use of legacy numbers on transactions; accept transactions with only NPIs; and accept transactions with
both legacy numbers and NPIs. For details of this contingency plan, see the MLN Matters article, MM5595, at
http://mww.cms.hhs.gov/MLNMatter sArticles/downl oads/MM5595.pdf on the CM S website.

Provider Types Affected
Physicians, providers, and supplierswho 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 all 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 NPl in Stage 2 is October 1, 2006.

Background

The Health Insurance Portability and Accountability Act (HIPAA) of 1996 requiresissuance of aunique 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 thisrequirement, the Centersfor Medicare & Medicaid Services (CM S) began to accept applicationsfor,
and to issue NPIs, on May 23, 2005. Applications can be made by mail and also online at
https://nppes.cms.hhs.gov/NPPES/Wel come.do.

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 as the state in which they live or their medical specialty.
Beginning May 23, 2007 (May 23, 2008, for small health plans), the NPI must be used in lieu of legacy provider identifiers.
Legacy provider identifiersinclude:

Onlinesurvey certification and reporting (OSCAR) system numbers;
National supplier clearinghouse (NSC) numbers;

Provider identification numbers (PINs); and

Unique physician identification numbers (UPINS) used by Medicare.

They do not includetaxpayer identifier numbers (TINS) such as:

Employer identification numbers (EINS); or
Social 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 provider sinclude 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 NPIs on remittance advice (RA) and
coordination of benefit (COB) transactions. Key elements of this crosswalk include thefollowing:

e Eachprimary provider’s NPI 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 Thecrosswalk 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.
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GENERAL INFORMATION

Stage 2 Requirementsfor Use and Editing of NPl Numbers Received in EDI Transactions, via DDE Screens or Paper
Claim Forms, continued

NPI Transition Plansfor Medicare FFSProviders
Medicare'simplementation involving acceptance and processing of transactions with the NPI will occur in separate
stages, as shown below:

May 23, 2005 - January 2, 2006:

Providers should submit Medicare claims using only their existing M edicar e numbers. They should not use their NPI
numbers during thistime period. CM S claims processing systemswill reject, as unprocessable, any claim that includes an NPI
during this phase.

January 3, 2006 - October 1, 2006:

Medicare systemswill accept claimswith an NPI, but an existing legacy Medicare number must also beon theclaim. Note
that CM S claims processing systemswill reject, as unprocessable, any claim that includes only an NPI. Medicarewill be
capable of sending the NPI as primary provider identifier and legacy identifier as asecondary identifier in outbound claims,
claim status response, and eligibility benefit response electronic transactions.

October 2, 2006 - May 22, 2007:
(Thisis stage 2, the subject of CR4023)

CMS systemswill accept an existing legacy Medicare billing number and/or an NPI on claims. If thereisany issuewith
the provider’sNPI and no Medicare legacy identifier is submitted, the provider may not be paid for the claim.

Therefore, Medicare strongly recommends that providers, clearinghouses, and hilling services continue to submit the
Medicarelegacy identifier asasecondary identifier.

Medicarewill be capable of sending the NPI as primary provider identifier and legacy identifier asasecondary identifierin
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. Coordination of benefit transactions sent to small health planswill continue
to carry legacy identifiers, if requested by such a plan, through May 22, 2007.
Claim Rejection
Claimswill bergectedif:
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 Medicare' sfreebilling software;
Electronic claim status request received via X 12 276 or DDE screen; and
Non-X12 electronic claim status queries;
An NPI reported cannot be located in Medicarefiles;
The NPl 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 viaX 12 837, DDE screen (FISSonly), or Medicare' sfreebilling software.

Note: If only provider legacy identifiersare reported on aninbound transaction prior to May 23, 2007, pre-NPI provider legacy
number edit ruleswill be applied to those legacy identifiers.

Additional Information
X12 837 Incoming Claimsand COB

During Stage 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 NCPDPdid provide
qualifiers, including one for NPIs, to be used to identify the type of provider identifier being reported.

e For stage 1, 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 NP1, and/or the NPI of the prescribing physician (if they
have the prescribing physician’sNPI) intheir claims.

When an NPI issubmittedinan NCPDP claim, it will be edited in the sasmeway asan NPI submitted inan X12 837 version
4010A1 claim. Theretail pharmacy will be considered the primary provider and the prescribing physician asthe secondary
provider for NPI editing purposes.
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GENERAL INFORMATION

Sage 2 Requirementsfor Use and Editing of NPI Numbers Received in EDI Transactions, via DDE Screens or Paper
Claim Forms, continued

Paper Claim Forms

Thetransition period for therevised 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, provider 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 berejected if submit-
tedwithan NPI.

Or, if they are not rejected—since some legacy identifierswere also 10-digitsin length—could be incorrectly 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 FI and carrier/DMERC SPR formats are attached to CR 4023:

e CR4023Attachment 1: FI Standard Paper Remit (SPR) Amended Format for Stage 2; and
CR 4023 Attachment 2: Carrier/DMERC SPR Amended 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.

In-Depth Information
Pleaserefer to CR 4023 for additional detailed NPI-related claim information about the following topics:

e Crosswalk e 835 Payment and Remittance Advice Transactions
e X12837Incoming Claimsand COB e Electronic Funds Transfer (EFT)
e Non-HIPAACOB Clams e  Standard Paper Remits (SPRs)
e NCPDPClams e  Remit Print Software
e DDE Screens e ClamsHistory
e  Paper ClamForms e  Proprietary Error Reports
e FreeBilling Software e Carrier, DMERC, and FI Local Provider Files,
e X12276/277 Claim Status | nquiry and Response including EDI System Access Security Files
Transactions e MedA and Med B Translators
e  270/271 Eligibility Inquiry and Response e Other Trandators
Transactions e Stages3and4

CR 4023, the officia instructionissued to your FI/ regional home health intermediary (RHHI) or carrier/durable medical
equipment regional carrier (DM ERC) regarding this change, may be found by going to
http://mww.cms.hhs.gov/transmittal downl 0oads/R1900TN.pdf on the CMS website.

You may alsowish to review MLN Mattersarticle SE0555, “Medicare’ sImplementation of the National Provider Identifier
(NPI): The Second in the Series of Special Edition MLN Matters Articleson NPI-Related Activities,” whichisavailable at
http: //imww.cms.hhs.gov/MLNMatter sArticles/downl oads/se0555. pdf on the CM S website. This article contains further details
on the NPI and how to obtain one.

Please refer 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/MLNProducts/downl oads/Call Center TolINumDirectory.zip on the CM S website.

MLN Matters Number: MM4023 Revised

Related Change Request (CR) #: 4023

Related CR Release Date: November 3, 2005

EffectiveDate: April 1, 2006

Related CR Transmittd #: 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.
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GENERAL INFORMATION

Claims Submitted With Only a National Provider Identifier During the
Stage 2 NPI Transition Period

CMS has issued the following MLN Matters article. Information for Medicare Fee-for-Service Health Care Professionals.
This information was previously published in the January 2007 Medicare B Update! pages 64-65.

Note: Thisarticle wasrevised on May 4, 2007, to add this statement that M edicare FFS has announced a contingency plan
regarding the May 23, 2007 implementation of the national provider identifier (NPI). For some period after May 23, 2007,
Medicare FFS will allow continued use of legacy numbers on transactions; accept transactions with only NPIs; and
accept transactions with both legacy numbers and NPIs. For details of this contingency plan, see the MLN Matters
article, MM5595, at  http: //mwww.cms.hhs.gov/MLNMatter sArti cles’downloadsMM5595.pdf on the CM S website.

Provider Types Affected
Physicians, providers, and suppliers who conduct HIPAA standard transactions, such as claims and €ligibility inquiries,
with Medicare.

Provider Action Needed
STOP — I mpact to You

Beginning October 1, 2006 and until further notice, claimsthat you submit containing only an NPI will be returned you as
unprocessableif a properly matching legacy number cannot be found.

CAUTION —What You Need to Know

From the beginning of Medicare's stage 2 NPI transition period on October 1, 2006 and until further notice, you should
submit both NPIs and legacy provider numbers on your Medicare claims to ensure that they are properly processed.. During
this period, claims submitted with only aNPI that Medicare systems are unable to properly match with alegacy number (e.g.,
PIN, OSCAR number), may berejected, and you will be required to resubmit the claim with the appropriate legacy number.

GO —What You Need to Do
You should make sure that when submitting Medicare claimswith dates of service on or after October 1, 2006, your billing
staff submit both your NPI and legacy provider numbersuntil further noticefrom CMS.

Background

As previously announced, the Centersfor Medicare & Medicaid Services (CMS) plansto begin testing new software it
has been developed to use the NPI in the existing M edicare fee-for-service claims processing systems. (Remember that you
will berequired to submit claims and other HIPAA transactionswith only an NPI beginning on May 23, 2007).

During the Stage 2 NP transition period of October 1, 2006, through May 22, 2007, Medicarewill accept claimshaving
only NPIs (aswell asthose having only legacy provider numbers); however in CR 5378, from which thisarticleistaken, CMS
recommends that during this period you submit claims using:

e Theprovider’'slegacy number, such asaprovider identification number (PIN), NSC number, OSCAR number or UPIN; or
e Boththeprovider’sNPI and legacy number.

Note: Until January 2, 2007, NPIsare not to be submitted on paper claimsvia CM S 1500 forms. Institutional providersare
advised that the NPI will not be accepted on paper claims by FIsor A/B MACs until implementation of the UB-04 on
May 23, 2007.

Until testing of Medicare’snew softwareiscomplete, if you submit Medicare claimswith only your NPI:

1) They may be processed and paid, or

2) If the Medicare systemsare unabl e to properly match theincoming NPI with alegacy number (e.g., PIN, OSCAR number),
they may be rejected, and you will be required to resubmit the claim with the appropriate legacy number.

Additional Information

The officia instruction issued to your Medicare contractor on thisissue, CR 5378, isavailable at
http: //Amww.cms.hhs.gov/Transmittal Sdownl 0ads/R2490TN.pdf on the CM S website.

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

Thetoll-free number for First Coast Service Options, Inc. Medicare Part B Customer Service Center is1-866-454-9007 (FL)
or 1-888-760-6950 (CT).

MLN Matters Number: MM5378 Revised Related Change Request (CR) #:5378
Related CR Release Date: November 13, 2006 Effective Date: October 1, 2006
Related CR Trangmittal #: R2490TN Implementation Date: November 20, 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

CMS Announces the National Provider Identifier Enumerator Contractor

and Information on Obtaining NPIs

CMS has issued the following MLN Matters article. Information for Medicare Fee-for-Service Health Care Professionals.
This information was previously published in the Fourth Quarter 2005 Medicare B Update! pages 72-73.

Note: Thisarticlewasrevised on May 7, 2007, to add this statement that M edicare FFS has announced a contingency plan
regarding the May 23, 2007 implementation of the NPI. For some period after May 23, 2007, Medicare FFSwill allow
continued use of legacy numbers on transactions; accept transactions with only NPIs; and accept transactions with
both legacy numbers and national provider identifiers (NPIs). For details of this contingency plan, see the MLN Matters
article, MM 5595, at http: //mww.cms.hhs.gov/MLNMatter sArti cles/downl oadsyMM5595.pdf on the CM S website.

Provider Types Affected
All health care providers - Medicare and non-Medicare

Provider Action Needed
Learn about the NPI and how and when to apply for one.

Background

The Centersfor Medicare & Medicaid Services (CMYS) is pleased to announce the availability of anew health care
identifier for use in the HIPAA standard transactions.

The Health Insurance Portability and Accountability Act of 1996 (HIPAA) mandated that the Secretary of Health and
Human Services adopt a standard unique health identifier for health care providers. On January 23, 2004, the Secretary
published afinal rulethat adopted the national provider identifier (NPI) asthisidentifier.

The NPI must be used by covered entities under HIPAA (generally, health plans, health care clearinghouses, and health
care providers that conduct standard transactions). The NPI will identify health care providers in the el ectronic transactions
for which the Secretary has adopted standards (the standard transactions) after the compliance dates. These transactions
include claims, eligibility inquiries and responses, claim statusinquiries and responses, referrals, and remittance advices.

The NPI will replace health care provider identifiersthat arein use today in standard transactions. | mplementation of the
NPI will eliminate the need for health care providersto use different identification numbersto identify themselves when
conducting HIPAA standard transactions with multiple health plans.

All health plans (including Medicare, Medicaid, and private health plans) and all health care clearinghouses must accept
and use NPIsin standard transactions by May 23, 2007 (small health plans have until May 23, 2008). After those compliance
dates, health care providerswill use only their NPIsto identify themselvesin standard transactions, where the NP is required.

Important Note: Whileyou are urged to apply for an NPI beginning May 23, 2005, the M edicare program is not accepting the
NPI in standard transactionsyet. Explicit instructions on time frames and implementation of the NPI for Medicarebilling will be
issued | ater in 2006.

NPI Enumerator Contract Awar ded

Recently, the CM S announced the selection of Fox Systems, Inc. asthe contractor, to be called the Enumerator, to perform
the support operations for the NPI project.

Fox Systems, Inc. will process NPI applications from health care providers and operate a help desk to assist health care
providersin obtaining their NPIs.

WhoMay Apply For TheNPI?
All health care providers including individuals, such as physicians, dentists, and pharmacists, and organizations, such as
hospitals, nursing homes, pharmacies, and group practices are eligible to apply for and receive an NPI.

Note: All health care providers who transmit health information electronically in connection with any of the HIPAA standard
transactions are required by the NPI final ruleto obtain NPIs. Thisis true even if they use business associates such as
billing agencies to prepare the transactions.

TheNPI Application Process
Health care providersmay begin applying for an NPl on May 23, 2005. Oncethe processbegins, it will beimportant to apply
for your NPI before the compliance date of May 2007 because health plans could require you to use your NPI before that date.

You will be ableto apply for your NPI in one of three ways:

1 You may apply through an easy-to-use Web-based application process, beginning May 23, 2005. The Web address will be
https: //nppes.cms.hhs.gov/NPPES/Wel come.do, but please note — the website is not available until May 23, 2005.

2. Beginning July 1, 2005, you may complete a paper application and send it to the Enumerator. A copy of the application,
including the Enumerator’s mailing address (where you will send it) will be available on https://nppes.cms.hhs.gov/
NPPESWEl come.do or you can call the Enumerator to receive acopy. The phone number is1-800-465-3203 or TTY 1-800-
692-2326. But remember, paper applications may not be submitted until July 1, 2005.

3. Withyour permission, an organization may submit your application in an eectronic file. This could mean that a professional
association, or perhaps ahealth care provider who isyour employer, could submit an electronic file containing your
information and theinformation of other health care providers. Thisprocesswill beavailableinthefall of 2005.
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GENERAL INFORMATION

CMS Announcesthe NPI Enumerator Contractor and I nformation on Obtaining NPI s, continued

You may apply for an NPl using only one of these methods. When gathering information for your application, be sure that
all of your information, such asyour social security number and the Federal Employer |dentification Number, are correct. Once

you receive your NPI, safeguard its use.

If all information is complete and accurate, the Web-based process could result in you being issued a number within
minutes. If there are problemswith the information received, it could take longer. The paper application processing timeismore
difficult to estimate, depending on the information supplied in the application, the workload, and other factors.

Thetransition from existing health care provider identifiersto NPIswill occur over the next couple of years. Each health plan
with which you conduct business, including Medicare, will notify you when it will be ready to accept NPIsin standard transactions
like claims. You can expect to hear about theimportance of applying for an NPl from avariety of sources. Be clear that you only
haveto apply for, and acquire, one NPI. Your unique NPl will be used for al standard transactions, Medicare and non-Medicare.

Please be particularly aware that applying for an NPI does not replace any enrollment or credentialing processes with any
health plans, including Medicare.

Additional Information
For additional information on NPIs:

e Visit http://mww.cms.hhs.gov/National ProvldentSand/06_implementation.asp on the CMS website.

e Beginning May 23, 2005, visit https://nppes.cms.hhs.gov/INPPESWel come.do or call the Enumerator at 1-800-465-3203 or
TTY 1-800-692-2326.

e For HIPAA information, you may call the HIPAA Hotline: 1-866-282-0659, or writeto AskHIPAA@cms.hhs.gov on the Web.

MLN Matters Number: SE0528 Revised

Related Change Request (CR) #: N/A

Related CR Release 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.

Common Billing Errors to Avoid when Billing Medicare Carriers

CMShasissued the following MLN Matters article. Information for Medicare Fee-for-Service Health Care Professionals.
This information was previously published in the April 2007 Medicare B Update! pages 52-54.

Note: Thisarticlewasrevised on May 7, 2007, to add this statement that Medicare fee-for-service (FFS) has announced a
contingency plan regarding the May 23, 2007 implementation of the national provider identifier (NPI). For some period
after May 23, 2007, Medicare FFS will allow continued use of legacy numbers on transactions; accept transactionswith
only NPIs; and accept transactions with both legacy numbers and NPIs. For details of this contingency plan, see the MLN
Mattersarticle, MM55095, at http://mmw.cms.hhs.gov/MLNMatter sArticles/downloadsyMM5595. pdf on the CM S website.

Provider Types Affected
Physicians and providers billing Medicare carriers for services provided to Medicare beneficiaries

Provider Action Needed

This special edition article includes some general information regarding the most frequent errorsthat arefound in claims
submitted to Medicare carriers. The articleisintended to help you correctly complete your Medicare claims so they will not be
denied, rejected, or delayed because of incorrect or incompleteinformation.

Background

TheAdministrative Simplification ComplianceAct and itsimplementing regulation (42 CFR 44.32,
http://imww.gpoaccess.gov/cfr/retrieve.html) require that all initial claimsfor reimbursement under M edicare be submitted
electronically asof October 16, 2003, (except from small providerswith limited exceptions).

All Medicareproviders, except for small providers defined in regulation, must bill Medicare electronically. A “small
provider” isdefined inthe Federal Register (42 CFR 424.32(d)(2)(vii),
http://imww.gpoaccess.gov/cfr/retrieve.html). To simplify, Medicarewill consider all physicians, practitioners, facilities, or
supplierswith fewer than 10 full-time employees (FTEs) that bill aMedicare carrier or DMERC to be small. Providersthat
qualify as“small” automatically qualify for waiver of the requirement that their claims be submitted to Medicare el ectronically.
Those providers are encouraged to submit their claimsto Medicare electronically, but are not required to do so under the law.
Small providers may elect to submit some of their claimsto Medicare electronically, but not others. Submission of some claims
electronically does not negate their small provider status nor obligate them to submit al of their claims electronically.

Common BillingErrors
Thefollowing list includes common billing errorsthat you should avoid when submitting your claimsto Medicare carriers:

e Thepatient cannot beidentified asa Medicare patient. Always use the Heal th Insurance Claim Number (HICN) and name
asit appears on the patient’s Medicare card.
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Common Billing Errorsto Avoid when Billing Medicare Carriers, continued

e |tem 32 (andtheelectronic claim equivalent) requires e Claimsarebeing submitted with del eted procedure
you to indicate the place where the service was codes. Thisinformation can also be found in the CPT
rendered to the patient including the name and address Book. It isimportant to be using a current book.
e o ool o+ WhenMecaciscezanday, em 1, L b, a 11c
any missing, incomplete, or invalid information recorded must be completed.
inthisrequired field will result inthe claim being Billing Tips
returned or rejected in the system as unprocessable. The following topicswill assist you with correct billing
Any claimsreceived withtheword “SAME” in Item 32 and help you complete and submit error free claims:
indicating that the information is the same as supplied in )
Item 33 are not acceptable. (NOTE: Referencesto an A.Provider Numbers o ]
item number, such asitem 32, refer to paper claim forms. Individual vs. Group PIN - Usetheindividual rendering

However, note that the whenever an article number is used provider identification number (PIN) on each detail line.
inthisarticle, therelated concept andinformationrequired ~ Make sure the group number, when applicable, corresponds
also appliesto equivalent fields on electronic claims) to the appropriate individual PIN. When a physician has
more than one PIN (private practice, hospital, etc.), usethe
appropriate PIN for the servicesrendered. A rendering
provider number, if not a solo number, must always belong to
the group number that isbilling. Electronic submitter ID
numbers (not UPINS) should be entered in place of the PIN
(group or individual). When billing any serviceto Medicare,

e Thereferring/ordering physician’snameand UPIN were
not present on the claim. Please keep in mind this
informationisrequiredinitem 17 and 17aonall
diagnostic services, including consultations. In
addition, be aware of the new requirements for use of
national provider identifiers (NPIs). To learn more about

NPIsand how to obtain your NPI, seethe MLN Matters  if you have doubis as to which provider number to use,
article SE0679 at http:/mmw.cms.hhs.gov/ please verify with your carrier. (Remember touse NPIson
MLNMatter sArticles/downl oads/SE0679.pdf on the clamsasof May 23, 2007.) _ _
CMSwebsite. Also, seethe MLN Matters articles “Zero-Filling” - Do not substitute zeros or a submitter

SE0555, SE0659, and MM 4203 for important information identification number whereaMedicare PIN, UPIN, or NPI is
regarding CMS' schedulefor implementing the NPI. The required.

articles are at http://www.cms.hhs.gov/ B. Health I nsuranceClaim (H1C) Numbers
MLNMattersarticles/downloads/SEOSS5.pdf , hitp:// i AR T e aim (H1 ) Numbers aimsthat

gé\%ggwsaf}hs.gcgllhht/{LDI/masArgﬁl es/dc/)wnl oads/ are submitted with invalid or incorrect HIC numbers. These
MLNM pdl, anc Ies?d | %”;M Msﬁf%%\é o claimsrequire manual intervention and can sometimesresult
attersArticles/downloa -pat, in beneficiariesreceiving incorrect EOMB information. Please

respectively. be certain the HIC number you are keying is entered correctly,
e Evaluation and management (E& M) procedure codes and is also the HIC that belongs to the patient (based on what
and the place of service do not match. An incorrect ison his’her Medicare card) for which you arebilling.
place of serviceis being submitted with the E& M HIC Format - A correct HIC number consistsof nine
procedure code. (Example: Procedure code 99283, numbersimmediately followed by an al phasuffix. Take
whichis an emergency roomvisit, issubmitted with special carewhen entering the HIC number for members of
place of service 11, whichisoffice). the same family who are Medicare beneficiaries. A husband
e Pleasekeepinmind, when billing servicesfor morethan ~ @nd wifemay have aHIC number that share the same Social
one provider within your group, that you must put the Security numerics. However, individualshavetheir own
individual provider number in Item 24k, asItem 33 can aphasuffix at the end of the HIC number. In order to ensure

proper claim payment, it is essential that the correct alpha
please make sure the provider number ontheclaimis suffix be appended to each HIC. No hyphens or dashes

accurate and that it belongs to the group. (Also, should be used.
remember that as of May 23, 2007, NPIsareto be used.) “Railroad Retirees’ - Railroad Retirement HIC numbers

; ; ; ; i ; generally have two alpha characters as a prefix to the
o Dlagnoss g?g;f]ggggo‘aﬁdgeefogéé?gda’i'r?vc;{i q number. These claims should be billed to United Health Care

usually because an extra digit is being added to make it Insurance Company, at this address:

only accept oneindividual provider number. Also,

5 digits. Please remember not all diagnosis codesare 5 Pa metto Government Benefit Administrators
digits. Please check your ICD-9-CM coding book for the Railroad Medicare Services
correct diagnosis code. PO Box 10066

e  Procedure code/modifier wasinvalid on the date of Augusta, GA 30999-0001
service. Remember that, asof January 1, 2005, CMSno C.NameAccuracy

longer provides a90-day grace period for billing Titles should not be used as part of the name (e.g., Dr.,
discontinued CPT/HCPCS codes. (Note: Pleasereadthe M., Rev,, M.D., etc.). Be sureto use the name asit appears
Medicare provider bulletins, especialy at the end of on the patient’s Medicare card.

each year, asMedicarelist all the additions, deletions, Non-M edicar e Claims- Do not send claimsfor non-

and code changes for the following year.) M edicare beneficiariesto your Medicare carrier.
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Common Billing Errorsto Avoid when Billing Medicare Carriers, continued

D.CompleteAddress

U.S. Postal Addressing Sandar ds- Itisvery important to
meet the U.S. postal addressing standards. Patient and
provider information must be correct. Thisis necessary so
that checks and Medicare Summary Notices (MSNSs) or
remittance notices arrive at the correct destination. It isalso
to ensure the quickest service to your office.

e A ddiverable addressmay contain both astreet name and
number or astreet namewith apost office (PO.) box number.
A P.O. box by itself isacceptable.

Arura route (RR) number must be with abox number.
Note: Itisincorrect to key PO. infront of the box
number when given with arural route.

e A dtar route number is not adeliverable address. Use
highway contract route (HC) instead of star route.

e RD numbersarenolonger valid. If therearerural routes
still existing in your area, the correct number should be
preceded by RR, then the box number.

e A box number or aRR number by itself isnot
deliverable.

e A street name without a number cannot be delivered.

e Do not use percent or any other symbol when denoting
an “in care of” address. C/O is appropriate.

e Asaways, ho commas, hyphens, periods, or other
special characters should be used.

Nursing Homeor Skilled Nursing Facility Address- For a
facility such asanursing home or skilled nursing facility, itis
preferred that a street name and number be supplied. In some
cases, thisinformation is not available, but if it is, please use
it. Please verify the accuracy of your address before you
send thisinformation.

Apartment Complex - An apartment complex (wordssuch as
apartments, towers, or complex indicate such) should contain
a street address and an apartment number. Again, this
information is not always available, but should always be
used when it exists.

Development Center / Trailer Park - If adevelopment center
or trailer park is given, it should contain the street address and
number, if that information is part of the complete address.

“No Sreet Address’ (NSA) - NSA (no street address) is not
acceptable. Thisis not a deliverable address.

Changesto Provider Address- Pleasenotify your carrier in
writing of any address changes for your office practice.

E. Diagnosisand ProcedureCodes

Make sure you keep current with valid diagnosis and
procedure codes. HIPAA requires that Medicare conform to
these standard code sets reported codes must be valid as of
the date of service. Remember that Medicare can no longer
allow agrace period for using deleted codes.

Additional Information
M edicar e ClaimsProcessing M anual

The Medicare Claims Processing Manual (Publication
100-04) containsdetailed instructions on Medicare’sclaims
processes and detailed information on preparation and
submission of claims. Thismanual isavailable at

http://mmww.cms.hhs.gov/Manual 1 OM/

list.asp#TopOfPage on the CM S website.

MLN Matters

MLN Mattersisaseries of articlesthat CM S prepares
especialy for providers. These articles provideinformation on
new and/or deleted procedure and diagnosis codes, changes
to the Medicare physician fee schedule and other changes that
impact physicians and providers. These articles are available at
http: //immw.cms.hhs.gov/MLNMattersArticles on the CMS
website.

Listservs

Listservsare electronic mailing liststhat CM S usesto
get new information into the hands of physicians and
providers as quickly as possible. To get your Medicare news
as it happens, join the appropriate listserv(s) at

http: //www.cms.hhs.gov/apps/

mailinglists/ on the CM S website.

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

Thetoll-free number for First Coast Service Options,
Inc. Medicare Part B Customer Service Center is 1-866-454-
9007 (FL) or 1-888-760-6950 (CT).

MLN MattersNumber: SE0Q712 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.

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

All rights reserved. Applicable FARS/DFARS apply.

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 Connecticut and FloridaMedicare carrier. By
signing up, you will receive automatic email notification when new or updated information is
posted to the provider education websites http://ww.connecti cutmedicare.com or

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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Modification to the Redetermination Notice and Administrative Law

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

Provider Types Affected Virgin Islands, thefiling locationsfor AL Jrequests are
Physicians, suppliers, and providers who submit claims modified toidentify the appropriate Office of Medicare

to Medicare contractors (fiscal intermediaries[Flg], carriers, Hearings and Appeals (OMHA) field office. All other

Part A/B Medicare administrative contractors[A/B MACs], jurisdictions remain unchanged.

DME Medicare administrative contractors[DME/MACs], GO — What You Need to Do

durablemedical equipment regional carriers[DMERCS], and/ Make certain that your illing staff or other staff that handle
or regional home healthintermediaries[RHHI g]). reconsideration requestifor youngeaNareof these d
Provider Action Needed

Background
STOP — Impact to You CR 5554 isthe official document that announces these

The Centersfor Medicaid & Medicare Services (CMS) changes in Medicare processes. Attached to this CR are

issued change request (CR) 5554 in order to modify the c o i .
Reconsideration Request Form and to amend the administra- three documents that assist with the appeal's process:

tivelaw judge (ALJ) filing locations.

CAUTION — What You Need to Know

Providers and suppliers do not need to resubmit
documentation when requesting a qualified independent
contractor (QIC) reconsideration if the documentation was
previously submitted as part of the redetermination process.
This documentation is forwarded to the QIC as part of the
case file utilized in the reconsideration process. Make
certain that any additional evidence is submitted prior to the
reconsideration decision. If al additional evidenceisnot
submitted prior to issuance of the reconsideration decision,
you will not be able to submit any new evidence to the AL J
or further appeal unless you can demonstrate good cause for
withholding the evidence fromthe QIC.

Be aware that when the service was rendered in
Ddaware, Kentucky, Virginia, PuertoRico, and/or theUS

A sampleform letter titled: Medicare Appeal Decision.
A paper outlining Important Information About Your
Appea Rights.

A modified Reconsider ation Request Form containing
revised introductory instructions, as follows: “At a
minimum, you must complete/includeinformation for
items 1, 2a, 6, and 7 but to help us serve you better,
please include a copy of the redetermination notice you
received with your reconsideration request.”

Therevised filing locations for sending documentation

for requesting ALJ hearings are asfollows:

Cleveland, Ohioisthefiling location for services
renderedin Delawareand K entucky.

Arlington, Virginiafor servicesin Virginia.

Miami, Floridafor servicesin Puerto Ricoand theUS
Virginldands.

Thefollowing table lists the addresses of al filing locations along with the place of service.

HHSOMHA Field Office& | Jurisdiction (Based on the place of service)
Mailing Address
Cleveland, OH Connecticut Maine Massachusetts New
Hampshire
BP Tower & Garage Rhode Island Vermont New Y ork New Jersey
200 Public Square, Suite Puerto Rico Virgin Islands Pennsylvania Delaware
1300 West Virginia Kentucky Illinois Indiana
Ohio Michigan Minnesota Wisconsin
Cleveland, OH 44114-2316
Miami, FL Alabama Florida Georgia Mississippi
. North Carolina South Carolina Tennessee Arkansas
100 SE 2nd Street, Suite 1700 Louisiana New Mexico Oklahoma Texas
Miami, FL 33131-2100 Puerto Rico USVirgin Islands
Irvine, CA lowa Kansas Missouri Nebraska
27 Technology Drive, Siite gg:( cz)rgdo Montana North Dakota South
100 Utah Wyoming Arizona Cdlifornia
Irvine, CA 92618-2364 Hawaii Nevada Guam Alaska
Idaho Oregon Washington American
Samoa
Trust Territory of the Pacific Ilands
Arlington, VA Virginia
) Maryland
1700 N. Moore St., Suite District of Columbia
1600
Arlington, VA 22209
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Modification to the Redetermination Notice and Administrative Law Judge Filing Locations, continued

Additional Information

For compl ete detail s regarding this change request (CR) please see the official instruction (CR 5554) issued to your
Medicarecarrier, Fl,A/B MAC, DME MAC, DMERC, or RHHI. That instruction may be viewed by going to the CM Swebsite
at http://mmw.cms.hhs.gov/Transmittal ydownl oads/R1229CP.pdf.

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

Thetoll-free number for First Coast Service Options, Inc. Medicare Part B Customer Service Center is1-866-454-9007 (FL)
or 1-888-760-6950 (CT).

MLN Matters Number: MM 5554 Related Change Request (CR) Number: 5554
Related CR Release Date: April 27, 2007 Related CR Transmittal Number; R1229CP
Effective Date: July 2, 2007 Implementation Date: July 2, 2007

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

or links to statutes, regulations, or other policy materials. The information provided is only intended to be a general summary. It is not intended
to take the place of either the written law or regulations. We encourage readers to review the specific statutes, regulations and other interpretive
materials for a full and accurate statement of their contents.

Disclosure Desk Reference for Provider Contact Centers

CMS has issued the following MLN Matters article. Information for Medicare Fee-for-Service Health Care Professionals.
This information was previously published in the September 2006 Medicare B Update! pages 34-36.

Note: Thisarticlewasrevised on May 7, 2007, to add this statement that M edicare FFS has announced a contingency plan
regarding the May 23, 2007 implementation of the national provider identifier (NPI). For some period after May 23, 2007,
Medicare FFS will allow continued use of legacy numbers on transactions; accept transactions with only NPIs; and
accept transactions with both legacy numbers and NPIs. For details of this contingency plan, see the MLN Matters
article, MM 5595, at http: //www.cms.hhs.gov/MLNMatter sArti cles/downl oadsyMM5595.pdf on the CM S website.

Provider Types Affected
All physicians, providers, and suppliers billing Medicare

Provider Action Needed
STOP — I mpact to You

When you call or write aMedicare fee-for-service provider contact center (PCC) to request beneficiary protected health
information, the PCC staff, in order to comply with the requirements of the Privacy Act of 1974 and the Health Insurance
Portability and Accountability Act, will authenticate your identity prior to disclosure.

CAUTION —What You Need to Know

CR 5089 revises Medicare Contractor Beneficiary and Provider Communications Manual, Chapter 3, Section 30, and
Chapter 6, Section 80, to update the guidance to PCCs for authenticating providerswho call or write to request beneficiary
protected health information, and to clarify the information they may disclose after authentication.

GO —What You Need to Do
Be prepared to supply the required authentication information when contacting a PCC to request protected health information.

Background

In order to protect the privacy of Medicare beneficiaries and to comply with the requirements of the Privacy Act of 1974
and the Health Insurance Portability and Accountability Act, customer service staff at Medicare PCCs must first authenticate
the identity of providers/staff that call or write to request beneficiary protected health information before disclosing it to the
requestor.

CR 5089, fromwhich thisarticleistaken, completely revises Section 30 in Chapter 3 and Section 80 in Chapter 6 of the
Medicare Contractor Beneficiary and Provider Communications Manual (Publication 100-9). It updates the PCC Disclosure
Desk Reference, the main purpose of which isto protect the privacy of Medicare beneficiaries by ensuring that protected
health information is disclosed to providers only when appropriate, to include:

e Guidancefor authenticating providerswho call or write to request beneficiary protected health information; and
e Clarification of theinformation that may be disclosed after authentication of writersand callers.

Please note that while new subsections have been added to each chapter/section, this reflects reformatting and revision
of existing information rather than new requirements.
Below isthe authenti cation guidance that the PCCswill be using:

Telephonelnquiries
Provider Authentication

CSR Telephonelnquiries- Through May 22, 2007, customer service representatives (CSR) will authenticate providersusing
provider number and provider name.
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Disclosure Desk Reference for Provider Contact Centers, continued

I nter active Voice Response (I VR) Telephonel nquiries- Through May 22, 2007, IV Rswill authenticate providersusing only
the provider number.

Note: See“Final Note” below to learn more about provider authentication after May 22, 2007.

Written Inquiries
Provider Authentication
Through May 22, 2007, for written inquiries, PCCswill authenticate providers using provider number and provider name.

Note: See“Final Note” below to learn more about provider authentication after May 22, 2007.

At this paint, there are some specific details about provider authentication in written inquiries of which you should be aware.

Thereisone exception for the requirement to authenticate awritten inquiry. Aninquiry received on the provider’s official
letterhead (including e-mailswith an attachment on | etterhead) will meet provider authentication requirements (no provider
identification number required) if the provider’s name and address are included in the |etterhead and clearly establish the
provider’sidentity.

Further, if multiple addresses are on the |etterhead, authentication is considered met as long as one of the addresses
matches the address that Medicare has on record for that provider. Thus, make sure that your written inquiries contain all
provider practice locations or use the letterhead that has the address that Medicare has on record for you.

Also, please note that requests submitted viafax on provider |etterhead will be considered to be written inquiries and are
subject to the same authentication requirements as those received in regular mail. However, for such fax (and also for e-mail)
submissions, evenif all authentication elements are present, the PCC will not fax or e-mail their responses back to you.

Rather, they will send you the requested information by regular mail, or respond to these requests by telephone. In either
of these response methods, or if they elect to send you an automated e-mail reply (containing no beneficiary-specific informa
tion), they will remind you that such information cannot be disclosed el ectronically viaemail or fax and that, in the future, you
should send awritten inquiry through regular mail or usethe VR for beneficiary-specificinformation.

And lastly, inquiriesreceived without | etterhead, including hardcopy, fax, e-mail, pre-formatted inquiry forms, or inquiries
written on Remittance Advice (RAS) or Medicare Summary Notices (M SNs), will be authenticated the same aswritteninquiries,
(explained above) using provider name and the provider number.

Insufficient or I naccur ate Requests

You should also understand that for any protected health information request in which the PCC determines that the
authenti cation elements are insufficient or inaccurate, you will have to provide complete and accurate input before the
information will bereleased to you.

Such requests that are submitted in written form and those on pre-formatted inquiry forms, will be returned in their entirety
by regular mail, with a note stating that the requested information will be supplied upon submission of all authentication
elements, and identifying which elements are missing or do not match the Medicare record.

Alternatively, if you sent the request by e-mail (containing no protected health information), the PCC may returniit by e-
mail, or may elect to respond by telephone to obtain the rest of the authentication elements.

Beneficiary Authentication
Regardless of thetype of telephoneinquiry (CSR or IVR) or written inquiry, PCCswill authenticate four beneficiary data
elementsbefore disclosing any beneficiary information:;

1) Lastname;

2 Firstnameorinitid;

3 HedthInsurance Claim Number; and

4) Either dateof birth (eligibility, next eligible date, certificate of medical necessity (CMN)/durable medical equipment
M edicare administrative contractor information form (DIF) [pre-claim]) or date of service (claim status, CMN/DIF [post-
camy).

Please refer to the disclosure charts attached to CR 5089 for specific guidance related to these data elements aswell as
details on the beneficiary information that will be made availablein responseto authenticated inquiries. CR 5089 isavailable at
http://mww.cms.hhs.gov/ Transmittal s/downl oads/R16COM.pdf on the CM S website.

Special I nstances
Below are three special instances that you should know about.

Overlapping Claims

Overlapping claims (multiple claimswith the same or similar dates of serviceor billing period) occur when adate of service
or billing period conflicts with another, indicating that one or the other may beincorrect.

Sometimes this happens when the provider is seeking to avoid have aclaim be rejected, for example:

e When some end stage renal disease (ESRD) facilities prefer to obtain the inpatient hospital benefit days for the month,
prior to the ESRD monthly bill being generated, thus allowing thefacility to code the claim appropriately and bill around
the inpatient hospital stay/stays; or

e Skilled nursing facility and inpatient hospital stays.
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Disclosure Desk Reference for Provider Contact Centers, continued

These situationsfall into the category of disclosing information needed to bill Medicare properly, and information can be
released aslong as all authentication elements are met.

Pending Claims

A pending claim is one that is being processed, or has been processed and is pending payment. CSRs can provide
information about pending claims, including internal control number (ICN), pay date/famount or denial, aslong asall authenti-
cation requirements are met.

Providers should note, however, that until payment is actually made or aremittance adviceisissued, the information
provided could change.

Deceased Beneficiaries

Although the Privacy Act of 1974 does not apply to deceased individuals, the HIPAA Privacy Rule concerning protected
health information appliesto individuals, both living and deceased. Therefore, PCCswill comply with authentication require-
ments when responding to requests for information related to deceased beneficiaries.

Final note: Moreinformation will be providedin afuture MLN Matters article about authentication on and after May 23, 2007,
theimplementation date for the National Provider Identifier or NPI.

Additional Information

You may find more information about Provider Contact Center guidelines concerning authentication by going to
http: //Amww.cms.hhs.gov/ Transmittal downl oads/R16COM.pdf on the CM S website.

Attached to that CR, you will find the updated Medicare Contractor Beneficiary and Provider Communications Manual
(Publication 100.09), Chapter 3 (Provider Inquiries), Section 30 (Disclosure of Information); and Chapter 6 (Provider Customer
Service Program), Section 80 (Disclosure of Information).

If you have any questions, please contact your carrier, durable medical equipment (DME) regional carrier, DME Medicare
administrative contractor (DME MAC), fiscal intermediary, or regional home health intermediary at their toll-free number, which
may be found at http://mwww.cms.hhs.gov/MLNProducts/downloads/Call Center TolINumDirectory.zip on the CM S website.

MLN Matters Number; MM5089 Revised Related Change Request (CR) #: 5089
Related CR Release Date: July 21, 2006 Effective Date: October 1, 2006
Related CR Tranamittal #: R16COM 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.

May Is Healthy Vision Month

easejointhe Centersfor Medicare & Medicaid Services (CMS) and the National Eye Institute (NEI) in promoting

increased awareness of glaucoma and the glaucoma screening benefit provided by Medicare.

An estimated 2.2 million Americans have been diagnosed with primary open-angl e glaucoma, the most common form of
the disease. An additional 2 million Americans have glaucomaand don’t even know it. Glaucoma has no warning signsand, if
left untreated, can result in permanent vision loss. If glaucomais detected early, there istreatment available to slow or stop
vision loss and reduce the risk of blindness.

Medicare Coverage
Medicare provides coverage of an annua glaucoma screening for beneficiariesin at least one of the following high-risk groups:

Individualswith diabetes mellitus e African-Americansage 50 and older
Individualswith afamily history of glaucoma e Hispanic-Americansage 65 and older

A covered glaucoma screening includes:

Dilated eye examination with anintraocul ar pressure (10OP) measurement
Direct ophthalmoscopy examination or adlit-lamp biomicroscopic examination

What Can You Do?

Asatrusted source of health care information, your patients rely on their physician’s or other health care professional’s
recommendations. CM S needs your help to ensurethat all eligible people with Medicare take full advantage of the annual
glaucoma screening benefit. Talk to your Medicare patients that are in the high risk groups identified above about their risk for
glaucomaand encourage them to get regular yearly glaucoma screening examinations.

For More Information

e For moreinformation about Medicare' s coverage of glaucoma screening, visit the CM S website http: //www.cms.hhs.gov/
GlaucomaScreening/

e CMShasalso developed avariety of educational products and resources to help health care professionals and their staff
become familiar with coverage, coding, billing, and reimbursement for all preventive servicescovered by Medicare.
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GENERAL INFORMATION

May is Healthy Vision Month, continued

e TheMLN Preventive Services Educational Products
Web Page ~ provides descriptions and ordering
information for all provider specific educational
products related to preventive services. The Web page
islocated at http://www.cms.hhs.gov/MLNProducts/

35 PreventiveServices.asp on the CMS website.

e TheCMSwebsite providesinformation for each
preventive service covered by Medicare. Go to http://
www.cms.hhs.gov, select “Medicare”, scroll down to the

“Prevention” heading.

e For information to share with your Medicare patients,
please visit http://mww.nei.nih.gov/glaucomaeducation
and http://mww.nei.nih.gov/glaucoma/.

e For moreinformation about Healthy Vision Month,
please visit http://healthyvision2010.nei.nih.gov/hvny.

Help your at risk patients protect their vision. Encourage
regular annual glaucoma screenings.

Source: Provider Education Resources Listserv, M essage 200705-06

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

May Is National Osteoporosis Awareness and Prevention Month

n conjunction with this national health observance, the

Centersfor Medicare & Medicaid Services(CMS) would
like to take this opportunity to remind health care
professional s that Medicare provides coverage of bone mass
measur ementsfor beneficiariesat clinical risk for
osteoporosis.

The facts are that one out of every two women and one
in four men over 50 will have an osteoporosis-related
fractureintheir lifetime. Twenty percent of seniorswho
suffer ahip fracture diewithin one year.

According to the US Surgeon General’s 2004 report
Bone Health and Osteoporosis: A Report of the Surgeon
General, due to the aging of the population and the previ-
ous lack of focus on bone health, the number of hip fractures
in the United States could double or triple by the year 2020.

The report found that many patients were not being
given appropriate information about prevention, and many
patients were not having appropriate testing to diagnose
osteoporosis or establish osteoporosis risk. The good news
isthat osteoporosisis a disease that largely can be pre-
vented and bone loss can be slowed with treatment.
Medicare's bone mass measurement benefit can aid in the
early detection of osteoporosis before fractures occur,
provide a precursor to future fractures, and determine rate of
bone loss.

What Can You Do?

National Osteoporosis Awareness and Prevention
Month presents an excellent opportunity for health care
professionals to promote prevention, detection, and
treatment of osteoporosis.

1) Becomefamiliar with Medicare's coverage of bone mass
measurements.

2 Talk with your patients about their risksfor
osteoporosis, prevention measures they can take, and
theimportance of utilizing bone mass measurements.

3 Encouragedigible Medicare patientsto takefull
advantage of Medicare's bone mass measurement benefit.

Asahealth care professional, you play acritical rolein
helping your patients maintain strong, healthy bones
throughout their life. Please join with CM Sin spreading the
word about prevention and early detection of osteoporosis
and ensuring that all eligible Medicare beneficiariestakefull
advantage of the bone mass measurement benefit.

For More Information

e For moreinformation about Medicare’s coverage of
bone mass measurements, please visit the CM S website
http: //mww.cms.hhs.gov/BoneMassMeasurement/.

o U.S. Department of Health and Human Services. Bone
Health and Osteoporosis. A Report of the Surgeon
General. U.S. Department of Health and Human
Services, Office of the Surgeon General, 2004. This
document may be downloaded at http://mww.hhs.gov/
surgeongeneral/library/bonehealth/ on the Department
of Health and Human Serviceswebsite.

e Tolearn more about National Osteoporosis Awareness
and Prevention Month, please visit The National
Osteoporosis Foundation website http://mmww.nof.org/.

Thanksfor your help in thisworthwhileendeavor! “ Osteoporosis. It'sBeatable. It'sTreatable.”
Source: Provider Education Resources Listserv, Message 200705-11

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 Connecticut and FloridaMedicare carrier. By
signing up, you will receive automatic email notification when new or updated informationis
posted to the provider education websites http://www.connecti cutmedicare.com or

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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GENERAL INFORMATION

National Women’s Health Week

he Centersfor Medicare & Medicaid Services (CMS) would liketo inviteyoutojoin usin recognizing May 13, 2007 — May

19, 2007, as National Women’s Health Week. This annual health observanceis a perfect opportunity to help women learn
how they can live longer, better, healthier lives through the promotion of disease prevention, early detection and lifestyle
modificationsthat support ahealthier life.

Heart disease, stroke, cancer, diabetes, osteoporosis, influenza, pneumonia, and other chronic diseases have a significant
impact on the health and well being of women in the US. Yet the reality is, many of these diseases can be prevented and
complications can be reduced. Medicare now provides coverage for afull range of preventive services and screenings that
can help women stay healthy, detect disease early and manage conditions to reduce complications. Medicare-covered
preventive benefitsinclude:

e  Abdominal Aortic Aneurysm Screening (new as of e Cardiovascular Screening
January 2007) e Diabetes Screening
e  Adult Immunizations e Diabetes Supplies
e FHu e Diabetes Self-management Training
e  Pneumococcal e  GlaucomaScreening
e HepatitisB. e Initia Preventive Physical Exam (“*Welcometo
e  Cancer Screenings Medicare” Physical Exam)
e  Breast (mammogram and clinical breast exam) e Maedical Nutrition Therapy (beneficiarieswith
e Cervicd & Vagina (Pap test and pelvic exam) diabetes or renal disease)
e Colorecta e Smoking and Tobacco-Use Cessation Counseling

Although Medicareis now helping to pay for more preventive benefits, many women with Medicare are not yet taking full
advantage of them, leaving significant gapsin prevention. Statistics show that while Medicare beneficiariesvisit their
physician on an average of six or more times ayear, many of them are not aware of their risk for disease or even that they may
already have a condition that preventive services are intended to detect. With your help we can begin to close the prevention gap.

How Can You Help?

Asatrusted source, your recommendation is the most important factor in increasing women’s use of Medicare preventive
benefits. We need your help to ensure that women with Medicare are aware of these covered benefits and that they are
encouraged to take advantage of the preventive services for which they may be eligible.

For Women PatientsNew to M edicare—When appropriate, provide the“ Welcometo Medicare” physical exam. Thisone-time
exam, which must be received within thefirst six months of abeneficiary’sMedicare Part B effective date, isan excellent
opportunity to orient new women patients to Medicare, assess risk factors for disease, discuss lifestyle modifications that
support a healthy lifestyle and may reduce the complication of disease, and encourage utilization of preventive benefits
through referral for appropriate services. Remember to follow-up with patients on all screening results, even negative ones -
every onelikes to hear good news.

For Established Patients— Remember to talk with your patients about their risk for disease and the importance and value of
prevention, detection, early treatment, and lifestyle modifications. Encourage appropriate utilization of preventive servicesfor
which they may be eligible and provide follow-up on all screening results and continue to promote a prevention-oriented
lifestyle.

Workingtogether wecan begin to:

e educate women about steps they can take to prevent disease

e increase awareness of risk factor for devel oping disease while promoting prevention, early detection and treatment of
disease affecting women's health

prevent and reduce serious complications of disease through better disease management

reduce mortality for many diseases effecting women

improvethe health and quality of life of women

ensure that women with Medicare take advantage of preventive benefits they may be eligible for, before they become sick
ultimately save health care dollars

For More Information
For more information about Medicare-covered preventive services and screenings, including coverage, coding and hilling
guidelines, pleasevisit thefollowing CMSwebsite:

e The MLN Preventive Services Educational Products Web page
http: //mww.cms.hhs.gov/MLNProducts/35_PreventiveServices.asp#TopOfPage
For products to share with your Medicare patients go to http://www.medicare.gov
To learn more about National Women's Health Week, please visit http://mww.4woman.gov/whw/

Thank you for joining with CM S to spread the message about prevention, early detection and treatment.
Source: Provider Education Resources Listserv, Message 200705-18
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LOCAL COVERAGE DETERMINATIONS

LOCAL COVERAGE DETERMINATIONS

Unless otherwise indicated, articles apply to both Connecticut and Florida.

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
(CMS), 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
education websites, http:/

WwWw.connecti cutmedicare.comor hittp://
wwwifloridamedicare.com. Find LCDs,
draft LCDsavailablefor comment, LCD
datuses, and LCD comment/response
summaries may be printed from the Part B
Medica Policy section.

Effective and Notice Dates

Effective dates are provided in
each policy, and are based on the date
of service (unless otherwise noted in
the palicy). Medicare contractors are
required to offer a 45-day notice period
for LCDs; the date the LCD is posted
to the website is considered the notice
date.

Electronic Notification

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: /Amwwv.connecticutmedicare.comor
http:/mwwfloridamedicare.com, click on
the“eNews’ link on the navigational
menu and follow the prompts.

More Information

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

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

Local Coverage Determinations - Table of
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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).
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LOCAL COVERAGE DETERMINATIONS

REvisions To LCDs

J0740: Ganciclovir and Cidofovir—LCD Revision

hislocal coverage determination (L CD) was effective October 30, 2006. Sincethat time, the LCD hasbeen revised. Under

thelist of medically necessary ICD-9-CM diagnosis codes, the note about diagnosis requirements for HCPCS codes J0740
and J7310 wasrevised to clarify that adiagnosis code from one of the following groupsis also required when billing for these
drugs: 363.00-363.08 or 363.10-363.15. The coding guidelineswere also revised toinclude the revised billing instructionsfor
HCPCS codes J0740 and J7310.

Effective Date

Thisrevision waseffectivefor servicesrendered on or after October 30, 2006. Thefull text of thisLCD isavailable
through our provider education website at http://www.connecticutmedicare.com or http: //www.floridamedicare.com on or
after this effective date.

J1440: G-CSF (Filgrastim, Neupogen®)—LCD Revision
hislocal coverage determination (LCD) waslast revised on October 1, 2006. Sincethat time, the LCD has been revised.
Under the “1CD-9 Codesthat Support Medical Necessity” section of the LCD, diagnosis codesV42.81 and VV42.82 were
added as appropriate diagnosis codes. Also, a hote was added to the ICD-9-CM code list indicating that diagnosis codes
V42.81 and VV42.82 are secondary diagnosis codes and that the underlying condition should be billed as the primary diagnosis
code. In addition, the LCD was split out into individual FL B and CT B LCDs. Previoudly these LCDswere combined.

Effective Date

Thisrevisioniseffectivefor servicesrendered on or after May 7, 2007. Thefull-text for thisL CD may be viewed onthe
provider education website http://mww.connecticutmedicare.com or http://www.floridamedicare.com on or after this effective
date.

ReTirep LCD

J9000: Antineoplastic Drugs—Retired LCD and Individual Revised LCDs
helocal coverage determination (LCD) for antineoplastic drugswaslast revised on February 8, 2007. Sincethat time, this
LCD isbeing retired asindividual revised LCDswere devel oped for all drugsincluded in the Antineoplastic DrugsLCD.

Thefollowingisalist of thedrugsfor which individual revised L CDswere devel oped:

JO000—DoxorubicinHCI, 10mg J9201 —GemcitabineHCI, 200mg
JO001—Doxorubicin HCI, all lipid formulations, 10mg J9206 —Irinotecan, 20mg
J9010—Alemtuzumab, 10mg J9263 —Injection, oxaliplatin, 0.5mg
JO015—Aldesleukin, per singleusevia J9265—Paclitaxd, 30mg
JO045 — Carboplatin, 50mg J9280, J9290, & J9291 Mitomycin 5mg, 20mg, & 40mg
J9160— Denileukin diftitox, 300mcg (combinedinoneLCD)
J9170—Docetaxedl, 20mg J9300 - Gemtuzumab ozogamicin, 5mg
J9178—Injection, epirubicin HCI, 2mg J9310—Rituximab, 100mg
J9181 & J9182 —Etoposide 10mg & 100mg (combined in one JO350 - Topotecan, 4mg

LCD) JO355 —Trastuzumab, 10mg
J9185 — Fludarabine phosphate, 50mg JO390—Vinorelbinetartrate, per 10mg
J9200—Hoxuridine, 500mg J9395—Injection, fulvestrant, 25mg

JO600— Porfimer sodium, 75mg

Effective Date

The LCD retirement for J9000—Antineoplastic Drugswas effectivefor servicesrendered on or after April 30, 2007. The
individual revised LCDsfor the above drugs were effective for servicesrendered on or after April 30, 2007.

Thefull text of these LCDs are available through our provider education website at http: //mmw.connecti cutmedicare.com
or http://www.floridamedicare.com on or after this effective date.
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LOCAL COVERAGE DETERMINATIONS

AbbpiTioNAL INFORMATION

Correct Coding of Bundled Procedures

Pocedures should be reported with the CPT codes that most comprehensively describe the services performed. Correct
coding requires reporting a group of procedures with the appropriate comprehensive code.

Unbundling occurs when multiple procedure codes are billed for agroup of procedures that are covered by asingle
comprehensive code. Two types of practices lead to unbundling. Thefirst is unintentional and results from a misunderstand-
ing of coding. The second isintentional and is used by providersto manipulate coding in order to maximize payment. Ex-
amples of unbundling are described below:

e Fragmenting one service into component parts and coding each component part asif it were a separate service: For
example, the correct CPT comprehensive code to use for upper gastrointestinal endoscopy with biopsy of stomach is
CPT code 43239. Separating the service into two component parts, using CPT code 43235 for upper gastrointestinal
endoscopy and CPT code 43600 for biopsy of stomach is inappropriate.

¢ Reporting separate codes for related services when one combined codeincludes al related services: An example of this
type of unbundling is coding an intermediate layer closure (12032), when performed with a cardiac implant procedure
such as 33249 (insertion or reposition of defibrillator/pul se generator) or 33208 (insertion or replacement of pacemaker).
It is considered unbundling to report separately the code for the closure of a surgically created opening because the
closing isintegral to the operative procedure.

National Correct Coding Initiative (NCCI) edits were devel oped for the purpose of encouraging consistent and correct coding
and controlling inappropriate payment. Edits and local coverage determinations do not include all possible combinations of
correct coding edits or types of unbundling that exist. Providers are obligated to code correctly even if edits do not exist to
prevent use of an inappropriate code combination.

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

Article Clarification—Medicare Guidelines for Independent Diagnostic

Testing Facilities—Specialty Manual Revision
he following information was published in the November 2006 Medicare B Update! However, an effective date for the CPT
codeslisted in thisarticle, when billed by an independent diagnostic testing facility (IDTF), was omitted. The effective
date for those codes that are no longer allowed by an IDTF was effective for services rendered on or after December 15, 2006.
The effective date for those CPT codes which are allowed as medically necessary and reasonable was effective for services
rendered on or after November 28, 2006. In addition, since the below article was published, CPT code 76006 has been del eted
effectivefor servicesrendered on or after January 1, 2007 (see article published in the January 2007 Medicare B Update!, pg. 76).

The latest revision for the Medicare guidelines for independent diagnostic testing facilities (IDTFs) was effectivein
January 2006. Sincethat time, this specialty manual has been revised in cooperation with anational IDTF workgroup, facili-
tated by the Centersfor Medicare & Medicaid Services(CMS).

In evaluating the information to be revised in the specialty manual, the procedure codes contained in the manual were
evaluated. It has been determined that not all diagnostic testing is considered appropriate for inclusion in thelisting of IDTF
codes. IDTFs may not perform therapeutic, intra-operative or ablation procedures. It is not an extension of any outpatient
facility and should not perform procedures such as removal of foreign body from the esophagus, placement of gastrointestinal
tubes, dilatation of strictures, pain management or trans-catheter therapies to name afew. Therefore, any physician services
and/or surgical procedures best provided in acute care facilities, ambulatory surgical centers, or a physician’s office are not
included in the CPT codesfor IDTFs. Therefore, this notification serves as a 45-day notice that the following CPT codes will
no longer be allowed when billed by an IDTF:

59020, 71090, 74235, 74340, 74350, 74355, 74360, 74363, 74475, 74480, 74485, 75893, 75894, 75896, 75898, 75900,
75940, 75945, 75946, 75960, 75961, 75962, 75964, 75966, 75968, 75970, 75978, 75980, 75982, 75984, 75989, 75992,
75993, 75994, 75995, 75996, 76012, 76013, 76355, 76362, 76394, 76930, 76932, 76936, 76941, 76945, 76948, 76950,
76965, 76986, 78890, 78891, 93501, 93505, 93508, 93510, 93511, 93514, 93524, 93526, 93527, 93528, 93529, 93530,
93531, 93532, 93533, 93555, 93556, 93561, 93562, 93571, 93572, 93600, 93602, 93603, 93609, 93610, 93612, 93613,
93615, 93616, 93618, 93619, 93620, 93621, 93622, 93623, 93624, 93631, 93640, 93641, 93642, 93724, 95829, 95955,
95961, 95962, 96102.

In addition, it has been determined that the following CPT codes should be allowed as medically necessary and reason-
ablewhenbilledby an IDTF:

75635, 76006, 76101, 91132, 91133, 92597, 93010, 93014, 93018, 93226, 93790, 94016, 94452, 94453, 95830, 0067T,
0145T, 0146T, 0147T, 0148T, 0149T, 0150T and 0151T.
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Article Clarification—Medicare Guidelines for | ndependent Diagnostic Testing Facilities—Specialty Manual

Asareminder, Medicare may reimburse IDTFs only for procedure codes for which they are approved, based on equip-
ment and personnel requirements. IDTFs are required to submit to Medicare Provider Enrollment alist of al procedure codes
performed by the facility. The codes and equipment should be listed on Attachment 2, Section 1 of Enrollment Application
Form CMS-855B.

There are indications that some IDTFs may have billed for procedures that have not been reviewed and approved by
Medicare Provider Enroliment. The Medicare carrier may deny these services, even if the IDTF has the appropriate equipment
and personnel. It isthe responsibility of the IDTF to provide any changesto itslist of procedures on an updated Form CMS-
855B (with Attachment 2) to each Medicare contractor with which it does business.

Thefull text of this LCD isavailable through our provider education website at http: //mwww.connecti cutmedi care.comor
http: //mww.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 2006 American Medical Association (or other such date of publication of CPT).
All rights reserved. Applicable FARS/DFARS apply.

FLoriDA ONLY - LCD REvisiONs

43644: Surgical Management of Morbid Obesity — LCD Revision

he Centersfor Medicare and Medicaid Services (CMS) issued anational coverage decision (NCD) for bariatric surgery for
treatment of morbid obesity effective February 21, 2006. At that time, FCSO had an activelocal coverage determination
(LCD). A decision was madeto keep the LCD dueto additional CPT codesin the LCD that are not included in the NCD.

It has recently been brought to the attention of First Coast Service Options, Inc. (FCSO) that there may be conflicting
information in the LCD related to the requirement that beneficiaries receiving this service must have documentation support-
ing attempts at weight loss (bullet # 2 under the “Indications and Limitations of Coverage and/or Medical Necessity” section
of the LCD). Therefore, this statement has been removed and replaced with “Have been previously unsuccessful with medical
treatment for obesity” . Additionally, thefollowing revisionswere madeto the LCD:

e Removed verbiage related to the requirement that psychological evaluation and counseling associated with the surgery
have been performed prior to the surgery (Bullet #3 under the “Indications and Limitations of Coverage and/or Medical
Necessity” section of the LCD)

e Correctionto CM S national coverage policy references
e Updated the “ Sources of Information and Basisfor Decision” section of the LCD

Effective Date
ThisLCD revisioniseffectivefor servicesrendered on or after April 17, 2007. Thefull text of thisLCD isavailable
through our provider education website at http://mww.floridamedicare.com on or after this effective date.

92541: Vestibular Function Tests—LCD Revision

hislocal coverage determination (LCD) was effective February 28, 2007. Sincethat time, the LCD has been revised. Under

the “Indications and Limitations of Coverage and/or Medical Necessity” section of the LCD, the description (Sinusoidal
vertical axisrotational testing) for CPT code 92546, was revised to remove reference to the two specific types of auto-head
rotation tests mentioned. The new description describes this test without mention of specific types of auto-head rotation tests
that can be performed.

Effective Date

Thisrevisioniseffectivefor servicesrendered on or after May 15, 2007. Thefull text of thisL CD isavailable through our
provider education website at http://www.floridamedicare.comon or after this effective date.
Italicized and/or quoted material is excerpted from the American Medical Association Current Procedural Terminology. CPT codes,

descriptions and other data only are copyrighted 2006 American Medical Association (or other such date of publication of CPT).
All rights reserved. Applicable FARS/DFARS apply.
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CONNECTICUT EDUCATIONAL RESOURCES

CoONNECTICUT EDUCATIONAL RESOURCES

Upcoming Provider Outreach and Education Events
June 2007 — August 2007

Hot Topics Teleconference — Topics based on data analysis, session includes discussion of

new initiatives and changes in the Medicare program

When: June28, 2007
Time 11:00am.—12:30p.m.
Typeof Event:  Teleconference

Ask the Contractor Teleconference (ACT) — Topic to be determined

When: August 18, 2007
Time 12:00 p.m.—21:00 p.m.
Typeof Event:  Teleconference

If youwould like to participate in any of these events, please complete the registration section, circle your selection(s) and fax
t0 904-791-6035. Keep checking our website, www.connecti cutmedi care.com, or listening to information on the FCSO Provider

Education Registration Hotline, (203) 634-5527, for detailsand newly scheduled events!

Please Note:

o Preregistration isrequired for all teleconferences, webcasts and in-person educational seminars.

e Datesand times are subject to change prior to event advertisement.

e For event and registration details, check our website (www.connecticutmedicare.com) or call our registration hotline at

(203) 634-5527 afew weeksprior to the event.

Registrant’sName:

Registrant’sTitle:

Provider’'sName:

Telephone Number:

Fax Number:

Email Address:

Provider Address:

City, State, Zip Code:

June 2007
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FLORIDA EDUCATIONAL RESOURCES

FLorIDA EDucATIONAL RESOURCES

Upcoming Provider Outreach and Education Events
July 2007 — September 2007

Hot Topics Teleconference — Topics to be determined

When: July 12,2007
Time: 11:30am.—12:30p.m.
Typeof Event:  Teleconference

Hot Topics Teleconference — Topics to be determined

When: August 16, 2007
Time: 11:30am.—1:30p.m.
Typeof Event:  Teleconference

Hot Topics Teleconference — Topics to be determined

When: September 13, 2007
Time: 11:30am.—12:30p.m.
Typeof Event:  Teleconference

More events will be planned soon for this quarter. Keep checking our website, www.floridamedicare.com or listening to
information on the FCSO Provider Education Registration Hotline, 1-904-791-8103, for detailsand newly scheduled events!

Please Note:

o Preregistration isrequired for all teleconferences, webcasts and in-person educational seminars.

e Dates and times are subject to change prior to event advertisement.

e For event and registration details, check our website (www.floridamedicare.com) or call our registration hotline at (904)
791-8103 afew weeks prior to the event.

Registrant’sName:

Registrant’sTitle:

Provider’ sName:

Telephone Number: Fax Number:

Email Address:

Provider Address:

City, State, Zip Code:
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IMPORTANT ADDRESSES, PHONE NUMBERS, AND WEBSITES

CONNECTICUT
MEDICARE PART B
MAIL DIRECTORY

Connecticut Medicare Part B welcomes
any questions that you may have regarding
the Medicare Part B program. Always be sure
to clearly explain your question or concern.
Thiswill help our staff to know exactly what
issues to address when developing a response
toyour 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 an Attention 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 exampl es of
these issues are deductibles, assignment, and
beneficiary address changes. Do not use
words such as REVIEW or RECHECK when
sending general correspondence.

Attention: Financial Services
Use this attention line to return duplicate
payments or overpayment refunds.

Attention: Fraud and Abuse

If you encounter what you believeis
suspected, potential, or possible fraud or
abuse of the Medicare program, we encourage
you to contact this department.

Attention: Freedom of Information (FOIA)

This department handles requests for
information available under the Freedom of
InformationAct.

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
(MSP) department when submitting an
Explanation of Benefitsfrom aprimary
insurance, Exhaust lettersfrom Auto Liability
claims, and M SP calculation review reguests.

Attention: Pricing/
Provider Maintenance

Address your envelope to this
department to apply for anew provider
number, change a business or billing address
of aprovider, or to make any changesin the
status of a provider. This department also
handles fee schedule requests and inquiries,
participation requests, and UPIN requests.

Attention: Resolutions

Use the 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 claims, 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 aclaim to
be reconsidered, then send it to the attention
of the review department. Requests 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

Beneficiary Services
1-800-MEDICARE (toll-free)
1-866-359-3614 (hearing impaired)
First Coast Service Options, Inc.

Provider Services
Medicare Part B
1-888-760-6950

Interactive Voice Response
1-866-419-9455

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 Medicare Part B
1-800-842-2052

Railroad Retirees
Palmetto 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:/Amww.cms.hhs.gov

BENEFICIARIES
Centersfor Medicare & Medicaid
Services

http:/Amww.medicare.gov
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IMPORTANT ADDRESSES, PHONE NUMBERS, AND WEBSITES

Florida Medicare Part
B Mail Directory

CLAIMS SUBMISSIONS
Routine Paper Claims
Medicare Part B
P. O. Box 2525
Jacksonville, FL 32231-0019

Participating Providers

Medicare Part B Participating Providers
P O. Box 44117

Jacksonville, FL 32231-4117

Chiropractic Claims

Medicare Part B Chiropractic Unit
R O. Box 44067

Jacksonville, FL 32231-4067

Ambulance Claims
Medicare Part B Ambulance Dept.
P O. Box 44099
Jacksonville, FL 32231-4099

Medicare Secondary Payer

Medicare Part B Secondary Payer Dept.
P O. Box 44078

Jacksonville, FL 32231-4078

ESRD Claims

Medicare Part B ESRD Claims
P O. Box 45236
Jacksonville, FL 32232-5236

COMMUNICATIONS
Redetermination Requests
Medicare Part B Claims Review
PO Box 2360

Jacksonville, FL 32231-2100

Fair Hearing Requests
Medicare Hearings

Post Office Box 45156
Jacksonville FL 32232-5156

Administrative Law Judge Hearing
Q2 Administrators, LLC

Part B QIC South Operations

P.O. Box 183092

Columbus, Ohio 43218-3092

Attn: Administration Manager

Status/General Inquiries
Medicare Part B Correspondence
P O. Box 2360
Jacksonville, FL 32231-0018

Overpayments

Medicare Part B Financial Services
P O. Box 44141

Jacksonville, FL 32231-4141

DURABLE MEDICAL EQUIPMENT
(DME)

DME, Orthotic or Prosthetic Claims
Palmetto GBA Medicare

DMERC Operations

P O. Box 100141

Columbia, SC 29202-3141

ELECTRONIC MEDIA CLAIMS (EMC)
EMC Claims, Agreements and
Inquiries

Medicare EDI

P O. Box 44071

Jacksonville, FL 32231-4071

MEDICARE PART B ADDITIONAL
DEVELOPMENT

Within 40 days of initial request:
Medicare Part B Claims

P O. Box 2537

Jacksonville, FL 32231-0020

Over 40 days of initial request:
Submit the charge(s) in question,
including information requested, as
ou would a new claim, to:

Medicare Part B Claims

P O.Box 2525

Jacksonville, FL 32231-0019

MISCELLANEOUS
Provider Participation and Group
Member ship Issues; Written Requests for
UPINS, Profiles & Fee Schedules:
Medicare Registration
P. O. Box 44021
Jacksonville, FL 32231-4021

Provider Change of Address:
Medicare Registration
P. O. Box 44021
Jacksonville, FL 32231-4021
and
Provider Registration Department
Blue Cross Blue Shield of Florida
P. O. Box 41109
Jacksonville, FL 32203-1109

Provider Education:
For Educational Purposes and Review
of Customary/Prevailing Charges or
Fee Schedule:
Medicare Part B
Provider Outreach and Education
P O. Box 2078
Jacksonville, FL 32231-0048

For Education Event Registration:
Medicare Part B

Medicare Education and Outreach

P O. Box 45157

Jacksonville, FL 32232-5157

Limiting Charge Issues:
For Processing Errors:
Medicare Part B

R O. Box 2360

Jacksonville, FL 32231-0048

For Refund Verification:
Medicare Part B

Compliance Monitoring

P O. Box 2078

Jacksonville, FL 32231-0048

Medicare Claims for Railroad
Retirees:

MetraHealth RRB Medicare

P O. Box 10066

Augusta, GA 30999-0001

Fraud and Abuse

First Coast Service Options, Inc.
Complaint Processing Unit

P O. Box 45087

Jacksonville, FL 32232-5087

Florida Medicare
Phone Numbers

PROVIDERS
Toll-Free
Customer Service:
1-866-454-9007
Interactive Voice Response (IVR):
1-877-847-4992

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.

For Education Event Registration (not
toll-free):
1-904-791-8103

EMC

Format |ssues & Testing:
1-904-354-5977 option 4

Sart-Up & Front-End Edits/Rejects:
1-904-791-8767 option 1

Electronic Funds Transfer
1-904-791-8016

Electronic Remittance Advice,

Electronic Claim Status, & Electronic

Eligibility:

1-904-791-6895

PC-ACE Support:

1-904-355-0313

Marketing:

1-904-791-8767 option 1

New I nstallations:

(new electronic senders; change of address
or phone number for senders):
1-904-791-8608

Help Desk:

(Confirmation/Transmission):
1-904-905-8880 option 1

DME, ORTHOTIC OR PROSTHETIC
CLAIMS

Palmetto GBA Medicare
1-866-270-4909

MEDICARE PARTA
Toll-Fr ee:
1-866-270-4909

Medicare Websites
PROVIDERS

Florida M edicar e Contractor
www.floridamedicare.com

Centersfor Medicare & Medicaid
Services
www.cmshhs.gov

BENEFICIARIES

Centersfor Medicare & Medicaid
Services

www.medicare.gov
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ORDER FORM

ORDER FORM — 2007 PART B MATERIALS

Thefollowing materialsare availablefor purchase. To order theseitems, please complete and submit thisform along with
your check/money order payableto FCSO with the account number listed by each item.

Note: Payment for fee schedules cannot be combined with payment for other items; separate payments are required for
purchases of items from different accounts.

QUANTITY ITEM ACCOUNT | COST PER
NUMBER ITEM

Medicare B Update! Subscription — The Medicare B Update! is 700395 $85.00
available free of charge online at (Hardcopy)
http://www. connecticutmedicare.com and
http://www. floridamedicare.com. Hardcopy or CD-ROM $20.00
distributionis limitedto individua providers and professiond (CD-ROM)
association groups who billed at least one Part B dlam (to ether
Connecticut or Horida Medicare) for processing during the twelve
months prior to the re ease of eachissue.
Beginningwith publicationsissued after June 1, 2003, providers
who meet the above criteria must register to receive the Update! in
hardcopy or CD-ROM format. Qualifying providers will be
digible toreceive one hardcopy or CD-ROM of each issue, if a
vaid 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
annud subscription. T his subscription includesall issues published
from October 2006 through September 2007 (back issueswill be
sent upon receipt of order).
2007 Fee Schedule— Therevised Medicare Part B Physcian and 700400 Hardcopy:
Nonphysician Practitioner Fee Schedule, effective for services $5.00
rendered January 1, 2007, through D ecember 31, 2007, is available (CT)
free of charge online at http://www. connecti cutmedi care.com and $10.00
http://www.floridamedicare.com, Providers having technical (FL)
barriers that are registered to receive hardcopy publications will
automatically receive one copy of the annual fee schedule. CD-ROM:
Additiond copies or aCD-ROM isavailable for purchase. The Fee $6.00
Schedul e contains caendar year 2007 payment réates for all (Specify CT
localities. These itemsdo not include the payment rates for or FL)
injectable drugs, dinical lab services, mammography screening, or
DMEPOS items. Note: Revisions to feesmay occur; FCSO will
republish any revised fees in future editions of the Medicare B
Update! Nonprovider entities or providers who need additiona
copiesat other office locations may purchase additiona copies.

Please write legibly

Subtotal $ Mail this form with payment to:
Tax (add % for $ First Coast Service Options, Inc.
your area) Medicare Publications
P.O. Box 406443
Total $ Atlanta, GA 30384-6443

Contact Name:

Provider/Office Name:

Phone: FAX Number:

Mailing Address:

City: State: ZIP:

Please make check/money order payable to: FCSO Account # (fill in from above)
(CHECKS MADE TO “PURCHASE ORDERS’ NOT ACCEPTED)
ALL ORDERS MUST BE PREPAID — DO NOT FAX — PLEASE PRINT
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FirsTC 0AsT SERVICE OPTIONS, INC.
P.O. Box 2078 JacksonviLLE, FL 32231-0048 (FLoriDA)
P.O. Box 44234 JacksonviLLE, FL 32231-4234 (CoNNECTICUT,

* ATTENTION BILLING MANAGER *




