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Up to $500 million in Affordable Care 
Act funding will help health providers 
improve care
The US Department of Health and Human Services 
has announced that up to $500 million in Partnership 
for Patients funding will be available to help hospitals, 
healthcare provider organizations, and others improve 
care and stop millions of preventable injuries and 
complications related to healthcare acquired conditions and 
unnecessary readmissions. This funding, made available 
by the Affordable Care Act, will be awarded by the CMS 
Innovation Center, http://innovations.cms.gov/. 
“Since the Partnership for Patients was announced, we 
have had an overwhelming response from hospitals, 
doctors, employers, and other partners who want to be a 
part of this historic effort to improve patient safety,” said 
CMS Administrator Donald M Berwick, MD. “We are now 
looking to contract with local and statewide entities that can 
foster and support hospitals’ efforts to improve healthcare 
and reduce harm to patients.”
The Partnership for Patients, http://www.healthcare.gov/
center/programs/partnership/index.html, is a new public-
private partnership that will help improve the quality, 
safety, and affordability of healthcare for all Americans. 
The Partnership’s two goals are reducing harm in hospital 
settings by 40 percent and reducing hospital readmissions 
by 20 percent over a three year period. To achieve these 
goals, the Partnership is seeking to contract with large 
healthcare systems, associations, state organizations, or 
other interested parties to support hospitals in the hard 
work of redesigning care processes to reduce harm. 

“Hospital engagement contractors” will be asked to do the 
following:

Design intensive programs to teach and support 
hospitals in making care safer
Conduct trainings for hospitals and care providers

Provide technical assistance for hospitals and care 
providers, and 
Establish and implement a system to track and monitor 
hospital progress in meeting quality improvement 
goals.

In addition to the hospital engagement contractors, CMS 
will also be working with other contractors to develop and 
share ideas and practices that improve patient safety. 
These efforts include work with patients and families to 
understand their thoughts on how to best improve patient 
safety and transitions between different healthcare settings 
– such as when a patient is discharged from a hospital to a 
nursing home.
These contracts make available the fi rst round of funding 
– which will ultimately total up to $500 million – that the 
Innovation Center has committed to this effort. Solicitations 
for proposals are available on the Federal Business 
Opportunities website at www.FBO.gov (solicitation number 
APP111513, https://www.fbo.gov/index?s=opportunity&id=b
89fbfc7fd10c41903c7f6fa083bbfc7).

About the Connection .....................................................3
Claims .............................................................................5
Coverage/Reimbursement ..............................................6
Electronic Data Interchange ..........................................32
General Information ......................................................36
Local Coverage Determinations (LCDs) .......................54
Educational Resources .................................................60
Florida Contact Information ...........................................70
U.S. Virgin Islands Contact Information ........................71
Order form for Medicare Part B materials .....................72

FeaturesFeatures

A Newsletter for MAC Jurisdiction 9 Providers

W H E N  E X P E R I E N C E  C O U N T S  &  Q U A L I T Y  M AT T E R S

June 2011

medicare.fcso.com

http://innovations.cms.gov/
http://www.healthcare.gov/center/programs/partnership/index.html
http://www.FBO.gov
https://www.fbo.gov/index?s=opportunity&id=b89fbfc7fd10c41903c7f6fa083bbfc7
http://www.healthcare.gov/center/programs/partnership/index.html
https://www.fbo.gov/index?s=opportunity&id=b89fbfc7fd10c41903c7f6fa083bbfc7


   

June 2011Medicare B Connection2

The Medicare B 
Connection is published 
monthly by First Coast 
Service Options Inc.’s 
Provider Outreach and 
Education division, 
to provide timely and 
useful information 
to Medicare Part B 
providers.
Publication staff:
Cindi Fox
Terri Drury
Mark Willett
Robert Petty
Fax questions and 
comments about this 
publication to:
Medicare Publications
904-361-0723
The Medicare B 
Connection represents 
formal notice of 
coverage policies. 
Articles included 
represent formal notice 
that specifi c coverage 
policies have or will take 
effect on the date given. 
Providers are expected 
to read, understand, 
and abide by the 
policies outlined within 
to ensure compliance 
with Medicare coverage 
and payment guidelines.
CPT fi ve-digit codes, 
descriptions, and other 
data only are copyright 
2010 by American Medical 
Association (or such other 
date of publication of 
CPT). All Rights Reserved. 
Applicable FARS/DFARS 
apply. No fee schedules, 
basic units, relative 
values or related listings 
are included in CPT. 
AMA does not directly 
or indirectly practice 
medicine or dispense 
medical services. AMA 
assumes no liability for 
data contained or not 
contained herein.

ICD-9-CM codes and their 
descriptions used in this 
publication are copyright 
2010 under the Uniform 
Copyright Convention. All 
rights reserved.

This document contains 
references to sites 
operated by third 
parties. Such references 
are provided for your 
convenience only. Blue 
Cross and Blue Shield 
of Florida, Inc. and/
or First Coast Service 
Options Inc. 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. 

Contents
About the Medicare B Connection
About the Medicare B Connection .................... 3
Advance benefi ciary notices ............................. 4
GA modifi er and appeals .................................. 4
Claims
New waived tests.............................................. 5
Coverage/Reimbursement
Ambulatory Surgical Center
July 2011 update of ASC payment system ....... 6
Consolidated Billing
October quarterly update to 2011 HCPCS 
  codes for SNF consolidated billing 
  enforcement.................................................... 9
Drugs and Biologicals
July 2011 quarterly HCPCS drug/biological 
  code changes ............................................... 10
Coding rules for chemotherapy 
Pharmacy billing for drugs provided 
  “incident to” a physician service ................... 11
Revised average sales price fi les are now 
  available ....................................................... 12
Durable Medical Equipment
Claim modifi ers for use in the DMEPOS 
  Competitive Bidding Program ........................ 13
Competitive Bidding Program – phase 3 of 
  manual revisions........................................... 17
July update to the 2010 DMEPOS fee 
  schedule ....................................................... 19
Laboratory/Pathology
Affordable Care Act – Section 3113 – 
  laboratory demonstration for certain 
  complex diagnostic tests (replaces 
  CR 7278) ...................................................... 21
Mental Health
Medicare proposes new standards for 
  community mental health centers ................. 23
Podiatry
Foot care coverage guidelines ....................... 24
Surgery
National coverage determination for 
  percutaneous transluminal angioplasty ........ 28
General Coverage
July update to the 2011 MPFSDB .................. 29
What you should know about the GEMs 
  and partial code freeze ................................. 31
Electronic Data Interchange
CMS announces national 5010 testing days .. 32
Test your 5010 implementation efforts ............ 32
HIPAA 5010 & D.0 – implementation 
  calendar and important reminders ................ 33
Quarterly ICD-10 article reminds industry 
  to get ready for version 5010 ........................ 34
Claim status category code and claim 
  status code update ....................................... 35
Healthcare provider taxonomy code updates . 35
New FAQs available about 5010 
  implementation ............................................. 35
General Information
Incentive Programs
CMS provides fi rst Medicare EHR 
  incentive payments totaling $75 million ........ 36
Five new meaningful use FAQs posted .......... 37

General Information
Up to $500 million in ACA funding will 
  help providers improve care ................... 38
Postcard mailing for the annual 
  participation open enrollment period ...... 38
Contractor guidelines for accepting and 
  processing reopenings via a secure 
  Internet portal/application ....................... 39
Major new effort to give consumers and 
  employers better information about 
  quality of care ......................................... 41
Three reminders for billing correctly for 
  ordered/referred services ....................... 42
Reminder: No date set for expanded 
  ordering/referring provider claim edits .... 44
Are you submitting a handwritten 
  Medicare enrollment application? ........... 44
Reporting of recoupment for 
  overpayment on the remittance advice... 45
Men’s Health Month and National Men’s
   Health Week .......................................... 47
Top inquiries, denials, and RUC claims .... 48
Steps to reduce the number of 
  submission errors ................................... 49
Local Coverage Determinations
Contents ................................................... 54
Educational Resources
Educational Events
Upcoming provider outreach and 
  educational events – July 2011 .............. 60
Preventive Services
Medicare now provides coverage for an
   AWV and the IPPE ................................ 61
Now available – ‘Guide to Medicare 
  Preventive Services, Fourth Edition’ ....... 61
News on CMS preventive services ........... 62
June 27 is National HIV Testing Day ........ 63
HIV screening brochure ............................ 63
Other Educational Resources
National provider call on EHR basics ....... 64
New FAQs added to the EHR website...... 64
CERT fact sheet ....................................... 65
CERT – E/M fact sheet ............................. 65
CMS wants your feedback on its MLN 
  Matters® articles ...................................... 65
News from the MLN .................................. 66
Information from the MLN ......................... 67
Updates from the MLN ............................. 67
New podcasts and 2012 ICD-10 fi les ....... 68
Protect your identity using PECOS........... 68
Materials from the AAPC-CMS ICD-10 
  code-a-thon ............................................ 69
New FAQs – advanced diagnostic 
  imaging accreditation.............................. 69
MCD booklet revised ................................ 69
Contact Information
Florida Contact Information ...................... 70
U.S. Virgin Islands Contact Information .... 71
Order form
Order form for Medicare Part B 
  materials ................................................. 72



3June 2011 Medicare B Connection

About the Medicare B Connection  Back to Contents

About the Medicare B Connection
The Medicare B Connection is a comprehensive 
publication developed by First Coast Service Options 
Inc. (FCSO) for Part B providers in Florida, Puerto 
Rico, and the U.S. Virgin Islands and is distributed on a 
monthly basis.
Important notifi cations that require communication 
in between publications will be posted to the 
FCSO Medicare provider education website  
http://medicare.fcso.com. In some cases, additional 
unscheduled special issues may be posted.

Who receives the Connection
Anyone may view, print, or download the Connection 
from our provider education website(s). Providers who 
cannot obtain the Connection from the Internet are 
required to register with us to receive a complimentary 
hardcopy.
Distribution of the Connection in hardcopy is limited 
to providers who have billed at least one Part B claim 
to FCSO Medicare during the twelve months prior to 
the release of each issue. Providers meeting these 
criteria are eligible to receive a complimentary copy 
of that issue, if a technical barrier exists that prevents 
them from obtaining it from the Internet and they have 
returned a completed registration form to us.
Registration forms must be submitted annually or when 
you experience a change in circumstances that impacts your electronic access.
For additional copies, providers may purchase a separate annual subscription (see order form in the back of this 
issue). 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 Connection be sent to a 
specifi c person/department within a provider’s offi ce. To ensure continued receipt of all Medicare correspondence, 
providers must keep their addresses current with the Medicare Provider Enrollment department. Please remember 
that address changes must be done using the appropriate CMS-855.
Publication format
The Connection is arranged into distinct sections.

The  Claims section provides claim submission requirements and tips.
The  Coverage/Reimbursement section discusses specifi c CPT and HCPCS procedure codes. It is arranged 
by categories (not specialties). For example, “Mental Health” would present coverage information of interest 
to psychiatrists, clinical psychologists and clinical social workers, rather than listing articles separately under 
individual provider specialties. Also presented in this section are changes to the Medicare physician fee 
schedule, and other pricing issues.
The section pertaining to  Electronic Data Interchange (EDI) submission also includes information pertaining 
to the Health Insurance Portability and Accountability Act (HIPAA).
The  Local Coverage Determination section features summaries of new and revised local coverage 
determinations (LCDs) developed as a result of either local medical review or comprehensive data analysis 
initiatives.
The  General Information section includes fraud and abuse, and national provider identifi er topics, plus 
additional topics not included elsewhere.

In addition to the above, other sections include:
 Educational Resources, and
Contact information  for Florida and the U.S. Virgin Islands.

The Medicare B Connection represents formal notice of coverage policies 
Articles included in each edition represent formal notice that specifi c coverage policies either have or will take 
effect on the date given. Providers are expected to read, understand, and abide by the policies outlined in this 
document to ensure compliance with Medicare coverage and payment guidelines.

http://medicare.fcso.com


4 June 2011Medicare B Connection

About the Medicare B Connection  Back to Contents

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

Coverage for a service or item may be allowed only for specifi c diagnoses/conditions. Always code to the 
highest level of specifi city.
Coverage for a service or item may be allowed only when documentation supports the medical need for the 
service or item.
Coverage for a service or item may be allowed only when its frequency is within the accepted standards of 
medical practice (i.e., a specifi ed number of services in a specifi ed 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 fi nancial responsibility for the service or item. Advance benefi ciary notices (ABNs) advise 
benefi ciaries, before items or services actually are furnished, when Medicare is likely to deny payment.

Patient liability notice
The Centers for Medicare & Medicaid Services’ (CMS) has developed the Advance Benefi ciary Notice of 
Noncoverage (ABN) (Form CMS-R-131), formerly the “Advance Benefi ciary Notice.” Section 50 of the Medicare 
Claims Processing Manual provides instructions regarding the notice that these providers issue to benefi ciaries 
in advance of initiating, reducing, or terminating what they believe to be noncovered items or services. The 
ABN must meet all of the standards found in Chapter 30. Beginning March 1, 2009, the ABN-G and ABN-L was 
no longer valid; and notifi ers must use the revised Advance Benefi ciary Notice of Noncoverage (CMS-R-131). 
Section 50 of the Medicare Claims Processing Manual is available at       
http://www.cms.gov/manuals/downloads/clm104c30.pdf#page=41.
Reproducible copies of Form CMS-R-131 ABNs (in English and Spanish) and other BNI information may be found 
at http://www.cms.gov/BNI/02_ABN.asp.

ABN modifi ers
When a patient is notifi ed 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 modifi er 
GA (waiver of liability statement on fi le) or GZ (item or service expected to be denied as not reasonable and 
necessary) with the service or item.
Failure to report modifi er GA in cases where an appropriate advance notice was given to the patient may result in 
the provider having to assume fi nancial responsibility for the denied service or item.
Modifi er GZ may be used in cases where a signed ABN is not obtained from the patient; however, when modifi er 
GZ is billed, the provider assumes fi nancial responsibility if the service or item is denied.
Note: Line items submitted with the modifi er GZ will be automatically denied and will not be subject to complex 

medical review.

GA modifi er and appeals
When a patient is notifi ed 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 the 
modifi er GA (wavier of liability statement on fi le).
Failure to report modifi er GA in cases where an appropriate advance notice was given to the patient may result in 
the provider having to assume fi nancial responsibility for the denied service or item.
Nonassigned claims containing the modifi er GA in which the patient has been found liable must have the patient’s 
written consent for an appeal. Refer to the Contact Information section of this publication for the address in which 
to send written appeals requests.

http://www.cms.gov/manuals/downloads/clm104c30.pdf#page=41
http://www.cms.gov/BNI/02_ABN.asp
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Get Ready for 5010 – Test now
Visit our new HIPAA 5010 section of the provider website at http://medicare.fcso.com/
Landing/199612.asp, where you’ll learn the latest news about HIPAA 5010, fi nd out how to 
prepare for 5010 testing, and discover the resources you need to make your the transition to 
5010 as smooth as possible. Don’t wait – call FCSO’s EDI to test now -- 888-670-0940, option-5.

New waived tests
Provider types affected
This article is for clinical diagnostic laboratories billing Medicare carriers or Part A/B Medicare administrative 
contractors (MACs) for laboratory tests.

Provider action needed
Stop – impact to you
If you do not have a valid, current, Clinical Laboratory Improvement Amendments of 1998 (CLIA) certifi cate and 
submit a claim to your Medicare carrier or A/B MAC for a Current Procedural Terminology (CPT) code that is 
considered to be a laboratory test requiring a CLIA certifi cate, your Medicare payment may be impacted.
Caution – what you need to know
CLIA requires that for each test it performs, a laboratory facility must be appropriately certifi ed. The CPT codes 
that the Centers for Medicare & Medicaid Services (CMS) consider to be laboratory tests under CLIA (and thus 
requiring certifi cation) change each year. Change request (CR) 7435, from which this article is taken, informs 
carriers and MACs about the latest new CPT codes that are subject to CLIA edits. 
Go – what you need to do
Make sure that your billing staffs are aware of these CLIA-related changes for 2011 and that you remain current 
with certifi cation requirements.

Background
Listed below are the latest tests approved by the Food and Drug Administration as waived tests under CLIA. The 
tests are valid as soon as they are approved. The CPT codes for the following new tests must have the modifi er 
QW to be recognized as a waived test.

CPT code Effective date Description
87880QW February 2, 2011 BTNX rapid response strep A rapid test strips
82274QW 
G0328QW

March 24, 2011 OC-light iFOB test

G0434QW April 1, 2011 CLIA waived, Inc. rapid drug test cup (OTC)
G0434QW April 1, 2011 Instant Technologies, iCup DX drug screen cup
86318QW April 7, 2011 Stanbio Rely H. plyori rapid test (whole blood) (fi nger-stick 

only)

Additional information
The offi cial instruction, CR 7435 issued to your carrier and A/B MAC regarding this change may be viewed at 
http://www.cms.gov/Transmittals/downloads/R2244CP.pdf.
If you have any questions, please contact your carrier or A/B MAC at their toll-free number, which may be found at 
http://www.cms.gov/MLNProducts/downloads/CallCenterTollNumDirectory.zip.
MLN Matters® Number: MM7435
Related Change Request (CR) #: 7435
Related CR Release Date: June 17, 2011
Effective Date: October 1, 2011
Related CR Transmittal #:R2244CP
Implementation Date: October 3, 2011
Disclaimer - 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 specifi c statutes, 
regulations and other interpretive materials for a full and accurate statement of their contents.

http://www.cms.gov/Transmittals/downloads/R2244CP.pdf
http://www.cms.gov/MLNProducts/downloads/CallCenterTollNumDirectory.zip
http://medicare.fcso.com/
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Ambulatory Surgical Center

July 2011 update of the ambulatory surgical center payment system
Provider types affected
This article is for ambulatory surgical centers (ASCs), who submit claims to Medicare administrative contractors 
(MACs) and carriers, for services provided to Medicare benefi ciaries paid under the ASC payment system.

Provider action needed
This article is based on change request (CR) 7445 which describes changes to and billing instructions for 
payment policies implemented in the July 2011 ASC payment system update. CR 7445 provides information on 
six newly created Healthcare Common Procedure Coding System (HCPCS) codes that will be added to the ASC 
list of covered surgical procedures and nine newly created HCPCS codes that will be added to the ASC list of 
covered ancillary services effective July 1, 2011. Ensure that your billing staffs are aware of this update.
Policy under the revised ASC payment system requires that ASC payment rates for separately covered payable 
drugs and biologicals are consistent with the payment rates under the Medicare hospital outpatient prospective 
payment system (OPPS). Those rates are updated quarterly.

Key points of CR 7445
Six new Category III Current Procedural Terminology (CPT) codes have been created for payable surgical 
procedures that are payable for dates of service on and after July 1, 2011. The new HCPCS codes, the long 
descriptors, the short descriptors, and payment indicators are identifi ed in Table 1. These new separately payable 
codes and their payment rates are included in the July 2011 ASC fee schedule (ASCFS) fi le.
Table 1 – New Category III CPT Codes Separately Payable under the ASC Payment system as of July 1, 
2011

HCPCS 
code

Long descriptor Short 
descriptor

Payment 
indicator (PI) 
Effective 7/1/2011

0263T Intramuscular autologous bone marrow cell therapy, 
with preparation of harvested cells, multiple injections, 
one leg, including ultrasound guidance, if performed; 
complete procedure including unilateral or bilateral 
bone marrow harvest

Im b1 mrw 
cel ther cmpl

G2

0264T Intramuscular autologous bone marrow cell therapy, 
with preparation of harvested cells, multiple injections, 
one leg, including ultrasound guidance, if performed; 
complete procedure excluding bone marrow harvest

Im b1 mrw 
cel ther xcl 
hrvst

G2

0265T Intramuscular autologous bone marrow cell therapy, 
with preparation of harvested cells, multiple injections, 
one leg, including ultrasound guidance, if performed; 
unilateral or bilateral bone marrow harvest only for 
intramuscular autologous bone marrow cell therapy

Im b1 mrw 
cel ther hrvst 
onl

G2

0269T Revision or removal of carotid sinus barorefl ex 
activation device; total system (includes generator 
placement, unilateral or bilateral lead placement, 
intra-operative interrogation, programming, and 
repositioning, when performed)

Rev/remvl 
crtd sns dev 
total

G2

0270T Revision or removal of carotid sinus barorefl ex 
activation device; lead only, unilateral (includes 
intra-operative interrogation, programming, and 
repositioning, when performed)

Rev/remvl 
crtd sns dev 
lead

G2

0271T Revision or removal of carotid sinus barorefl ex 
activation device; pulse generator only (includes 
intra-operative interrogation, programming, and 
repositioning, when performed)

Rev/remvl 
crtd sns dev 
gen

G2

continued on next page
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Nine drugs and biologicals have been granted ASC payment status effective July 1, 2011. These items, along with 
their long and short descriptors, and payment indicators are identifi ed in Table 2.
Table 2 – New Drugs and Biologicals Separately Payable under the ASC Payment System,
July 1, 2011

HCPCS 
code

Long descriptor Short descriptor ASC PI

C9283 Injection, acetaminophen, 10 mg Injection, acetaminophen K2
C9284 Injection, ipilimumab, 1 mg Injection, ipilimumab K2
C9285 Lidocaine 70 mg/tetracaine 70 mg, per patch Patch, lidocaine/

tetracaine
K2

C9365 Oasis Ultra Tri-Layer Matrix, per square centimeter Oasis Ultra Tri-Layer 
Matrix

K2

C9406 Iodine I-123 iofl upane, diagnostic, per study dose, 
up to 5 millicuries

Dx I-123 iofl upane, per 
dose

K2

Q2041* Injection, von willebrand factor complex (human), 
Wilate, 1 i.u. vwf:rco

Wilate injection K2

Q2042 Injection, hydroxyprogesterone caproate, 1 mg Hydroxyprogesterone 
caproate

K2

Q2043* Sipuleucel-t, minimum of 50 million autologous 
cd54+ cells activated with pap-gm-csf, including 
leukapheresis and all other preparatory procedures, 
per infusion

Sipuleucel-T auto CD54+ K2

Q2044 Injection, belimumab, 10 mg Belimumab injection K2
Note: The HCPCS codes above are new codes effective July 1, 2011:

The HCPCS codes identifi ed with an asterisk “*” are replacement codes

HCPCS code Q2041 is replacing HCPCS code J7184 beginning on July 1, 2011

The payment status of J7184 beginning July 1, 2011, will change from K2 ( Drugs and biologicals paid 
separately when provided integral to a surgical procedure on ASC list; payment based on OPPS rate) to Y5 ( 
non-surgical procedure/item not valid for Medicare purposes because of coverage, regulation and/or statute; 
no payment made)
HCPCS code Q2043 is replacing HCPCS code C9273 beginning on July 1, 2011

C9273 will be deleted for dates of service July 1, 2011, and forward, and

The July 2011 ASCPI fi le will refl ect the changes PI=Y5 for J7184 and PI=D5 for C9273 effective July 1, 2011.

Supplemental Information on HCPCS code Q2043 (Provenge)
HCPCS code Q2043 is replacing HCPCS code C9273 beginning on July 1, 2011. In CR 7117, Transmittal 2050, 
dated September 17, 2010, CMS clarifi ed the reporting of HCPCS code C9273. Since HCPCS code Q2043 is 
a replacement code for HCPCS code C9273, the reporting instructions for HCPCS code C9273 also apply to 
HCPCS code Q2043. That is, the language in the long descriptor of HCPCS code Q2043 that states “all other 
preparatory procedures” refers to the entire process of collecting immune cells from a patient during a non-
therapeutic leukapheresis procedure, sending the immune cells to the facility that prepares the immunotherapy 
product, and then transporting the immune cells back to the site of service to be administered to the patient.
Updated Payment Rate for HCPCS Code J2505 Effective April 1 through June 30, 2010
The payment rate for J2505 was incorrect in the April 2010 ASC DRUG fi le. The corrected payment rate is listed 
in Table 3 and has been included in the revised April 2010 ASC DRUG fi le effective for services furnished on 
April 1, 2010, through implementation of the July 2010 update. Suppliers who think they may have received 
an incorrect payment between April 1, 2010, and June 30, 2010, may request carrier/MAC adjustment of the 
previously processed claims.
Table 3 – Updated Payment Rate for HCPCS Code J2505 Effective April 1 through June 31, 2010

HCPCS code Short descriptor ASC payment ASC PI
J2505 Injection, pegfi lgrastim 6mg $2,386.39 K2

July.... (continued)

continued on next page
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continued on next page

Updated Payment Rates for Certain HCPCS Codes Effective July 1 through September 30, 2010:
The payment rates for twelve HCPCS codes were incorrect in the July 2010 ASC DRUG fi le. The corrected 
payment rates are listed in Table 4 and have been included in the revised July 2010 ASC DRUG fi le effective for 
services furnished on July 1, 2010, through implementation of the October 2010 update. Suppliers who think they 
may have received an incorrect payment between July 1, 2010, and September 30, 2010, may request carrier/
MAC adjustment of the previously processed claims.
Table 4 – Updated Payment Rates for Certain HCPCS Codes Effective July 1 through September 30, 2010

HCPCS code Short descriptor ASC payment ASC PI
J0150 Injection adenosine 6 mg $11.47 K2
J2430 Pamidronate disodium /30 mg $15.12 K2
J2505 Injection, pegfi lgrastim 6 mg $2,423.91 K2
J9065 Inj cladribine per 1 mg $25.61 K2
J9178 Inj, epirubicin hcl, 2 mg $2.19 K2
J9200 Floxuridine injection $34.99 K2
J9206 Irinotecan injection $3.36 K2
J9208 Ifosfomide injection $29.83 K2
J9209 Mesna injection $4.15 K2
J9211 Idarubicin hcl injection $41.14 K2
J9263 Oxaliplatin $4.35 K2
J9293 Mitoxantrone hydrochl / 5 mg $44.38 K2

Updated Payment Rates for Certain HCPCS Codes Effective October 1 through December 31, 2010
The payment rates for thirteen HCPCS codes were incorrect in the October 2010 ASC DRUG fi le. The corrected 
payment rates are listed in Table 5 and have been included in the revised October 2010 ASC DRUG fi le effective 
for services furnished on October 1, 2010, through implementation of the January 2011 update. Suppliers who 
think they may have received an incorrect payment between October 1, 2010, and December 31, 2010, may 
request carrier/MAC adjustment of the previously processed claims.
Table 5 – Updated Payment Rates for Certain HCPCS Codes Effective October 1 through December 31, 
2010

HCPCS code Short descriptor ASC payment ASC PI
J0150 Injection adenosine 6 mg $9.59 K2
J2430 Pamidronate disodium /30 mg $11.81 K2
J9065 Inj cladribine per 1 mg $24.97 K2
J9178 Inj, epirubicin hcl, 2 mg $9.17 K2
J9185 Fludarabine phosphate inj $158.16 K2
J9200 Floxuridine injection $32.17 K2
J9206 Irinotecan injection $4.68 K2
J9208 Ifosfomide injection $31.54 K2
J9209 Mesna injection $4.62 K2
J9211 Idarubicin hcl injection $84.06 K2
J9263 Oxaliplatin $4.60 K2
J9266 Pegaspargase injection $2,675.40 K2
J9293 Mitoxantrone hydrochl / 5 mg $33.48 K2

Updated Payment Rates for Certain HCPCS Codes Effective January 1 through March 31, 2011
The payment rates for nine HCPCS codes were incorrect in the January 2011 ASC DRUG fi le. The corrected 
payment rates are listed in Table 6 and have been included in the revised January 2011 ASC DRUG fi le effective 
for services furnished on January 1, 2011, through implementation of the April 2011 update. Suppliers who think 
they may have received an incorrect payment between January 1, 2011, and March 31, 2011, may request 
carrier/MAC adjustment of the previously processed claims.

July.... (continued)
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July.... (continued)
Table 6 – Updated Payment Rates for Certain HCPCS Codes Effective January 1 through March 31, 2011

HCPCS code Short descriptor ASC payment ASC PI
J9065 Inj cladribine per 1 mg $24.93 K2
J9178 Inj, epirubicin hcl, 2 mg $1.90 K2
J9200 Floxuridine injection $37.92 K2
J9206 Irinotecan injection $5.31 K2
J9208 Ifosfomide injection $33.40 K2
J9211 Idarubicin hcl injection $118.41 K2
J9265 Paclitaxel injection $6.95 K2
J9266 Pegaspargase injection $2,701.13 K2
J9293 Mitoxantrone hydrochl / 5 mg $33.36 K2

Additional information
The offi cial instruction, CR 7445, issued to your carrier or MAC regarding this change may be viewed at   
http://www.cms.gov/Transmittals/downloads/R2235CP.pdf. If you have any questions, please contact your carrier 
or MAC at their toll-free number, which may be found at         
http://www.cms.gov/MLNProducts/downloads/CallCenterTollNumDirectory.zip.
MLN Matters® Number: MM7445
Related Change Request (CR) #: 7445
Related CR Release Date: June 3, 2011
Effective Date: July 1, 2011
Related CR Transmittal #: R2235CP
Implementation Date: July 5, 2011
Disclaimer - 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 specifi c statutes, 
regulations and other interpretive materials for a full and accurate statement of their contents.

Consolidated Billing

October quarterly update to 2011 HCPCS codes for SNF consolidated 
billing enforcement
Provider types affected
Physicians, providers, and suppliers submitting claims to Medicare contractors (carriers, fi scal intermediaries [FIs] 
and/or A/B Medicare administrative contractors [A/B MACs]) for skilled nursing facility (SNF) services provided to 
Medicare benefi ciaries.

Provider action needed
This article is based on change request (CR) 7444 which provides the October quarterly update to the 2011 
Healthcare Common Procedure Coding System (HCPCS) codes for skilled nursing facility (SNF) consolidated 
billing (CB) enforcement. CR 7444 instructs the Medicare system maintainers to add HCPCS code J0894 
(Injection, decitabine, 1 mg) to the File 1 Coding List for SNF CB and to Major III.A Chemotherapy services list in 
the FI/A/B MAC fi le for dates of service on or after January 1, 2011.

Background
The Social Security Act (Section 1888; see http://www.ssa.gov/OP_Home/ssact/title18/1888.htm) codifi es the 
skilled nursing facility prospective payment system (SNF PPS) and consolidated billing (CB), and the Centers for 
Medicare & Medicaid Services (CMS) periodically updates the lists of Healthcare Common Procedure Coding 
System (HCPCS) codes that are subject to the CB provision of the SNF PPS. No additional services are added 
by these routine updates. New updates are required by changes to the coding system, not because the services 
subject to SNF CB are being redefi ned. Other regulatory changes beyond code list updates will be noted when 
and if they occur.
Services excluded from the SNF PPS and CB may be paid to providers, other than SNFs, for benefi ciaries, even 

continued on next page
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Drugs and Biologicals

October.... (continued)

continued on next page

when in a SNF stay. Services not appearing on the exclusion lists submitted on claims to Medicare contractors, 
including durable medical equipment (DME) MACs, will not be paid by Medicare to any providers other than a SNF.
For non-therapy services, SNF CB applies only when the services are furnished to a SNF resident during a 
covered Part A stay. However, SNF CB applies to physical and occupational therapies and speech-language 
pathology services whenever they are furnished to a SNF resident, regardless of whether Part A covers the stay. 
In order to assure proper payment in all settings, Medicare must edit for services provided to SNF benefi ciaries 
both included and excluded from SNF CB.
CR 7444 instructs that:

Medicare system maintainers will add Healthcare Common Procedure Coding System (HCPCS) code J0894 
to the File 1 Coding List for SNF Consolidated Billing for dates of service on or after January 1, 2011, and
Medicare system maintainers will add HCPCS code J0894 to Major Category III. A Chemotherapy services 
list in the FI/A/B MAC fi le effective January 1, 2011.

Note that Medicare contractors will reprocess claims affected by CR 7444 when brought to their attention.

Additional information
The offi cial instruction, CR 7444, issued to your carriers, FIs, or A/B MACs regarding this change may be viewed 
at http://www.cms.gov/Transmittals/downloads/R2237CP.pdf.
If you have any questions, please contact your carriers, FIs, or A/B MACs at their toll-free number, which may be 
found at http://www.cms.gov/MLNProducts/downloads/CallCenterTollNumDirectory.zip.
MLN Matters® Number: MM7444
Related Change Request (CR) #: CR 7444
Related CR Release Date: June 3, 2011
Effective Date: January 1, 2011
Related CR Transmittal #: R2237CP
Implementation Date: October 3, 2011
Disclaimer - 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 specifi c statutes, 
regulations and other interpretive materials for a full and accurate statement of their contents.

July 2011 Quarterly HCPCS drug/biological code changes
Provider types affected
This article is for physicians, other providers, and suppliers 
who bill Medicare contractors (carriers, fi scal intermediaries 
[FI], regional home health intermediaries [RHHI], Medicare 
administrative contractors [A/B MAC], or durable medical 
equipment Medicare administrative contractors [DME 
MAC]) for services provided to Medicare benefi ciaries.

What you need to know
Change request (CR) 7303 announces the quarterly 
updating of specifi c Health Care Procedure Code System 
(HCPCS) codes, effective for claims with dates of service 
on or after July 1, 2011. You should make sure that your 
billing staffs are aware of these HCPCS code changes.
Non-payable code
Effective for claims with dates of service on or after July 1, 
2011, Medicare will not pay for the following HCPCS code:
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July.... (continued)
HCPCS 
code

Short 
description

Long description MPFSDB status 
indicator

J7184 Wilate injection Injection, Von Willebrand Factor Complex 
(Human), Wilate, 100 I.U. VWF-RCO

I

Payable codes
Contractors will accept the codes in the following table as payable HCPCS codes for dates of service on or after 
July 1, 2011, using type of service (TOS) 1, 9, and Medicare physician fee schedule database (MPFSDB) status 
indicator “E” (excluded from physician fee schedule by regulation):

HCPCS 
code

Short description Long description

Q2041 Wilate injection Injection, Von Willebrand Factor Complex (Human), Wilate, 
1 I.U. VWF-RCO 

Q2042 Hydroxyprogesterone 
caproate

Injection, Hydroxyprogesterone Caproate, 1 mg

Q2043 Sipuleucel-T auto CD54+ Sipuleucel-T, minimum of 50 million autologous Cd54+ 
cells activated with PAP-GM-CSF, including leukapheresis 
and all other preparatory procedures, per infusion

Q2044 Belimumab injection Injection, Belimumab, 10 mg

Additional information
You may fi nd the offi cial instruction, CR 7303, issued to your Medicare contractor by visiting    
http://www.cms.gov/Transmittals/downloads/R2227CP.pdf.
If you have any questions, please contact your Medicare contractor at their toll-free number, which may be found 
at http://www.cms.gov/MLNProducts/downloads/CallCenterTollNumDirectory.zip.
MLN Matters® Number: MM7303
Related Change Request (CR) #: 7303
Related CR Release Date: Ma y 24, 2011
Effective Date: July 1, 2011
Related CR Transmittal #: R2227CP
Implementation Date: July 5, 2011
Disclaimer - 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 specifi c statutes, 
regulations and other interpretive materials for a full and accurate statement of their contents.

Pharmacy billing for drugs provided “incident to” a physician service
Provider types affected
Pharmacies that submit claims for drugs to Medicare 
contractors (fi scal intermediaries [FIs], carriers, regional 
home health intermediaries [RHHIs], A/B Medicare 
administrative contractors (A/B MACs), and durable 
medical equipment MACs) are affected.

What you should know
This article is based on change request (CR) 7397, which 
clarifi es policy with respect to restrictions on pharmacy 
billing for drugs provided “incident to” a physician service. 
The CR also clarifi es policy for the local determination of 
payment limits for drugs that are not nationally determined.
This article notes that CR 7397 rescinds and fully replaces 
CR 7109. Please be sure your staffs are aware of this 
update.

Background
Pharmacies billing drugs
Pharmacies may bill Medicare Part B for certain classes of drugs, including immunosuppressive drugs, oral anti-
emetic drugs, oral anti-cancer drugs, and drugs self-administered through any piece of durable medical equipment.

continued on next page
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Pharmacy.... (continued)
Claims for these drugs are generally submitted to the DME MAC. The carrier or A/B MAC will reject these 
claims as they need to be sent to the DME MAC.
In the rare situation where a pharmacy dispenses a drug that will be administered through implanted DME 
and a physician’s service will not be utilized to fi ll the pump with the drug, the claim is submitted to the A/B 
MAC or carrier.

The DME MAC, A/B MAC, or carrier will make payment to the pharmacy for these drugs, when deemed to 
be covered and reasonable and necessary. All bills submitted to the DME MAC, A/B MAC, or carrier must be 
submitted on an assigned basis by the pharmacy.
When drugs may not be billed by pharmacies to Medicare Part B
Pharmacies, suppliers, and providers may not bill Medicare Part B for drugs dispensed directly to a benefi ciary 
for administration “incident to” a physician service, such as refi lling an implanted drug pump. These claims will be 
denied.
Pharmacies may not bill Medicare Part B for drugs furnished to a physician for administration to a Medicare 
benefi ciary. When these drugs are administered in the physician’s offi ce to a benefi ciary, the only way these drugs 
can be billed to Medicare is if the physician purchases the drugs from the pharmacy. In this case, the drugs are 
being administered “incident to” a physician’s service and pharmacies may not bill Medicare Part B under the 
“incident to” provision.
Payment limits
The payment limits for drugs and biologicals that are not included in the average sales price (ASP) Medicare 
Part B drug pricing fi le or not otherwise classifi ed (NOC) pricing fi le are based on the published wholesale 
acquisition cost (WAC) or invoice pricing, except under the outpatient prospective payment system (OPPS) where 
the payment allowance limit is 95 percent of the published average wholesale price (AWP). In determining the 
payment limit based on WAC, the payment limit is 106 percent of the lesser of the lowest-priced brand or median 
generic WAC.
Medicare contractors will not search their fi les to either retract payment for claims already paid or to retroactively 
pay claims, but will adjust claims brought to their attention.

Additional information
The offi cial instruction, CR 7397, issued to your Medicare contractor regarding this issue may be viewed at  
http://www.cms.gov/Transmittals/downloads/R2214CP.pdf.
If you have any questions, please contact your Medicare contractor at their toll-free number, which may be found 
at http://www.cms.gov/MLNProducts/downloads/CallCenterTollNumDirectory.zip.
The following manual sections regarding billing drugs and biological and “incident to” services may be helpful:

Medicare Claims Processing Manual , Chapter 17, Sections 20.1.3 and 50.B, available at    
http://www.cms.gov/manuals/downloads/clm104c17.pdf.
Medicare Benefi t Policy Manual , Chapter 15, Sections 50.3 and 60.1, available at     
http://www.cms.gov/manuals/Downloads/bp102c15.pdf.

MLN Matters® Number: MM7397
Related Change Request (CR) #: 7397
Related CR Release Date: May 13, 2011
Effective Date: June 29, 2011
Related CR Transmittal #: R2214CP
Implementation Date: June 29, 2011
Disclaimer - 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 specifi c statutes, 
regulations and other interpretive materials for a full and accurate statement of their contents.

Revised average sales price fi les are now available
The Centers for Medicare and Medicaid Services (CMS) has posted revised average sales price (ASP) fi les for 
July 2010 through April 2011.  All are available for download at http://www.cms.gov/McrPartBDrugAvgSalesPrice/ 
(see left menu for year-specifi c links).
Note: If you have problems accessing any hyperlink in this message, please copy and paste the URL into your 

Internet browser.
Source: CMS PERL 201106-39
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Durable Medical Equipment

Claim modifi ers for use in the DMEPOS Competitive Bidding Program
Note: This article was revised on June 21, 2011 to provide a new Web address under the modifi er KY instructions, 

for the single payment amounts. All other information remains unchanged. This information was previously 
published in the January 2011 Medicare B Update! pages 27-30.

Provider types affected
All Medicare fee-for-service (FFS) providers and 
suppliers who provide durable medical equipment, 
prosthetics, orthotics, and supplies (DMEPOS) to 
Medicare benefi ciaries with original Medicare who 
reside in a competitive bidding area (CBA), including: 
contract and non-contract suppliers; physicians and 
other treating practitioners providing walkers to their 
own patients; hospitals providing walkers to their own 
patients; and skilled nursing facilities (SNFs) and 
nursing facilities (NFs) that provide enteral nutrition to 
residents with a permanent residence in a CBA.

Background
Under the Medicare DMEPOS Competitive Bidding 
Program, benefi ciaries with original Medicare who 
obtain competitive bidding items in designated CBAs 
are required to obtain these items from a contract 
supplier, unless an exception applies. The fi rst phase 
of the program begins on January 1, 2011, in nine 
CBAs for nine product categories.
In order for Medicare to make payment, where 
appropriate, for claims subject to competitive bidding, 
it is important that all providers and suppliers who 
provide DMEPOS affected by the program use the 
appropriate modifi ers on each claim.
Note: To ensure accurate claims processing, it is criti-

cally important for suppliers to submit each claim 
using the billing number/national provider identi-
fi er (NPI) of the location that furnished the item 
or service being billed.

Competitive Bidding Modifi ers
New Healthcare Common Procedure Coding System 
(HCPCS) modifi ers have been developed to facilitate 
implementation of various policies that apply to certain 
competitive bidding items. The new HCPCS modifi ers 
used in conjunction with claims for items subject to 
competitive bidding are defi ned as follows:

J4-DMEPOS Item Subject to DMEPOS 
Competitive Bidding Program that is Furnished by 
a Hospital Upon Discharge.
KG- DMEPOS Item Subject to DMEPOS 
Competitive Bidding Program Number 1.
KK- DMEPOS Item Subject to DMEPOS 
Competitive Bidding Program Number 2.
KU- DMEPOS Item Subject to DMEPOS 
Competitive Bidding Program Number 3.

KW-DMEPOS Item Subject to DMEPOS 
Competitive Bidding Program Number 4.
KY-DMEPOS Item Subject to DMEPOS 
Competitive Bidding Program Number 5.
KL-DMEPOS Item Delivered via Mail.

KV-DMEPOS Item Subject to DMEPOS 
Competitive Bidding Program that is Furnished as 
Part of a Professional Service.
KT-Benefi ciary Resides in a Competitive Bidding 
Area and Travels Outside that Competitive Bidding 
Area and Receives a Competitive Bid Item.

Suppliers should submit claims for competitive 
bidding items using the appropriate HCPCS code and 
corresponding competitive bidding modifi er in effect 
during a contract period. The competitive bidding 
modifi ers should be used with the specifi c, appropriate 
competitive bidding HCPCS code when one is 
available. The modifi ers associated with particular 
competitive bid codes, such as the modifi ers KG, KK, 
or KL, are listed by competitive bid product category 
on the single payment amount public use charts found 
under the supplier page of the Competitive Bidding 
Implementation Contractor (CBIC) website at   
http://www.dmecompetitivebid.com/Palmetto/Cbic.nsf.
Failure to use or inappropriate use of a competitive 
bidding modifi er on a competitive bidding claim leads 
to claims denial. The use of a competitive bidding 
modifi er does not supersede existing Medicare 
modifi er use requirements for a particular code, but 
rather should be used in addition, as required.
Another modifi er was developed to facilitate 
implementation of DMEPOS fee schedule policies that 
apply to certain competitive bidding items that were bid 
prior to July 1, 2008, under the initial Round I of the 
DMEPOS Competitive Bidding Program. The modifi er 
KE modifi er is defi ned as follows:

KE-DMEPOS Item Subject to DMEPOS 
Competitive Bidding Program for use with Non-
Competitive Bid Base Equipment.

How to use the modifi ers
Hospitals providing walkers and related 
accessories to their patients on the date of 
discharge – modifi er J4
Hospitals may furnish walkers and related accessories 
to their own patients for use in the home during an 
admission or on the date of discharge and receive 
payment at the applicable single payment amount, 
regardless of whether the hospital is a contract 
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Claim.... (continued)

supplier or not. Please note that separate payment is 
not made for walkers furnished by a hospital for use in 
the hospital, as payment for these items is included in 
the Part A payment for inpatient hospital services.
To be paid for walkers as a non-contract supplier, the 
hospital must use the modifi er J4 in combination with 
the following HCPCS codes: A4636; A4637; E0130; 
E0135; E0140; E0141; E0143; E0144; E0147; E0148; 
E0149; E0154; E0155; E0156; E0157; E0158; and 
E0159. Under this exception, hospitals are advised to 
submit the claim for the hospital stay before or on the 
same day as they submit the claim for the walker to 
ensure timely and accurate claims processing.
Hospitals that are located outside a CBA that furnish 
walkers and/or related accessories to travelling 
benefi ciaries who live in a CBA must affi x the modifi er 
J4, to claims submitted for these items.
The modifi er J4 should not be used by contract 
suppliers.
Modifi ers for HCPCS accessory or supply codes 
furnished in multiple product categories – 
modifi ers KG, KK, KU, and KW
The modifi ers KG, KK, KU and KW identify when the 
same supply or accessory HCPCS code is furnished 
in multiple competitive bidding product categories or 
when the same code can be used to describe both 
competitively and non-competitively bid items. For 
example, HCPCS code E0981 (Wheelchair accessory, 
seat upholstery, replacement only, each) is found in 
both the standard and complex rehabilitative power 
wheelchair competitive bidding product categories. 
Contract suppliers for the standard power wheelchair 
product category as well as other suppliers submitting 
claims for this accessory item furnished for use with 
a standard power wheelchair shall submit E0981 
claims using the modifi er KG. Contract suppliers for 
the complex rehabilitative power wheelchair product 
category as well as other suppliers submitting 
claims for this accessory item furnished for use with 
a complex power wheelchair shall submit claims 

for E0981 using the modifi er KK. Another example 
of the use of the modifi er KG is with code A4636 
(Replacement, handgrip, cane, crutch, or walker, 
each). Contract suppliers for the walkers and related 
accessories product category in addition to other 
suppliers submitting claims for this accessory item 
when used with a walker shall submit A4636 claims 
using the modifi er KG.
All suppliers that submit claims for benefi ciaries that 
live in a CBA, including contract, non-contract, and 
grandfathered suppliers, should submit claims for 
competitive bid items using the above mentioned 
competitive bidding modifi ers. Non-contract suppliers 
that furnish competitively bid supply or accessory 
items to traveling benefi ciaries who live in a CBA 
must use the appropriate modifi er KG or KK with the 
supply or accessory HCPCS code when submitting 
their claim. Also, grandfathered suppliers that furnish 
competitively bid accessories or supplies used in 
conjunction with a grandfathered item must include the 
appropriate modifi er KG or KK when submitting claims 
for accessory or supply codes. The modifi ers KG and 
KK are used in the Round I Rebid of the competitive 
bidding program as pricing modifi ers and the modifi ers 
KU and KW are reserved for future program use.
The competitive bidding HCPCS codes and their 
corresponding competitive bidding modifi ers (i.e. KG, 
KK, KL) are denoted in the single payment amount 
public use charts found under the supplier page at  
http://www.dmecompetitivebid.com/Palmetto/Cbic.nsf.
Purchased accessories & supplies for use with 
grandfathered equipment – modifi er KY
Non-contract grandfathered suppliers must use the 
modifi er KY on claims for CBA-residing benefi ciaries 
with dates of service on or after January 1, 2011, for 
purchased, covered accessories or supplies furnished 
for use with rented grandfathered equipment. The 
following HCPCS codes are the codes for which use of 
the modifi er KY is authorized:

Continuous positive airway pressure devices, 
respiratory assistive devices, and related supplies 
and accessories – A4604, A7030, A7031, A7032, 
A7033, A7034, A7035, A7036, A7037, A7038, 
A7039, A7044, A7045, A7046, E0561, and E0562
Hospital beds and related accessories – E0271, 
E0272, E0280, and E0310
Walkers and related accessories – E0154, E0156, 
E0157 and E0158

Until notifi ed otherwise, grandfathered suppliers that 
submit claims for the payment of the aforementioned 
purchased accessories and supplies for use with 
grandfathered equipment should submit the applicable 
single payment amount for the accessory or supply 
as their submitted charge on the claim. The single 
payment amounts for items included in the Round 1 
Rebid of the DMEPOS Competitive Bidding Program 
may be found under the Single Payment Amount 
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Claim.... (continued)
tab at http://www.dmecompetitivebid.com/SPA. Non-
contract grandfathered suppliers should be aware that 
purchase claims submitted for these codes without the 
modifi er KY will be denied. Also, claims submitted with 
the modifi er KY for HCPCS codes other than those 
listed above will be denied.
After the rental payment cap for the grandfathered 
equipment is reached, the benefi ciary must obtain 
replacement supplies and accessories from a contract 
supplier. The supplier of the grandfathered equipment 
is no longer permitted to furnish the supplies and 
accessories once the rental payment cap is reached.
Mail order diabetic supplies – modifi er KL
Contract suppliers must use the modifi er KL on all 
claims for diabetic supply codes that are furnished via 
mail order. Non-contract suppliers that furnish mail 
order diabetic supplies to benefi ciaries who do not live 
in CBAs must also continue to use the modifi er KL with 
these codes. Suppliers that furnish mail-order diabetic 
supplies that fail to use the HCPCS modifi er KL on 
the claim may be subject to signifi cant penalties. For 
claims with dates of service prior to implementation 
of a national mail order competitive bidding program, 
the modifi er KL is not used with diabetic supply codes 
that are not delivered to the benefi ciary’s residence 
via mail order or are obtained from a local supplier 
storefront. Once a national mail order competitive 
bidding program is implemented, the defi nition for mail 
order item will change to include all diabetic supply 
codes delivered to the benefi ciary via any means. At 
this time, the modifi er KL will need to be used for all 
diabetic supply codes except for claims for items that a 
benefi ciary or caregiver picks up in person from a local 
pharmacy or supplier storefront.
Physicians and treating practitioners who furnish 
walkers and related accessories to their own 
patients but who are not contract suppliers – 
modifi er KV
The modifi er KV is to be used by physicians and 
treating practitioners who are not contract suppliers 
and who furnish walkers and related accessories to 
benefi ciaries in a CBA. Walkers that are appropriately 
furnished in accordance with this exception will be paid 
at the single payment amount.
To be paid for walkers as a non-contract supplier, 
physicians and treating practitioners should use the 
modifi er KV in combination with the following:
HCPCS codes: A4636, A4637, E0130, E0135, E0140, 
E0141, E0143, E0144, E0147, E0148, E0149, 
E0154, E0155, E0156, E0157, E0158, and E0159. 
On the claim billed to the durable medical equipment 
Medicare administrative contractor (DME MAC), the 
walker line item must have the same date of service 
as the professional service offi ce visit billed to the Part 
A/B MAC. Physicians and treating practitioners are 
advised to submit the offi ce visit claim and the walker 
claim on the same day to ensure timely and accurate 
claim processing.
Physicians and treating practitioners who are located 

outside a CBA who furnish walkers and/or related 
accessories as part of a professional service to 
traveling benefi ciaries who live in a CBA must affi x the 
modifi er KV to claims submitted for these items.
The modifi er KV should not be used by contract 
suppliers.
Traveling benefi ciaries – modifi er KT
Suppliers must submit claims with the modifi er KT 
for non-mail-order DMEPOS competitive bidding 
items that are furnished to benefi ciaries who have 
traveled outside of the CBA in which they reside. If 
a benefi ciary who lives in a CBA travels to an area 
that is not a CBA and obtains an item included in the 
competitive bidding program, the non contract supplier 
must affi x this modifi er to the claim. Similarly, if a 
benefi ciary who lives in a CBA travels to a different 
CBA and obtains an item included in the competitive 
bidding program from a contract supplier for that CBA, 
the contract supplier must use the modifi er KT.
SNFs and NFs that are not contract suppliers and are 
not located in a CBA must also use the modifi er KT on 
claims for enteral nutrition items furnished to residents 
with a permanent home address in a CBA. SNF or 
NF claims that meet these criteria and are submitted 
without the modifi er KT will be denied.
Claims for mail-order competitive bidding diabetic 
supplies submitted with the modifi er KT will be denied. 
Contract suppliers must submit mail-order diabetic 
supply claims for traveling benefi ciaries using the 
benefi ciary’s permanent home address.
To determine if a benefi ciary permanently resides in a 
CBA, a supplier should follow these two simple steps:

Ask the benefi ciary for the ZIP code of his or her 1. 
permanent residence. This is the address on fi le 
with the Social Security Administration (SSA).
Enter the benefi ciary’s ZIP code into the CBA 2. 
fi nder tool on the home page of the Competitive 
Bidding Implementation Contractor (CBIC) 
website, found at www.dmecompetitivebid.com.

Modifi er KE
Section 154(a)(2) of the Medicare Improvements for 
Patients and Providers Act (MIPPA) of 2008 mandated 
a fee schedule covered item update of -9.5 percent 
for 2009 for items included in the Round I of the 
DMEPOS Competitive Bidding Program. This covered 
item update reduction to the fee schedule fi le applies 
to items furnished on or after January 1, 2009, in any 
geographical area. In order to implement the covered 
item update required by MIPPA, the modifi er KE was 
added to the DMEPOS fee schedule fi le in 2009 to 
identify Round I competitively bid accessory codes that 
could be used with both competitively bid and non-
competitively bid base equipment. All suppliers must 
use the modifi er KE on all Part B fee-for-service claims 
to identify when a Round I bid accessory item is used 
with a non-competitively bid base item (an item that 
was not competitively bid prior to July 2008).

continued on next page
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For example, HCPCS code E0950 (Wheelchair accessory, tray, each) can be used with both Round I 
competitively bid standard and complex rehabilitative power wheelchairs (K0813 thru K0829 and K0835 thru 
K0864), as well as with non-competitively bid manual wheelchairs (K0001 thru K0009) or a miscellaneous power 
wheelchair (K0898). All suppliers must use the modifi er KE with the accessory code to identify when E0950 is 
used in conjunction with a non-competitively bid manual wheelchair (K0001 thru K0009) or a miscellaneous power 
wheelchair (K0898). The modifi er KE should not be used with competitive bid accessory HCPCS codes that 
are used with any competitive bid base item that was included in the initial Round I of the Competitive Bidding 
Program prior to July 1, 2008. Therefore, in the above example, modifi er KE is not valid for use with accessory 
code E0950 when used with standard power wheelchairs, complex rehabilitative power wheelchairs (group 2 or 
group 3), or any other item selected for competitive bidding prior to July 1, 2008.
For benefi ciaries living in competitive bid areas on or after January 1, 2011, suppliers should not use the modifi er 
KE to identify competitively bid accessories used with base equipment that was competitively bid under the 
Round I Rebid Competitive Bidding Program. Rather, such claims should be submitted using the appropriate 
modifi ers KG or KK as identifi ed on the single payment amount public use charts found under the supplier page at 
www.dmecompetitivebid.com/Palmetto/Cbic.nsf.
Below is a chart that illustrates the relationship between the competitive bid modifi ers (KG, KK, KU, and KW) and 
the modifi er KE using competitively bid accessory code E0950:

Accessory code E0950 
used with a:

Base code 
competitive bid 
status

Claim for a 
benefi ciary who 
permanently lives in 
a CBA

Claim for a 
benefi ciary who 
permanently lives 
outside a CBA*

Manual wheelchair 
(K0001 thru K0009) or 
Miscellaneous power 
wheelchair (K0898)

Non-bid Bill with modifi er KE Bill with modifi er KE 

Standard power wheelchair 
(K0813 thru K0829)

Bid in Round 1 and 
the Round 1 Rebid

Bill with modifi er KG Bill without modifi er KE

Complex rehabilitative 
group 2 power wheelchair 
(K0835 thru K0843)

Bid in Round 1 and 
the Round 1 Rebid

Bill with modifi er KK Bill without modifi er KE

Complex rehabilitative 
group 3 power wheelchair 
(K0848 thru K0864)

Bid in Round 1 Bill without modifi er 
KE, KK or KG

Bill without modifi er KE

* The competitive bid modifi ers (KG, KK, KU, and KW) are only used on claims for benefi ciaries that live in a 
competitive bidding area (CBA).

Additional information
The Medicare Learning Network® (MLN) has prepared several fact sheets with information for non-contract 
suppliers and referral agents, including fact sheets on the hospital and physician exceptions, enteral nutrition, 
mail order diabetic supplies, and traveling benefi ciaries, as well as general fact sheets for non-contract suppliers 
and referral agents. They are all available, free of charge, at        
http://www.cms.gov/MLNProducts/downloads/DMEPOS_Competitive_Bidding_Factsheets.pdf.
For more information about the DMEPOS Competitive Bidding Program, including a list of the fi rst nine CBAs and 
items included in the program, visit http://www.cms.gov/DMEPOSCompetitiveBid.
Information for contract suppliers may be found at the CBIC website at       
http://www.dmecompetitivebid.com/palmetto/cbic.nsf/DocsCat/Home.
Benefi ciary-related information may be found at http://www.medicare.gov.
MLN Matters Number: SE1035 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
Disclaimer - 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 specifi c statutes, 
regulations and other interpretive materials for a full and accurate statement of their contents.

Claim.... (continued)
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Competitive Bidding Program – phase 3 of manual revisions
Provider types affected
This article is for Medicare durable medical equipment 
prosthetics, orthotics, and supplies (DMEPOS) 
suppliers that bill durable medical equipment 
Medicare administrative contractors (DME MACs) 
as well as providers that bill Medicare carriers, 
fi scal intermediaries (FIs), regional home health 
intermediaries (RHHIs), or Part A/B Medicare 
administrative contractors (A/B MACs) for DMEPOS 
that they refer or order for Medicare benefi ciaries.

What you need to know
Change request (CR) 7401, from which this article 
is developed, is the third installment of, and adds 
information to, Chapter 36 DMEPOS Competitive 
Bidding Program in the Medicare Claims Processing 
Manual and provides additional information for 
Medicare contractors and suppliers on the round 
one rebid Implementation. CR 5978 provided the 
fi rst installment of Chapter 36 and details the initial 
requirements of this program. The phase one MLN 
Matters® article MM5978 is available at http://www.
cms.gov/MLNMattersArticles/downloads/MM5978.pdf. 
CR 6119 provided the second installment of Chapter 
36 and details the second phase of the manual 
revisions to this program. The related MLN Matters® 
article MM6119 is available at http://www.cms.gov/
MLNMattersArticles/Downloads/MM6119.pdf.

Background
The Medicare payment for most DMEPOS was 
traditionally based on fee schedules. When 
Section 1847 of the Social Security Act (the Act), 
Section 302(b) of the Medicare Prescription Drug 
Improvement, and Modernization Act of 2003 (MMA) 
was amended, a competitive bidding program 
was implemented to replace the current DMEPOS 
methodology for determining payment rates for certain 
DMEPOS items that are subject to competitive bidding 
under this statute.
CMS issued the regulation for the competitive bidding 
program on April 10, 2007 (72 Federal Register 
17992). Round one of the National Competitive 
Bidding (NCB) Program was implemented on January 
1, 2011. CR 7401 provides additional instructions on 
changes under the DMEPOS Competitive Bidding 
Program. This regulation is available at    
http://www.cms.gov/DMEPOSCompetitiveBid.

Key points of CR 7401
There are seven additions to Section 50 of Chapter 36 
of the Medicare Claims Processing Manual; one is an 
update and the other six are new additions:

Section 50.3 is updated to include new HCPCS 
modifi ers developed to facilitate implementation of 
various policies that apply to certain competitive 
bidding items. The modifi ers KG, KK, KU, KW, 
and KY are pricing modifi ers that suppliers must 
use to identify when the same supply or accessory 
HCPCS code is furnished in multiple competitive 
bidding product categories.

For example, HCPCS code E0981 
(Wheelchair accessory, seat upholstery, 
replacement only, each) is found in both the 
standard and complex rehabilitative power 
wheelchair competitive bidding product 
categories. Contract suppliers for the standard 
power wheelchair product category must 
submit E0981 claims using the modifi er KG, 
whereas contract suppliers for the complex 
rehabilitative power wheelchair product 
category must use the modifi er KK. All 
suppliers, including grandfathered suppliers, 
shall submit claims for competitive bid items 
using the aforementioned competitive bidding 
modifi ers.
The modifi ers KG and KK are used in round 
I of the competitive bidding program and the 
modifi ers KU and KW are reserved for future 
program use.

The six sections added to Chapter 36: 50.10 through 
50.15 as follows:
50.10 – Claims Submitted for Hospitals Who 
Furnish Competitively Bid Items

Under DMEPOS Competitive Bidding, hospitals 
may furnish certain types of competitively bid DME 
to their patients on the date of discharge without 
submitting a bid and being awarded a contract. 
The DME items that a hospital may furnish as 
part of the exception are limited to crutches, 
canes, walkers, folding manual wheelchairs, blood 
glucose monitors, and infusion pumps. Payment 
for items furnished under this exception will be 
made based on the single payment amount for 
the item for the Competitive Bidding Area (CBA) 
where the benefi ciary resides. Separate payment 
is not made for walkers and related accessories 
furnished by a hospital on the date of admission 
because payment for these items are included in 
the Part A payment for inpatient facility services. 
Refer to the Medicare Claims Processing Manual, 
Chapter 1, 10.1.1.1 for instructions for submitting 
claims at http://www.cms.gov/manuals/downloads/
clm104c01.pdf.

50.11 – Claims Submitted for Medicare 
Benefi ciaries Previously Enrolled in a Medicare 
Advantage Plan

Under DMEPOS Competitive Bidding, if a 
benefi ciary resides in a CBA and elects to leave 
their MA plan or loses his/her coverage under 
this plan, the benefi ciary may continue to receive 
items requiring frequent and substantial servicing, 
capped rental, oxygen and oxygen equipment, 
or inexpensive or routinely purchased rented 
items from the same DME supplier under the MA 
plan without going to a contract supplier under 
the Medicare DMEPOS Competitive Bidding 
Program. However, the supplier from whom the 
benefi ciary previously received the item under the 

continued on next page
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Competitive.... (continued)
plan must be a Medicare enrolled supplier, meet 
the Medicare fee-for-service coverage criteria and 
documentation requirements, and must elect to 
become a grandfathered supplier. All competitive 
bid grandfathering rules apply in these situations.

50.12 – Claims for Repairs and Replacements
Under the DMEPOS Competitive Bidding 
Program, any DMEPOS supplier, provided they 
have a valid Medicare billing number, can furnish 
and bill for services (labor and parts) associated 
with the repair of DME or enteral nutrition 
equipment owned by benefi ciaries who reside in 
a CBA. In these situations, Medicare payment for 
labor will be made based on the standard payment 
rules. Medicare payment for replacement parts 
associated with repairing competitively bid DME 
or enteral nutrition equipment that are submitted 
with the modifi er RB will be based on the single 
payment amount for the part, if the part and 
equipment being repaired are included in the same 
competitive bidding product category in the CBA. 
Otherwise, Medicare payment for replacement 
parts associated with repairing equipment owned 
by the benefi ciary will be made based on the 
standard payment rules.
The replacement of an entire item, as opposed 
to the replacement of a part for repair purposes, 
which is subject to the DMEPOS Competitive 
Bidding Program, must be furnished by a contract 
supplier. Medicare payment for the replacement 
item would be based on the single payment 
amount for the item in the benefi ciary’s CBA. 
Refer to the Medicare Claims Processing Manual, 
Chapter 20, 10-2 at http://www.cms.gov/manuals/
downloads/clm104c20.pdf for instruction for 
submitting claims for repairs and replacements.

50.13 – Billing for Oxygen Contents to Suppliers 
After the 36th Month Rental Cap

The Medicare law requires that the supplier that 
furnishes liquid or gaseous oxygen equipment 
(stationary or portable) for the 36th continuous 
month must continue to furnish the oxygen 
contents necessary for the effective use of the 
liquid or gaseous equipment during any period 
after the payment cap and of medical need for 
the remainder of the reasonable useful lifetime 
established for the equipment. This requirement 
continues to apply under the Medicare DMEPOS 
Competitive Bidding Program, regardless of 
the role of the supplier (i.e., contract supplier, 
grandfathered supplier, or non-contract supplier) 
and the location of the benefi ciary (i.e. residing 
within or outside a CBA).
Should a benefi ciary travel or temporarily relocate 
to a CBA, the oxygen supplier that received the 
payment for the 36th continuous month must make 
arrangements for furnishing oxygen contents with 
a contract supplier in the CBA in the event that the 
supplier that received the 36th month payment 

elects to make arrangements for a temporary 
oxygen contents billing supplier.
The Medicare payment amount is always based 
on the location in which the benefi ciary maintains 
a permanent residence. If the benefi ciary resides 
in a CBA, payment for the oxygen contents will be 
based on the single payment amount for that CBA. 
If the benefi ciary resides outside of a CBA and 
travels to a CBA, payment for the oxygen contents 
will be based on the fee schedule amount for the 
area where the benefi ciary maintains a permanent 
residence.

50.14 – Purchased Accessories & Supplies for Use 
With Grandfathered Equipment

Non-contract grandfathered suppliers must 
use the modifi er KY on claims for CBA-residing 
benefi ciaries with dates of service on or after 
January 1, 2011, for purchased, covered 
accessories or supplies furnished for use with 
rented grandfathered equipment. The following 
HCPCS codes are the codes for which use of the 
modifi er KY is authorized:

Continuous positive airway pressure devices, 
respiratory assistive devices, and related 
supplies and accessories – A4604, A7030, 
A7031, A7032, A7033, A7034, A7035, A7036, 
A7037, A7038, A7039, A7044, A7045, A7046, 
E0561, and E0562;
Hospital beds and related accessories – 
E0271, E0272, E0280, E0310; and
Walkers and related accessories – E0154, 
E0156, E0157 and E0158.

Grandfathered suppliers that submit claims 
for the payment of the aforementioned 
purchased accessories and supplies for use 
with grandfathered equipment should submit 
the applicable single payment amount for the 
accessory or supply as their submitted charge on 
the claim. Non-contract grandfathered suppliers 
should be aware that purchase claims submitted 
for these codes without the modifi er KY will be 
denied. In addition, claims submitted with the 
modifi er KY for HCPCS codes other than those 
listed above will be denied.
After the rental payment cap for the grandfathered 
equipment is reached, the benefi ciary must 
obtain replacement supplies and accessories 
from a contract supplier. The supplier of the 
grandfathered equipment is no longer permitted 
to furnish the supplies and accessories once the 
rental payment cap is reached.

50.15 – Hospitals Providing Walkers and Related 
Accessories to Their Patients on the Date of 
Discharge

Hospitals may furnish walkers and related 
accessories to their own patients for use in the 
home during an admission or on the date of 

https://www.cms.gov/manuals/downloads/clm104c23.pdf
https://www.cms.gov/manuals/downloads/clm104c23.pdf
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discharge and receive payment at the applicable 
single payment amount, regardless of whether 
the hospital is a contract supplier or not. Separate 
payment is not made for walkers furnished by a 
hospital for use in the hospital, as payment for 
these items is included in the Part A payment for 
inpatient hospital services.
To be paid for walkers as a non-contract 
supplier, the hospital must use the modifi er J4 
in combination with the following HCPCS codes: 
A4636; A4637; E0130; E0135; E0140; E0141; 
E0143; E0144; E0147; E0148; E0149; E0154; 
E0155; E0156; E0157; E0158; and E0159. Under 
this exception, hospitals are advised to submit the 
claim for the hospital stay before or on the same 
day as they submit the claim for the walker to 
ensure timely and accurate claims processing.
Hospitals that are located outside a CBA that 
furnish walkers and/or related accessories to 
travelling benefi ciaries who live in a CBA must 
affi x the modifi er J4, to claims submitted for these 
items.
The modifi er J4 should not be used by contract 
suppliers.

Additional information
If you have any questions, please contact your 
Medicare carrier, FI, RHHI, A/B MAC, or DME 
MAC at their toll-free number, which may be found 
at http://www.cms.gov/MLNProducts/downloads/
CallCenterTollNumDirectory.zip. The offi cial instruction 
associated with CR 7401, issued to your Medicare 
MAC regarding this change may be viewed at http://
www.cms.gov/Transmittals/downloads/R2231CP.pdf.
Additional information regarding this program, 
including tip sheets for specifi c Medicare provider 
audiences, may be found at http://www.cms.gov/
DMEPOSCompetitiveBid/. Click on the “Provider 
Educational Products and Resources” tab and scroll 
down to the “Downloads” section.
MLN Matters® Number: MM7401
Related Change Request (CR) #: 7401
Related CR Release Date: May 27, 2011
Effective Date: August 28, 2011
Related CR Transmittal #: R2231CP
Implementation Date: August 28, 2011
Disclaimer - 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 specifi c statutes, 
regulations and other interpretive materials for a full and accurate 
statement of their contents.

Competitive.... (continued)

July update to the 2010 DMEPOS fee schedule
Provider types affected
Providers and suppliers submitting claims to Medicare 
contractors (carriers, durable medical equipment 
Medicare administrative contractors [DME MACs], 
fi scal intermediaries [FIs], Medicare administrative 
contractors [MACs], and/or regional home health 
intermediaries [RHHIs]) for DMEPOS items or services 
paid under the DMEPOS fee schedule need to be 
aware of this article.

Provider action needed
This article is based on change request (CR) 7416 
and alerts providers that the Centers for Medicare & 
Medicaid Services (CMS) issued instructions updating 
the DMEPOS fee schedule payment amounts. Be sure 
your billing staffs are aware of these changes.

Background
The DMEPOS fee schedules are updated on a 
quarterly basis, when necessary, in order to implement 
fee schedule amounts for new codes and to revise 
any fee schedule amounts for existing codes that 
were calculated in error. The quarterly update process 
for the DMEPOS fee schedule is documented in 
the Medicare Claims Processing Manual, Chapter 
23, Section 60 at https://www.cms.gov/manuals/
downloads/clm104c23.pdf.

Key points of CR 7416
Fees added
The July quarterly update for the 2011 DMEPOS 
fee schedule Part B fi les established fee schedule 
amounts for Healthcare Common Procedure Coding 
System (HCPCS) codes A7020, E1831, and L5961, 
effective for claims with dates of service on or after 
January 1, 2011.
Note: Claims for codes A7020, E1831, and L5961 with 

dates of service on or after January 1, 2011, that 
were previously processed may be adjusted to 
refl ect the newly established fees if you bring 
those claims to your contractor’s attention.

Temporary “K” codes
The following new K codes will be added to 
contractor’s system effective for dates of service July 
1, 2011:
K0744 – Absorptive wound dressing for use with 
suction pump, home model, portable, pad size 16 
square inches or less
K0745 – Absorptive wound dressing for use with 
suction pump, home model, portable, pad size more 
than 16 square inches but less than or equal to 48 
square inches
K0746 – Absorptive wound dressing for use with 
suction pump, home model, portable, pad size greater 
than 48 square inches

continued on next page
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Note: The addition of these codes does not imply any health insurance coverage. Medicare contractors will follow 
their normal processes in determining whether suffi cient evidence exists to determine if these items are 
reasonable and necessary and covered under Medicare.

Code updates
HCPCS code E0571 (Aerosol compressor, battery powered, for use with small volume nebulizer) will be 
made invalid for Medicare claims, effective July 1, 2011.
The payment category for HCPCS code A4619 (Face tent) is being revised as part of this quarterly update 
to move this nebulizer accessory from the DME payment category for oxygen and oxygen equipment to 
the DME payment category for inexpensive or other routinely purchased items, effective July 1, 2011. The 
DMEPOS fee schedule fi le will be updated to refl ect this change.

Payment for oxygen contents
Payment for both oxygen contents used with stationary oxygen equipment and oxygen contents used with 
portable oxygen equipment is included in the monthly payments for oxygen and oxygen equipment (stationary 
oxygen equipment payment) made for codes E0424, E0439, E1390, or E1391. After the 36-month rental 
payment period (cap), separate payment may be made for oxygen contents for the remainder of the equipment’s 
reasonable useful lifetime. However, separate payment for oxygen contents ends when replacement stationary 
oxygen equipment is furnished causing a new 36-month rental payment period to begin. Also, separate oxygen 
contents payment is allowable for benefi ciary-owned stationary or portable gaseous or liquid oxygen equipment. 
Beginning with dates of service on or after the end date of service for the month representing the 36th payment 
for the stationary oxygen equipment (codes E0424, E0439, E1390, or E1391), a supplier may bill on a monthly 
basis for furnishing oxygen contents (stationary and/or portable), but only in accordance with the following chart:

Oxygen equipment furnished in month 36 Monthly contents payment after the 
stationary cap

Oxygen concentrator (E1390, E1391, or E1392) None
Portable gaseous or liquid transfi lling equipment 
(K0738 or E0433)

None

E0424 Stationary gaseous system E0441 Stationary gaseous contents
E0439 Stationary liquid system E0442 Stationary liquid contents
E0431 Portable gaseous system E0443 Portable gaseous contents
E0434 Portable liquid system E0444 Portable liquid contents

If the benefi ciary began using portable gaseous or liquid oxygen equipment (E0431 or E0434) more than one 
month after they began using stationary oxygen equipment, monthly payments for portable gaseous or liquid 
oxygen contents (E0433 or E0444) may begin following the stationary oxygen equipment payment cap and 
before the end of the portable equipment cap (E0431 or E0434). As long as the benefi ciary is using covered 
gaseous or liquid portable oxygen equipment, payments for portable oxygen contents may begin following the 
stationary oxygen equipment payment cap. This will result in a period during which monthly payments for E0431 
and E0443, in the case of a benefi ciary using portable gaseous oxygen equipment, or E0434 and E0444, in the 
case of a benefi ciary using portable liquid oxygen equipment, overlap. In these situations, after the 36-month 
portable equipment cap for E0431 or E0434 is reached, monthly payments for portable oxygen contents (E0443 
or E0444) would continue.
If the benefi ciary began using portable gaseous or liquid oxygen equipment (E0431 or E0434) following the 36-
month stationary oxygen equipment payment period, payments may be made for both the portable equipment 
(E0431 or E0434) and portable contents (E0443 or E0444).
In all cases, separate payment for oxygen contents (stationary or portable) would end in the event that a 
benefi ciary receives new stationary oxygen equipment and a new 36-month stationary oxygen equipment 
payment period begins (i.e., in situations where stationary oxygen equipment is replaced because the equipment 
has been in continuous use by the patient for the equipment’s reasonable useful lifetime or is lost, stolen, or 
irreparable damaged). Under no circumstances would monthly payment be made for both stationary oxygen 
equipment and either stationary or portable oxygen contents.
Proof-of-delivery requirements for oxygen contents
Following the oxygen equipment payment cap, oxygen content billing should be made on the anniversary date of 
the oxygen equipment billing.
At all times, the supplier is responsible for ensuring that the benefi ciary has a suffi cient quantity of oxygen 
contents and is never in danger of running out of contents. A maximum of three months of oxygen contents can 
be delivered to the benefi ciary at one time and billed on a monthly basis. In these situations, the delivery date of 
the oxygen contents does not have to equal the date of service (anniversary date) on the claim, but in order to bill 

continued on next page
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for contents for a specifi c month (i.e. the second or third month in the three month period), the supplier must have 
delivered quantities of oxygen that are suffi cient to last for one month following the date of service on the claim. 
Suppliers should have proof-of-delivery for each actual delivery of oxygen, which may be less than monthly within 
the three month period. If the supplier delivers more than one month of oxygen contents at a time (two to three), 
the supplier is not entitled to payment for additional months two and three if medical need ceases before the date 
when the supplier would be entitled to bill for those months.
Payment for replacement of equipment after repairs
Under the regulations at 42 CFR 414.210(e)(4), a supplier that transfers title to a capped rental DME item to the 
benefi ciary is responsible for furnishing replacement equipment at no cost to the benefi ciary or to the Medicare 
program if it is determined that the item will not last until the end of its 5 year reasonable useful lifetime. In making 
this determination, Medicare contractors may consider whether the accumulated costs of repairing the item 
exceed 60 percent of the purchase fee schedule amount for the item.
Furthermore, 42 CFR 424.57(14) requires a DMEPOS supplier to maintain or replace a Medicare-covered item it 
has rented to benefi ciaries to its intended status after being repaired. Recent cases have arisen whereupon after 
multiple repairs, the item continues to malfunction. CR 7416 instructs your Medicare contractor to be aware of 
and educate suppliers of these regulatory requirements to replace DME items for which repairs have not restored 
the item. Also, after receipt of multiple repair claims, contractors will investigate suspicious claims for replacement 
equipment billed with its HCPCS code and the modifi er RA.

Additional information
If you have any questions, please contact your Medicare carrier, DME MAC, FI, RHHI, or A/B MAC at their toll-
free number, which may be found at           
http://www.cms.gov/MLNProducts/downloads/CallCenterTollNumDirectory.zip.
The offi cial instruction, CR 7416, issued to your Medicare carrier, FI, DME MAC, RHHI or A/B MAC regarding this 
change may be viewed at http://www.cms.gov/Transmittals/downloads/R2236CP.pdf.
MLN Matters® Number: MM7416
Related Change Request (CR) #: 7416
Related CR Release Date: June 3, 2011
Effective Date: January 1, 2011, for fee schedule amounts for codes effective on that date; otherwise July 1, 2011
Related CR Transmittal #: R2236CP
Implementation Date: July 5, 2011
Disclaimer - 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 specifi c statutes, 
regulations and other interpretive materials for a full and accurate statement of their contents.

July.... (continued)

Laboratory/Pathology

Affordable Care Act – Section 3113 – laboratory demonstration for 
certain complex diagnostic tests (replaces CR 7278)
Provider types affected
Clinical laboratories, hospitals and physicians submitting claims to fi scal intermediaries (FIs), carriers, and 
A/B Medicare administrative contractors (MACs) for certain complex diagnostic tests provided to Medicare 
benefi ciaries are affected.

Provider action needed
This article is based on change request (CR) 7413 which announces that the Centers for Medicare & Medicaid 
Services (CMS) will conduct a demonstration project for certain complex diagnostic laboratory tests for a period 
of two years beginning January 1, 2012, or until the one hundred million dollars ($100,000,000) payment ceiling 
established by the Affordable Care Act has been reached. See the Background and Additional information 
sections of this article for further details regarding these changes.

Background
The Affordable Care Act (Section 3113; see http://www.govtrack.us/congress/billtext.xpd?bill=h111-3590) requires 
CMS to conduct a demonstration project for certain complex diagnostic laboratory tests for a period of two years 
beginning January 1, 2012, or until the one hundred million dollars ($100,000,000) payment ceiling has been 
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reached. This demonstration project will establish a 
separate payment method for these tests under which 
a clinical laboratory that would not normally receive 
direct payment from Medicare due to an “under 
arrangement” situation with a hospital, (as defi ned 
in the Medicare General Information, Eligibility and 
Entitlement Manual, Chapter 5, Section 20) will receive 
a direct payment from Medicare for the performance of 
identifi ed complex diagnostic laboratory tests.
Under the Affordable Care Act (Section 3113), the 
term “complex diagnostic laboratory test” means a 
diagnostic laboratory test that is:

An analysis of gene protein expression, 
topographic genotyping, or a cancer 
chemotherapy sensitivity assay
Determined by the Secretary of Health and 
Human Services to be a laboratory test for which 
there is not an alternative test having equivalent 
performance characteristics
Billed using a Healthcare Common Procedure 
Coding System (HCPCS) code other than a not 
otherwise classifi ed code under such Coding 
System
Approved or cleared by the Food and Drug 
Administration (FDA) or covered under title XVIII of 
the Social Security Act, and
Described in Section 1861(s)(3) of the Social 
Security Act (42 U.S.C. 1395x(s)(3)). See http://
www.ssa.gov/OP_Home/ssact/title18/1861.htm.

The date of service (DOS) rule stated in 42 CFR 
414.510 (see http://www.gpo.gov/fdsys/pkg/CFR-
2009-title42-vol3/pdf/CFR-2009-title42-vol3-sec414-
510.pdf) is used to determine whether a hospital 
can bill Medicare directly for a clinical laboratory test 
provided by a laboratory (the hospital then would 
pay the laboratory if the laboratory provided the test 
“under arrangement”) or whether a laboratory can bill 
Medicare directly for a clinical laboratory test. Under 
the demonstration project, a laboratory would receive 
direct payment from Medicare for an identifi ed complex 
diagnostic laboratory test in situations where the 
laboratory would not otherwise receive direct payment 
from Medicare for the test because it provided that 
test “under arrangement” with a hospital (either in the 
inpatient or outpatient setting). All other Medicare rules 
for adjudicating laboratory claims continue to apply.
Under the demonstration project, CMS will allow both 
independent and hospital-based laboratories to bill 
separately for identifi ed complex diagnostic laboratory 
tests in situations where the laboratory would not 
otherwise receive direct payment from Medicare 
for the test because it provided that test “under 
arrangement” with a hospital (either in the inpatient or 
outpatient setting). The DOS of the clinical diagnostic 
laboratory test must also be within the demonstration 
period, i.e., the DOS must be on or after January 1, 
2012, and on or before the earlier of December 31, 
2013, or the date on which the allowed funding is 

exhausted. Laboratories that perform the service must 
bill Medicare directly.
Participation in this demonstration is voluntary and 
available to any laboratory nationwide. There will be 

no locality variation on the Section 3113 demonstration 
fee schedule, which will show the HCPCS included in 
the demonstration. All payments will be made under 
locality “DE” on the demonstration fee schedule. 
Changes to the 3113 demonstrations fee schedule, if 
any, will be made on a prospective basis, and will not 
be implemented retroactively.
CMS will provide Medicare contractors with the 
Section 3113 demonstration fee schedule containing 
the payment amounts for the list of services to be 
covered by the demonstration. These payment 
amounts will be national amounts.
By submitting a claim with the Section 3113 
demonstration project identifi er “56,” the laboratory 
agrees to cooperate with the independent evaluation 
and the implementation contractors selected by CMS 
for purposes of this demonstration project. This may 
include providing data needed to assess the impact of 
the demonstration and participating in surveys and/or 
site visits as requested by these contractors.
Congress has established a payment ceiling for 
this demonstration of one hundred million dollars 
($100,000,000) for payments of complex laboratory 
tests or until the two years from the start of the 
demonstration has passed, whichever comes fi rst.
For the purpose of CR 7413, the period of the two-year 
demonstration period is between January 1, 2012, 
and December 31, 2013. Laboratories participating in 
this demonstration must bill the tests identifi ed under 
the demonstration using the demonstration project 
identifi er 56 in order to receive the special payment 
from the funding set aside for this demonstration.
Laboratories will report the demonstration project 
identifi er 56 in item 19 on the CMS-1500 form, in 
locator 63 on the UB04, on the electronic claim in 
X12N 837P (HIPAA version) Loop 2300, REF02, 
REF01=P4, and in X12N 837I (HIPAA version) 
l000000oop 2300, REF02, G1 in REF01 DE 128.

Affordable.... (continued)
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Affordable.... (continued)
Note: Claims using the demonstration project identifi er 56 received after the applicable threshold has been 

reached will be rejected back to the laboratory, and that threshold occurs:
Once the one hundred million dollars ($100,000,000) payment ceiling has been reached in total payments 
with the demonstration project identifi er 56, or
Two years has passed from the start of this demonstration, whichever comes fi rst.

Additional information
The offi cial instruction, CR 7413, was issued to your carrier, FI, or A/B MAC via two transmittals. The fi rst is  
http://www.cms.gov/Transmittals/downloads/R2226CP.pdf, which provides claims processing instructions. 
The second transmittal, http://www.cms.gov/Transmittals/downloads/R73DEMO.pdf, updates Medicare’s 
Demonstrations Manual.
If you have any questions, please contact your carrier, FI or A/B MAC at their toll-free number, which may be 
found at http://www.cms.gov/MLNProducts/downloads/CallCenterTollNumDirectory.zip.
MLN Matters® Number: MM7413
Related Change Request (CR) #: 7413
Related CR Release Date: May 20, 2011
Effective Dates: January 1, 2012
Related CR Transmittal #: R2226CP and R73DEMO
Implementation Date: January 3, 2012
Disclaimer - 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 specifi c statutes, 
regulations and other interpretive materials for a full and accurate statement of their contents.

Mental Health

Medicare proposes new standards for community mental health centers
Proposed standards will improve quality and safety of mental health care 
The Centers for Medicare & Medicaid Services 
(CMS) issued a proposed rule on June 16, 2011 
that is designed to improve the quality and safety of 
treatment provided to more than 25,000 Medicare 
benefi ciaries who receive care at community mental 
health centers (CMHCs) each year. 
The notice of proposed rulemaking would establish 
conditions of participation (CoPs) for CMHCs for 
the fi rst time. The proposed rule includes health and 
safety standards for CMHCs that participate in the 
Medicare program, and are an important step in CMS’ 
commitment to assuring the delivery of safe, quality 
care to clients of CMHCs. In particular, the proposed 
new conditions focus on a client-centered, outcome-
oriented approach. 
“This rule proposes new provisions that will protect 
the tens of thousands of Medicare benefi ciaries who 
receive care from a CMHC every year,” said CMS 
Administrator Donald M. Berwick. “Memorializing 
the best practices of behavioral healthcare in new 
Medicare standards gives us the unique opportunity to 
be sure that safe and effective client-focused care is 
available to all clients in all communities.” 
CMHCs provide partial hospitalization services to 
Medicare benefi ciaries – a comprehensive program of 
intensive mental health care services, which includes 
physician services, psychiatric nursing, counseling and 

social services. This unique Medicare benefi t offers 
an alternative to inpatient treatment by focusing on 
the medical, emotional, social, and therapeutic needs 
of clients with acute mental illness, using a client-
centered interdisciplinary approach. 
As part of the proposed rule, CMS highlights steps 
CMHCs would be required to take in order to protect 
clients while under their care, aimed at meeting the 
specifi c needs of individual clients. 
In particular, CMS proposes new standards for 
CMHCs in the following areas: 

Establishing qualifi cations for CMHC employees 
and contractors. 
Requiring CMHCs to notify clients of their rights 
and to investigate and report violations of client 
rights. These proposed requirements also 
promote continuity of care by emphasizing the 
need for communication regarding client needs at 
the time of discharge or transfer. 
Convening of a treatment team, developing an 
active treatment plan, and coordinating services 
to ensure an interdisciplinary approach to 
individualized client care. 
Creating a Quality Assessment and Performance 
Improvement (QAPI) program. The QAPI program 

continued on next page
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will require CMHCs to identify program needs by 
evaluating outcome and client satisfaction data 
and making changes, as necessary, to improve 
their quality of care.  
Setting organization, governance, administration 
of services, and partial hospitalization services 
requirements, with an emphasis on governance 
structure.

The proposed rule would add CMHCs to the list of 
provider and supplier types that are already subject to 
conditions of participation and conditions for coverage 
under Medicare. These conditions apply both to health 
care entities seeking to become Medicare providers 
and to those continuing to participate in the Medicare 
program. The health and safety standards included in 
the conditions are the foundation for improving quality 
and protecting the health and safety of benefi ciaries. 
CMS implements these standards through state 
departments of health and private accrediting 

organizations recognized by CMS (through a process 
called “deeming”), which review provider practices to 
assure they meet or exceed the Medicare standards. 
“This proposed rule demonstrates our commitment 
to quality and safety across settings and highlights 
the importance of effective, safe mental health care,” 
said Patrick Conway, MD, MSc, CMS Chief Medical 
Offi cer and Director of the Agency’s Offi ce of Clinical 
Standards and Quality. 
CMS will accept public comments on the proposed rule 
until August 16, 2011, and will respond to comments in 
a fi nal rule to be published in the coming months. To 
submit comments, please visit http://www.regulations.
gov and search for rule “CMS-3202-P.” 
The proposed rule is available online from the Federal 
Register at http://www.ofr.gov/inspection.aspx.
Note: If you have problems accessing any hyperlink in 

this message, please copy and paste the URL 
into your Internet browser.

Source: CMS PERL 201106-34

Medicare.... (continued)

Podiatry

Foot care coverage guidelines
Provider types affected
This article is for informational purposes only for providers billing Medicare for foot care services. It is an overview 
of existing policy and no change in policy is being conveyed.

Medicare podiatry services
The scope of the practice for podiatry is defi ned by state law and the individual state laws should be consulted in 
determining a specifi c podiatrist’s (or doctor of podiatric medicine) scope of practice.
This article covers routine care of the foot as well as care related to underlying systemic conditions such as 
metabolic, neurologic or peripheral vascular disease, or injury, ulcers, wounds, and infections.

Medicare covered foot care services
According to the Medicare Benefi t Policy Manual (MBPM), Chapter 15, Section 290, Medicare covered foot care 
services only include medically necessary and reasonable foot care.

Exclusions from coverage
Certain foot care related services are not generally covered by Medicare. In general, the following services, 
whether performed by a podiatrist, osteopath, or doctor of medicine, and without regard to the diffi culty or 
complexity of the procedure, are not covered by Medicare:
Treatment of fl at foot
The term “fl at foot” is defi ned as a condition in which one or more arches of the foot have fl attened out. Services 
or devices directed toward the care or correction of such conditions, including the prescription of supportive 
devices, are not covered.
Routine foot care
Except as discussed below in the section titled Conditions that Might Justify Coverage, routine foot care is 
excluded from coverage. Services that normally are considered routine and not covered by Medicare include the 
following:

The cutting or removal of corns and calluses;

The trimming, cutting, clipping, or debriding of nails; and

Other hygienic and preventive maintenance care, such as cleaning and soaking the feet, the use of skin 
creams to maintain skin tone of either ambulatory or bedfast patients, and any other service performed in the 
absence of localized illness, injury, or symptoms involving the foot.

continued on next page
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Supportive devices for feet
Orthopedic shoes and other supportive devices for the feet generally are not covered, except Medicare does 
cover such a shoe if it is an integral part of a leg brace, and its expense is included as part of the cost of the 
brace. Also, a narrow exception permits coverage of special shoes and inserts for certain patients with diabetes.

Conditions that might justify coverage
The presence of a systemic condition such as metabolic, neurologic, or peripheral vascular disease may require 
scrupulous foot care by a professional that in the absence of such condition(s) would be considered routine (and, 
therefore, excluded from coverage). Accordingly, foot care that would otherwise be considered routine may be 
covered when systemic condition(s) result in severe circulatory embarrassment or areas of diminished sensation 
in the individual’s legs or feet. In these instances, certain foot care procedures that otherwise are considered 
routine (e.g., cutting or removing corns and calluses, or trimming, cutting, clipping, or debriding nails) may pose a 
hazard when performed by a nonprofessional person on patients with such systemic conditions.
Although not intended as a comprehensive list, the following metabolic, neurologic, and peripheral vascular 
diseases (with synonyms in parentheses) most commonly represent the underlying conditions that might justify 
coverage for routine foot care:

Diabetes mellitus *
Arteriosclerosis obliterans (A.S.O., arteriosclerosis of the extremities, occlusive peripheral arteriosclerosis)
Buerger’s disease (thromboangiitis obliterans)
Chronic thrombophlebitis *
Peripheral neuropathies involving the feet

Associated with malnutrition and vitamin defi ciency *
Malnutrition (general, pellagra)
Alcoholism
Malabsorption (celiac disease, tropical sprue)
Pernicious anemia

Associated with carcinoma *
Associated with diabetes mellitus *
Associated with drugs and toxins *
Associated with multiple sclerosis *
Associated with uremia (chronic renal disease) *
Associated with traumatic injury
Associated with leprosy or neurosyphilis
Associated with hereditary disorders

Hereditary sensory radicular neuropathy
Angiokeratoma corporis diffusum (Fabry’s)
Amyloid neuropathy

When the patient’s condition is one of those designated above by an asterisk (*), routine procedures are 
covered only if the patient is under the active care of a doctor of medicine or osteopathy who documents 
the condition.
In addition, the following may be covered:

The treatment of warts (including plantar warts) on the foot is covered to the same extent as services provided 
for the treatment of warts located elsewhere on the body.
In the absence of a systemic condition, treatment of mycotic nails may be covered.  The treatment of 
mycotic nails for an ambulatory patient is covered only when the physician attending the patient’s mycotic 
condition documents that (1) there is clinical evidence of mycosis of the toenail, and (2) the patient has 
marked limitation of ambulation, pain, or secondary infection resulting from the thickening and dystrophy of 
the infected toenail plate. The treatment of mycotic nails for a nonambulatory patient is covered only 
when the physician attending the patient’s mycotic condition documents that (1) there is clinical evidence 
of mycosis of the toenail, and (2) the patient suffers from pain or secondary infection resulting from the 
thickening and dystrophy of the infected toenail plate.

Presumption of coverage for routine services
When evaluating whether the routine services can be reimbursed, a presumption of coverage may be made 
where the evidence available discloses certain physical and/or clinical fi ndings consistent with the diagnosis and 
indicative of severe peripheral involvement. For the purposes of applying this presumption, please refer to the 
“Medicare Benefi t Policy Manual”, Chapter 15, Section 290.
When the routine services are rendered by a podiatrist, your Medicare carrier may deem the active care 
requirement met if the claim or other evidence available discloses that the patient has seen an M.D. or D.O. for 

Foot.... (continued)
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treatment and/or evaluation of the complicating disease process during the six-month period prior to the rendition 
of the routine-type services.
The carrier may also accept the podiatrist’s statement that the diagnosing and treating M.D. or D.O. also concurs 
with the podiatrist’s fi ndings as to the severity of the peripheral involvement indicated.

Foot care for patients with chronic disease
Diabetic sensory neuropathy: loss of protective sensation (LOPS)
Effective for services furnished on or after July 1, 2002, Medicare covers an evaluation (examination and 
treatment) of the feet no more often than every six months for individuals with a documented diagnosis of diabetic 
sensory neuropathy and LOPS, as long as the benefi ciary has not seen a foot care specialist for some other 
reason in the interim.
The diagnosis of diabetic sensory neuropathy with LOPS should be established and documented prior to 
coverage of foot care. Other causes of peripheral neuropathy should be considered and investigated by the 
primary care physician prior to initiating or referring for foot care for persons with LOPS.
Please refer to the “National Coverage Determination (NCD), entitled “Services Provided for the Diagnosis and 
Treatment of Diabetic Sensory Neuropathy with Loss of Protective Sensation (LOPS) (aka Diabetic Peripheral 
Neuropathy)” for more information. This NCD is available at http://www.cms.gov/medicare-coverage-database/
details/ncd-details.aspx?NCDId=171&ncdver=1&bc=BAAAgAAAAAAA&.

Lower extremity wound care
Electrostimulation and electromagnetic therapy for wounds (claims submitted on or after July 6, 2004)
The Centers for Medicare & Medicaid Services (CMS) will allow for coverage for the use of electrical stimulation 
and electromagnetic therapy for chronic stage III and stage IV pressure ulcers, arterial ulcers, diabetic ulcers, and 
venous stasis ulcers when certain conditions are met
For more detailed information, please refer to National Coverage Determination (NCD) for “Electrical Stimulation 
(ES) and Electromagnetic Therapy for the Treatment of Wounds,” which can be found at http://www.cms.gov/
medicare-coverage-database/details/ncd-details.aspx?NCDId=131&ncdver=3&bc=BAABAAAAAAAA.
Hyperbaric oxygen (HBO) therapy for hypoxic wounds and diabetic wounds of the lower extremities 
(CAG-00060N)
For claims submitted on or after April 1, 2000, HBO therapy in the treatment of diabetic wounds of the lower 
extremities will be covered in patients who meet each of the following three criteria. Patient has:

Type I or type II diabetes and has a lower extremity wound that is due to diabetes;
A wound classifi ed as Wagner grade III or higher; and has
Failed an adequate course of standard wound therapy (defi ned below).

The use of HBO therapy will be covered as adjunctive therapy only after there are no measurable signs of 
healing for at least 30-days of treatment with standard wound therapy and must be used in addition to 
standard wound care.
Failure to respond to standard wound care occurs when there are no measurable signs of healing for at least 30 
consecutive days. Wounds must be evaluated at least every 30 days during administration of HBO therapy. 
Continued treatment with HBO therapy is not covered if measurable signs of healing have not been demonstrated 
within any 30-day period of treatment.

For more information about HBO therapy for diabetic wounds of the lower extremities, please refer to the NCD for 
Hyperbaric Oxygen Therapy, which is available at http://www.cms.gov/medicare-coverage-database/details/ncd-
details.aspx?NCDId=12&ncdver=3&NCAId=37&ver=7&NcaName=Hyperbaric+Oxygen+Therapy+for+Hypoxic+W
ounds+and+Diabetic+Wounds+of+the+Lower+Extremities&fromdb=true&IsPopup=y&bc=AAAAAAAAEAgA&.

Additional billing guidelines
Claims involving complicating conditions

When submitting claims for services furnished to Medicare benefi ciaries who have complicating conditions, 
the name of the M.D. or D.O. who diagnosed the complicating condition must be submitted with the 
claim, along with the approximate date that the benefi ciary was last seen by the indicated physician.
Document carefully any convincing evidence showing that non-professional performance of a service would 
have been hazardous for the benefi ciary because of an underlying systemic disease. Stating that the benefi ciary 
has a complicating condition such as diabetes does not of itself indicate the severity of the condition.
Exceptional situations include initial diagnostic services performed in connection with a specifi c symptom or 
complaint if it seems likely that its treatment would be covered even though the resulting diagnosis may be 
one requiring only non-covered care.

Foot.... (continued)
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The exclusion of foot care is  determined by the nature of the service and not according to who provides the 
service. When an itemized bill shows both covered services and non-covered services that are not integrally 
related to the covered service, the portion of the charges that are attributable to the non-covered services 
should be denied.
Sometimes payment is made for incidental non-covered services that are performed as a necessary and 
integral part of, and secondary to, a covered procedure. For example, if toenails must be trimmed in order to 
apply a cast to a fractured foot, then the charge for the trimming of nails would be covered.
However, a separately itemized charge for this excluded service would not be allowed. Please refer to your 
Medicare contractor for questions about coverage that is “incident to” a covered procedure.
Information about coverage  Incident to Physician’s Professional Services may also be found in the 
Medicare Benefi t Policy Manual, Chapter 15, Covered Medical and Other Health Services, Section 60 – 
Services and Supplies.

Therapeutic shoes for individuals with diabetes (MBPM, Chapter 15, Section 140)
Coverage of depth or custom-molded therapeutic shoes and inserts for individuals with diabetes is available 
as of May 1, 1993.
These diabetic shoes are covered if the requirements specifi ed in the  Medicare Benefi ts Policy Manual, 
Chapter 15, Section 140, regarding certifi cation and prescription are met.
This benefi t provides for a pair of diabetic shoes each equipped so that the affected limb, as well as the 
remaining limb, is protected, , even if only one foot suffers from diabetic foot disease.
Claims for therapeutic shoes for diabetics are processed by the durable medical equipment Medicare 
administrative contractors (DME MACs). Therapeutic shoes for diabetics are not DME and are not considered 
DME or orthotics, but a separate category of coverage under Medicare Part B.

Related links
Medicare manuals
The Medicare Benefi t Policy Manual, Publication 100-2, Chapter 15, may be found at     
http://www.cms.gov/manuals/Downloads/bp102c15.pdf.
The Medicare Program Integrity Manual may be found at http://www.cms.gov/manuals/downloads/pim83c05.pdf.
The National Coverage Determination Manual may be found at        
http://www.cms.gov/Manuals/IOM/itemdetail.asp?itemID=CMS014961.
Local coverage decisions
The Medicare coverage database provides access to local coverage decision articles published for Medicare 
contractors. These articles may be found at          
http://www.cms.gov/mcd/index_local_alpha.asp?from=alphaarticle&letter=P.
Related change requests and MLN Matters articles
Program Memorandum Transmittal AB-02-096, change request 2269, “Coverage and Billing of the Diagnosis and 
Treatment of Peripheral Neuropathy with Loss of Protective Sensation in People with Diabetes” may be found at 
http://www.cms.gov/Transmittals/downloads/AB02096.pdf.
Program Memorandum Transmittal AB-02-105, change request 2272, “Medical Review of Medicare Payments for 
Nail Debridement Services,” may be found at http://www.cms.gov/Transmittals/Downloads/AB02105.pdf.
MLN Matters article, MM3430, “Reasonable charge update for 2005 splints, casts, dialysis supplies, dialysis 
equipment, therapeutic shoes and certain intraocular lenses” may be found at      
http://www.cms.gov/MLNMattersArticles/downloads/MM3430.pdf.
MLN Matters Number: SE1113
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
Disclaimer - 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 specifi c statutes, 
regulations and other interpretive materials for a full and accurate statement of their contents.

Foot.... (continued)
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Surgery

National coverage determination for percutaneous transluminal angioplasty
Provider types affected
Physicians and hospitals submitting claims to fi scal 
intermediaries (FIs), carriers, and/or A/B Medicare 
administrative contractors (MACs) for percutaneous 
transluminal angioplasty (PTA) with carotid artery stenting 
(CAS) are affected.

What you need to know
This special edition article contains no changes to current 
policy. This article describes current policies regarding PTA 
and CAS.
You need to know that the national coverage determination 
(NCD) 20.7 for PTA of the carotid artery concurrent with 
stenting is not changed by the new FDA-approved indications 
for the RX Acculink carotid stent. Specifi cally:

Procedures on patients who are not at high risk for CEA 
(i.e., patients at normal or standard risk) are covered by 
Medicare when these procedures are performed in FDA-
approved post approval studies; and
Patients who are not at high risk for CEA are eligible for Medicare coverage in Category B investigational 
device exemption (IDE) studies.

You may review the “National Coverage Determination (NCD) for Percutaneous Transluminal Angioplasty (PTA) 
(20.7),” which is available at http://www.cms.gov/medicare-coverage-database/details/ncd-details.aspx?NCDId=2
01&ncdver=9&bc=BAABAAAAAAAA&.

Background
On May 6, 2011, the FDA approved use of the RX Acculink carotid stent in patients who are not at high risk for 
adverse events from CEA. FDA approval of these new indications for normal or standard risk patients does not 
change the Medicare national coverage policy.

Additional information
The Category B IDE clinical trials regulation (42 CFR 405.201) is available at      
http://ecfr.gpoaccess.gov/cgi/t/text/text-idx?c=ecfr&tpl=/ecfrbrowse/Title42/42cfr405_main_02.tpl.
Information about routine costs under the clinical trials policy (Medicare NCD Manual 310.1) is available at  
http://www.cms.gov/medicare-coverage-database/search/document-id-search-results.aspx?DocID=310.1&bc=gA
AAAAAAAAAA&.
If you have any questions, please contact your FI, carrier, or A/B MAC at their toll-free number, which may be 
found at http://www.cms.gov/MLNProducts/downloads/CallCenterTollNumDirectory.zip.
MLN Matters® Number: SE1119
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
Disclaimer - 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 specifi c statutes, 
regulations and other interpretive materials for a full and accurate statement of their contents.

http://www.cms.gov/medicare-coverage-database/details/ncd-details.aspx?NCDId=201&ncdver=9&bc=BAABAAAAAAAA&
http://www.cms.gov/medicare-coverage-database/details/ncd-details.aspx?NCDId=201&ncdver=9&bc=BAABAAAAAAAA&
http://www.cms.gov/medicare-coverage-database/search/document-id-search-results.aspx?DocID=310.1&bc=gAAAAAAAAAAA&
http://www.cms.gov/medicare-coverage-database/search/document-id-search-results.aspx?DocID=310.1&bc=gAAAAAAAAAAA&
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General Coverage

July update to the 2011 Medicare physician fee schedule database
Provider types affected
This article is for physicians and providers submitting claims to Medicare contractors (carriers, fi scal 
intermediaries [FIs], regional home health intermediaries [RHHIs], and/or Part A/B Medicare administrative 
contractors [A/B MACs]) for professional services provided to Medicare benefi ciaries that are paid under the 
Medicare physician fee schedule (MPFS).

Provider action needed
This article is based on change request (CR) 7430, which provides the July 2011 update of the payment fi les that 
were issued to Medicare contractors based on the 2011 Medicare physician fee schedule (MPFS) fi nal rule. Be 
sure your billing staff is aware of these changes.

Background
The Social Security Act (Section 1848(c)(4); see http://www.ssa.gov/OP_Home/ssact/title18/1848.htm) authorizes 
the Centers for Medicare & Medicaid Services (CMS) to establish ancillary policies necessary to implement 
relative values (RVUs) for physicians’ services.
Previously, payment fi les were issued to Medicare contractors based on the 2011 MPFS fi nal rule. CR 7430 
amends those payment fi les. CR 7430 provides corrections, effective for dates of service on or after January 1, 
2011, (unless otherwise noted) to those fi les. These changes include the following:
The following HCPCS codes have MPFSDB indicator changes:

HCPCS 
code

Short descriptor Indicator Effective date

22212 Revision of thorax spine Co-Surgeons: 1 January 1, 2011
22222 Revision of thorax spine Co-Surgeons: 1 January 1, 2011
31233 Nasal/sinus endoscopy 

dx
Assistant at Surgery: 0 January 1, 2011

31235 Nasal/sinus endoscopy 
dx

Assistant at Surgery: 0 January 1, 2011

64561 Implant neuroelectrodes Bilateral Surgery: 1 January 1, 2011
74176 TC Ct abd & pelvis Physician Supervision of 

Diagnostic Procedures:01
January 1, 2011

J7184 Wilate injection Procedure Status Code: I July 1, 2011
The following HCPCS codes have short descriptor changes:

HCPCS code Short descriptor Effective date
0251T Remov bronchial valve January 1, 2011
0252T Remov bronch valve addl January 1, 2011
22551 Neck spine fuse&remov bel c2 January 1, 2011
22900 Exc abdl tum deep < 5 cm January 1, 2011
22901 Exc abdl tum deep > 5 cm January 1, 2011
65779 Cover eye w/membrane suture January 1, 2011
74176 Ct abd & pelvis January 1, 2011
74176 TC Ct abd & pelvis January 1, 2011
74176 26 Ct abd & pelvis January 1, 2011
74177 Ct abd & pelv w/contrast January 1, 2011
74177 TC Ct abd & pelv w/contrast January 1, 2011
74177 26 Ct abd & pelv w/contrast January 1, 2011
74178 Ct abd & pelv 1/> regns January 1, 2011
74178 TC Ct abd & pelv 1/> regns January 1, 2011
74178 26 Ct abd & pelv 1/> regns January 1, 2011

continued on next page
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HCPCS code Short descriptor Effective date
88177 Cytp fna eval ea addl January 1, 2011
88177 TC Cytp fna eval ea addl January 1, 2011
88177 26 Cytp fna eval ea addl January 1, 2011
99218 Initial observation care January 1, 2011

The following HCPCS codes will be added to the MPFS:
Please note, more information on HCPCS “T” code additions listed below will be found in CR 7443, July 2011 
Update of the Hospital Outpatient Prospective Payment System, when it is released. (An article will be available 
at http://www.cms.gov/MLNMattersArticles/downloads/MM7443.pdf upon release of the CR.) More information on 
HCPCS “J” and “Q” code additions listed below can be found in CR 7303, Quarterly HCPCS Drug/Biological Code 
Changes-July 2011 Update. (An article will be available for that CR at      
http://www.cms.gov/MLNMattersArticles/downloads/MM7303.pdf.) Additionally, policy and instructions on HCPCS 
Code Q2043 are addressed in CR 7431, Autologous Cellular Immunotherapy Treatment of Metastatic Prostate 
Cancer. Upon release of CR 7431, an article will be available at        
http://www.cms.gov/MLNMattersArticles/downloads/MM7431.pdf.

HCPCS code Short descriptor Effective date
0262T Impltj pulm vlv evasc appr July 1, 2011
0263T Im b1 mrw cel ther cmpl July 1, 2011
0264T Im b1 mrw cel ther xcl hrvst July 1, 2011
0265T Im b1 mrw cel ther hrvst onl July 1, 2011
0266T Implt/rpl crtd sns dev total July 1, 2011
0267T Implt/rpl crtd sns dev lead July 1, 2011
0268T Implt/rpl crtd sns dev gen July 1, 2011
0269T Rev/remvl crtd sns dev total July 1, 2011
0270T Rev/remvl crtd sns dev lead July 1, 2011
0271T Rev/remvl crtd sns dev gen July 1, 2011
0272T Interrogate crtd sns dev July 1, 2011
0273T Interrogate crtd sns w/pgrmg July 1, 2011
0274T Perq lamot/lam crv/thrc July 1, 2011
0275T Perq lamot/lam lumbar July 1, 2011
Q2041 Wilate injection July 1, 2011
Q2042 Hydroxyprogesterone caproate July 1, 2011
Q2043 Sipuleucel-T auto CD54+ July 1, 2011
Q2044 Belimumab injection July 1, 2011

Additional information
In addition to the above, the attachment of CR 7430 contains the long descriptors and all indicators relative to the 
new HCPCS codes in the preceding table. CR 7430 can be viewed at       
http://www.cms.gov/Transmittals/downloads/R2223CP.pdf.
Note: Medicare contractors will not search their fi les to either retract payment for claims already paid or to retro-

actively pay claims that are affected by these changes. However, contractors will adjust such claims that 
you bring to their attention.

If you have any questions, please contact your carrier, FI, A/B MAC, or RHHI at their toll free number, which may 
be found at http://www.cms.gov/MLNProducts/downloads/CallCenterTollNumDirectory.zip.
MLN Matters® Number: MM7430
Related Change Request (CR) #:7430
Related CR Release Date: May 20, 2011
Effective Date: January 1, 2011
Related CR Transmittal #: R2223CP
Implementation Date: July 5, 2011
Disclaimer - 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 specifi c statutes, 
regulations and other interpretive materials for a full and accurate statement of their contents.

July.... (continued)
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What you should know about the GEMs and partial code freeze
General equivalence mappings (GEMs)
The Centers for Medicare & Medicaid Services (CMS) and the Centers for Disease Control and Prevention (CDC) 
created the national version of the GEMs to ensure that consistency in national data is maintained. The GEMs are 
tools that act mainly as a crosswalk between the ICD-9 and ICD-10 codes. You can look up an ICD-9 code and be 
provided with the most appropriate ICD-10 matches and vice versa. They are not a substitute for learning the new 
ICD-10 codes; however, they can assist users doing the following: 

Translating lists of codes, code tables, or other coded data 

Converting a system or application containing ICD-9-CM codes 

Creating a “one-to-one” applied mapping (aka crosswalk) between code sets that will be used in an ongoing 
way to translate records or other coded data 
Studying the differences in meaning between the ICD-9-CM classifi cation systems and the ICD-10-CM/PCS 
classifi cation systems by looking at the GEMs entries for a given code or area of classifi cation 

The 2011 GEMs are posted to the CMS ICD-10 website. As a reminder, if you plan to use a GEM, per the 
Affordable Care Act, you must use the GEMs posted to the CMS website. 
For more information on the GEMs:
GEMs fact sheet https://www.cms.gov/ICD10/Downloads/ICD10GEMSFactSheet20100617.pdf  
GEMs Web pages https://www.cms.gov/ICD10/11b1_2011_ICD10CM_and_GEMs.asp

Partial code freeze
Because continuous updates and changes to the existing code sets has the potential to make the transition to 
ICD-10 diffi cult, CMS will be implementing a partial code freeze on October 1, 2011. This is the last day for regular 
updates to both the ICD-9 and ICD-10 code sets. 
Starting October 1, 2012, there will be only limited code updates to ICD-9-CM and ICD-10 code sets to capture 
new technology and new diseases. There will be no updates to ICD-9-CM on October 1, 2013, as the system will 
no longer be a HIPAA standard. 
Keep up-to-date on version 5010 and ICD-10
Please visit www.cms.gov/ICD10 for the latest news and resources to help you prepare!
Note: If you have problems accessing any hyperlink in this message, please copy and paste the URL into your 

Internet browser.
Source: CMS PERL 201105-38

The countdown has begun …
Are you ready for January 1?
Schedule your HIPAA-5010 testing today!
Call 888-670-0940, Option 1
Additional information on HIPAA-5010 at http://medicare.fcso.com/HIPAA/



32 June 2011Medicare B Connection

Electronic Data Interchange  Back to Contents

CMS announces national version 5010 testing days
Wednesday, June 15 and Wednesday, August 24
The version 5010 compliance date – Sunday, January 1, 2012 – is fast approaching. All HIPAA-covered entities 
should be taking steps now to get ready, including conducting external testing to ensure timely compliance. Are 
you prepared for the transition? Medicare fee-for-service (FFS) trading partners are encouraged to contact their 
Medicare administrative contractors (MACs) now and facilitate testing to gain a better understanding of MAC 
testing protocols and the transition to version 5010. 
To assist in this effort, the Centers for Medicare & Medicaid Services (CMS), in conjunction with the Medicare 
FFS program, announces national 5010 testing days to be held Wednesday, June 15, 2011, and Wednesday, 
August 24, 2011. The national 5010 testing days are an opportunity for trading partners to come together and test 

compliance efforts that are already underway with the added benefi t of 
real-time help desk support and direct and immediate access to MACs.
CMS encourages all trading partners to participate in the national 5010 
testing days. This includes:

Providers;
Clearinghouses; and
Vendors

More details concerning transactions to be tested are forthcoming from 
your local MAC. Additionally, there are several state Medicaid agencies 
that will be participating in the national 5010 testing days; more details 
will follow from them as well.
Again, CMS national 5010 testing days do not preclude trading partners 
from testing transactions immediately with their MAC. Don’t wait. You 
are encouraged to begin working with your MAC now to ensure timely 
compliance. Note that successful testing is required before a trading 
partner may be placed into production.
CMS hopes all trading partners will join it on Wednesday, June 15, 2011, 
and Wednesday, August 24, 2011, and take advantage of this great 
opportunity to ensure testing and transition efforts are on track. For more 
information on HIPAA version 5010, please visit     
http://www.CMS.gov/Versions5010andD0.

Note: If you have problems accessing any hyperlink in this message, please copy and paste the URL into your 
Internet browser.

Source: CMS PERL 201106-18

Test your version 5010 implementation efforts
The version 5010 compliance deadline of Sunday, January 1, 2012, is nearly six months away.  All HIPAA-
covered entities should be preparing for this transition, which includes conducting external testing with all trading 
partners (providers, clearinghouses, and vendors) to ensure timely compliance.
To assist with testing, the Centers for Medicare & Medicaid Services (CMS), in conjunction with the Medicare 
fee-for-service program, are holding a national 5010 testing day. The testing day will serve as an opportunity for 
trading partners to further test compliance efforts with the added benefi t of live help desk support, and direct and 
immediate access to Medicare administrative contractors (MACs). 
The national version 5010 testing day is scheduled for Wednesday, August 24, 2011. CMS hopes all trading 
partners will participate so that they can have a timely and smooth transition to version 5010.
This testing day will help facilitate a better understanding of MAC testing protocols and the transition to version 
5010; it is not meant to prohibit trading partners from further compliance testing.  All trading partners are 
encouraged to begin working with their MACs to test transactions as soon as possible.
For more information on version 5010, please visit http://www.CMS.gov/Versions5010andD0.
Note: If you have problems accessing any hyperlink in this message, please copy and paste the URL into your 

Internet browser.
Source: CMS PERL 201106-31

http://www.CMS.gov/Versions5010andD0
http://www.CMS.gov/Versions5010andD0
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HIPAA 5010 & D.0 – implementation calendar and important reminders
During the transition to Health Insurance Portability 
and Accountability Act (HIPAA) versions 5010 and 
D.0, you will be periodically reminded of important 
items and dates that may be of specifi c interest to 
the Medicare fee-for-service (FFS) provider/supplier 
community. Please see below to learn about current, 
upcoming, and past events that have taken placed 
during this implementation process.

Announcements
January 1, 2011, marked the beginning of the 5010/
D.0 transition year

Reminders
Announcements
Versions 5010 & D.0 FAQs now available
(https://questions.cms.hhs.gov/app/answers/list/
kw/5010)  
National Testing Day message now available
(http://www.cms.gov/Versions5010andD0/
Downloads/5010_National_Testing_Day_Message.
pdf)

Reminders
5010/D.0 errata requirements and testing schedule
(http://www.cms.gov/Versions5010andD0/Downloads/
Errata_Req_and_Testing.pdf)
Contact your MAC for their testing schedule
(http://www.cms.gov/Versions5010andD0/Downloads/
Reminder-Contact_MAC.pdf)

Readiness assessment
Have you done the following to be ready for 5010/D.0?
(http://www.cms.gov/Versions5010andD0/Downloads/
Readiness_1.pdf)
What do you need to have in place to test with your 
Medicare administrative contractor (MAC)? (http://
www.cms.gov/Versions5010andD0/Downloads/
Readiness_2.pdf)  

Implementation calendar
Current events
June 2011
June 15: National MAC Testing Day 

Upcoming events
July 2011
July 20: MAC hosted outreach and education session 
– troubleshooting with your MAC
August 2011
August 24: National MAC testing day (for providers)
August 31: CMS-hosted Medicare fee-for-service 
national call – MAC panel
October 2011
October 5: MAC hosted outreach and education 
session (last push for implementation)
October 24-27: WEDI 2011 fall conference*
(http://www.wedi.org/forms/meeting/
MeetingFormPublic/view?id=11927000002B1)

December 2011
December 31: End of the transition year, and the 
beginning of 5010 production environment

Past events
June 15: 5010 national call – ICD-10/5010 national 
provider call
(http://www.cms.gov/Versions5010andD0/V50/
itemdetail.asp?fi lterType=none&fi lterByDID=-99&sortB
yDID=1&sortOrder=ascending&itemID=CMS1237787
&intNumPerPage=10)
June 30: 5010 national call – 837 institutional claim 
transaction
(http://www.cms.gov/Versions5010andD0/V50/
itemdetail.asp?fi lterType=none&fi lterByDID=-99&sortB
yDID=1&sortOrder=ascending&itemID=CMS1236487
&intNumPerPage=10)
July 2010
July 28: 5010 national call – 276/277 claim status 
inquiry and response transaction set
(http://www.cms.gov/Versions5010andD0/V50/
itemdetail.asp?fi lterType=none&fi lterByDID=-99&sortB
yDID=1&sortOrder=ascending&itemID=CMS1237767
&intNumPerPage=10)
August 2010
August 25: 5010 national call – 835 remittance advice 
transaction
(http://www.cms.gov/Versions5010andD0/V50/
itemdetail.asp?fi lterType=none&fi lterByDID=-99&sortB
yDID=1&sortOrder=ascending&itemID=CMS1238739
&intNumPerPage=10)  
September 2010
September 27: 5010 national call – acknowledgement 
transactions (TA1, 999, 277CA)
(http://www.cms.gov/Versions5010andD0/V50/
itemdetail.asp?fi lterType=none&fi lterByDID=-99&sortB
yDID=1&sortOrder=ascending&itemID=CMS1239741
&intNumPerPage=10)  
October 2010
October 13: 5010/D.0 errata requirements and testing 
schedule released
(http://www.cms.gov/Versions5010andD0/Downloads/
Errata_Req_and_Testing.pdf)  
October 27: 5010 national call – NCPDP version D.0 
transaction
(http://www.cms.gov/Versions5010andD0/V50/
itemdetail.asp?fi lterType=none&fi lterByDID=-99&sortB
yDID=1&sortOrder=ascending&itemID=CMS1240794
&intNumPerPage=10)  
November 2010
November 4: Version 5010 resource card published
(http://www.cms.gov/MLNProducts/
downloads/5010EDI_RefCard_ICN904284.pdf)
November 8: WEDI 2010 fall conference*
(http://www.wedi.org/forms/meeting/
MeetingFormPublic/view?id=C31C0000002C)
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HIPAA....(continued)
November 17: 5010 national call – coordination of 
benefi ts (COB)
(http://www.cms.gov/Versions5010andD0/V50/
itemdetail.asp?fi lterType=none&fi lterByDID=-99&sortB
yDID=1&sortOrder=ascending&itemID=CMS1241427
&intNumPerPage=10)  
December 2010
December 8: 5010 national call – MAC outreach and 
education activities and transaction-specifi c testing 
protocols
(http://www.cms.gov/Versions5010andD0/V50/
itemdetail.asp?fi lterType=none&fi lterByDID=-99&sortB
yDID=1&sortOrder=ascending&itemID=CMS1241855
&intNumPerPage=10)
January 2011
January 1: Beginning of transition year
January 11: HIMSS 5010 industry readiness 
update* (http://www.himss.org/asp/UnknownContent.
asp?type=evt)
January 19: 5010 national call – errata/companion 
guides
(http://www.cms.gov/Versions5010andD0/V50/
itemdetail.asp?fi lterType=none&fi lterByDID=0&sortBy
DID=1&sortOrder=descending&itemID=CMS1243131
&intNumPerPage=10)
January 25-27: 4th WEDI 5010 and ICD-10 
Implementation Forums – Advancing Down the 
Implementation Highway: Moving Forward with Testing 
to Attain Implementation*
(http://www.wedi.org/forms/meeting/
MeetingFormPublic/view?id=12B9F00000029)
February 2011
February 20-24: Healthcare Information and 
Management Systems Society (HIMSS) 11th Annual 
Conference & Exhibition* 
(http://www.himss.org/ASP/eventsHome.asp)

March 2011
March 1: New readiness assessment – Do you know 
the implications of not being ready?
(http://www.cms.gov/Versions5010andD0/Downloads/
Readiness_5010.pdf)
March 30: CMS-hosted 5010 national call – provider 
testing and readiness
(http://www.cms.gov/Versions5010andD0/V50/
itemdetail.asp?fi lterType=none&fi lterByDID=0&sortBy
DID=1&sortOrder=descending&itemID=CMS1244551
&intNumPerPage=10).
April 2011
April 4-11: Version 5010 test education week
April 27: MAC hosted outreach and education session 
– are you ready to test?
May 2011
May 2-5: 20th Annual WEDI National Conference 
* (http://www.wedi.org/forms/meeting/
MeetingFormPublic/view?id=11917000006F1)
May 25: Medicare fee-for-service national call 
– call to action – test  (http://www.cms.gov/
Versions5010andD0/V50/itemdetail.asp?fi lterType=no
ne&fi lterByDID=0&sortByDID=1&sortOrder=descendin
g&itemID=CMS1247188&intNumPerPage=10)
For older national call information, please visit 
the 5010 National Calls section of CMS’ versions 
5010 & D.0 Web page at http://www.cms.gov/
Versions5010andD0/V50/list.asp#TopOfPage.
Note: If you have problems accessing any hyperlink in 

this message, please copy and paste the URL 
into your Internet browser. 

* Information about events in which the Centers for Medicare & 
Medicaid Services (CMS) Medicare FFS staff participates may be 
applicable to the health care industry at large, though it is geared 
toward the Medicare FFS audience.

Source: CMS PERL 201106-11

Quarterly ICD-10 article reminds industry to get ready for version 5010
The Centers for Medicare & Medicaid Services (CMS) is committed to helping the industry transition to version 
5010 and ICD-10. Each quarter, CMS contributes a column on the transition to version 5010 and ICD-10 in the 
American Health Information Management Association (AHIMA) publication ICD-TEN. 
CMS’ new article, titled “Will You Be Ready? This Month’s Message” from CMS, is available at    
https://newsletters.ahima.org/newsletters/ICDTen/2011/June/ready.html and was published in the June edition. 
This article focuses on important information regarding the upcoming version 5010 transition and addresses 
industry readiness. 
Version 5010 is just half a year away, so check out the article to fi nd out more about what steps you can take 
to help reach compliance. Additionally, the article gives a sneak peek into new resources and tools CMS is 
developing to help the industry prepare for the transitions. Stay tuned for their debut in the coming weeks.    
Keep up-to-date on version 5010 and ICD-10 
Please visit www.cms.gov/ICD10 for the latest news and resources to help you prepare.
Note: If you have problems accessing any hyperlink in this message, please copy and paste the URL into your 

Internet browser.
Source: CMS PERL 201106-46
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http://www.cms.gov/Versions5010andD0/V50/itemdetail.asp?filterType=none&filterByDID=0&sortByDID=1&sortOrder=descending&itemID=CMS1244551&intNumPerPage=10
http://www.cms.gov/Versions5010andD0/V50/itemdetail.asp?filterType=none&filterByDID=0&sortByDID=1&sortOrder=descending&itemID=CMS1244551&intNumPerPage=10
http://www.cms.gov/Versions5010andD0/V50/itemdetail.asp?filterType=none&filterByDID=0&sortByDID=1&sortOrder=descending&itemID=CMS1244551&intNumPerPage=10
http://www.wedi.org/forms/meeting/MeetingFormPublic/view?id=11917000006F1
http://www.wedi.org/forms/meeting/MeetingFormPublic/view?id=11917000006F1
http://www.cms.gov/Versions5010andD0/V50/itemdetail.asp?filterType=none&filterByDID=0&sortByDID=1&sortOrder=descending&itemID=CMS1247188&intNumPerPage=10
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New FAQs available about HIPAA version 5010 implementation
The Centers for Medicare & Medicaid Services (CMS) has posted 18 new frequently asked questions (FAQs) 
about HIPAA version 5010 implementation, and one portable document format (PDF) document containing 
27 questions and answers (Q&As) specifi c to the Wednesday, March 30 CMS-hosted 5010 national provider 
teleconference on provider testing and readiness. To review these FAQs, visit the CMS FAQ database at   
http://questions.CMS.hhs.gov and search for “5010” (or use a direct link to the “5010” search results at 
http://questions.cms.hhs.gov/app/answers/list/kw/5010/sno/1/search/1/session/
L3NpZC9RSmpESmx1aw%3D%3D), or go directly to the Q&As specifi c to the March 30 provider testing and 
readiness national provider teleconference at          
http://questions.cms.hhs.gov/app/answers/detail/a_id/10647/kw/5010.
Please check the CMS FAQ database regularly for newly-posted or updated information related to 5010.
Source: CMS PERL 201105-41

Claim status category code and claim status code update

Healthcare provider taxonomy code updates effective July 1, 2011
Effective July 5, 2011, the Healthcare Provider Taxonomy Codes (HPTC) will be updated. The HPTC is a national 
code set that allows medical providers to indicate their specialty. The National Uniform Claim Committee (NUCC) 
updates the code set twice a year with changes effective April 1, and October 1. The latest version of HPTC is 
available from the Washington Publishing Company website at www.wpc-edi.com/codes/taxonomy. If a HPTC 
is reported to Medicare, it should be a valid code or a batch and/or claim level deletion (rejection) may occur. To 
ensure you do not receive a claim or fi le level rejection it is recommended that you verify the HPTC submitted is 
a valid code on the most recent HPTC listing. If you require assistance in updating the taxonomy code in your 
practice management system please contact your software support vendor.
Source: Publication 100-04, Transmittal 2164, change request 7318

Provider types affected
All physicians, providers and suppliers submitting 
claims to Medicare contractors (fi scal intermediaries 
(FIs), regional home health intermediaries (RHHIs), 
carriers, A/B Medicare administrative contractors 
(MACs) and durable medical equipment MACs or DME 
MACs) for Medicare benefi ciaries are affected.

Provider action needed
This article, based on change request (CR) 7456, 
explains that the claim status codes and claim status 
category codes for use by Medicare contractors with 
the Health Claim Status Request and Response 
ASC X12N 276/277 and the Health Care Claim 
Acknowledgement ASC X12N 277 were updated 
during the October 2011 meeting of the national Code 
Maintenance Committee and code changes approved 
at that meeting were posted at 
http://www.wpc-edi.com/content/view/180/223/ on or 
about November 1, 2011. Included in the code lists 
are specifi c details, including the date when a code 
was added, changed, or deleted. Medicare contractors 
will implement these changes on October 3, 2011. 
All providers should ensure that their billing staffs are 
aware of the updated codes and the timeframe for 
implementation.

Background
The Health Insurance Portability and Accountability 
Act requires all health care benefi t payers to use 
only claim status category codes and claim status 
codes approved by the National Code Maintenance 
Committee in the X12 276/277 Health Care Claim 
Status Request and Response format adopted as 

the standard for national use (004010X093A1 and 
005010X212). The Centers for Medicare & Medicaid 
Services (CMS) has also adopted as the CMS 
standard for contractor use the X12 277 Health Care 
Claim Acknowledgement (005010X214) as the X12 
5010 required method to acknowledge the inbound 
837 (Institutional or Professional) claim format. 
These codes explain the status of submitted claims. 
Proprietary codes may not be used in the X12 276/277 
to report claim status.

Additional information 
The offi cial instruction, CR 7456 issued to your FI, 
A/B MAC, and DME MAC regarding this change 
may be viewed at http://www.cms.gov/transmittals/
downloads/R2243CP.pdf. If you have any questions, 
please contact your carrier, A/B MAC, or DME MAC at 
their toll-free number, which may be found at  
http://www.cms.gov/MLNProducts/downloads/
CallCenterTollNumDirectory.zip. 
MLN Matters® Number: MM7456
Related Change Request (CR) #: 7456
Related CR Release Date: June 17, 2011
Effective Date: October 1, 2011
Related CR Transmittal #: R2243CP
Implementation Date: October 3, 2011
Disclaimer - 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 specifi c statutes, 
regulations and other interpretive materials for a full and accurate 
statement of their contents.

http://www.wpc-edi.com/content/view/180/223/
http://www.cms.gov/transmittals/downloads/R2243CP.pdf
http://www.cms.gov/MLNProducts/downloads/CallCenterTollNumDirectory.zip
http://www.wpc-edi.com/codes/taxonomy
http://questions.CMS.hhs.gov
http://questions.cms.hhs.gov/app/answers/list/kw/5010/sno/1/search/1/session/L3NpZC9RSmpESmx1aw%3D%3D)
http://questions.cms.hhs.gov/app/answers/detail/a_id/10647/kw/5010
http://www.cms.gov/transmittals/downloads/R2243CP.pdf
http://questions.cms.hhs.gov/app/answers/list/kw/5010/sno/1/search/1/session/L3NpZC9RSmpESmx1aw%3D%3D)
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Incentive Programs

CMS provides fi rst Medicare EHR incentive payments totaling $75 million
Providers offered fl exibility in adopting 
e-prescribing
The Centers for Medicare & Medicaid Services (CMS) 
announced on Thursday, May 26, that the fi rst payments of the 
Medicare electronic health record (EHR) incentive program 
were distributed on May 19. As part of the American Recovery 
and Reinvestment Act, the Medicare EHR incentive program 
provides payments to eligible professionals (EPs) and hospitals 
that demonstrate meaningful use of certifi ed EHR technology. 
CMS Administrator Donald Berwick, M.D., explained in a 
statement that the payments are a crucial part of the nation’s 
future, “We can bring America’s health care system into the 
21st century by adopting electronic health records and using 
electronic prescribing systems. Today’s announcements are 
steps on the right path -- toward the health IT system America 
needs, which will save lives, save money.” 
CMS noted that in addition to the $75 million given to providers 
participating in the Medicare program, 15 states have initiated 
their Medicaid EHR incentive programs since January 2011, 
and, to date, over $83 million in incentive payments has been 
made to qualifi ed Medicaid providers. 
The National Coordinator for Health Information Technology, 
Farzad Mostashari, M.D., ScM, said in a statement, “Through the 
EHR Incentive Programs, we are helping eligible providers invest in their technology infrastructure. But this isn’t 
just about technology. The goal is better and safer health care, and that means it’s about patients – about their 
health care and protection of their information.” 
CMS also announced proposals for new fl exibilities to help providers phase in the use of electronic prescribing. 
This program provides fi nancial incentives, including payment adjustments beginning January 1, 2012, for EPs to 
encourage electronic prescribing (eRx).
The full press release can be found on the CMS website at http://www.cms.gov/apps/media/press_releases.asp. 
Detailed fact sheets on both the e-prescribing proposed rule and the EHR incentive payments can be found in the 
fact sheet section at http://www.cms.gov/apps/media/fact_sheets.asp. 
Want more information about the EHR incentive programs? 
Make sure to get the latest news and updates on the EHR incentive programs by visiting the CMS EHR incentive 
programs website at http://www.cms.gov/EHRIncentivePrograms/.
Note: If you have problems accessing any hyperlink in this message, please copy and paste the URL into your 

Internet browser.
Source: CMS PERL 201106-07

http://www.cms.gov/apps/media/press_releases.asp
http://www.cms.gov/apps/media/fact_sheets.asp
http://www.cms.gov/EHRIncentivePrograms/
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Get motivated by Medicare …
Find out about Provider Incentive Programs

e-Prescribing (eRx)

Electronic Health Records (EHR)

Physician Quality Reporting System

Primary Care Incentive Program (PCIP)

 Available at  http://medicare.fcso.com/Landing/191460.asp

Update: Five new meaningful use FAQs posted
The Centers for Medicare & Medicaid Services (CMS) wants to keep you updated with the latest resources on the 
Medicare and Medicaid electronic health record (EHR) incentive programs. Five new frequently asked questions 
(FAQs) on meaningful use have been added to the CMS website. Take a minute and review these new FAQs. 

For the meaningful use objective of “capability to exchange key clinical information” for the Medicare and 1. 
Medicaid EHR incentive programs, does exchange of electronic information using physical media, such as 
USB, CD-ROM, or other formats, meet the measure of this objective? Read the answer at    
http://questions.cms.hhs.gov/app/answers/detail/a_id/10638. 
For the Medicare and Medicaid EHR incentive programs, how should an eligible professional (EP) who orders 2. 
medications infrequently calculate the measure for the “computerized provider order entry (CPOE)” objective 
if the EP sees patients whose medications are maintained in the medication list by the EP but were not 
ordered or prescribed by the EP? Read the answer at        
http://questions.cms.hhs.gov/app/answers/detail/a_id/10639. 
How should patients in swing beds be counted in the denominators of meaningful use measures for eligible 3. 
hospitals and critical access hospitals (CAHs) for the Medicare and Medicaid EHR incentive programs? Read 
the answer at http://questions.cms.hhs.gov/app/answers/detail/a_id/10640. 
How should nursery day patients be counted in the denominators of meaningful use measures for eligible 4. 
hospitals and CAHs for the Medicare and Medicaid EHR incentive programs?     
Read the answer at http://questions.cms.hhs.gov/app/answers/detail/a_id/10641. 
What lab tests should be included in the denominator of the measure for the “incorporate clinical lab-test 5. 
results” objective under the Medicare and Medicaid EHR incentive programs? Read the answer at   
http://questions.cms.hhs.gov/app/answers/detail/a_id/10642. 

For more information about meaningful use and its requirements, take a look at the Meaningful Use Web page, 
available on the EHR website at https://www.cms.gov/EHRIncentivePrograms/30_Meaningful_Use.asp. 
Want more information about the EHR incentive programs? 
Make sure to visit the CMS EHR Incentive Programs website at http://www.cms.gov/EHRIncentivePrograms/ for 
the latest news and updates on the EHR incentive programs.
Source: CMS PERL 201105-37

http://questions.cms.hhs.gov/app/answers/detail/a_id/10638
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http://questions.cms.hhs.gov/app/answers/detail/a_id/10641
http://questions.cms.hhs.gov/app/answers/detail/a_id/10642
https://www.cms.gov/EHRIncentivePrograms/30_Meaningful_Use.asp
http://www.cms.gov/EHRIncentivePrograms/
http://medicare.fcso.com/Landing/191460.asp
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General Information
Up to....(continued from page 1)

When the Partnership for Patients was announced, the Obama administration committed up to $1 billion in 
Affordable Care Act funding to help achieve its two goals; at the time of the announcement, up to $500 million 
was made available through the community-based care transitions program,      
http://www.cms.gov/DemoProjectsEvalRpts/MD/itemdetail.asp?itemID=CMS1239313, to ensure patients safely 
transition between settings of care. Today’s announcement makes available the start of $500 million additional 
Innovation Center funds to help reduce healthcare acquired conditions and reduce unnecessary readmissions.
Note: If you have problems accessing any hyperlink in this message, please copy and paste the URL into your 

Internet browser.
Source: CMS PERL 201106-45

Postcard mailing for the annual participation open enrollment period
Provider types affected
This article is for physicians, practitioners, and suppliers who are eligible to make annual Medicare participation 
decisions through their Medicare contractors (carriers or Medicare administrative contractors [A/B MAC]).

Provider action needed 
Stop – impact to you
This article is based on change request (CR) 7412 which informs providers that they will not be receiving the 
usual compact disc (CD) from Medicare contractors announcing the annual open participation enrollment period 
that allows eligible physicians, practitioners, and suppliers to make their calendar year Medicare participation 
decision. 
Caution – what you need to know
CR 7412 informs providers that this year and as well as future years, the Centers for Medicare & Medicaid 
Services (CMS) is directing Medicare contactors to produce a postcard mailing, regarding the annual open 
participation enrollment period, instead of a CD, for eligible physicians, practitioners and suppliers. 
Go – what you need to do
See the Background, Key points, and Additional information sections of this article for further details regarding 
these changes.

Background
Every year, Medicare contractors conduct an open participation enrollment period in order to provide eligible 
physicians, practitioners and suppliers with an opportunity to make their calendar year Medicare participation 
decision. The open enrollment period runs from November 15 to December 31. In the past, contractors mailed a 
CD to all physicians and other health professionals announcing the annual open participation enrollment period. 
The CD contained an announcement document, the CMS-460 form, and provider education material about the 
Medicare program. The Medicare physician fee schedule (MPFS) fees used to be included on the CD, but due 
to frequent last minute changes, they are now placed on the Medicare contractors’ websites. Removing the 
Medicare fees from the CD provides greater fl exibility for updates late in the year due to possible legislative 
changes or CMS payment policy decisions. Since the MPFS fees are no longer included on the CD and the 
educational materials, as well as the Form CMS-460, appear on your contractors’ websites, the value of the CD to 
the provider community has diminished.

Key points
The CMS is directing contractors to stop producing CDs for the annual participation mailing and replace the CD 
with a postcard reminder as follows:

The annual open participation enrollment mailing takes place in mid-November.

Medicare contractors will also continue to post the new fees on their websites once the MPFS regulation is 
put on display.
The  Medicare Claims Processing Manual (Chapter 1, Section 30) is being updated with information regarding 
the postcard mailing and will also provide guidance to contractors for producing the postcard. You may review 
this Chapter by referring to CR 7412 at http://www.cms.gov/Transmittals/downloads/R2221CP.pdf.

continued on next page

http://www.cms.gov/DemoProjectsEvalRpts/MD/itemdetail.asp?itemID=CMS1239313
http://www.cms.gov/Transmittals/downloads/R2221CP.pdf
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The postcard will contain the following message:

Medicare Participating Provider Program
2012 Participation Enrollment and Fee Disclosure Information

The postcard will also state “This is a reminder that the 2012 Annual Participation Open Enrollment Period is 
approaching. The open enrollment period runs mid-November through December 31.”
Your Medicare contractor will include their toll-free telephone number and Web address on the postcard.

MPFS fees for services rendered in calendar year 2012 will also be posted on your local Medicare 
contractor’s website.
The website will provide information to providers. For example:

Your Medicare contractor will have specifi c information about the annual participation open enrollment 
period via a single page on their website as well as their telephone number.
The website will provide instructions for submitting the participation enrollment forms, or disenrollment 
requests (how, when, where, etc.).

Any participating health care professional who is not changing their participation status does not need to take 
any action during this annual participation open enrollment period. If you do not have Internet access, you should 
contact your local Medicare contractor to request a hardcopy participation enrollment and information package, 
which will include the new Medicare physician fee schedule fees.

Additional information
If you have any questions or you do not have Internet access, contact your local Medicare contractor at their 
toll-free number to request a hardcopy participation enrollment and information package, which includes the new 
Medicare fees. That toll-free number may be found on the postcard you receive or at    
http://www.cms.gov/MLNProducts/downloads/CallCenterTollNumDirectory.zip. The offi cial instruction associated 
with this CR 7412 issued to your Medicare carrier or A/B MAC regarding this change may be viewed at http://
www.cms.gov/Transmittals/downloads/R2221CP.pdf. 
MLN Matters® Number: MM7412
Related Change Request (CR) #: 7412
Related CR Release Date: May 20, 2011
Effective Date: May 20, 2011
Related CR Transmittal #: R2221CP
Implementation Date: No later than October 31, 2011
Disclaimer - 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 specifi c statutes, 
regulations and other interpretive materials for a full and accurate statement of their contents.

Postcard....(continued)

Contractor guidelines for accepting and processing reopenings via a 
secure Internet portal/application
Provider types affected
Physicians, suppliers, and other providers who bill Medicare fi scal intermediaries (FIs), carriers, Medicare 
administrative contractors (A/B MACs), regional home health intermediaries (RHHIs), or durable medical 
equipment Medicare administrative contractors (DME MACs) for services provided to Medicare benefi ciaries are 
affected.

Provider action needed 
Stop – impact to you
Effective October 1, 2011, you may have (depending on your contractor) an alternative, electronic method to 
submit your requests for Medicare fee-for-service (FFS) claim reopenings.
Caution – what you need to know
Change request (CR) 7420, from which this article is taken (effective October 1, 2011,) allows Medicare 
contractors to use a secure Internet portal/application to accept and process your requests for reopening 
Medicare FFS claims. 
Go – what you need to do
You should make sure that your billing staffs are aware of this change.

continued on next page
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continued on next page

Background
In response to requests from Medicare contractors, CR 7420 (from which this article is taken), updates the 
current instructions in the Medicare Claims Processing Manual Chapter 34 (Reopening and Revision of Claim 
Determinations and Decisions), to allow them to accept claimant initiated reopening requests via a secure Internet 
portal/application – effective October 1, 2011. You may fi nd this manual at      
http://www.cms.gov/manuals/downloads/clm104c34.pdf.
Note: Medicare contractors may not require you to fi le a reopening via a secure Internet portal/application. Also, 

contractors are not required to offer this electronic capability.
Medicare will have a number of requirements for Medicare contractors utilizing a secure Internet portal/application 
for reopening. Specifi cally, to provide this access, contractors will:

Incorporate a formal registration process that contains validation of the electronic signature on the reopening 
request, which will include, at a minimum, the use of restricted user identifi ers (IDs) and passwords, and a 
method for authenticating that the party has completed the portal registration process and has been properly 
identifi ed by the system as an appropriate user.
Include, in the appeals case fi le, an indication and/or description of the validation methodology; should a 
redetermination and/or higher level of appeal be submitted following an adverse reopening decision.
Ensure that secure Internet portal/applications developed for reopening activities adhere to the security 
standards in the Health Insurance and Portability and Accountability Act (HIPAA); and comply with all CMS 
security requirements regarding protected health information prior to implementation.
Issue a reopening decision or refusal to reopen via a secure Internet portal/application only if the party has 
submitted the request for reopening through that application.
Provide adequate education to participating parties:

Regarding system capabilities/limitations prior to implementation and utilization of the secure portal; and

Reminding them that participation/enrollment in the secure portal/application is at their discretion and that 
they bear the responsibility for the authenticity of the information being attested to in the request.

Include a date, timestamp, and statement regarding the responsibility and authorship related to the electronic, 
digital, and/or digitized signature within the record. At a minimum, this will include a statement indicating that 
the document was, “electronically signed by” or “verifi ed/approved by,” etc.
Ensure that appropriate procedures are in place, via the secure Internet/portal, to provide parties to the 
reopening with receipt confi rmation of the reopening request, and instructions not to submit additional 
reopening requests for the same item/service via different venue (i.e., telephone, in writing, etc.).
Consider decisions processed via a CMS approved secure Internet portal/application complete on the 
date the electronic reopening decision notice is transmitted to the party through the secure Internet portal/
application.
Ensure that there is a process in place by which a party can submit, via the secure application/portal; 
additional documentation/materials concurrent with the reopening request (i.e. ensure that the portal/
application has the capability to accept additional documentation and/or other materials to support the 
reopening request.)
Include a mechanism that tracks and marks the date/time of the notifi cation so the submitting party is 
adequately informed about the timeframes required to ensure timely submission of future appeal requests for 
the item/service at issue, if applicable; and ensure that parties may save and print the refusal to reopen notice 
and the adverse revised determination/decision notice.
Ensure that refusal to reopen and adverse revised determination notices transmitted via a secure Internet 
portal/application comply with the timeliness and content requirements as outlined in the Medicare Claims 
Processing Manual, Chapter 34.
Provide hard copy adverse revised determination/decision notices to parties to the reopening who do not have 
access to the secure Internet portal/application; and ensure that these notices are mailed and/or otherwise 
transmitted on the same day the notice is transmitted via the secure portal/application.)
Include the adverse revised determination/decision notice and any other related materials in the appeals case 
fi le if a valid appeal on the item/service is later requested.

Contractors will not issue a refusal to reopen notice if they begin processing a valid and timely request for 
redetermination as a reopening (clerical error or otherwise) and later determine that a reopening cannot be 
performed, or the determination cannot be changed. Rather, they will process the request as a valid/timely 

Contractor....(continued)
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Contractor....(continued)

continued on next page

redetermination (as originally requested by the party) in accordance with the Medicare Claims Processing Manual, 
Chapter 29 (Appeals of Claims Decisions), which you may fi nd at       
http://www.cms.gov/manuals/downloads/clm104c29.pdf.

Additional Information 
You may fi nd the offi cial instruction, CR 7420, issued to your FI or A/B MAC by visiting     
http://www.cms.gov/transmittals/downloads/R2241CP.pdf. You will fi nd the updated Medicare Claims Processing 
Manual, Chapter 34 (Reopening and Revision of Claim Determinations and Decisions), Sections 34.10 
(Reopenings and Revisions of Claims Determinations and Decisions-General), 34.10.1 (Authority to Conduct a 
Reopening), 34.10.6.4 (Timeframes When a Party Requests an Adjudicator Reopen Their Decisions), 34.10.7 
(Timeframes to Complete a Reopening Requested by a Party), 34.10.8 (Notice of a Revised Determination or 
Decision), and 34.10.13 (System and Processing Requirements for Use of Secure Internet Portal/Application to 
Support Reopening Activities) as an attachment to that CR. If you have any questions, please contact your FI, 
carrier, A/B MAC, RHHI, or DME MAC at their toll-free may be found at       
http://www.cms.gov/MLNProducts/downloads/CallCenterTollNumDirectory.zip. 
MLN Matters® Number: MM7420
Related Change Request (CR) #: CR 7420
Related CR Release Date: June 17, 2011
Effective Date: October 1, 2011
Related CR Transmittal #: R2241CP
Implementation Date: October 3, 2011
Disclaimer - 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 specifi c statutes, 
regulations and other interpretive materials for a full and accurate statement of their contents.

Major new effort to give consumers and employers better information 
about quality of care
Affordable Care Act provision provides new opportunity for the use of Medicare and private sector claims data in 
evaluating the performance of physicians, other providers, and suppliers 
On Friday, June 3, the Centers for Medicare & Medicaid Services (CMS) proposed rules that will enable 
consumers and employers to select higher-quality, lower-cost physicians, hospitals and other health care 
providers in their area. The new rules will allow organizations that meet certain qualifi cations access to patient-
protected Medicare data to produce public reports on physicians, hospitals and other health care providers. 
These reports will combine private sector claims data with Medicare claims data to identify which hospitals and 
doctors provide the highest quality, cost-effective care. This initiative is part of a broader effort by the Obama 
Administration, made possible by the Affordable Care Act, to improve care and lower costs. 
“Making more Medicare data available can make it easier for employers and consumers to make smart decisions 
about their health care,” said CMS Administrator Donald M. Berwick, MD. “Performance reports that include 
Medicare data will result in higher quality and more cost effective care. And making our health care system more 
transparent promotes competition and drives costs down.” 
For many years employers, consumers, providers, and quality measurement organizations have been frustrated 
with the limited and piecemeal availability of health care claims data. This has led many health plans to create 
provider performance reports based solely on the health plan’s own claims, which often represent only a small 
proportion of a provider’s overall practice. Providers can receive multiple, sometimes contradictory, reports from 
different insurers. Often, providers are unable to appeal or correct what they perceive to be inaccurate results in 
these reports. These factors sometimes lead to reports that neither providers nor consumers feel they can use. 
This rule seeks to change the quality measurement landscape in a way that increases transparency for all 
stakeholders. “Qualifi ed entities” that have the capacity to process the data accurately and safely would be required 
to combine the Medicare claims provided by CMS with private sector claims data, to produce quality reports that are 
more representative of how providers and suppliers are performing. The reports will help employers and consumers 
understand more about the relative performance of physicians and other providers in their area. In addition, these 
rules include strict privacy and security requirements for entities handling Medicare claims data. 
This new program would provide for the following activities: 

CMS would provide standardized extracts of Medicare claims data from Parts A, B, and D to qualifi ed entities. 
The data can only be used to evaluate provider and supplier performance and to generate public reports 
detailing the results. 

http://www.cms.gov/manuals/downloads/clm104c29.pdf
http://www.cms.gov/transmittals/downloads/R2241CP.pdf
http://www.cms.gov/MLNProducts/downloads/CallCenterTollNumDirectory.zip
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Major....(continued)
The data provided to the qualifi ed entity will cover one or more specifi ed geographic area(s). 

The qualifi ed entity would pay a fee that covers CMS’ cost of making the data available. 

To receive the Medicare claims data, qualifi ed entities would need to have claims data from other sources. 
Combining claims data from multiple sources creates a more complete and accurate picture about provider 
and supplier performance. 
Publicly reporting the results calculated by the qualifi ed entity is important for transparency in health care 
and consumer empowerment. To prevent mistakes, qualifi ed entities must share the reports confi dentially 
with providers and suppliers prior to their public release. This gives providers and suppliers an opportunity to 
review the reports and provide necessary corrections. 
Publicly released reports would contain aggregated information only, meaning that no individual patient/
benefi ciary data would be shared or be available. 
During the application process, qualifi ed entities would need to demonstrate their capabilities to govern the 
access, use, and security of Medicare claims data. Qualifi ed entities would be subject to strict security and 
privacy processes. 
CMS would continually monitor qualifi ed entities, and entities that do not follow these procedures risk 
sanctions, including termination from the program. 

Comments are welcome on this set of proposed rules. 
These proposed rules are the next step in our effort to improve health care quality and ensure consumers have 
access to the best available information, using important new tools provided by the Affordable Care Act. The 
hospital value-based purchasing initiative will reward hospitals for the quality of care they provide to people with 
Medicare and help reduce health care costs. This initiative will be based on quality measures that hospitals have 
been reporting to the Hospital Inpatient Quality Reporting Program since 2004, and that information is posted on 
the Hospital Compare website at http://www.healthcare.gov/compare/index.html. The Partnership for Patients is 
bringing together hospitals, doctors, nurses, pharmacists, employers, unions, and state and federal government 
committed to keeping patients from getting injured or sicker in the health care system and improving transitions 
between care settings. CMS will invest up to $1 billion to help drive these changes. In addition, proposed rules 
allowing Medicare to pay new accountable care organizations (ACOs) to improve coordination of patient care are 
also expected to result in better care and lower costs. This proposed rule will complement the overall effort by the 
Obama Administration to improve quality, lower costs, and improve health by providing consumers and employers 
a more accurate picture of provider and supplier performance. 
The proposed rule is on display at the Offi ce of the Federal Register at       
http://www.archives.gov/federal-register/public-inspection/index.html.
Beginning June 8, the date of actual “publication” in the Federal Register, the notice of proposed rulemaking 
(NPRM) will no longer appear on the above line. Rather, you’ll need to access the Federal Register link for 
published rules at http://www.gpoaccess.gov/fr/browse.html.
Note: If you have problems accessing any hyperlink in this message, please copy and paste the URL into your 

Internet browser.
Source: CMS PERL 201106-14

Three reminders for billing correctly for ordered/referred services
Any Medicare-enrolled Part B organizational provider, durable medical equipment, prosthetics, orthotics, and 
supplies (DMEPOS) supplier, or Part A home health agency (HHA) provider may fi le claims with ordering or 
referring information.

There are three basic requirements for ordering and referring:1. 
The physician or non-physician practitioner must be enrolled in Medicare or in an opt-out status. 

The national provider identifi er (NPI) used for ordering/referring must be for an individual physician or 
non-physician practitioner (cannot be an organizational NPI). 
The physician or non-physician practitioner must be of a specialist type that is eligible to order and refer.

If you don’t meet the three basic requirements listed above, refer to item #3 on how to obtain an NPI and enroll in 
Medicare for ordering and referring purposes. 

continued on next page

http://www.healthcare.gov/compare/index.html
http://www.archives.gov/federal-register/public-inspection/index.html
http://www.gpoaccess.gov/fr/browse.html
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Three....(continued)

Learn the secrets to billing Medicare correctly
Who has the power to improve your billing accuracy and effi ciency? You do – visit the Provider 
self-audit resources section at http://medicare.fcso.com/Landing/200831.asp, where you’ll 
discover the tools you need to learn how to consistently bill Medicare correctly – the fi rst time. 
You’ll fi nd FCSO’s most popular self-audit resources, including the E/M interactive worksheet, 
Provider Data Summary (PDS) report, and the Comparative billing report (CBR).

Only Medicare-enrolled individual physicians and non-physician providers of a certain specialist type are 2. 
eligible to order/refer for Part B and DMEPOS Medicare benefi ciary services. (Organizational providers 
cannot order and refer.) Eligible individual physicians and non-physician providers include:

Doctor of medicine or osteopathy

Doctor of dental medicine

Doctor of dental surgery

Doctor of podiatric medicine

Doctor of optometry

Doctor of chiropractic medicine

Physician assistant

Certifi ed clinical nurse specialist

Nurse practitioner

Clinical psychologist

Certifi ed nurse midwife

Clinical social worker

Only Medicare-enrolled individual physicians of a certain specialist type are eligible to order/refer for Part A when 
a plan of treatment is needed and submitted from an HHA for benefi ciary services. These individuals include:

Doctor of medicine or osteopathy 

Doctor of podiatric medicine 

In order to order/refer, the provider must have an enrollment record in PECOS.3. 
Providers who order or refer should verify their enrollment in PECOS. Note that receiving payments from 
Medicare does not necessarily mean you have an enrollment record in PECOS. The easiest way to check 
on enrollment status is by visiting Internet-based PECOS at https://pecos.CMS.hhs.gov and navigating 
to the “My Enrollments” page; if no record is displayed, you do not have an enrollment record in PECOS. 
(More detailed instructions on accessing and navigating Internet-based PECOS are available at   
http://www.cms.gov/MedicareProviderSupEnroll/Downloads/Instructionsforviewingpractitionerstatus.pdf.) 
Another option is to check the Ordering and Referring Report at       
http://www.cms.gov/MedicareProviderSupEnroll/06_MedicareOrderingandReferring.asp.
If you believe an enrollment application has been submitted but no enrollment record exists in PECOS, 
check the list of pending applications, available at        
http://www.CMS.gov/MedicareProviderSupEnroll/06_MedicareOrderingandReferring.asp (scroll to the 
“Initial Physician Applications Pending Contractor Review” in the Downloads section of the page).
Providers with neither an enrollment record in PECOS nor an entry on the list of pending applications 
should make arrangements to submit their enrollment application. Internet-based PECOS is the fastest 
and most effi cient way to do so. For instructions, review the “Basics of Internet-based PECOS for 
Physicians and Non-Physician Practitioners,” available at http://www.cms.gov/MLNProducts/downloads/
MedEnroll_PECOS_PhysNonPhys_FactSheet_ICN903764.pdf.

For additional information, review the Medicare Learning Network’s “Medicare Enrollment Guidelines for Ordering/
Referring Providers” fact sheet, available at          
http://www.cms.gov/MLNProducts/downloads/MedEnroll_OrderReferProv_FactSheet_ICN906223.pdf.
Note: If you have problems accessing any hyperlink in this message, please copy and paste the URL into your 

Internet browser.
Source: CMS PERL 201106-21

https://pecos.CMS.hhs.gov
http://www.cms.gov/MedicareProviderSupEnroll/Downloads/Instructionsforviewingpractitionerstatus.pdf
http://www.cms.gov/MedicareProviderSupEnroll/06_MedicareOrderingandReferring.asp
http://www.CMS.gov/MedicareProviderSupEnroll/06_MedicareOrderingandReferring.asp
http://www.cms.gov/MLNProducts/downloads/MedEnroll_PECOS_PhysNonPhys_FactSheet_ICN903764.pdf
http://www.cms.gov/MLNProducts/downloads/MedEnroll_OrderReferProv_FactSheet_ICN906223.pdf
http://medicare.fcso.com/Landing/200831.asp
http://www.cms.gov/MLNProducts/downloads/MedEnroll_PECOS_PhysNonPhys_FactSheet_ICN903764.pdf
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Reminder: No date set for expanded ordering/referring provider claim edits
The Centers for Medicare & Medicaid Services (CMS) has not yet determined when it will begin to apply the 
expanded edit for ordering/referring provider claims. These edits are applicable to ordering/referring providers that 
do not have a record in the provider enrollment, chain, and ownership system (PECOS). As previously stated, 
CMS will give providers ample notice before the ordering/referring provider claim edit is applied.
For information on the requirements for billing for ordering/referred services, review the Medicare Learning 
Network’s Medicare Enrollment Guidelines for Ordering/Referring Providers fact sheet at     
http://www.CMS.gov/MLNProducts/downloads/MedEnroll_OrderReferProv_FactSheet_ICN906223.pdf.
Note: If you have problems accessing any hyperlink in this message, please copy and paste the URL into your 

Internet browser.
Source: CMS PERL 201106-14

Are you submitting a handwritten Medicare enrollment application?
Medicare enrollment application forms are fi llable on your computer. This means that you can fi ll out the 
information required by typing into the open fi elds while the form is displayed on your computer monitor. Filling out 
the forms this way before printing, signing and mailing means more easily-readable information -- which means 
fewer mistakes, questions, and delays when your application is processed. Be sure to make a copy of the signed 
form for your records before mailing.
Medicare provider enrollment application forms are available on the Centers for Medicare & Medicaid Services 
website at https://www.cms.gov/MedicareProviderSupEnroll/02_EnrollmentApplications.asp.
CMS 855A – Application for Institutional Providers – https://www.cms.gov/cmsforms/downloads/cms855a.pdf
CMS 855B – Application for Clinics, Group Practices, and Certain Other Suppliers –     
https://www.cms.gov/cmsforms/downloads/cms855b.pdf
CMS 855I – Application for Physicians and Non-Physician Practitioners –      
https://www.cms.gov/cmsforms/downloads/cms855i.pdf
CMS 855R – Application for Reassignment of Medicare Benefi ts –       
https://www.cms.gov/cmsforms/downloads/cms855r.pdf
CMS 855S – Application for Durable Medical Equipment, Prosthetics, Orthotics, and Supplies (DMEPOS) 
Suppliers – https://www.cms.gov/cmsforms/downloads/cms855s.pdf
Signatures are still required to be handwritten. Don’t forget to complete this important step prior to mailing 
your typed form(s). 
Keep in mind that typed forms are easier for Medicare to process, but the most effi cient method for submitting 
your enrollment application is to use the Internet-based Provider Enrollment, Chain and Ownership System 
(PECOS). PECOS guides you through the enrollment application so you only supply information relevant to your 
application. PECOS also reduces the need for follow-up because of incomplete applications. Using Internet-
based PECOS results in a more accurate application and saves you time and administrative costs. Learn more by 
visiting Internet-Based PECOS at http://www.cms.gov/MedicareProviderSupEnroll/04_InternetbasedPECOS.asp.
Note: If you have problems accessing any hyperlink in this message, please copy and paste the URL into your 

Internet browser.
Source: CMS PERL 201105-44

http://www.CMS.gov/MLNProducts/downloads/MedEnroll_OrderReferProv_FactSheet_ICN906223.pdf
https://www.cms.gov/MedicareProviderSupEnroll/02_EnrollmentApplications.asp
https://www.cms.gov/cmsforms/downloads/cms855a.pdf
https://www.cms.gov/cmsforms/downloads/cms855b.pdf
https://www.cms.gov/cmsforms/downloads/cms855i.pdf
https://www.cms.gov/cmsforms/downloads/cms855r.pdf
https://www.cms.gov/cmsforms/downloads/cms855s.pdf
http://www.cms.gov/MedicareProviderSupEnroll/04_InternetbasedPECOS.asp


45June 2011 Medicare B Connection

General Information  Back to Contents

Reporting of recoupment for overpayment on the remittance advice
Note: This article was revised on June 10, 2011, to refl ect a revised change request (CR) 6870 issued on June 9. 

The CR release date, transmittal number, implementation date for FISS, and the Web address for access-
ing CR 6870 have been revised. All other information is the same. This information was previously pub-
lished in the May 2011 Medicare B Connection, pages 30-31.

Provider types affected
This article is for physicians, providers, and suppliers submitting claims to Medicare contractors (carriers, 
fi scal intermediaries [FIs], and/or A/B Medicare administrative contractors [A/B MACs]) for services provided to 
Medicare benefi ciaries. CR 6870 does not apply to suppliers billing durable medical equipment (DME) MACs.

Provider action needed
This article is based on CR 6870, which instructs Medicare system maintainers how to report recoupment when 
there is a time difference between the creation and the collection of the recoupment.

Background
In the Tax Relief and Health Care Act of 2006, Congress required a permanent and national Recovery Audit 
Contractor (RAC) program to be in place by January 1, 2010. The goal of the RAC Program is to identify improper 
payments made on claims of health care services provided to Medicare benefi ciaries. The RACs review claims on 
a post-payment basis, and they can go back three years from the date the claim was paid. To minimize provider 
burden, the maximum look back date is October 1, 2007.

The Medicare Prescription Drug, Improvement, and Modernization Act of 2003 (MMA; Section 935) amended the 
Social Security Act (Title XVIII) and added to Section 1893 (The Medicare Integrity Program) a new paragraph (f) 
addressing this process. You may review Section 1893 http://www.ssa.gov/OP_Home/ssact/title18/1893.htm. The 
statute requires Medicare to change how certain overpayments are recouped. These new changes to recoupment 
and interest are tied to the Medicare fee-for-service claims appeal process and structure.

Recoupment (under the provisions of Section 935 of the MMA) can begin no earlier than the 41st day from the 
date of the fi rst demand letter, and can happen only when a valid request for a redetermination has not been 
received within that period of time. See the Medicare Learning Network® (MLN) Matters® article related to CR 
6183 at http://www.cms.gov/MLNMattersArticles/downloads/MM6183.pdf.

Under the scenario just described, the remittance advice (RA) has to report the actual recoupment in two steps:

Step I:  Reversal and correction to report the new payment and negate the original payment (actual 
recoupment of money does not happen here);

Step II:  Report the actual recoupment.

Recovered amounts reduce the total payment and are clearly reported in the RA to providers. CMS has 
learned that it is not providing enough detail currently in the RA to enable providers to track and update their 
records to reconcile Medicare payments. The Front Matter 1.10.2.17 – Claim Overpayment Recovery – in 
ASC X12N/005010X221 provides a step by step process regarding how to report in the RA when funds are not 
recouped immediately, and a manual reporting (demand letter) is also done.

CR 6870 instructs the Medicare system maintainers (Fiscal Intermediary Standard System – FISS and Multi 
Carrier System – MCS) how to report on the RA when:

An overpayment is identifi ed, and

Medicare actually recoups the overpayment.

The refund request is sent to the debtor in the form of an overpayment demand letter, and the demand letter 
includes an internal control number (ICN) or document control number (DCN) for tracking purposes that is also 
reported on the RA to link back to the demand letter. The recoupment will be reported on the RA in the following 
manner:

Step I:

Claim level:
The original payment is taken back and the new payment is established

continued on next page

http://www.ssa.gov/OP_Home/ssact/title18/1893.htm
http://www.cms.gov/MLNMattersArticles/downloads/MM6183.pdf
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Provider level:
PLB03-1 – PLB reason code FB (forward balance)
PLB 03-2 shows the detail:
Part A: PLB-03-2
1-2: CS
3-19: Adjustment DCN#
20:30: HIC#
Part B: PLB-03-2
1-2: 00
3-19: Adjustment ICN#
20-30: HIC#

PLB04 shows the adjustment amount to offset the net adjustment amount shown at the claim level. If the claim 
level net adjustment amount is positive, the PLB amount would be negative and vice versa.

Step II:
Claim level:
No additional information at this step

Provider level:
PLB03-1 – PLB reason code WO (overpayment recovery)
PLB 03-2 shows the detail:
Part A: PLB-03-2
1-2: CS
3-19: Adjustment DCN#
20:30: HIC#
Part B: PLB-03-2
1-2: 00
3-19: Adjustment ICN#
20-30: HIC#

PLB04 shows the actual amount being recouped.

CMS has decided to follow the same reporting protocol for all other recoupments in addition to the 935 RAC 
recoupment mentioned above.

Additional information
CMS provides more information including an overview of and recent updates for the RAC program at   
http://www.cms.gov/RAC/. You may fi nd the Remittance Advice Guide for Medicare Providers, Physicians, 
Suppliers, and Billers at http://www.cms.gov/MLNProducts/downloads/RA_Guide_Full_03-22-06.pdf.

The offi cial instruction, CR 6870, issued to your carrier, FI, and A/B MAC regarding this change may be viewed at 
http://www.cms.gov/Transmittals/downloads/R906OTN.pdf.

You may also want to review MLN Matters® article MM 7068, which is available at     
http://www.cms.gov/MLNMattersArticles/downloads/MM7068.pdf. It instructs DME MACs to provide enough detail 
in the RA to enable DMEPOS suppliers to reconcile their claims.

If you have any questions, please contact your carrier, FI, or A/B MAC at their toll-free number, which may be 
found at http://www.cms.gov/MLNProducts/downloads/CallCenterTollNumDirectory.zip.

MLN Matters® Number: MM6870 Revised
Related Change Request (CR) #: 6870
Related CR Release Date: June 9, 2011
Effective Date: July 1, 2010
Related CR Transmittal #: R906OTN
Implementation Date: July 6, 2010, except July 5, 2011, for claims processed by the FISS system used by FIs and 
A/B MACs
Disclaimer - 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 specifi c statutes, 
regulations and other interpretive materials for a full and accurate statement of their contents.

Reporting....(continued)

http://www.cms.gov/RAC/
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Men’s Health Month and National Men’s Health Week
June is Men’s Health Month and Monday, June 13 marks the beginning of this year’s National Men’s Health 
Week, which culminates appropriately on Father’s Day, Sunday, June 19. The theme for this year is “Awareness, 
Prevention, Education, and Family.” 
The purpose of Men’s health month and week is to heighten public awareness of preventable health problems 
and encourage the early detection and treatment of diseases among men and boys. While Medicare now 
provides coverage for a wider array of preventive services and screenings, many men covered by Medicare are 
not fully using these services that can make a difference in the quality of their health. Your help is needed. Please 
join the Centers for Medicare & Medicaid Services in helping men with Medicare learn how they can live longer, 
healthier lives through disease prevention, early detection, and lifestyle modifi cations that support a healthier life.
Medicare provides coverage of many preventive services and screenings that are especially meaningful to men, 
including but not limited to: 

Colorectal and prostate cancer screenings 

Cardiovascular disease screenings 

Diabetes screening, diabetes self-management training, and medical nutrition therapy

HIV screening 

Immunizations, including:

Hepatitis B

Infl uenza

Pneumococcal

Smoking cessation counseling

Annual wellness exam (new for 2011)

Note that while coverage by Medicare is subject to certain eligibility criteria, many preventive services and 
screenings can be received with no out-of-pocket costs to the benefi ciary.

What can you do?
As a healthcare professional who provides care to men covered by Medicare you can help protect the health of 
your Medicare patients who may be at risk for certain health issues by educating them about their risk factors and 
encouraging them to take advantage of the preventive services and screenings that are appropriate for them. 
Note: Many preventive services and screenings covered by Medicare require a referral.

Additional information
Quick Reference Information: Medicare Preventive Services        
http://www.cms.gov/MLNProducts/downloads/MPS_QuickReferenceChart_1.pdf
MLN Matters article MM7079 – “Annual Wellness Visit, Including Personalized Prevention Plan”   
http://www.cms.gov/mlnmattersarticles/downloads/MM7079.pdf
Quick Reference Information: The ABCs of Providing the Annual Wellness Visit      
http://www.cms.gov/MLNProducts/downloads/AWV_Chart_ICN905706.pdf
Medicare Learning Network Preventive Services Educational Products       
http://www.cms.gov/MLNProducts/35_PreventiveServices.asp
Men’s Health Month website http://www.menshealthmonth.org/
Men’s Health Week website http://www.menshealthmonth.org/week/index.html
Note: If you have problems accessing any hyperlink in this message, please copy and paste the URL into your 

Internet browser.
Source: CMS PERL 201106-20

http://www.cms.gov/MLNProducts/downloads/MPS_QuickReferenceChart_1.pdf
http://www.cms.gov/mlnmattersarticles/downloads/MM7079.pdf
http://www.cms.gov/MLNProducts/downloads/AWV_Chart_ICN905706.pdf
http://www.cms.gov/MLNProducts/35_PreventiveServices.asp
http://www.menshealthmonth.org/
http://www.menshealthmonth.org/week/index.html
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Top inquiries, denials, and return unprocessable claims

Top inquiries, denials, and return unprocessable claims
The following charts demonstrate the top inquiries, denials, and return unprocessable claims (RUC) submitted to 
First Coast Service Options Inc. (FCSO), by Florida and U.S. Virgin Islands providers during March-May 2011. 
For tips and resources to help you avoid or reduce the amount of time spent on many of these issues, refer to the 
Inquiries and Denials section of our website at http://medicare.fcso.com/Inquiries_and_denials/index.asp.

Florida Part B top inquiries for March-May 2011

continued on next page
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Florida Part B top denials for March-May 2011

Steps to reduce the number of claim submission errors
Errors in your claim submissions can signifi cantly delay processing and payment.
Did you review your batch detail control listing? 
Claims submission errors may be obtained in a timely fashion through your electronic data interchange (EDI) 
gateway mailbox on a report titled batch detail control listing. Referring to this report will allow you to correct and 
resubmit claims quickly, resulting in a dramatically reduced turnaround time. This report will also inform you of any 
major problems with your claims, so they can be corrected before creating an interruption in your cash fl ow. 
Did you know you can now create an account and receive your personalized Provider Data Summary 
report?
The Provider Data Summary (PDS) is a comprehensive billing report designed to be utilized along with Medicare 
Remittance Notices (MRNs) and other provider-accessible billing resources to help identify potential Medicare 
billing issues through a detailed analysis of your personal billing patterns in comparison with those of similar 
providers. To request this useful report and enhance the accuracy and effi ciency of your Medicare billing process, 
use the PDS portal, available at http://medicare.fcso.com/Reporting/.
Obtain your personalized PDS report by visiting our Provider Data Summary page at     
http://medicare.fcso.com/PDS/. It is here you will fi nd all PDS resources, including a guide, helpful frequently-
asked questions (FAQs), and the PDS Portal. Select the link titled “PDS Portal.” From there, you will be given the 
option to log in, get help with a misplaced password, or create an account.

Top....(continued)
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Florida Part B top return as unprocessable claims for March-May 2011
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U.S. Virgin Islands Part B top inquiries for March-May 2011
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U.S. Virgin Islands Part B top denials for March-May 2011
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U.S. Virgin Islands Part B top  return as unprocessable claims for March-May 2011
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This section of Medicare B 
Connection features summaries 
of new and revised local coverage 
determinations (LCDs) developed 
as a result of either local medical 
review or comprehensive data 
analysis initiatives. These initiatives 
are designed to ensure the 
appropriateness of medical care 
and to make sure that the Medicare 
administrative contractor (MAC) 
jurisdiction 9 (J9) Part A LCDs and 
review guidelines are consistent 
with accepted standards of medical 
practice.

Refer to our LCDs/Medical 
Coverage Web page at   
http://medicare.fcso.com/
Landing/139800.asp for full-text 
LCDs, including fi nal LCDs, draft 
LCDs available for comment, LCD 
statuses, and LCD comment/
response summaries.

Effective and notice dates
Effective dates are provided in 
each LCD, and are based on 
the date services are furnished 
unless otherwise noted in the LCD. 
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 notifi cation
To receive quick, automatic 
notifi cation when new and revised 
LCDs are posted to the website, 
subscribe to the FCSO eNews 
mailing list. Simply go to 
http://medicare.fcso.com/
Header/137525.asp, enter your 
email address and select the 
subscription option that best meets 
your needs. 

More information
For more information, or, if you do 
not have Internet access, to obtain a 
hardcopy of a specifi c LCD, contact 
Medical Policy at:

Medical Policy and Procedures 
PO Box 2078
Jacksonville, FL 32231-0048

Contents
Advance benefi ciary notice .......................................................... 54

Additional Information
Clarifi cation of a qualifi ed physician statement ............................ 55
IDTF: Independent diagnostic testing facility (IDTF) – coding 
  guidelines revision ...................................................................... 55
Intravitreal bevacizumab (Avastin®) .............................................. 56
J1459: Intravenous immune globulin ............................................ 56
J2778: Ranibizumab (Lucentis®) .................................................. 56
J7184: Hemophilia clotting factors................................................ 57
J9310: Rituximab (Rituxan®) ......................................................... 57
NCSVCS: Noncovered services ................................................... 57
SKINSUB: Skin substitutes........................................................... 58
77402: Radiation therapy for T1 basal cell and squamous 
  cell carcinomas of the skin ......................................................... 58

Additional Information
Widespread probe review: Cefepime HCL J0692 ........................ 59

Advance benefi ciary notice
Modifi er GZ must be used when physicians, practitioners, or suppliers 
  want to indicate that they expect that Medicare will deny an item or 
service as not reasonable and necessary and they have not had an 
advance benefi ciary notifi cation (ABN) signed by the benefi ciary.
Note: Line items submitted with the modifi er GZ will be automatically 

denied and will not be subject to complex medical review.
Modifi er GA must be used when physicians, practitioners, or suppliers 
want to indicate that they expect that Medicare will deny a service as not 
reasonable and necessary and they do have on fi le an ABN signed by 
the benefi ciary.
All claims not meeting medical necessity of a local coverage 
determination must append the billed service with modifi er GA or GZ.

Looking for LCDs?

Would you like to fi nd local coverage determinations (LCD) in 
10 seconds or less? FCSO’s LCD lookup, available at   

http://www.cms.gov/medicare-coverage-database/, helps you fi nd 
the coverage information you need quickly and easily. Just enter a 
procedure code or the LCD’s “L number,” click the corresponding 
button, and the application will automatically display links to any 
LCDs applicable to the parameters you specifi ed. Best of all, 
depending upon the speed of your Internet connection, the LCD 
search process can be completed in less than 10 seconds.

http://medicare.fcso.com/Landing/139800.asp
http://medicare.fcso.com/Header/137525.asp
http://www.cms.gov/medicare-coverage-database/
http://medicare.fcso.com/Landing/139800.asp
http://medicare.fcso.com/Header/137525.asp
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Revisions to LCDs

Clarifi cation of a qualifi ed physician statement – revisions to the LCDs
LCD ID number: L29062, L31461, L29117, L29093, L29118, L29132, L29167, L29181, 
L29164, L29234, L29265, L29210, L29252, L29305, L29287, L29298 (Florida)
LCD ID number: L29080, L31461, L29135, L29108, L29136, L29150, L29333, L29342, 
L29325, L29369, L29382, L29358, L29378, L29407, L29397, L29403 (Puerto Rico/U.S. 
Virgin Islands)
First Coast Services Options Inc. the Medicare administrative contractor jurisdiction 9 (MAC J9) received an 
outside request to review and clarify the intent of the certifi cation and training statement found in the local 
coverage determinations (LCDs) for avastin and lucentis. That review resulted in the revision of the certifi cation 
and training statement. As a result, the MAC J9 conducted a review of all LCDs that contained the training 
and certifi cation statement and for those LCDs that contained the statement, has revised the statement to be 
consistent with the revisions mentioned above. The following LCDs have been revised : J7504 atgam (lymphocyte 
immune globulin, antithymocyte globulin [equine]), 95921 autonomic function tests, 71275 computed tomographic 
angiography of the chest, heart and coronary arteries,78451 cardiovascular nuclear imaging studies, 74261 
computed tomographic colonography, 64622 destruction of paravertebral facet joint nerves(s),43235 diagnostic 
and therapeutic esophagogastroduodenoscopy, J0740 ganciclovir and cidofovir, 95860 electromyography and 
nerve conduction studies, 93965 non-invasive evaluation of extremity veins, PULMDIAGSVCS pulmonary 
diagnostic services, 68761 lacrimal punctal plugs, 64490 paravertebral facet joint blocks, 92540 vestibular 
function tests, J1080 testosterone cypionate and testosterone enanthate, and 36470 treatment of varicose veins 
of the lower extremity.
The statement in question is located in the “limitations” or “utilization guidelines” sections of the LCDs. In addition, 
LCDs that contained the statement in any associated “Coding Guidelines” attachment were also revised for 
consistency. The revised statement reads as follows: “The Centers for Medicare & Medicaid Services (CMS) on-
line manual system, Pub. 100-08, Medicare Program Integrity Manual, Chapter 13, Section 13.5.1 outlines that 
reasonable and necessary services are ordered and/or furnished by qualifi ed personnel. A qualifi ed physician 
for this service/procedure is defi ned as follows: a.) physician is properly enrolled in Medicare and b.) training and 
expertise must have been acquired within the framework of an accredited residency and/or fellowship program in the 
applicable specialty/subspecialty in the United States and/or by the applicable specialty society in the United States.”

Effective date
These LCD revisions are effective for claims processed on or after June 14, 2011. First Coast Service Options 
Inc. (FCSO) LCDs are available through the CMS Medicare Coverage Database at http://www.cms.gov/medicare-
coverage-database/. Coding Guidelines for an LCD (when present) may be found by selecting “LCD Attachments” 
in the “Jump to Section…” drop-down menu at the top of the LCD page. For LCDs with a future effective date, 
select the “Display Future Effective Documents” link at the top of the list of LCDs page. 

IDTF: Independent diagnostic testing facility (IDTF) – coding guidelines 
revision
LCD ID number: L29195 (Florida)
LCD ID number: L29330 (Puerto Rico/U.S. Virgin Islands)
The “Coding Guidelines” attachment of the local coverage determination for independent diagnostic testing 
facility (IDTF) was most recently revised on March 22, 2011. Since that time, in accordance with the Centers for 
Medicare & Medicaid Services (CMS) change request 7430, dated May 20, 2011, the “Credentialing Matrix” in the 
“Coding Guidelines” attachment has been revised to change the “Level of Physician Supervision” for CPT code 
74176-TC to a “1”.

Effective date
This revision to the “Coding Guidelines” attachment is effective for claims processed on or after July 5, 2011, 
for services rendered on or after January 1, 2011. First Coast Service Options Inc. (FCSO) LCDs are available 
through the CMS Medicare Coverage Database at http://www.cms.gov/medicare-coverage-database/. Coding 
Guidelines for an LCD (when present) may be found by selecting “LCD Attachments” in the “Jump to Section…” 
drop-down menu at the top of the LCD page. For LCDs with a future effective date, select the “Display Future 
Effective Documents” link at the top of the list of LCDs page. 

http://www.cms.gov/medicare-coverage-database/
http://www.cms.gov/medicare-coverage-database/
http://www.cms.gov/medicare-coverage-database/
http://www.cms.gov/medicare-coverage-database/
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Intravitreal bevacizumab (Avastin®) – revision to the LCD
LCD ID number: L29959 (Florida)
LCD ID number: L29961 (Puerto Rico/U.S. Virgin Islands)
The local coverage determination (LCD) for intravitreal bevacizumab (Avastin®) was most recently revised on 
January 1, 2010. Since that time, the Medicare administrative contractor jurisdiction 9 (MAC J9) has re-evaluated 
the statement for training and qualifi cation found in the LCD based on an outside request to clarify the intent of 
the statement. This statement is found under the “limitations” section of the LCD. The MAC J9 has revised the 
statement which now defi nes what a qualifi ed physician is for the services described in the LCD. The previous 
statement limiting the performance of the service to a board-certifi ed ophthalmologist has been removed.

Effective date
This LCD revision is effective for claims processed on or after June 14, 2011. First Coast Service Options Inc. 
(FCSO) LCDs are available through the CMS Medicare Coverage Database at http://www.cms.gov/medicare-
coverage-database/. Coding Guidelines for an LCD (when present) may be found by selecting “LCD Attachments” 
in the “Jump to Section…” drop-down menu at the top of the LCD page. For LCDs with a future effective date, 
select the “Display Future Effective Documents” link at the top of the list of LCDs page. 

J2778: Ranibizumab (Lucentis®) – revision to the LCD
LCD ID number: L29266 (Florida)
LCD ID number: L29383 (Puerto Rico/U.S. Virgin Islands)
The local coverage determination (LCD) for ranibizumab (Lucentis®) was most recently revised on October 
3, 2010. Since that time, the Medicare administrative contractor jurisdiction 9 (MAC J9) has re-evaluated the 
statement for training and qualifi cation found in the LCD based on an outside request to clarify the intent of 
the statement. This statement is found under the “limitations” section of the LCD. The MAC J9 has revised the 
statement which now defi nes what a qualifi ed physician is for the services described in the LCD. The previous 
statement limiting the performance of the service to a board-certifi ed ophthalmologist has been removed.

Effective date
This LCD revision is effective for claims processed on or after June 14, 2011. First Coast Service Options Inc. 
(FCSO) LCDs are available through the CMS Medicare Coverage Database at http://www.cms.gov/medicare-
coverage-database/. Coding Guidelines for an LCD (when present) may be found by selecting “LCD Attachments” 
in the “Jump to Section…” drop-down menu at the top of the LCD page. For LCDs with a future effective date, 
select the “Display Future Effective Documents” link at the top of the list of LCDs page. 

J1459: Intravenous immune globulin – revision to the LCD
LCD ID number: L29205 (Florida)
LCD ID number: L29356 (Puerto Rico/U.S. Virgin Islands)
The local coverage determination (LCD) for intravenous immune globulin was most recently revised on April 7, 
2011. Since that time, language regarding the diagnosis of common variable immunodefi ciency (CVID) under the 
“Indications and Limitations of Coverage and/or Medical Necessity” section under subsection “a.) Primary humeral 
immunodefi ciency syndromes” of the LCD has been revised based on a reconsideration request. The following 
revised language is included in the above section of the LCD:

Laboratory reports demonstrating an IgG level of less than 400 mg/dl for the assay utilized, and lack of 
response to immunization (see below):
OR
An IgG level greater than or equal to 400mg/dl with evidence of recurrent severe infections with documented 
antibiotic therapy and lack of response to immunization (see below);

Effective date
This LCD revision is effective for services rendered on or after June 14, 2011. First Coast Service Options Inc. 
(FCSO) LCDs are available through the CMS Medicare Coverage Database at http://www.cms.gov/medicare-
coverage-database/. Coding Guidelines for an LCD (when present) may be found by selecting “LCD Attachments” 
in the “Jump to Section…” drop-down menu at the top of the LCD page. For LCDs with a future effective date, 
select the “Display Future Effective Documents” link at the top of the list of LCDs page. 

http://www.cms.gov/medicare-coverage-database/
http://www.cms.gov/medicare-coverage-database/
http://www.cms.gov/medicare-coverage-database/
http://www.cms.gov/medicare-coverage-database/
http://www.cms.gov/medicare-coverage-database/
http://www.cms.gov/medicare-coverage-database/
http://www.cms.gov/medicare-coverage-database/
http://www.cms.gov/medicare-coverage-database/
http://www.cms.gov/medicare-coverage-database/
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continued on next page

J7184: Hemophilia clotting factors – revision to the LCD
LCD ID number: L29187 (Florida)
LCD ID number: L29345 (Puerto Rico/U.S. Virgin Islands)
The local coverage determination (LCD) for hemophilia clotting factors was most recently revised on January 1, 
2011. Since that time, a revision was made to the LCD based on the Centers for Medicare & Medicaid Services 
(CMS) Transmittal 2207, change request (CR) 7303, dated April 29, 2011, CMS Transmittal 2227, CR 7303, dated 
May 24, 2011, CMS Transmittal 2223, CR 7430, dated May 20, 2011, and CMS Transmittal 2235, CR 7445, dated 
June 3, 2011, to delete HCPCS code J7184 (Injection, von Willebrand factor complex (human), Wilate, per 100 IU 
VWF:RCO) and replace it with HCPCS code Q2041 (Injection, von Willebrand factor complex (human), Wilate, 1 
I.U. VWF:RCO) under the “CPT/HCPCS Codes” section of the LCD. In addition, the “Contractor’s Determination 
Number” was changed to J7187.

Effective date
This LCD revision is effective for services rendered on or after July 1, 2011.  First Coast Service Options Inc. 
(FCSO) LCDs are available through the CMS Medicare Coverage Database at http://www.cms.gov/medicare-
coverage-database/. Coding Guidelines for an LCD (when present) may be found by selecting “LCD Attachments” 
in the “Jump to Section…” drop-down menu at the top of the LCD page. For LCDs with a future effective date, 
select the “Display Future Effective Documents” link at the top of the list of LCDs page. 

J9310: Rituximab (Rituxan®) – revision to the LCD
LCD ID number: L29271 (Florida)
LCD ID number: L29472 (Puerto Rico/U.S. Virgin Islands)
The local coverage determination (LCD) for rituximab (Rituxan®) was most recently revised on January 28, 
2011. Since that time, a revision was made under the “Indications and Limitations of Coverage and/or Medical 
Necessity” section of the LCD to include the following new Food and Drug Administration (FDA) approved 
indications:

In combination with glucocorticoids, for the treatment of adult patients with Wegener’s granulomatosis (WG) 
and microscopic polyangiitis (MPA)

In addition to the above, ICD-9-CM codes 446.0 (Polyarteritis nodosa [microscopic polyangiitis]) and 446.4 
(Wegener’s granulomatosis) were added under the “ICD-9 Codes that Support Medical Necessity” section of the 
LCD, and the “Sources of Information and Basis for Decision” section of the LCD was updated.

Effective date
This LCD revision is effective for claims processed on or after June 20, 2011, for services rendered on or after 
April 19, 2011. First Coast Service Options Inc. (FCSO) LCDs are available through the CMS Medicare Coverage 
Database at http://www.cms.gov/medicare-coverage-database/. Coding Guidelines for an LCD (when present) 
may be found by selecting “LCD Attachments” in the “Jump to Section…” drop-down menu at the top of the LCD 
page. For LCDs with a future effective date, select the “Display Future Effective Documents” link at the top of the 
list of LCDs page. 

NCSVCS: Noncovered services – revision to the LCD
LCD ID number: L29288 (Florida)
LCD ID number: L29398 (Puerto Rico/U.S. Virgin Islands)
The local coverage determination (LCD) for noncovered services was most recently revised on June 07, 
2011. Since that time, a revision was made to the LCD. The Centers for Medicare & Medicaid Services (CMS) 
July Update to the CY 2011 Medicare Physician Fee Schedule Database (MPFSDB), change request (CR) 
7430, transmittal 2223, dated May 20, 2011, lists CPT code 0275T (Percutaneous laminotomy/laminectomy 
(intralaminar approach) for decompression of neural elements, (with or without ligamentous resection, discectomy, 
facetectomy and/or foraminotomy) any method under indirect image guidance (eg, fl uoroscopic, CT), with or 
without the use of an endoscope, single or multiple levels, unilateral or bilateral; lumbar) as a new code. 
Since it has been determined that CPT code 0275T represents a ‘Minimally Invasive Lumbar Decompression 
(mild) for lumbar spinal stenosis’ procedure, CPT code 64999 (‘Minimally Invasive Lumbar Decompression 
(mild) for lumbar spinal stenosis’) was removed from the “CPT/HCPCS Codes – Local Noncoverage Decisions – 
Procedures” section of the LCD and replaced with CPT code 0275T.

http://www.cms.gov/medicare-coverage-database/
http://www.cms.gov/medicare-coverage-database/
http://www.cms.gov/medicare-coverage-database/
http://www.cms.gov/medicare-coverage-database/
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Effective date
This LCD revision is effective for services rendered on or after July 1, 2011. First Coast Service Options Inc. 
(FCSO) LCDs are available through the CMS Medicare Coverage Database at http://www.cms.gov/medicare-
coverage-database/. Coding Guidelines for an LCD (when present) may be found by selecting “LCD Attachments” 
in the “Jump to Section…” drop-down menu at the top of the LCD page. For LCDs with a future effective date, 
select the “Display Future Effective Documents” link at the top of the list of LCDs page. 

NCSVCS....(continued)

SKINSUB: Skin substitutes – revision to the LCD
LCD ID number: L29279 (Florida)
LCD ID number: L29393 (Puerto Rico/U.S. Virgin Islands)
The local coverage determination (LCD) for skin substitutes was most recently revised on February 13, 2011. 
Since that time, a revision was made to the LCD based on change request 7445, transmittal 2235 (July 2011 
Update of the Ambulatory Surgical Center (ASC) Payment System), dated June 3, 2011, issued by the Centers for 
Medicare & Medicaid Services (CMS). 
An evaluation of HCPCS code C9365 (Oasis ultra tri-layer matrix, per square centimeter) determined that this skin 
substitute code should be added under the “CPT/HCPCS Codes” section of the LCD, under the subsection “The 
following HCPCS codes are not separately payable and are considered not medically reasonable and necessary 
products:”

Effective date
This LCD revision is effective for services rendered on or after July 1, 2011. First Coast Service Options Inc. 
(FCSO) LCDs are available through the CMS Medicare Coverage Database at http://www.cms.gov/medicare-
coverage-database/. Coding Guidelines for an LCD (when present) may be found by selecting “LCD Attachments” 
in the “Jump to Section…” drop-down menu at the top of the LCD page. For LCDs with a future effective date, 
select the “Display Future Effective Documents” link at the top of the list of LCDs page. 

77402: Radiation therapy for T1 basal cell and squamous cell carcinomas 
of the skin – revision to the LCD
LCD ID number: L31510 (Florida/Puerto Rico/U.S. Virgin Islands)
The local coverage determination (LCD) for radiation therapy for T1 basal cell and squamous cell carcinomas 
of the skin was most recently revised on March 23, 2011. Since that time, upon further review of the existing 
language for the defi nition of a qualifi ed physician under the ‘Supervision and Training’ section of the LCD, a 
revision was made for clarifi cation of a qualifi ed physician for this service and included the Nuclear Regulatory 
Commission (NRC). In addition, under the ‘Indications’ section of the LCD for external beam radiation therapy 
(EBRT) and high dose rate (HDR) brachytherapy, the third and fourth bullets were revised to read as follows:

Third bullet : Radiation therapy (RT) of basal cell carcinoma (BCC) or squamous cell carcinoma (SCC) on the 
torso, scalp, or below the knee may be considered medically reasonable and necessary if the patient has co-
morbidities that would prevent surgical intervention of the lesion (e.g., MRSA; current anticoagulation or anti 
platelet treatment that cannot be discontinued); or
Fourth bullet : Radiation therapy (RT) for basal cell carcinoma (BCC) or squamous cell carcinoma (SCC) 
below the knee, or on the scalp may be considered medically reasonable and necessary when surgical 
intervention to remove the lesion would require a skin graft and/or the closure would be complicated, for 
example due to chronic heart failure with lower extremity edema or due to diffi cult closure on the scalp.

Effective date
This LCD revision is effective for claims processed on or after June 14, 2011. First Coast Service Options Inc. 
(FCSO) LCDs are available through the CMS Medicare Coverage Database at http://www.cms.gov/medicare-
coverage-database/. Coding Guidelines for an LCD (when present) may be found by selecting “LCD Attachments” 
in the “Jump to Section…” drop-down menu at the top of the LCD page. For LCDs with a future effective date, 
select the “Display Future Effective Documents” link at the top of the list of LCDs page. 

http://www.cms.gov/medicare-coverage-database/
http://www.cms.gov/medicare-coverage-database/
http://www.cms.gov/medicare-coverage-database/
http://www.cms.gov/medicare-coverage-database/
http://www.cms.gov/medicare-coverage-database/
http://www.cms.gov/medicare-coverage-database/
http://www.cms.gov/medicare-coverage-database/
http://www.cms.gov/medicare-coverage-database/
http://www.cms.gov/medicare-coverage-database/
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Widespread probe review: Cefepime HCL J0692
Healthcare Common Procedure Coding System 
(HCPCS) code J0692 (Injection, cefepime HCL, 500 
mg [use this code for Maxipime]) was identifi ed as 
problematic in which data analysis revealed a Florida 
to nation ratio of allowed dollars per 1,000 enrollees 
of 5.89. Data analysis had also determined that, in 
many cases, external infusion pumps were being 
used for the administration of intravenous antibiotics 
outside the physician’s offi ce. An educational article 
was published October 2009 to inform providers of 
the nationally covered indications for external pump 
utilization. Antibiotics are not included in the national 
covered indications. 
Based on the conclusion of fi ndings by the 
comprehensive data analysis team, a recommendation 
was made through the Program Safeguards 
Communication Group, to perform a widespread 
probe for HCPCS code J0692 and include the top 
21 performing providers. The purpose of the review 
was to evaluate how the intravenous (IV) antibiotic, 
Cefepime, was being administered and to determine 
if the services billed to the Medicare administrative 
contractor jurisdiction 9 (MAC J9) were medically 
necessary, appropriately coded, and documented as 
having been performed. .
A widespread probe medical review was performed on 
a sample of 97 claims, encompassing 90 benefi ciaries 
all of which included HCPCS code J0692, as well as 
24 other CPT/HCPCS codes. Since HCPCS code 
J0692 represents an IV antibiotic medication infusion, 
the administration of the drug is only covered when it is 
administered as an “incident to” service in accordance 
with the guidelines listed in the Centers for Medicare 
& Medicaid Services (CMS) Medicare Benefi t Policy 
Manual, Publication 100-02, Chapter 15, Sections 
50.3.and 50.4.2. Medicare covers medically necessary 
drugs that are administered incident to the physician’s 
professional services if the drugs are not usually self-
administered by the patient. “In order to meet all the 
general requirements for coverage under the incident 
to provision, a Food and Drug Administration (FDA) 
approved drug or biologic must:

Be of a form that is not usually self-administered;

Be furnished by a physician; and

Be administered by the physician or by auxiliary 
personnel employed by the physician and under 
the physician’s personal supervision.” (Please 
note that “personal supervision” means that 
the physician must be in attendance during the 
performance of the procedure.)

Medicare does not provide reimbursement for 
outpatient injectable drugs unless incident to 
requirements are met. When patients utilize external 
infusion pumps to self-administer intravenous 
antibiotics at home, incident to requirements are 
not met. Therefore, both the infusion pump and the 
associated antibiotic or other injectable drug(s) cannot 
be billed to Medicare. Many of the services billed were 
denied due to not meeting the incident to provision.
Additionally, many of the medical records submitted 
for review included pharmacy sheets which indicated 
that multiple doses of IV antibiotics were programmed 
to infuse via external infusion pumps. The national 
coverage determination (NCD) for infusion pumps, 
located in CMS Medicare National Coverage 
Determinations (NCD) Manual, Publication 100-03, 
Chapter 1, Part 4, Section 280.14, does not include 
the administration of intravenous antibiotics as a 
covered indication for external infusion pumps.
 The nationally covered indications are limited to the 
following:

Admission of deferoxamine for the treatment of 
acute iron poisoning and iron overload.
Admission of heparin for thromboembolic disease 
and/or pulmonary embolism (in an institutional 
setting only).
Chemotherapy infusion pump in the treatment of 
primary hepatocellular carcinoma or colorectal 
cancer where this disease is unresectable; OR, 
where the patient refuses surgical excision of the 
tumor.
Administration of morphine in the treatment of 
intractable pain caused by cancer (in either an 
inpatient or outpatient setting, including a hospice). 
Continuous subcutaneous insulin infusion in the 
home setting for the treatment of diabetic patients 
when specifi ed criteria are met.
Other uses of external infusion pumps are covered 
if the contractor’s medical staff verifi es the 
appropriateness of the therapy and the prescribed 
pump for the individual patient.

In summary, Medicare does not provide 
reimbursement for outpatient injectable drugs 
unless incident to requirements are met.  When 
patients utilize external infusion pumps to self-
administer intravenous antibiotics at home, incident to 
requirements are not met.  Therefore, both the infusion 
pump and the associated antibiotic or other injectable 
drug cannot be billed to Medicare.
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Upcoming provider outreach and educational events
July 2011

Bimonthly HIPAA version 5010: Troubleshooting with FCSO
When: Wednesday, July 120
Time: 1:00 p.m.-3:00 p.m.

Bimonthly Medicare Part B ACT: Medicare data and CMS initiatives
When: Wednesday, July 20
Time: 2:00-3:30 p.m.

Note: Unless otherwise indicated, all FCSO educational offerings are considered to be “ask-the-contractor” events, 
“webcast” type of event, designated times are stated as ET, and the focus is to Florida, Puerto Rico, and the 
U.S. Virgin Islands

Two easy ways to register
Online – Visit our provider training website at www.fcsouniversity.com, log on to your account and select the 
course you wish to register.  Class materials are available under “My Courses” no later than one day before the 
event. 
First-time User? Set up an account by completing Request User Account Form online. Providers who do not have 
yet a national provider identifi er may enter “99999” in the NPI fi eld. You will receive logon information within 72 hours 
of your request.
Fax – Providers without Internet access may request a fax registration form through our Registration Hotline at 
1-904-791-8103. Class materials will be faxed to you the day of the event.

Please Note:
Pre-registration is required for all teleconferences, webcasts and in-person educational seminars.
Dates and times are subject to change prior to opening of event registration.

Registrant’s Name: __________________________________________________________________________

Registrant’s Title: ____________________________________________________________________________

Provider’s Name: ____________________________________________________________________________

Telephone Number: _____________________________ Fax Number: __________________________________

E-mail Address: _____________________________________________________________________________

Provider Address: ___________________________________________________________________________

City, State, ZIP Code: ________________________________________________________________________
Keep checking our website, medicare.fcso.com, for details and newly scheduled educational events 
(teleconferences, webcasts, etc.) or call the FCSO Provider Education Registration Hotline at 1-904-791-8103 to 
learn more about the about our newest training opportunities for providers.

Never miss a training opportunity
If you or your colleagues were unable to attend one of our past Medicare educational webcasts, you still have 
the opportunity to learn about the topics covered during the training session. Visit the FCSO Medicare training 
website, download the recording of the event, and listen to the webcast when you have the time.

Take advantage of 24-hour access to free online training
In addition to our live training events, we also offer you the advantage of self-paced, free online courses that will 
allow you and your staff to train when and where it is most convenient for you. In addition, our comprehensive 
course catalog allows you to fi nd the Medicare training that fi ts your specifi c needs, and several of our online 
courses offer CEUs. Learn more on the FCSO Medicare training website and explore our catalog of online 
courses.

http://www.fcsouniversity.com
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Preventive Services

Medicare now provides coverage for an annual wellness visit and the 
initial preventive physical examination
The annual wellness visit – new for 2011
Under the Affordable Care Act, Medicare benefi ciaries may now receive coverage for an annual wellness visit 
(AWV), which is a yearly offi ce visit that focuses on preventive health. During the AWV, healthcare providers will 
review a patient’s history and risk factors for diseases, ensure that the patient’s medication list is up to date, and 
provide personalized health advice and counseling. The fi rst AWV also allows the provider to establish a written 
personalized prevention plan. This new benefi t will provide an ongoing focus on prevention that can be adapted 
as a benefi ciary’s health needs change over time. Download a complete list of the AWV components at   
http://www.cms.gov/MLNProducts/downloads/AWV_Chart_ICN905706.pdf.

The initial preventive physical examination
In addition to the new AWV, Medicare also provides coverage for the initial preventive physical examination 
(IPPE), commonly known as the “Welcome to Medicare” visit (WMV). Medicare has provided coverage for this 
exam since 2005; it is provided as a one-time service to 
newly-enrolled benefi ciaries. The IPPE is an introduction 
to Medicare and covered benefi ts, with a focus on health 
promotion and disease detection.
The IPPE must be performed within the fi rst 12 months 
after the benefi ciary’s effective date of their Medicare Part 
B coverage. It contains a number of components that 
focus on prevention, including a complete medical/social/
family history, a focused physical examination (ie. body 
mass index, blood pressure, visual acuity), an assessment 
of functional ability, and counseling. Download a complete 
list of the IPPE components at http://www.cms.gov/
MLNProducts/downloads/MPS_QRI_IPPE001a.pdf.
Important note: Medicare provides coverage of the 
AWV and the IPPE as Medicare Part B benefi ts. The 
benefi ciary will pay nothing for the AWV and the IPPE 
(there is no coinsurance or copayment and no Medicare 
Part B deductible for these benefi ts). To learn more about 
the AWV and the IPPE, please refer to Medicare Learning Network’s Guide to Medicare Preventive Services for 
Medicare Fee-For-Service Providers and Suppliers at         
http://www.cms.gov/MLNProducts/downloads/mps_guide_web-061305.pdf.
Note: If you have problems accessing any hyperlink in this message, please copy and paste the URL into your 

Internet browser.
Source: CMS PERL 201106-32

Now available – ‘Guide to Medicare Preventive Services, Fourth Edition’
 “The Guide to Medicare Preventive Services, Fourth Edition,” which is designed to provide education on 
Medicare’s preventive benefi ts, has been updated to refl ect Affordable Care Act provisions and may be 
downloaded free-of-charge from the Medicare Learning Network®. To view, print, or download this product, visit 
http://www.CMS.gov/MLNProducts/downloads/MPS_guide_web-061305.pdf.
Note: If you have problems accessing any hyperlink in this message, please copy and paste the URL into your 

Internet browser.
Source: CMS PERL 201106-23

http://www.cms.gov/MLNProducts/downloads/AWV_Chart_ICN905706.pdf
http://www.cms.gov/MLNProducts/downloads/MPS_QRI_IPPE001a.pdf
http://www.cms.gov/MLNProducts/downloads/mps_guide_web-061305.pdf
http://www.CMS.gov/MLNProducts/downloads/MPS_guide_web-061305.pdf
http://www.cms.gov/MLNProducts/downloads/MPS_QRI_IPPE001a.pdf
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News on CMS preventive services
Share the news; share the health – CMS prevention campaign kicks off
Help the Centers for Medicare & Medicaid Services (CMS) share the news about the important benefi ts of 
Medicare’s preventive services, including the new annual wellness visit (AWV). Beginning January 1, 2011, the 
Affordable Care Act allowed for coverage of critical new benefi ts for Medicare benefi ciaries, including the addition 
of a free AWV. This expanded coverage allows physicians to provide personalized prevention plan services that 
consider both age-appropriate preventive services available to all Medicare benefi ciaries and additional services 
that may be appropriate to the patient’s individual needs.
Note: Medicare provides coverage of the AWV as a Medicare Part B benefi t. The benefi ciary will pay nothing for 

the AWV as there is no coinsurance or copayment and no Medicare Part B deductible for these benefi ts.

Resources on the annual wellness visit
The Medicare Learning Network® is your source for educational products on Medicare policy. Several products 
are available to help you understand the components of the AWV and include information on coverage, coding, 
billing, reimbursement, and claims fi ling procedures.

Quick Reference Information: The ABCs of Providing the Annual Wellness Visit      
http://www.cms.gov/MLNProducts/downloads/AWV_Chart_ICN905706.pdf
MLN Matters  article MM7079: “Annual Wellness Visit (AWV), Including Personalized Prevention Plan Services 
(PPPS)” http://www.cms.gov/MLNMattersArticles/downloads/MM7079.pdf
Visit the  Medicare Learning Network® Preventive Services Web page at      
http://www.cms.gov/MLNProducts/35_PreventiveServices.asp for a complete list of available products for 
Medicare fee-for-service providers and suppliers.
Order materials at  http://productordering.cms.hhs.gov/ that you and your patients can use to start the 
conversation about Medicare’s preventive services including Questions to Ask about Medicare Preventive 
Services, which may be accessed at http://www.medicare.gov/Publications/Pubs/pdf/11542.pdf.

Want to learn more and hear from CMS experts?
Save the date: A national provider call on “The ABCs of the Initial Preventive Physical Examination and Annual 
Wellness Visit” will be held on Thursday, July 21.

More people with Medicare receiving free preventive care
On June 20, CMS released a new report, available at http://downloads.cms.gov/fi les/preventionreport.pdf, 
showing that more than fi ve million Americans with traditional Medicare – or nearly one in six people with 
Medicare – took advantage of one or more of the recommended preventive benefi ts now available for free thanks 
to the Affordable Care Act. According to the report, more that 5.5 million benefi ciaries in traditional Medicare 
used one or more of the preventive benefi ts now covered without cost-sharing, including, most prominently, 
mammograms, bone-density screenings, and screenings for prostate cancer.
This announcement comes during Prevention & Wellness Month, as the Obama administration is highlighting 
announcements, activities, and tips that will help Americans get healthy and stay healthy. 
A more extensive press release on this topic may be found at        
http://www.CMS.gov/apps/media/press/release.asp?Counter=3987.

New healthcare advisory on preventive services available from Medscape
For those who might not have already been aware, CMS has begun working with Medscape.org, available 
at http://www.medscape.org/, to disseminate educational information of interest to the healthcare provider 
community as widely and effectively as possible. Membership on Medscape is free, but you must register to view 
content; you do not have to be a health professional.
Please note that a new Medscape Healthcare Advisory is available on preventive services, and may be found at 
http://www.Medscape.org/viewarticle/743624.
In addition, the Healthcare Reform Destination Page titled Healthcare Updates: Highlights from CMS, was 
launched on June 15, and is available at http://www.Medscape.org/sites/advances/healthcare-updates. This 
page is will serve as a destination for providers, encompassing CMS health reform content, continuing medical 
education (CME) activities and other resources, and information and links. This is a dynamic, “living” page that will 
be updated as additional content is developed and new topics are highlighted.
Note: If you have problems accessing any hyperlink in this message, please copy and paste the URL into your 

Internet browser.
Source: CMS PERL 201106-44

http://www.cms.gov/MLNProducts/downloads/AWV_Chart_ICN905706.pdf
http://www.cms.gov/MLNMattersArticles/downloads/MM7079.pdf
http://www.cms.gov/MLNProducts/35_PreventiveServices.asp
http://productordering.cms.hhs.gov/
http://www.medicare.gov/Publications/Pubs/pdf/11542.pdf
http://downloads.cms.gov/files/preventionreport.pdf
http://www.CMS.gov/apps/media/press/release.asp?Counter=3987
http://www.medscape.org/
http://www.Medscape.org/viewarticle/743624
http://www.Medscape.org/sites/advances/healthcare-updates
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June 27 is National HIV Testing Day
Take the test – take control
National HIV Testing Day (NHTD) is an event organized by the National Association of People with AIDS 
(NAPWA), http://www.napwa.org/, in partnership with other national and local entities across the country. The 
17th annual NHTD takes place this year on Monday, June 27, as part of an ongoing effort to combat the growing 
human immunodefi ciency virus (HIV) epidemic by teaching those at risk the powerful reasons for learning one’s 
HIV status. This initiative is unique in that the message “take the test, take control” comes directly from those 
already living with HIV.
As the HIV epidemic turns thirty, the Centers for Medicare & Medicaid Services (CMS) reminds the healthcare 
community that Medicare provides coverage for HIV screening for Medicare benefi ciaries at increased risk for HIV 
infection based on the United States Preventive Services Task Force (USPSTF) recommendations and subject to 
coverage and eligibility guidelines.

What can you do?
CMS urges Medicare providers to help the cause by educating seniors and other benefi ciaries on the various 
preventive services covered by Medicare; for at-risk benefi ciaries, use your offi ce visits as an opportunity to 
inform your patients about the benefi ts of HIV screening. Medicare provides coverage for HIV screening as a 
Medicare Part B benefi t; eligible benefi ciaries may receive this service at no out-of-pocket cost (no coinsurance, 
copayment, or deductible). (Benefi ciaries with any known prior diagnosis of HIV-related illness are not eligible for 
this screening test.)

Additional information
CMS national coverage determination – NCD for screening for HIV
http://www.cms.gov/medicare-coverage-database/details/nca-details.aspx?NCAId=229&ver=19&NcaName=Scree
ning+for+the+Human+Immunodefi ciency+Virus+(HIV)+Infection&bc=BEAAAAAAAAAA&
Medicare Learning Network’s “Guide to Medicare Preventive Services”
http://www.cms.gov/MLNProducts/downloads/mps_guide_web-061305.pdf
MLN Matters article MM6786, “Screening for HIV”
http://www.cms.gov/MLNMattersArticles/downloads/MM6786.pdf
MLN’s “HIV Screening” brochure
http://www.cms.gov/MLNProducts/downloads/HIV_brochure_ICN905713.pdf
US Preventive Services Task Force (USPSTF) – Screening for HIV Recommendation Statement
http://www.uspreventiveservicestaskforce.org/uspstf05/hiv/hivrs.htm#clinical
Department of Health & Human Services – National HIV Testing
http://www.aids.gov/awareness-days/
NAPWA National HIV Testing Day 
http://www.napwa.org/
Note: If you have problems accessing any hyperlink in this message, please copy and paste the URL into your 

Internet browser.
Source: CMS PERL 201106-44

HIV screening brochure
The Human Immunodefi ciency Virus (HIV) Screening brochure, which is designed to provide education on 
Medicare-covered HIV screening, is now available in downloadable format, free-of-charge, from the Medicare 
Learning Network®. To view, print, or download the brochure, please visit       
http://www.CMS.gov/MLNProducts/downloads/HIV_brochure_ICN905713.pdf.
Note: If you have problems accessing any hyperlink in this message, please copy and paste the URL into your 

Internet browser.
Source: CMS PERL 201106-41

http://www.napwa.org/
http://www.cms.gov/medicare-coverage-database/details/nca-details.aspx?NCAId=229&ver=19&NcaName=Screening+for+the+Human+Immunodefi ciency+Virus+(HIV)+Infection&bc=BEAAAAAAAAAA&
http://www.cms.gov/MLNProducts/downloads/mps_guide_web-061305.pdf
http://www.cms.gov/MLNMattersArticles/downloads/MM6786.pdf
http://www.cms.gov/MLNProducts/downloads/HIV_brochure_ICN905713.pdf
http://www.uspreventiveservicestaskforce.org/uspstf05/hiv/hivrs.htm#clinical
http://www.aids.gov/awareness-days/
http://www.napwa.org/
http://www.CMS.gov/MLNProducts/downloads/HIV_brochure_ICN905713.pdf
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Register now: National provider call on Medicare & Medicaid EHR 
incentive program basics
Did you know that providers have received over $190 
million in Medicare and Medicaid electronic health 
record (EHR) incentive payments through May? 
Don’t be left behind. Learn what you need to do to be 
eligible for an incentive. Join CMS for a national call 
for eligible professionals on Medicare & Medicaid EHR 
incentive program basics. 

Conference call details
Date: Thursday, July 14 
Time: 1:30-3:00pm ET
Agenda

Are you eligible? 

How much are the incentives and how are they 
calculated?
How do you get started? 

What are major milestones regarding participation 
and payment? 
How do you report on meaningful use? 

Where can you fi nd helpful resources?

Question and answer session

Target audience
Doctors of medicine or osteopathy, dental surgery 
or dental medicine, podiatric medicine, optometry, 
chiropractors, nurse practitioners, certifi ed nurse 
midwives, physician assistants (PA) who practice at 
an FQHC/RHC led by a PA. (Note: Hospital-based 
eligible professionals (EPs) may not participate. An 
EP is considered hospital-based if 90 percent or 
more of the EP’s services are performed in a hospital 
inpatient or emergency room setting.) Medicaid eligible 
professionals must meet patient volume criteria, 
providing services to those attributable to Medicaid or, 
in some cases, needy individuals.) 

Registration instructions
To register for this informative session, go to 
http://www.eventsvc.com/palmettogba/071411. 
Registration will close at 1:30 p.m. ET on July 13, 
2011, or when available space has been fi lled. No 
exceptions will be made, so please be sure to register 
prior to this time.
Note: If you have problems accessing any hyperlink in 

this message, please copy and paste the URL 
into your Internet browser.

Source: CMS PERL 201106-40

Two new FAQs added to the EHR website
The Centers for Medicare & Medicaid Services (CMS) wants to keep you updated with the latest resources on the 
Medicare and Medicaid electronic health record (EHR) incentive programs. Two new frequently asked questions 
(FAQs) on clinical quality measures (CQMs) and meaningful use have been added to the CMS website. Take a 
minute and review these new FAQs. 

For the Medicare and Medicaid EHR incentive programs, if the certifi ed EHR technology possessed by an 1. 
eligible professional (EP) generates zero denominators for all CQMs in the additional set that it can calculate, 
is the EP responsible for determining whether they have zero denominators or data for any remaining CQMs 
in the additional set that their certifi ed EHR technology is not capable of calculating? Read the answer at 
http://questions.cms.hhs.gov/app/answers/detail/a_id/10648/session/L3NpZC81eDFBWkh1aw%3D%3D.
For the Medicare and Medicaid EHR incentive programs, if certifi ed EHR technology possessed by an EP 2. 
includes the ability to calculate CQMs from the additional set that are not indicated by the EHR developer 
or on the Certifi ed Health Information Technology Product List (CHPL) as tested and certifi ed by an ONC – 
Authorized Testing and Certifi cation Body (ONC-ATCB), can the EP submit the results of those CQMs to CMS 
as part of their meaningful use attestation? Read the answer at http://questions.cms.hhs.gov/app/answers/
detail/a_id/10649/session/L3NpZC81eDFBWkh1aw%3D%3D.

For more information about the CQMs, take a look at the CQM Web page at https://www.cms.gov/
QualityMeasures/03_ElectronicSpecifi cations.asp. 
Want more information about the EHR incentive programs? 
Make sure to visit the CMS EHR incentive programs website at http://www.cms.gov/EHRIncentivePrograms/ for 
the latest news and updates on the EHR incentive programs.
Note: If you have problems accessing any hyperlink in this message, please copy and paste the URL into your 

Internet browser.
Source: CMS PERL 201106-08

http://www.eventsvc.com/palmettogba/071411
http://questions.cms.hhs.gov/app/answers/detail/a_id/10648/session/L3NpZC81eDFBWkh1aw%3D%3D
http://questions.cms.hhs.gov/app/answers/detail/a_id/10649/session/L3NpZC81eDFBWkh1aw%3D%3D
https://www.cms.gov/QualityMeasures/03_ElectronicSpecifications.asp
http://www.cms.gov/EHRIncentivePrograms/
http://questions.cms.hhs.gov/app/answers/detail/a_id/10649/session/L3NpZC81eDFBWkh1aw%3D%3D
https://www.cms.gov/QualityMeasures/03_ElectronicSpecifications.asp
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‘Comprehensive Error Rate Testing – Outpatient Rehabilitation Therapy 
Services’ fact sheet
A new publication titled Comprehensive Error Rate Testing (CERT) – Outpatient Rehabilitation Therapy Services 
is now available from the Medicare Learning Network® at http://www.cms.gov/MLNProducts/downloads/
Outpatient_Rehabilitation_Fact_Sheet_ICN905365.pdf. This fact sheet is designed to provide education on 
outpatient rehabilitation therapy services to Medicare fee-for-service providers, and includes information on the 
documentation needed to support a claim submitted to Medicare for medical services.
Note: If you have problems accessing any hyperlink in this message, please copy and paste the URL into your 

Internet browser.
Source: CMS PERL 201106-41

‘Comprehensive Error Rate Testing – Evaluation and Management 
Services: Overview’ fact sheet
A new publication titled Comprehensive Error Rate Testing (CERT) – Evaluation and Management (E/M) Services: 
Overview is now available in downloadable format from the Medicare Learning Network® at http://www.CMS.gov/
MLNProducts/downloads/Evaluation_Management_Fact_Sheet_ICN905363.pdf. This fact sheet is designed to 
provide education on evaluation and management services to Medicare fee-for-service providers, and includes 
information on the documentation needed to support a claim submitted to Medicare for medical services.
Note: If you have problems accessing any hyperlink in this message, please copy and paste the URL into your 

Internet browser.
Source: CMS PERL 201105-39

CMS wants your feedback on its MLN Matters® articles
Your feedback is important to the Centers for Medicare & Medicaid Services (CMS). CMS uses your suggestions 
to help improve its MLN Matters® articles, so they better meet your educational needs. To evaluate MLN Matters® 
articles, please visit http://www.CMS.gov/MLNProducts/85_Opinion.asp, select “MLN Evaluations” from the 
“Related Links Inside CMS” section, and then select “MLN Matters Articles” from the list of products. Please send 
any comments or suggestions for MLN Matters® articles to MLN@cms.hhs.gov.
Note: If you have problems accessing any hyperlink in this message, please copy and paste the URL into your 

Internet browser.
Source: CMS PERL 201106-23

Discover your passport to Medicare training
Register for live events

Explore online courses

Find CEU information

Dowload recorded events

 Learn more on FCSO’s Medicare training website

http://www.cms.gov/MLNProducts/downloads/Outpatient_Rehabilitation_Fact_Sheet_ICN905365.pdf
http://www.CMS.gov/MLNProducts/downloads/Evaluation_Management_Fact_Sheet_ICN905363.pdf
http://www.CMS.gov/MLNProducts/85_Opinion.asp
mailto:MLN@cms.hhs.gov
http://www.cms.gov/MLNProducts/downloads/Outpatient_Rehabilitation_Fact_Sheet_ICN905365.pdf
http://www.CMS.gov/MLNProducts/downloads/Evaluation_Management_Fact_Sheet_ICN905363.pdf
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News from the Medicare Learning Network®

Redesigned MLN Matters article index
The 2004 through 2011 MLN Matters® article indices have been redesigned. These indices are based on common 
keywords and were updated to link directly to related MLN Matters® articles. To view an article associated 
with a particular keyword or phrase, simply click on the link related to that keyword or phrase from the index. 
Visit the MLN Matters® articles Web page at http://www.cms.gov/MLNMattersArticles/ or http://www.CMS.gov/
MLNProducts/downloads/2004-2011-Article-Index.pdf for a complete index of articles released since 2004.

New and revised “Guided Pathways” booklets (basic, A & B, and provider specifi c)
The revised MLN “Guided Pathways” curriculum is designed to allow learners to easily identify and select 
resources by clicking on topics of interest. The curriculum begins with basic knowledge for all providers and then 
branches to information for either those enrolling on the 855B, I, and S forms or on the 855A form (or Internet-
based PECOS equivalents). The new MLN Guided Pathways Provider Specifi c resource booklet provides 
various specialties of health care professionals, suppliers, and providers with resources specifi c to their specialty 
including Internet-only manuals (IOMs), Medicare Learning Network® publications, CMS Web pages, and more.
There are four resource booklets included in the series:

MLN Guided Pathways to Medicare Resources – Basic Curriculum for Healthcare Professionals, Suppliers, 1. 
and Providers (April 2011, PDF)           
http://www.cms.gov/MLNEdWebGuide/Downloads/Guided_Pathways_Basic_Booklet.pdf
MLN Guided Pathways to Medicare Resources Intermediate Curriculum for Healthcare Providers2.  (Part A – 
April 2011, PDF)             
http://www.cms.gov/MLNEdWebGuide/downloads/Guided_Pathways_Intermediate_PartA_Booklet.pdf
MLN Guided Pathways to Medicare Resources Intermediate Curriculum for Healthcare Professionals and 3. 
Suppliers (Part B – April 2011, PDF)          
http://www.cms.gov/MLNEdWebGuide/Downloads/Guided_Pathways_Intermediate_PartB_Booklet.pdf
MLN Guided Pathways to Medicare Resources Provider Specifi c4.  (April 2011, PDF) All of the MLN Guided 
Pathways booklets above can be located at          
http://www.CMS.gov/MLNEdWebGuide/30_Guided_Pathways.asp.

“World of Medicare” Web-based training revised
The “World of Medicare” Web-based training (WBT) course has been revised (as of January 2011). It is designed 
for health care professionals who want to understand the fundamentals of the Medicare program and covers 
Medicare Part A, Part B, Part C, and Part D; identifying Medicare benefi ciary health insurance options; eligibility 
and enrollment; as well as recognizing how Medigap and Medicaid work with the Medicare program. This WBT 
course offers continuing education credits; please see the course description for details.
To access the training course, visit http://www.CMS.gov/MLNGenInfo, scroll to “Related Links Inside CMS,” select 
“Web-Based Training (WBT) Modules,” and then select “World of Medicare (Developed: January 2010 / Revised 
January 2011)” from the list of trainings provided.

“Your Offi ce in the World of Medicare” Web-based training revised
“Your Offi ce in the World of Medicare” Web-based training (WBT) course has been revised (as of February 2011). 
It is designed to provide education on the fundamentals of the Medicare program, and includes information 
about Parts A, B, C, and D; benefi ciary health insurance options; eligibility and enrollment; and how Medigap and 
Medicaid work with the Medicare Program. This WBT course offers continuing education credits; please see the 
course description for details.
To access the training course, visit http://www.CMS.gov/MLNGenInfo, scroll to “Related Links Inside CMS,” 
select “Web-Based Training (WBT) Modules,” and then select “Your Offi ce in the World of Medicare (Developed: 
January 2010 / Revised February 2011)” from the list of trainings provided.
Note: If you have problems accessing any hyperlink in this message, please copy and paste the URL into your 

Internet browser.
Source: CMS PERL 201105-39

http://www.cms.gov/MLNMattersArticles/
http://www.CMS.gov/MLNProducts/downloads/2004-2011-Article-Index.pdf
http://www.cms.gov/MLNEdWebGuide/Downloads/Guided_Pathways_Basic_Booklet.pdf
http://www.cms.gov/MLNEdWebGuide/downloads/Guided_Pathways_Intermediate_PartA_Booklet.pdf
http://www.cms.gov/MLNEdWebGuide/Downloads/Guided_Pathways_Intermediate_PartB_Booklet.pdf
http://www.CMS.gov/MLNEdWebGuide/30_Guided_Pathways.asp
http://www.CMS.gov/MLNGenInfo
http://www.CMS.gov/MLNGenInfo
http://www.CMS.gov/MLNProducts/downloads/2004-2011-Article-Index.pdf
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Information from the Medicare Learning Network®

From the MLN: Join the MLN education products listserv

Updates from the Medicare Learning Network®

New fast fact now available on MLN Provider Compliance Web page
A new fast fact has been added to the Medicare Learning Network® (MLN) Provider Compliance Web page at 
http://www.cms.gov/MLNProducts/45_ProviderCompliance.asp, which contains educational fee-for-service (FFS) 
provider materials to help you understand – and avoid – common billing errors and other improper activities 
identifi ed through claim review programs. You can review quick tips on relevant provider compliance issues and 
corrective actions directly from this Web page – and be sure to bookmark the page and check back often as a 
new “fast fact” will be added each month!

Information and Education Resources for Medicare Fee-For-Service Healthcare 
Providers fact sheet revised
The Information and Education Resources for Medicare Fee-For-Service Healthcare Providers fact sheet (revised 
May 2011) is now available for download at          
http://www.CMS.gov/MLNProducts/downloads/FFS_health_care_professionals_fact_sheet.pdf. This fact sheet 
details the information and education resources that the Centers for Medicare & Medicaid Services (CMS) has 
developed to help meet the Medicare business needs of FFS physicians and other health care professionals.

Mental Health Services booklet available in hard copy
A new publication titled Mental Health Services is now available in print format from the Medicare Learning 
Network®. This booklet is designed to provide education on mental health services, including covered mental 
health services, mental health services that are not covered, eligible professionals, outpatient psychiatric hospital 
services, and inpatient psychiatric hospital services. To place your order, visit http://www.CMS.gov/MLNGenInfo, 
scroll to “Related Links Inside CMS,” and select “MLN Product Ordering Page.” An errata sheet, which provides 
corrections or changes that have been identifi ed since implementation of the publication, is available at   
http://www.CMS.gov/MLNProducts/downloads/Errata_Sheet-Mental_Health_Services_ICN903195.pdf.
Note: If you have problems accessing any hyperlink in this message, please copy and paste the URL into your 

Internet browser.
Source: CMS PERL 201106-41

Want to be among the fi rst to know about new and 
updated Medicare Learning Network® (MLN) products 
and resources? The MLN education products listserv 
is for you.
By joining this listserv, you will receive the latest 
news about new and revised MLN products, including 
information on Medicare-related topics such as 
provider enrollment, preventive services, claims 
processing, provider compliance, payment policies, 
and the MLN Provider Exhibit Program. MLN products 
are created in a variety of formats, such as fact sheets, 
brochures, quick reference charts, podcasts, and 
Web-based training courses, to meet your preferred 
learning style.
To sign up, visit http://list.NIH.gov/searchlsv.html 
and search for “MLN.” Select “MLN_EDUCATION_
PRODUCTS-L,” then follow the prompts to obtain 
a password. Once you create a password, you 
will be able to subscribe to a list and change your 
subscription options.
CMS looks forward to you joining the Medicare 
Learning Network® family. If you have any questions, 
please contact MLN@cms.hhs.gov.
Introduction to the Medicare Program booklet
A new booklet titled “Introduction to the Medicare 

Program” is now available from the Medicare Learning 
Network® at http://www.CMS.gov/MLNProducts/
downloads/Introduction_to_Medicare_ICN906285.
pdf. This publication is designed to provide education 
on the Medicare Program, other health insurance 
plans, and organizations of interest to providers and 
benefi ciaries.
Telehealth Services fact sheet now available in 
hard copy
The “Telehealth Services” (March 2011) fact sheet 
is now available in print format from the Medicare 
Learning Network®. This fact sheet is designed to 
provide education on services furnished to eligible 
Medicare benefi ciaries via a telecommunications 
system including originating sites, distant site 
practitioners, telehealth services, billing and payment 
for professional services furnished via telehealth, 
and billing and payment for the originating site facility 
fee. To place your order, visit http://www.CMS.gov/
MLNGenInfo, scroll to “Related Links Inside CMS,” 
and select “MLN Product Ordering Page.”
Note: If you have problems accessing any hyperlink in 

this message, please copy and paste the URL 
into your Internet browser.

Source: CMS PERL 201106-35

http://list.NIH.gov/searchlsv.html
mailto:MLN@cms.hhs.gov
http://www.CMS.gov/MLNProducts/downloads/Introduction_to_Medicare_ICN906285.pdf
http://www.CMS.gov/MLNGenInfo
http://www.cms.gov/MLNProducts/45_ProviderCompliance.asp
http://www.CMS.gov/MLNProducts/downloads/FFS_health_care_professionals_fact_sheet.pdf
http://www.CMS.gov/MLNGenInfo
http://www.CMS.gov/MLNProducts/downloads/Errata_Sheet-Mental_Health_Services_ICN903195.pdf
http://www.CMS.gov/MLNProducts/downloads/Introduction_to_Medicare_ICN906285.pdf
http://www.CMS.gov/MLNProducts/downloads/Introduction_to_Medicare_ICN906285.pdf
http://www.CMS.gov/MLNGenInfo
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New podcasts and 2012 ICD-10 procedure coding system fi les available
New podcasts available from the January 12 national provider call
Limited on time? CMS has created four new podcasts from the audio of the January 12 national provider call on 
“Preparing for ICD-10 Implementation in 2011.” These podcasts are perfect for the offi ce, the car, or anywhere 
you carry a portable media player.

Welcome and ICD-10 Overview – Pat Brooks, CMS1. 
Implementation Strategies for 2011 – Sue Bowman, AHIMA2. 
Question and Answer Session, part 13. 
Question and Answer Session, part 24. 

These podcasts are now available at http://www.CMS.gov/ICD10/Tel10/itemdetail.asp?itemID=CMS1242831, in 
the “Downloads” section at the bottom of the page. Listen to all four or just the ones that fi t your needs.

2012 ICD-10 procedure coding system fi les now available
CMS has posted fi les on the new procedure coding system, ICD-10-PCS, that has been developed as a 
replacement for ICD-9-CM, volume 3. These fi les are available on the 2012 ICD-10-PCS Web page at   
http://www.CMS.gov/ICD10/11b15_2012_ICD10PCS.asp, in the “Downloads” section at the bottom of the page.
The ICD-10-PCS GEM Mappings and Reimbursement Mappings are coming soon

2012 ICD-10-PCS GEM Mappings will be posted in October 2011

2012 ICD-10-PCS Reimbursement Mappings will be posted in December 2011

2011 ICD-10-CM code descriptions in tabular order
CMS has also posted a list of the 2011 ICD-10-CM code descriptions in tabular order – the order in which the 
code descriptions occur in the code book. This new tabular order version of ICD-10-CM will assist those who wish 
to identify a range of codes and make certain they have correctly identifi ed all codes within the range. The 2011 
code descriptions in tabular order is now available on the 2011 ICD-10 CM and GEMs Web page at   
http://www.CMS.gov/ICD10/11b1_2011_ICD10CM_and_GEMs.asp, in the “Downloads” section at the bottom on 
the page.
Is your organization preparing for a smooth transition to ICD-10 October 1, 2013? The CMS ICD-10 
website, http://www.cms.gov/icd10/, is a valuable resource to help you prepare for the healthcare industry’s 
change from ICD-9 to ICD-10 for medical diagnosis and inpatient procedure coding; check back frequently for the 
latest news, resources, compliance timelines, and teleconference information. And while you are visiting the site, 
sign up for the CMS ICD-10 Industry Email Updates at         
http://www.cms.gov/ICD10/02d_CMS_ICD-10_Industry_Email_Updates.asp, to receive the latest information on 
the transition and new website content.
Note: If you have problems accessing any hyperlink in this message, please copy and paste the URL into your 

Internet browser.
Source: CMS PERL 201106-42

Revised fact sheet on how to protect your identity using Internet-based 
PECOS
The fact sheet titled “How to Protect Your Identity Using the Provider Enrollment, Chain, and Ownership System 
(PECOS)” has been revised and may now be downloaded from the Medicare Learning Network® at  
http://www.CMS.gov/MLNProducts/downloads/MedEnroll_ProtID_FactSheet_ICN905103.pdf. This fact sheet is 
designed to provide education and step-by-step instructions on identity-protection when using Internet-based 
provider enrollment, chain, and ownership system (PECOS).
Note: If you have problems accessing any hyperlink in this message, please copy and paste the URL into your 

Internet browser.
Source: CMS PERL 201106-23

http://www.CMS.gov/ICD10/Tel10/itemdetail.asp?itemID=CMS1242831
http://www.CMS.gov/ICD10/11b15_2012_ICD10PCS.asp
http://www.CMS.gov/ICD10/11b1_2011_ICD10CM_and_GEMs.asp
http://www.cms.gov/icd10/
http://www.cms.gov/ICD10/02d_CMS_ICD-10_Industry_Email_Updates.asp
http://www.CMS.gov/MLNProducts/downloads/MedEnroll_ProtID_FactSheet_ICN905103.pdf
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Materials from the AAPC-CMS ICD-10 code-a-thon posted to website
If you weren’t able to join the Centers for Medicare & Medicaid Services (CMS) for the American Academy of 
Professional Coders (AAPC)-CMS ICD-10 code-a-thon held on April 26 or if you just want a closer look at all the 
materials from the presentation, they are now available on the CMS website in the Latest News section at  
http://www.cms.gov/ICD10/02b_Latest_News.asp. 
Available materials
Presentations on ICD-10 and version 5010 from: 

American Academy of Professional Coders (AAPC)         
http://www.cms.gov/ICD10/Downloads/AAPCICD-10WillChangeEverything.pdf, and 
The Centers for Medicare & Medicaid Services          
http://www.cms.gov/ICD10/Downloads/CMSICD-10Overview.pdf

In addition, the presentations given during the webinar are available in the following formats:
Transcript  – http://www.cms.gov/ICD10/Downloads/TranscriptMay92011.pdf
Audio  – http://www.cms.gov/ICD10/Downloads/ICD-10CodeathonAudio.mp3) 

These materials should be helpful in getting informed and learning about the transitions to version 5010 and ICD-
10. Feel free to share this information with colleagues, staff, or anyone interested in learning more about these 
important transitions. 
Keep up-to-date on version 5010 and ICD-10 
Please visit www.cms.gov/icd10 for the latest news and resources to help you prepare.
Note: If you have problems accessing any hyperlink in this message, please copy and paste the URL into your 

Internet browser.
Source: CMS PERL 201106-26

New FAQs – advanced diagnostic imaging accreditation
The Centers for Medicare & Medicaid Services (CMS) has posted 10 new FAQs on the topic of advanced 
diagnostic imaging accreditation. To review these FAQs, visit the CMS FAQ database at     
http://questions.CMS.hhs.gov and search for “advanced diagnostic imaging accreditation.”
For more information on advanced diagnostic imaging accreditation, please visit      
http://www.CMS.gov/MedicareProviderSupEnroll/03_AdvancedDiagnosticImagingAccreditation.asp.
Note: If you have problems accessing any hyperlink in this message, please copy and paste the URL into your 

Internet browser.
Source: CMS PERL 201106-02

‘How to Search the Medicare Coverage Database’ booklet revised
The publication titled How to Search the Medicare Coverage Database (revised April 2011) is now available in 
downloadable format from the Medicare Learning Network® at       
http://www.cms.gov/MLNProducts/downloads/MedicareCvrgeDatabase_ICN901346.pdf. It was designed to 
provide education about how to use the Medicare Coverage Database (MCD) and includes an explanation of the 
database and how to use the search, indexes and reports, and download features.
Note: If you have problems accessing any hyperlink in this message, please copy and paste the URL into your 

Internet browser.
Source: CMS PERL 201105-39

http://www.cms.gov/ICD10/02b_Latest_News.asp
http://www.cms.gov/ICD10/Downloads/AAPCICD-10WillChangeEverything.pdf
http://www.cms.gov/ICD10/Downloads/CMSICD-10Overview.pdf
http://www.cms.gov/ICD10/Downloads/TranscriptMay92011.pdf
http://www.cms.gov/ICD10/Downloads/ICD-10CodeathonAudio.mp3
http://www.cms.gov/icd10
http://questions.CMS.hhs.gov
http://www.CMS.gov/MedicareProviderSupEnroll/03_AdvancedDiagnosticImagingAccreditation.asp
http://www.cms.gov/MLNProducts/downloads/MedicareCvrgeDatabase_ICN901346.pdf
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Mail directory
Claims submissions
Routine paper claims
Medicare Part B 
P. O. Box 2525 
Jacksonville, FL 32231-0019
Participating providers
Medicare Part B participating providers 
P. O. Box 44117 
Jacksonville, FL 32231-4117
Chiropractic claims
Medicare Part B chiropractic unit 
P. O. Box 44067 
Jacksonville, FL 32231-4067
Ambulance claims
Medicare Part B ambulance dept. 
P. O. Box 44099 
Jacksonville, FL 32231-4099
Medicare secondary payer
Medicare Part B secondary payer dept. 
P. O. Box 44078 
Jacksonville, FL 32231-4078
ESRD claims
Medicare Part B ESRD claims
P. O. Box 45236 
Jacksonville, FL 32232-5236

Communication
Redetermination requests
Medicare Part B claims review
P.O. Box 2360
Jacksonville, FL 32231-0018
Fair hearing requests
Medicare hearings
P.O. Box 45156
Jacksonville FL 32232-5156
Freedom of Information Act 
Freedom of Information Act requests
Post offi ce box 2078
Jacksonville, Florida 32231
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 fi nancial services 
P. O. Box 44141 
Jacksonville, FL 32231-4141

Durable medical 
equipment (DME)
DME, orthotic or prosthetic claims
Cigna Government Services 
P.O. Box 20010
Nashville, Tennessee 37202

Electronic media claims (EMC)
Claims, agreements and inquiries
Medicare EDI 
P. O. Box 44071 
Jacksonville, FL 32231-4071

Additional development
Within 40 days of initial request:
Medicare Part B Claims 
P. O. Box 2537 
Jacksonville, FL 32231-0020
Over 40 days of initial request:
Submit the charge(s) in question, 
including information requested, as 
you would a new claim, to:
Medicare Part B Claims 
P. O. Box 2525 
Jacksonville, FL 32231-0019

Miscellaneous
Provider participation and group 
membership issues; written requests 
for UPINs, profi les & fee schedules:
Medicare Enrollment
P. O. Box 44021 
Jacksonville, FL 32231-4021
Provider change of address:
Medicare Enrollment 
P. O. Box 44021 
Jacksonville, FL 32231-4021 
 and
Provider Enrollment Department 
Blue Cross Blue Shield of Florida 
P. O. Box 41109 
Jacksonville, FL 32203-1109

Provider education
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
Education event registration:  
Medicare Part B 
Medicare Education and Outreach 
P. O. Box 45157 
Jacksonville, FL 32232-5157
Limiting charge issues:
Processing errors:
Medicare Part B 
P. O. Box 2360 
Jacksonville, FL 32231-0048
Refund verifi cation:
Medicare Part B 
Compliance Monitoring 
P. O. Box 2078 
Jacksonville, FL 32231-0048
Medicare claims for Railroad 
retirees:
Palmetto GBA
Railroad Medicare Part B 
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

Phone numbers
Providers
Toll-Free 
Customer Service:
1-866-454-9007
Interactive Voice Response (IVR):
1-877-847-4992
E-mail address: AskFloridaB@fcso.com
FAX: 1-904-361-0696

Benefi ciary
Toll-Free: 
1-800-MEDICARE
Hearing Impaired:
1-800-754-7820
Note: The toll-free customer service 
lines are reserved for Medicare 
benefi ciaries only. Use of this line by 
providers is not permitted and may be 
considered program abuse.

Education event 
registration (not toll-free): 
1-904-791-8103 

Electronic data 
interchange (EDI)
1-888-670-0940
Option 1 -Transaction support
Option 2 - PC-ACE support
Option 4 - Enrollment support
Option 5 - 5010 testing
Option 6 - Automated response line

DME, orthotic or prosthetic 
claims
Cigna Government Services 
1-866-270-4909

Medicare Part A
Toll-Free:
1-888-664-4112

Medicare websites
Provider
First Coast Service Options Inc. 
(FCSO), your CMS-contracted 
Medicare administrative contractor
http://medicare.fcso.com

Centers for Medicare & Medicaid 
Services
www.cms.gov

Benefi ciaries
Centers for Medicare & Medicaid 
Services
www.medicare.gov

mailto:AskFloridaB@fcso.com
http://medicare.fcso.com
http://www.cms.gov
http://www.medicare.gov
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Mail directory
Claims, additional 
development, general 
correspondence
First Coast Service Options Inc.
P. O. Box 45098 
Jacksonville, FL 32232-5098 

Flu rosters 
First Coast Service Options Inc.
P. O. Box 45031 
Jacksonville, FL 32232-5031

Electronic data interchange 
(EDI)
First Coast Service Options Inc.
P. O. Box 44071 
Jacksonville, FL 32231-4071 

Part B debt recovery, MSP 
inquiries and overpayments, 
and cash management 
First Coast Service Options Inc.
P.O. Box 45013
Jacksonville, FL 32232-5013

Provider enrollment
Where to mail provider/supplier 
applications
Provider Enrollment
P.O. Box 44021
Jacksonville, FL 32231-4021
Provider change of address
Provider Enrollment
P.O. Box 44021
Jacksonville, FL 32231-4021
and
Provider Registration Department
Blue Cross Blue Shield of Florida
P. O. Box 41109
Jacksonville, FL 32231-1109

Redeterminations
First Coast Service Options Inc.
P. O. Box 45024 
Jacksonville, FL 32232-5091 

Redetermination 
overpayment
First Coast Service Options Inc.
P. O. Box 45091 
Jacksonville, FL 32232-5091 

Freedom of Information Act 
requests (FOIA) 
First Coast Service Options Inc.
P. O. Box 45073 
Jacksonville, FL 32232-5073
Congressional inquiries
First Coast Service Options Inc.
Attn: Carla-Lolita Murphy
P. O. Box 2078 
Jacksonville, FL 32231-0048

Provider education
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
Education event registration:  
Medicare Part B 
Medicare Education and Outreach 
P. O. Box 45157 
Jacksonville, FL 32232-5157

Medicare claims for railroad 
retirees
Palmetto GBA
Railroad Medicare Part B 
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

Local coverage 
determinations
First Coast Service Options Inc.
P. O. Box 2078 
Jacksonville, FL 32231-0048

Post pay medical review
First Coast Service Options Inc.
P. O. Box 44288 
Jacksonville, FL 32231-4288

Overnight mail and/or other 
special courier
services
First Coast Service Options Inc.
532 Riverside Avenue 
Jacksonville, FL 32202-4914

Medicare websites
Provider
First Coast Service Options Inc. 
(FCSO), your CMS-contracted 
Medicare administrative contractor
http://medicare.fcso.com

Centers for Medicare & Medicaid 
Services
www.cms.gov

Benefi ciaries
Centers for Medicare & Medicaid 
Services
www.medicare.gov

Phone numbers
Provider customer service
1-866-454-9007

Interactive voice response (IVR)
1-877-847-4992
E-mail address:   
AskFloridaB@fcso.com
FAX: 1-904-361-0696

Benefi ciary customer service
1-800-MEDICARE
Hearing Impaired:
1-800-754-7820
Note: The toll-free customer service 
lines are reserved for Medicare 
benefi ciaries only. Use of this line by 
providers is not permitted and may be 
considered program abuse.

Education event registration 
1-904-791-8103 

Electronic data interchange 
(EDI)
1-888-670-0940
Option 1 -Transaction support
Option 2 - PC-ACE support
Option 4 - Enrollment support
Option 5 - 5010 testing
Option 6 - Automated response line

DME, orthotic or prosthetic 
claims
Cigna Government Services 
1-866-270-4909

Medicare Part A
Toll-Free:
1-888-664-4112

http://medicare.fcso.com
http://www.cms.gov
http://www.medicare.gov
mailto:AskFloridaB@fcso.com
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Order form for Medicare Part B materials
The following materials are available for purchase. To order these items, please complete and submit this 
form along with your check/money order payable to FCSO Account # (use appropriate account number). 
Do not fax your order; it must be mailed.
 

Note: Payment for fee schedules cannot be combined with payment for other items; separate payments are 
required for purchases of items from different accounts.

Item Acct 
Number

Cost per 
item

Quantity Total cost

Part B subscription – The Medicare Part B 
jurisdiction 9 publications, in both Spanish and 
English, are available free of charge online at http://
medicare.fcso.com/Publications/ (English) or http://
medicareespanol.fcso.com/Publicaciones/ (Español). 
Nonprovider entities or providers who need additional 
copies may purchase an annual subscription. This 
subscription includes all issues published from 
October 2010 through September 2011.

40300260 $33

2011 Fee Schedule – The Medicare Part B Physician 
and Nonphysician Practitioner Fee Schedules, 
effective for services rendered January 1 through 
December 11, 2011, are available free of charge 
online at http://medicare.fcso.com/Data_fi les/ 
(English) or http://medicareespanol.fcso.com/
Fichero_de_datos/ (Español). Additional copies are 
available for purchase. The fee schedules contain 
payment rates for all localities. These items do not 
include the payment rates for injectable drugs, clinical 
lab services, mammography screening, or DMEPOS 
items.
Note: Revisions to fees may occur; these revisions 
will be published in future editions of the Medicare 
Part B publication.

40300270 $12

Language preference:  English      [    ]         Español     [    ]  

                                                                                         Please write legibly Subtotal $

Tax (add 
% for 
your 
area)

$

Total
$

Mail this form with payment to:
First Coast Service Options, Inc.
Medicare Publications
P.O. Box 406443
Atlanta, GA 30384-6443

Contact Name:  _________________________________________________________________________________
Provider/Offi ce Name:  ______________________________________________________________________________
Phone: __________________________________________________________________________________________
Mailing Address:   __________________________________________________________________________________
City:  ________________________________ State:  ______________________________ ZIP:   ___________________

 (Checks made to “purchase orders” not accepted; all orders must be prepaid)

http://medicare.fcso.com/Publications/
http://medicare.fcso.com/Publications/
http://medicareespanol.fcso.com/Publicaciones/
http://medicareespanol.fcso.com/Publicaciones/
http://medicare.fcso.com/Data_files/
http://medicareespanol.fcso.com/Fichero_de_datos/
http://medicareespanol.fcso.com/Fichero_de_datos/


 

 

 

 

 

 

 

 

 

 

 

Medicare B Connection 

First Coast Service Options Inc. 
P.O. Box 2078 Jacksonville, FL. 32231-0048 

Attention Billing Manager 
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