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First Coast is tasked with preventing inappropriate 
Medicare payments. One of the ways this is conducted is 
through medical review of claims. Medical review of claims 
helps to ensure that Medicare pays for services that are 
covered, correctly coded, and medically reasonable and 
necessary. 
First Coast performs data analysis on a regular basis on 
all services billed to Medicare to identify services that are 
frequently not billed and coded correctly per Medicare 
guidelines. Post-pay service-specific reviews are performed 
based on results of a widespread data analysis that 
focuses on specific topics. 
If you bill Medicare for these services, you may receive 
an additional development request (ADR) letter asking for 
documentation. This allows First Coast to validate that you 
have billed the services correctly according to Medicare 
guidelines. 
Once the ADR is received, you will have 45 days to 
respond to the request with the supporting medical record 
documentation. 

The review will be completed within 60 days of receipt of 
the documentation. When the review is completed, you will 
be notified of the results.

Post-payment service-specific reviews
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About the Medicare B Connection
The Medicare B Connection is a comprehensive publication 
developed by First Coast Service Options Inc. (First Coast) 
for Part B providers in Florida, Puerto Rico, and the U.S. 
Virgin Islands and is distributed on a monthly basis.
Important notifications that require communication in 
between publications will be posted to the First Coast 
Medicare provider education website. 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 
First Coast 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 
specific person/department within a provider’s office. To 
ensure continued receipt of all Medicare correspondence, 
providers must keep their addresses current with the 
Medicare provider 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 

specific 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 identifier topics, plus 
additional topics not included elsewhere.

	 In addition to the above, other sections include:
	 Educational Resources, and
	 Contact information for Florida, Puerto Rico, 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 specific 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.

Never miss an appeals deadline again
When it comes to submitting a claims appeal request, timing is everything. Don’t worry – 
you won’t need a desk calendar to count the days to your submission deadline. Try our 
“time limit” calculators on our Appeals of claim decisions page. Each calculator will auto-
matically calculate when you must submit your request based upon the date of either the 
initial claim determination or the preceding appeal level. 

https://medicare.fcso.com/
http://medicare.fcso.com/faqs/answers/158692.asp
http://medicare.fcso.com/faqs/answers/158692.asp
http://medicare.fcso.com/faqs/answers/158692.asp
https://medicare.fcso.com/Appeals/276199.asp
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Medicare Part B advance beneficiary 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 specific diagnoses/conditions. Always code to the 
highest level of specificity.

	▪ 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 specified number of services 
in a specified timeframe for which the service may be 
covered).

If the provider believes that the service or item may not 
be covered as medically reasonable and necessary, the 
patient must be given an acceptable advance notice of 
Medicare’s possible denial of payment if the provider 
does not want to accept financial responsibility for the 
service or item. Advance beneficiary notices (ABNs) 
advise beneficiaries, 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 Beneficiary Notice of 
Noncoverage (ABN) (Form CMS-R-131), formerly the 
“Advance Beneficiary Notice.” Section 50 of the Medicare 
Claims Processing Manual provides instructions regarding 
the notice that these providers issue to beneficiaries 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 notifiers must use the revised Advance Beneficiary 
Notice of Noncoverage (CMS-R-131). Section 50 of the 
Medicare Claims 
Processing Manual.

Reproducible copies 
of Form CMS-R-131 
ABNs (in English and 
Spanish) and other 
BNI information may 
be found here. 

ABN modifiers
When a patient is 
notified in advance 
that a service or item 
may be denied as 
not medically necessary, the provider must annotate this 
information on the claim (for both paper and electronic 
claims) by reporting modifier GA (waiver of liability 
statement on file) or GZ (item or service expected to be 
denied as not reasonable and necessary) with the service 
or item.
Failure to report modifier GA in cases where an 
appropriate advance notice was given to the patient 
may result in the provider having to assume financial 
responsibility for the denied service or item.
Modifier GZ may be used in cases where a signed ABN is 
not obtained from the patient; however, when modifier GZ 
is billed, the provider assumes financial responsibility if the 
service or item is denied.
Note: Line items submitted with the modifier GZ will be 
automatically denied and will not be subject to complex 
medical review.

GA modifier and appeals
When a patient is notified in advance that a service or item may be denied as not medically necessary, the provider 
must annotate this information on the claim (for both paper and electronic claims) by reporting the modifier GA (waiver 
of liability statement on file).
Failure to report modifier GA in cases where an appropriate advance notice was given to the patient may result in the 
provider having to assume financial responsibility for the denied service or item.
Nonassigned claims containing the modifier GA in which the patient has been found liable must have the patient’s 
written consent for an appeal. Refer to the applicable contact section located at the end of this publication for the 
address in which to send written appeals requests.

https://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/downloads/clm104c30.pdf#page=44
https://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/downloads/clm104c30.pdf#page=44
https://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/downloads/clm104c30.pdf#page=44
https://www.cms.gov/Medicare/Medicare-General-Information/BNI/index.html
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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 N (JN) Part A LCDs and 
review guidelines are consistent with accepted 
standards of medical practice.
Refer to our LCDs/Medical Coverage webpage 
for full-text LCDs, including final 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 notification
To receive quick, automatic notification when 
new and revised LCDs are posted to the 
website, subscribe to the First Coast eNews 
mailing list. Simply 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 
specific LCD, contact Medical Affairs at:
Medical Affairs and Procedures  
PO Box 2078 
Jacksonville, FL 32231-0048

Looking for LCDs?
Would you like to find local coverage determinations (LCD) in 
10 seconds or less? First Coast’s LCD lookup helps you find the 
coverage information you need quickly and easily. Just enter 
a procedure code, keyword, 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 specified. Best of 
all, depending upon the speed of your internet connection, the LCD 
search process can be completed in less than 10 seconds.

Advance beneficiary notice
Modifier 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 beneficiary notification (ABN) signed by the 
beneficiary.
Note: Line items submitted with the modifier GZ will be automatically 
denied and will not be subject to complex medical review.
Modifier 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 file 
an ABN signed by the beneficiary.
All claims not meeting medical necessity of a local coverage 
determination must append the billed service with modifier GA or GZ.

Your Feedback Matters
To ensure that our website meets the needs of our provider community, we carefully 
analyze your feedback and implement changes to better meet your needs. Discover 
the results of your feedback on our “Website enhancements” page. You’ll find the latest 
enhancements to our provider websites and find out how you can share your thoughts and 
ideas with First Coast’s web team.

https://medicare.fcso.com/Landing/139800.asp
https://medicare.fcso.com/Header/137525.asp
https://medicare.fcso.com/Header/137525.asp
https://medicare.fcso.com/coverage_find_lcds_and_ncds/lcd_search.asp
https://medicare.fcso.com/help/201743.asp
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   New LCD/Article

LCD and Article ID numbers: L38664/A58136 
(Florida, Puerto Rico/U.S. Virgin Islands)
This new local coverage determination (LCD) addresses 
coverage indications, limitations, and medical necessity 
requirements for implantable continuous glucose monitors 
(I-CGM) for the treatment of Medicare beneficiaries with 
diabetes mellitus that require multiple daily administrations 
of insulin and frequent adjustments to their insulin 
treatment regimen. 
Also, the related billing and coding article (A58136) 
addresses coding guidelines in support of the reasonable 
and necessary services outlined in the LCD.

Effective date
This new LCD and related billing and coding article are 
effective for services rendered on or after October 11, 
2020. LCDs are available through the CMS Medicare 
coverage database at https://www.cms.gov/medicare-
coverage-database/overview-and-quick-search.aspx.
A billing and coding article for an LCD (when present) 
may be found by selecting “Related Local Coverage 
Documents” in the “Section Navigation” drop-down menu 
at the top of the LCD page.
Note: To review active, future and retired LCDs, please 
click here. 

Implantable continuous glucose monitors (I-CGM) - new 
Part A and Part B LCD and billing and coding article

   Revised LCDs/Articles

Article ID number: A56638 (Florida, Puerto 
Rico/U.S. Virgin Islands)
Based on a review of the local coverage determination 
(LCD) and billing and coding article for gastrointestinal 
pathogen (GIP) panels utilizing multiplex nucleic acid 
amplification techniques (NAATs), the billing and 
coding article was revised to remove the dual diagnosis 
requirement for ICD-10-CM diagnosis code R19.7. 
Therefore, the “CPT®/HCPCS Codes/Group 2 Codes:” 
section of the billing and coding article was removed 
(Current Procedural Terminology [CPT®] codes 87507 
and 0097U are now listed under the Group 1 Codes)
Also, the “ICD-10 Codes that Support Medical Necessity/
Group 2 Codes:” section of the billing and coding article 
was removed and the “ICD-10 Codes that Support Medical 
Necessity/Group 3 Codes:” section was renamed to 
“Group 2 Codes”.

Effective date
This billing and coding article revision is effective for 
claims processed on or after August 13, 2020, for 
services rendered on or after December 30, 2019.
LCDs are available through the CMS Medicare coverage 
database at https://www.cms.gov/medicare-coverage-
database/overview-and-quick-search.aspx.

A billing and coding article for an LCD (when present) 
may be found by selecting “Related Local Coverage 
Documents” in the “Section Navigation” drop-down menu 
at the top of the LCD page.

Note: To review active, future and retired LCDs, please 
click here. 

Gastrointestinal pathogen (GIP) panels utilizing multiplex 
nucleic acid amplification techniques (NAATs) - revision to 
the Part A and Part B billing and coding article

https://www.cms.gov/medicare-coverage-database/overview-and-quick-search.aspx
https://www.cms.gov/medicare-coverage-database/overview-and-quick-search.aspx
https://medicare.fcso.com/coverage_find_lcds_and_ncds/lcd_search.asp
https://www.cms.gov/medicare-coverage-database/overview-and-quick-search.aspx
https://www.cms.gov/medicare-coverage-database/overview-and-quick-search.aspx
https://medicare.fcso.com/coverage_find_lcds_and_ncds/lcd_search.asp
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Article ID number: A57680 (Florida, Puerto 
Rico/U.S. Virgin Islands)
Based on review of this billing and coding article, the 
“Coding Guidance” section was updated to include 
proper coding information in regards to skin replacement 
surgery application codes and non-graft wound dressings 
(e.g., gel, powder, ointment, foam, liquid) or injected skin 
substitutes.

Effective date
This billing and coding article revision is effective for claims 

processed on or after August 13, 2020. 

LCDs are available through the CMS Medicare coverage 
database at https://www.cms.gov/medicare-coverage-
database/overview-and-quick-search.aspx.

A billing and coding article for an LCD (when present) 
may be found by selecting “Related Local Coverage 
Documents” in the “Section Navigation” drop-down menu 
at the top of the LCD page.

Note: To review active, future and retired LCDs, please 
click here. 

Application of skin substitute grafts for treatment of DFU 
and VLU of lower extremities - revision to the Part A and 
Part B billing and coding article

   Retired LCDs/Articles

LCD and Article ID numbers: L36504/A57800 
(Florida, Puerto Rico/U.S. Virgin Islands)
Based on review of the local coverage determination 
(LCD) and billing and coding article for hyperbaric oxygen 
(HBO) therapy, it was determined that they are no longer 
required and therefore, are being retired.

Effective date
This LCD and billing and coding article retirement is 
effective for services rendered on or after August 27, 
2020. 

LCDs are available through the CMS Medicare coverage 
database at 

https://www.cms.gov/medicare-coverage-database/
overview-and-quick-search.aspx.

A billing and coding article for an LCD (when present) 
may be found by selecting “Related Local Coverage 
Documents” in the “Section Navigation” drop-down menu 
at the top of the LCD page.

Note: To review active, future and retired LCDs, please 
click here. 

Hyperbaric oxygen (HBO) therapy - retired Part A and Part 
B LCD/billing and coding article

LCD and Article ID numbers: L36296/A56508 
(Florida, Puerto Rico/U.S. Virgin Islands)
Based on review of the local coverage determination 
(LCD) and billing and coding article for sacral 
neuromodulation, it was determined that they are no longer 
required and therefore, are being retired.

Effective date
This LCD and billing and coding article retirement is 
effective for services rendered on or after August 13, 
2020. 

LCDs are available through the CMS Medicare coverage 
database at
https://www.cms.gov/medicare-coverage-database/
overview-and-quick-search.aspx.
A billing and coding article for an LCD (when present) 
may be found by selecting “Related Local Coverage 
Documents” in the “Section Navigation” drop-down menu 
at the top of the LCD page.

Note: To review active, future and retired LCDs, please 
click here. 

Sacral neuromodulation - retired Part B LCD/billing and 
coding article

https://www.cms.gov/medicare-coverage-database/overview-and-quick-search.aspx
https://www.cms.gov/medicare-coverage-database/overview-and-quick-search.aspx
https://medicare.fcso.com/coverage_find_lcds_and_ncds/lcd_search.asp
https://www.cms.gov/medicare-coverage-database/overview-and-quick-search.aspx
https://www.cms.gov/medicare-coverage-database/overview-and-quick-search.aspx
https://medicare.fcso.com/coverage_find_lcds_and_ncds/lcd_search.asp
https://www.cms.gov/medicare-coverage-database/overview-and-quick-search.aspx
https://www.cms.gov/medicare-coverage-database/overview-and-quick-search.aspx
https://medicare.fcso.com/coverage_find_lcds_and_ncds/lcd_search.asp
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Upcoming provider outreach and educational events

Medicare Quarterly Updates (B)
Date: September 16 
Time: 11 a.m.-12:30 p.m. ET 
Type of Event: Webcast

View our complete calendar of events

Note: Unless otherwise indicated, designated times for educational events 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 First Coast University, 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 Create User Account Form online. Providers who do not have yet a 
national provider identifier may enter “99999” in the NPI field. 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: __________________________________
Email Address: _____________________________________________________________________________
Provider Address: ___________________________________________________________________________

City, State, ZIP Code: ________________________________________________________________________
Keep checking our website for details and newly scheduled educational events (teleconferences, webcasts, etc.).

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 First Coast 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 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 find the Medicare training that fits your specific needs, and several of our online courses offer CEUs. Learn more 
on the First Coast Medicare training website and explore our catalog of online courses.

https://medicare.fcso.com/Events/0463054.asp
https://medicare.fcso.com/Events/139814.asp
https://guidewell.sumtotal.host/Broker/Account/Login.aspx?wtrealm=https%3a%2f%2fGUIDEWELL.sumtotal.host%2fcore%2f&init=true&ReturnUrl=http%3a%2f%2fguidewell.sumtotal.host%2fBroker%2fToken%2fSaml11.ashx%3fwa%3dwsignin1.0%26wtrealm%3dhttps%253a%252f%252fGUIDEWELL.sumtotal.host%252fcore%252f%26wreply%3dhttps%253a%252f%252fguidewell.sumtotal.host%252fCore&bypassfederation=1&domainid=8A0DED2D7B2C42E650514E91ABFEC309
https://guidewell.sumtotal.host/Broker/Account/SelfCreateUser.aspx?wtrealm=https%3a%2f%2fGUIDEWELL.sumtotal.host%2fcore%2f&ReturnUrl=http%3a%2f%2fguidewell.sumtotal.host%2fBroker%2fToken%2fSaml11.ashx%3fwa%3dwsignin1.0%26wtrealm%3dhttps%253a%252f%252fGUIDEWELL.sumtotal.host%252fcore%252f%26wreply%3dhttps%253a%252f%252fguidewell.sumtotal.host%252fCore&domainid=52E779EF85124601060E2A610FE1897F
https://medicare.fcso.com/
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CMS MLN Connects®

The Centers for Medicare & Medicaid Services (CMS) MLN Connects® is an official Medicare 
Learning Network® (MLN) – branded product that contains a week’s worth of news for Medicare fee-
for-service (FFS) providers. CMS sends these messages weekly to national health industry provider associations, who 
then disseminates the MLN Connects® to its membership as appropriate.

MLN Connects® for Thursday, July 23, 2020

View this edition as a PDF 

News
	 Peripheral Vascular Intervention for Claudication: 

Comparative Billing Report
	 Physician Compare Preview Period Open through 

August 20

Claims, Pricers & Codes
	 SNF Patient Driven Payment Model Interrupted Stay 

Issue

Events
	 Telemedicine Hack: A 10-Week Learning Community 

to Accelerate Telemedicine Implementation for 

Ambulatory Providers: July 22–September 23
	 National CMS/CDC Nursing Home COVID-19 Training 

Series Webcast — July 23

MLN Matters® Articles
	 Change to the Payment of Allogeneic Stem Cell 

Acquisition Services
	 July 2020 Update of the Hospital Outpatient 

Prospective Payment System (OPPS) — Revised

Multimedia
	 Part A Cost Report Call: Audio Recording and 

Transcript

The Medicare Learning Network®, MLN Connects®, and MLN 
Matters® are registered trademarks of the U.S. Department of 
Health and Human Services (HHS).

MLN Connects® for Thursday, July 23, 2020

Trump Administration Announces New 
Resources to Protect Nursing Home 
Residents Against COVID-19
As part of the unprecedented efforts taken by the Trump 
Administration, President Trump announced several new 
CMS initiatives designed to protect nursing home residents 
from Coronavirus Disease 2019 (COVID-19).
“From the moment the threat of this virus materialized, the 
Trump Administration has placed a priority on protecting 
nursing home residents,” said CMS Administrator Seema 
Verma. “Today’s multi-pronged intervention represents the 
latest efforts in fulfilling that unwavering commitment. 
As caseloads continue to increase in areas around the 
country, it has never been more important that nursing 
homes have what they need to maintain a sturdy defense 
against the virus. These measures will help them do 
exactly that.”
New Funding:
HHS will devote $5 billion of the Provider Relief Fund 
authorized by the Coronavirus Aid, Relief, and Economic 
Security (CARES) Act to Medicare-certified long term care 

facilities and state veterans’ homes (“nursing homes”), to 
build nursing home skills and enhance nursing homes’ 
response to COVID-19, including enhanced infection 
control. This funding could be used to address critical 
needs in nursing homes including hiring additional staff, 
implementing infection control “mentorship” programs with 
subject matter experts, increasing testing, and providing 
additional services, such as technology so residents can 
connect with their families if they are not able to visit. 
Nursing homes must participate in the Nursing Home 
COVID-19 Training (described below) to be qualified to 
receive this funding. This new funding is in addition to the 
$4.9 billion previously announced to offset revenue losses 
and assist nursing homes with additional costs related to 
responding to the COVID-19 public health emergency and 
the shipments of personal protective equipment provided 
to nursing homes by the Federal Emergency Management 
Agency “President Trump is committed to strengthening 
Medicare and lowering costs for patients. 
Today’s rule advances competition by creating a level 
playing field for providers so they can compete for patients 
on the basis of quality and care,” said CMS Administrator 
Seema Verma. 

MLN Connects - Special Edition – Thursday, July 23, 2020

See JULY 23, page 10

https://www.cms.gov/outreach-and-educationoutreachffsprovpartprogprovider-partnership-email-archive/2020-07-23-mlnc
https://www.cms.gov/files/document/2020-07-23-mlnc.pdf
https://www.hhs.gov/coronavirus/cares-act-provider-relief-fund/index.html
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“The final policies remove unnecessary and inefficient 
payment differences so patients can have more affordable 
choices and options.”  
Enhanced Testing:
Building on the initiative HHS announced last week, in 
which rapid point-of-care diagnostic testing devices will be 
distributed to nursing homes, and the new funding from 
the Provider Relief Fund, CMS will begin requiring, rather 
than recommending, that all nursing homes in states with 
a 5% positivity rate or greater test all nursing home staff 
each week. This new staff testing requirement will enhance 
efforts to keep the virus from entering and spreading 
through nursing homes by identifying asymptomatic 
carriers.
More than 15,000 testing devices will be deployed over the 
next few months to help support this mandate, with over 
600 devices shipping this week. Funds from the Provider 
Relief Fund can also be used to pay for additional testing 
of visitors. 
Additional Technical Assistance & Support:
The Trump administration recently deployed federal Task 
Force Strike Teams to provide onsite technical assistance 
and education to nursing homes experiencing outbreaks 
in an effort to help reduce transmission and the risk of 
COVID-19 spread among residents. 
The first deployments took place in 18 nursing homes 
in Illinois, Florida, Louisiana, Ohio, Pennsylvania and 
Texas between July 18 and July 20.  The Task Force 
Strike Teams are composed of clinicians and public health 
service officials from CMS, the Centers for Disease Control 
& Prevention (CDC), and the Office of the Assistant 
Secretary for Health. 
The Task Force Strike Teams went into nursing homes 
based on data they reported to the CDC that indicated an 
increase in COVID-19 cases. The teams focused on the 
four key areas of support, including keeping COVID-19 out 
of facilities, detecting COVID-19 cases quickly, preventing 
virus transmission, and managing staff. 
The goal was to determine what immediate actions nursing 
homes needed to take to help reduce the spread and risk 
of COVID-19 among residents, and to better understand 
what federal, state, and local resources nursing homes 
need to ensure the health and safety of their residents. 
CMS and its partners plan to use what is learned on the 
ground to determine remote education and other critical 
needs to support nursing homes and mitigate future 
outbreaks.

In addition, CMS, in partnership with the CDC, is rolling 
out an online, self-paced, on-demand Nursing Home 
COVID-19 Training focused on infection control and best 
practices. 
The training being offered has 23 educational modules and 
a scenario-based learning modules that include materials 
on cohorting strategies and using telehealth in nursing 
homes to assist facilities as they continue to work to 
mitigate the virus spread in their facilities. 
This program supplements training already underway to 
better equip nursing homes to contain and stop the spread 
of COVID-19. 
The training is a requirement for nursing homes to receive 
the additional funding from the Provider Relief Fund 
Program.
The training will be available to all 15,400 nursing homes 
nationwide along with specialized technical assistance 
to nursing homes who have been found to have infection 
prevention deficiencies in their most recent CMS 
inspection and had recent COVID-19 cases based upon 
their data submissions to CDC. 
A certificate of completion is offered and recognition 
badges can be downloaded for nursing homes to display 
on their website.
Weekly Data on High Risk Nursing Homes:
Early on during this pandemic, CMS required 
nursing homes to inform residents, their families and 
representatives of COVID-19 cases in their nursing 
homes. Starting in May, CMS and CDC began collecting 
weekly data on each nursing home including their number 
of COVID-19 cases. 
Now that this data collection process has matured, the 
White House and CMS will release a list of nursing homes 
with an increase in cases that will be sent to states each 
week as part of the weekly Governor’s report to ensure 
states have the information needed to target their support 
to the highest risk nursing homes.
This announcement builds on the unprecedented and 
aggressive actions CMS has taken to address the impact 
of COVID-19 in nursing homes.
See the full text of this excerpted CMS Press Release 
(issued July 22), including a list of actions CMS took to 
address the impact of COVID-19 in nursing homes. 
The Medicare Learning Network®, MLN Connects®, and MLN 
Matters® are registered trademarks of the U.S. Department of 
Health and Human Services (HHS).
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CMS and CDC Announce Provider Reimbursement 
Available for Counseling Patients to Self-Isolate at 
Time of COVID-19 Testing 
On July 30, CMS and the Centers for Disease Control 
and Prevention (CDC) are announcing that payment 
is available to physicians and health care providers to 
counsel patients, at the time of Coronavirus Disease 2019 
(COVID-19) testing, about the importance of self-isolation 
after they are tested and prior to the onset of symptoms. 
The transmission of COVID-19 occurs from both 
symptomatic, pre-symptomatic, and asymptomatic 
individuals emphasizing the importance of education on 
self-isolation as the spread of the virus can be reduced 
significantly by having patients isolated earlier, while 
waiting for test results or symptom onset. 
The CDC models show that when individuals who are 

tested for the virus are separated from others and placed 
in quarantine, there can be up to an 86 percent reduction 
in the transmission of the virus compared to a 40 percent 
decrease in viral transmission if the person isolates after 
symptoms arise.
Provider counseling to patients, at the time of their 
COVID-19 testing, will include the discussion of immediate 
need for isolation, even before results are available, the 
importance to inform their immediate household that they 
too should be tested for COVID-19, and the review of 
signs and symptoms and services available to them to aid 
in isolating at home. In addition, they will be counseled that 
if they test positive, to wear a mask at all times, and they 
will be contacted by public health authorities and asked 
to provide information for contact tracing and to tell their 
immediate household and recent contacts in case it is 
appropriate for these individuals to be tested for the virus 
and to self-isolate as well. 
CMS will use existing evaluation and management 
payment codes to reimburse providers who are eligible to 
bill CMS for counseling services no matter where a test is 
administered, including doctor’s offices, urgent care clinics, 
hospitals, and community drive-thru or pharmacy testing 
sites.
For More Information:
	 Medicare Fee-For-Service (FFS) Response to the Public 

Health Emergency on the Coronavirus (COVID-19) MLN 
Matters Special Edition Article SE20011 

	 Counseling Check List, including resource links
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CMS Announces New Hospital Procedure Codes for 
Therapeutics in Response to the COVID-19 Public 
Health Emergency
With the emergence of Coronavirus Disease 2019 
(COVID-19) and the new treatments that have followed, 
it is critical to be able to track the use of these treatments 
and their effectiveness in real-time. CMS responded to this 
need, and in record time is implementing new procedure 
codes to allow Medicare and other insurers to identify 
the use of the therapeutics remdesivir and convalescent 
plasma for treating hospital in-patients with COVID-19. 
These new codes, which go into effect August 1, will 
enable CMS to conduct real-time surveillance and obtain 
real-world evidence in how these drugs are working and 
provide critical information on their effectiveness and how 
they can protect patients. These codes can be reported 
to Medicare and other insurers may also use the codes to 
identify the use of COVID-19 therapies and help facilitate 
monitoring and data collection on their use.
These new codes are being implemented into the 
International Classification of Diseases, Tenth Revision, 
Procedure Coding System (ICD-10-PCS). ICD-10-PCS 
is the Health Insurance Portability and Accountability 
Act (HIPAA) designated code set for reporting hospital 
inpatient procedures, which is developed and maintained 
by CMS and can be used by other health insurers.
The implementation of these new procedure codes is part 
of the Trump Administration’s ongoing efforts to protect the 
health and safety of COVID-19 patients across the country 
during the public health emergency.    
For more information, see ICD-10 MS-DRGs Version 37.2 
Effective August 1.
Trump Administration Continues to Keep Out-of-
Pocket Drug Costs Low for Seniors
On July 29, CMS announced the average basic premium 
for Medicare Part D prescription drug plans, which 
cover prescription drugs that beneficiaries pick up at a 
pharmacy. Under the leadership of President Trump, 
for the first time seniors that use insulin will be able to 
choose a prescription drug plan in their area that offers a 
broad set of insulins for no more than $35 per month per 
prescription.
The average basic Part D premium will be $30.50 in 
2021. The 2021 and 2020 average basic premiums are 
the second lowest and lowest, respectively, average 
basic premiums in Part D since 2013. This trend of lower 
Part D premiums, which have decreased by 12 percent 
since 2017, means that beneficiaries have saved nearly 
$1.9 billion in premium costs over that time. Further, Part 
D continues to be an extremely popular program, with 
enrollment increasing by 16.7 percent since 2017.
“At every turn, the Trump Administration has prioritized 
policies that introduce choice and competition in Part D,” 

said CMS Administrator Seema Verma. “The result is 
lower prices for life-saving drugs like insulin, which will 
be available to Medicare beneficiaries at this fall’s Open 
Enrollment for no more than $35 a month. In short, Part D 
premiums continue to stay at their lowest levels in years 
even as beneficiaries enjoy a more robust set of options 
from which to choose a plan that meets their needs.”
In addition to the $1.9 billion in premium savings for 
beneficiaries since 2017, the Trump Administration 
has produced substantial Part D program savings 
for taxpayers. With about 200 additional standalone 
prescription drug plans and 1,500 additional Medicare 
Advantage plans with prescription drug coverage 
joining the program between 2017 and 2020, and that 
trend expected to continue in 2021, increased market 
competition has led to lower costs and lower Medicare 
premium subsidies, which has saved taxpayers 
approximately $8.5 billion over the past four years.
Earlier this year, CMS launched the Part D Senior Savings 
Model, which will allow Medicare beneficiaries to choose 
a plan that provides access to a broad set of insulins 
at a maximum $35 copay for a month’s supply. Starting 
January 1, 2021, beneficiaries who select these plans will 
save, on average, $446 per year, or 66 percent, on their 
out-of-pocket costs for insulin. Beneficiaries will be able 
to choose from more than 1,600 participating standalone 
Medicare Part D prescription drug plans and Medicare 
Advantage plans with prescription drug coverage, all 
across the country this open enrollment period, which 
runs from October 15 through December 7. And because 
the majority of participating Medicare Advantage plans 
with prescription drug coverage do not charge a Part D 
premium, beneficiaries who enroll in those plans will save 
on insulin and not pay any extra premiums.
In January 2020, CMS, through the Part D Payment 
Modernization Model, offered an innovative new 
opportunity for Part D plan sponsors to lower costs for 
beneficiaries, while improving care quality. Under this 
model, Part D sponsors can better manage prescription 
drug costs through all phases of the Part D benefit, 
including the catastrophic phase. Through the use of 
better tools and program flexibilities, sponsors are better 
able to negotiate on high cost drugs and design plans 
that increase access and lower out-of-pocket costs for 
beneficiaries. For CY 2021, there will be nine plan options 
in Utah, New Mexico, Idaho and Pennsylvania that 
participate in this model.
In Medicare Part D, beneficiaries choose the prescription 
drug plan that best meets their needs, and plans have to 
improve quality and lower costs to attract beneficiaries. 
This competitive dynamic sets up clear incentives 
that drive towards value. CMS has taken steps to 
modernize the Part D program by providing beneficiaries 
the opportunity to choose among plans with greater 
negotiating tools that have been developed in the private 

JULY 30 
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market and by providing patients with more transparency 
on drug prices. Improvements to the Medicare Part D 
program that CMS has made to date include:
 Beginning in 2021, providing more information on out-

of-pocket costs for prescription drugs to beneficiaries
by requiring Part D plans to provide a real time benefit
tool to clinicians with information that they can discuss
with patients on out-of-pocket drug costs at the time a
prescription is written

 Implementing Part D legislation signed by President
Trump to prohibit “gag clauses,” which keep
pharmacists from telling patients about lower-cost
ways to obtain prescription drugs

 Beginning in 2021, requiring the Explanation of
Benefits document that Part D beneficiaries receive
each month to include information on drug price
increases and lower-cost therapeutic alternatives

 Providing beneficiaries with more drug choices
and empowering beneficiaries to select a plan
that meets their needs by allowing plans to cover
different prescription drugs for different indications, an
approach used in the private sector

 Reducing the maximum amount that low-income
beneficiaries pay for certain innovative medicines
known as “biosimilars,” which will lower the out-of-
pocket cost of these innovative medicines for these
beneficiaries

 Empowering Medicare Advantage to negotiate
lower costs for physician-administered prescription
drugs for seniors for the first time, as well allowing
Part D plans to substitute certain generic drugs on
plan formularies more quickly during the year, so
beneficiaries immediately have access to the generic,
which typically has lower cost sharing than the brand

 Increasing competition among plans by removing
the requirement that certain Part D plans have to
“meaningfully differ” from each other, making more
plan options available for beneficiaries

For More Information:

 Part D Senior Savings Model webpage

 Ratebooks & Supporting Data webpage: View the 
2021 Part D base beneficiary premium, the Part D 
national average monthly bid amount, the Part D 
regional low-income premium subsidy amounts, the de 
minimis amount, the Medicare Advantage employer 
group waiver plan regional payment rates, and the 
Medicare Advantage regional PPO benchmarks Fact 
Sheet 

The Medicare Learning Network®, MLN Connects®, and MLN 
Matters® are registered trademarks of the U.S. Department of 
Health and Human Services (HHS).
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FY 2021 Medicare payment policies for IPFs, 
SNFs, and hospices
 CMS Updates Medicare Payment Policies for IPFs,

SNFs, and Hospices
 COVID-19: Coverage of Physician Telehealth Services

Provided to SNF Residents
CMS updates Medicare payment policies for IPFs, 
SNFs, and hospices 
On July 31, CMS finalized three Medicare payment rules 
that further advance our efforts to strengthen the Medicare 
program by better aligning payments for Inpatient 
Psychiatric Facilities (IPFs), Skilled Nursing Facilities 
(SNFs), and hospices.
Inpatient Psychiatric Facilities:
The final rule updates Medicare payment policies and 
rates for the IPF Prospective Payment System (PPS) for 
FY 2021. 
In this final rule, CMS is finalizing a 2.2 percent payment 
rate update and finalizing its proposal to adopt revised 
Office of Management and Budget (OMB) statistical 

area delineations resulting in wage index values being 
more representative of the actual costs of labor in a 
given area. CMS is finalizing updates to allow advanced 
practice providers, including physician assistants, nurse 
practitioners, psychologists, and clinical nurse specialists 
to operate within the scope of practice allowed by state law 
by documenting progress notes in the medical record of 
patients for whom they are responsible, receiving services 
in psychiatric hospitals. 
Skilled Nursing Facilities:
The final rule updates the Medicare payment rates and the 
quality programs for SNFs. These updates include routine 
technical rate-setting updates to the SNF PPS payment 
rates, as well as finalizes adoption of the most recent OMB 
statistical area delineations and applies a 5 percent cap on 
wage index decreases from FY 2020 to FY 2021. 
CMS is also finalizing changes to the ICD-10 code 
mappings that would be effective beginning in FY 2021 
in response to stakeholder feedback. CMS projects 
aggregate payments to SNFs will increase by $750 million, 
or 2.2 percent, for FY 2021, compared to FY 2020.
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Hospices:
For FY 2021, hospice payment rates are updated by the 
market basket percentage increase of 2.4 percent ($540 
million). 
Hospices that fail to meet quality reporting requirements 
receive a 2 percentage point reduction to the annual 
market basket percentage increase for the year. 
The hospice payment system includes a statutory 
aggregate cap. 
The aggregate cap limits the overall payments made to a 
hospice annually. 
The final hospice cap amount for the FY 2021 cap year 
is $30,683.93, which is equal to the FY 2020 cap amount 
($29,964.78) updated by the final FY 2021 hospice 
payment update percentage of 2.4 percent.
For More Information:
	 IPF Final Rule and Fact Sheet 
	 SNF Final Rule and Fact Sheet
	 Hospice Final Rule and Fact Sheet

COVID-19: Coverage of physician telehealth services 
provided to SNF residents
The current COVID-19 Public Health Emergency (PHE) 
does not waive any requirements related to Skilled Nursing 
Facility (SNF) Consolidated Billing (CB); however, CMS 
added CPT codes 99441, 99442, and 99443, to the list of 
telehealth codes coverable under the waiver during the 
COVID-19 PHE. These codes designate three different 
time increments of telephone evaluation and management 
service provided by a physician. You can bill for these 
physician services separately under Part B when furnished 
to a SNF’s Part A resident.
Medicare Administrative Contractors (MACs) will reprocess 
claims for CPT codes 99441, 99442, and 99443 with dates 
of service on or after March 1, 2020, that were denied 
due to SNF CB edits. You do not have to do anything. If 
you already received payment from the SNF for these 
physician services, return that payment to the SNF once 
the MAC reprocesses your claim. 
The Medicare Learning Network®, MLN Connects®, and MLN 
Matters® are registered trademarks of the U.S. Department of 
Health and Human Services (HHS).
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Surgeries 

	 CMS Updates Medicare Payment Policies for IRFs 
Trump Administration Proposes to Expand Telehealth 
Benefits Permanently for Medicare Beneficiaries 
Beyond the COVID-19 Public Health Emergency and 
Advances Access to Care in Rural Areas
CMS is proposing changes to expand telehealth 
permanently, consistent with the Executive Order on 
Improving Rural and Telehealth Access that President 
Trump signed. The Executive Order and proposed rule 
advance our efforts to improve access and convenience 
of care for Medicare beneficiaries, particularly those 
living in rural areas. Additionally, the proposed rule 
implements a multi-year effort to reduce clinician burden 
under our Patients Over Paperwork initiative and to 
ensure appropriate reimbursement for time spent with 
patients. This proposed rule also takes steps to implement 
President Trump’s Executive Order on Protecting and 
Improving Medicare for our Nation’s Seniors and continues 
our commitment to ensure that the Medicare program is 
sustainable for future generations.
Expanding Beneficiary Access to Care through Telehealth:

MLN Connects - Special Edition – Tuesday, August 4, 2020
Over the last three years, as part of the Fostering 
Innovation and Rethinking Rural Health strategic 
initiatives, CMS has been working to modernize 
Medicare by unleashing private sector innovations and 
improve beneficiary access to services furnished via 
telecommunications technology. Starting in 2019, Medicare 
began paying for virtual check-ins, meaning patients 
across the country can briefly connect with doctors by 
phone or video chat to see whether they need to come 
in for a visit. In response to the COVID-19 pandemic, 
CMS moved swiftly to significantly expand payment for 
telehealth services and implement other flexibilities so that 
Medicare beneficiaries living in all areas of the country 
can get convenient and high-quality care from the comfort 
of their home while avoiding unnecessary exposure to 
the virus. Before the Public Health Emergency (PHE), 
only 14,000 beneficiaries received a Medicare telehealth 
service in a week, while over 10.1 million beneficiaries 
have received a Medicare telehealth service during 
the PHE from mid-March through early-July. For more 
information on Medicare’s unprecedented increases in 
telemedicine and its impact on the health care delivery 
system, visit the CMS Health Affairs blog.
As directed by President Trump’s Executive Order on 
Improving Rural and Telehealth Access, through this rule, 
CMS is taking steps to extend the availability of certain 
telemedicine services after the PHE ends, giving Medicare 
beneficiaries more convenient ways to access health care 
particularly in rural areas where access to health care 
providers may otherwise be limited.

See AUGUST 4, page 15

https://www.federalregister.gov/documents/2020/08/04/2020-16990/medicare-program-fiscal-year-2021-inpatient-psychiatric-facilities-prospective-payment-system-and
https://www.cms.gov/newsroom/fact-sheets/fiscal-year-2021-final-medicare-payment-and-policy-changes-inpatient-psychiatric-facilities-cms-1731
https://www.federalregister.gov/documents/2020/08/05/2020-16900/medicare-program-prospective-payment-system-and-consolidated-billing-for-skilled-nursing-facilities
https://www.cms.gov/newsroom/fact-sheets/fiscal-year-2021-payment-and-policy-changes-medicare-skilled-nursing-facilities-cms-1737-f
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https://www.cms.gov/Medicare/Medicare-General-Information/Telehealth/Telehealth-Codes
https://www.cms.gov/Medicare/Medicare-General-Information/Telehealth/Telehealth-Codes
https://www.healthaffairs.org/do/10.1377/hblog20200715.454789/full/
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“Telemedicine can never fully replace in-person care, 
but it can complement and enhance in-person care by 
furnishing one more powerful clinical tool to increase 
access and choices for Americas seniors,” said CMS 
Administrator Seema Verma. “The Trump Administration’s 
unprecedented expansion of telemedicine during the 
pandemic represents a revolution in health care delivery, 
one to which the health care system has adapted quickly 
and effectively. Never one merely to tinker around the 
edges when it comes to patient-centered care, President 
Trump will not let this opportunity slip through our fingers.”
During the PHE, CMS added 135 services such as 
emergency department visits, initial inpatient and nursing 
facility visits, and discharge day management services 
that could be paid when delivered by telehealth. CMS is 
proposing to permanently allow some of those services 
to be done by telehealth, including home visits for the 
evaluation and management of a patient (in the case 
where the law allows telehealth services in the patient’s 
home) and certain types of visits for patients with cognitive 
impairments. 
CMS is seeking public input on other services to 
permanently add to the telehealth list beyond the PHE in 
order to give clinicians and patients time as they get ready 
to provide in-person care again. CMS is also proposing to 
temporarily extend payment for other telehealth services, 
such as emergency department visits for a specific time 
period, through the calendar year in which the PHE ends. 
This will also give the community time to consider whether 
these services should be delivered permanently through 
telehealth outside of the PHE.
Prioritizing Investment in Preventive Care and Chronic 
Disease Management:
Under our Patients Over Paperwork initiative, the Trump 
Administration has taken steps to eliminate burdensome 
billing and coding requirements for Evaluation and 
Management (E/M) (for office/outpatient visits) that make 
up 20 percent of the spending under the Physician Fee 
Schedule. 
These billing and documentation requirements for E/M 
codes were established 20 years ago and have been 
subject to longstanding criticism from clinicians that they 
do not reflect current care practices and needs. After 
extensive stakeholder collaboration with the American 
Medical Association and others, simplified coding and 
billing requirements for E/M visits will go into effect 
January 1, 2021, saving clinicians 2.3 million hours per 
year in burden reduction. As a result of this change, 
clinicians will be able to make better use of their time and 
restore the doctor-patient relationship by spending less 
time on documenting visits and more time on treating their 
patients.
Additionally, last year, the Trump Administration finalized 
historic changes to increase payment rates for office/

outpatient E/M visits beginning in 2021. The higher 
payment for E/M visits takes into account the changes 
in the practice of medicine, recognizing that additional 
resources are required of clinicians to take care of their 
Medicare patients, of which two-thirds have multiple 
chronic conditions. The prevalence of certain chronic 
conditions in the Medicare population is growing. For 
example, as of 2018, 68.9% of beneficiaries have 2 or 
more chronic conditions. In addition, between 2014 and 
2018, the percent of beneficiaries with 6 or more chronic 
conditions has grown from 14.3% to 17.7%.
In this rule, CMS is proposing to similarly increase 
the value of many services that are comparable to or 
include office/outpatient E/M visits, such as maternity 
care bundles, emergency department visits, end-stage 
renal disease capitated payment bundles, physical and 
occupational therapy evaluation services, and others. The 
proposed adjustments, which implement recommendations 
from the American Medical Association, help to ensure 
that CMS is appropriately recognizing the kind of care 
where clinicians need to spend more face-to-face time with 
patients, like primary care and complex or chronic disease 
management.
Bolstering the Health Care Workforce/Patients Over 
Paperwork:
CMS is also taking steps to ensure that health care 
professionals can practice at the top of their professional 
training. During the COVID-19 public health emergency, 
CMS announced several temporary changes to expand 
workforce capacity and reduce clinician burden so that 
staffing levels remain high in response to the pandemic. 
As part of its Patients over Paperwork initiative to reduce 
regulatory burden for providers, CMS is proposing to make 
some of these temporary changes permanent following the 
PHE. Such proposed changes include:
	 Nurse practitioners, clinical nurse specialists, 

physician assistants, and certified nurse-midwives 
(instead of only physicians) to supervise others 
performing diagnostic tests consistent with state 
law and licensure, providing that they maintain the 
required relationships with supervising/collaborating 
physicians as required by state law

	 Clarifying that pharmacists can provide services as 
part of the professional services of a practitioner who 
bills Medicare 

	 Allowing physical and occupational therapy assistants 
(instead of only physical and occupational therapists) 
to provide maintenance therapy in outpatient settings

	 Allowing physical or occupational therapists, speech-
language pathologists, and other clinicians who 
directly bill Medicare to review and verify (sign and 
date), rather than re-document, information already 
entered by other members of the clinical team into a 
patient’s medical record

See AUGUST 4, page 16
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For More Information:
	 CY 2021 Physician Fee Schedule and Quality 

Payment Program Proposed Rule: Public comments 
are due by October 5, 2020.

	 CY 2021 Physician Fee Schedule Proposed Rule Fact 
Sheet

	 CY 2021 Quality Payment Program Proposed Rule 
Fact Sheet

	 Medicare Diabetes Prevention Program Fact Sheet
Trump Administration Proposes Policies to Provide 
Seniors with More Choices and Lower Costs for 
Surgeries
Outpatient Prospective Payment System (OPPS) & 
Ambulatory Surgical Center (ASC) proposed rule 
advances CMS’ commitment to increasing competition
As directed by President Trump’s Executive Order on 
Protecting and Improving Medicare for Our Nation’s 
Seniors, CMS is proposing several policies that would give 
Medicare beneficiaries more choices in where they seek 
care and lower their out-of-pocket costs for surgeries. The 
proposed rule takes steps that would allow hospitals and 
ambulatory surgical centers to operate with better flexibility 
and patients to have what they need to make informed 
decisions on where they receive care.
“President Trump’s mandate is to put patients and doctors 
back in charge of health care,” said CMS Administrator 
Seema Verma. “Following through on that mandate entails 
loosening the stranglehold of government control that has 
accumulated over decades. Surgeries can be expensive. 
Patients should have as many options as possible for 
lowering their costs while getting quality care. These 
proposed changes, if finalized, would do exactly that, help 
put patients and doctors back in the driver’s seat and in a 
position to make decisions about their own care.”
For patients having surgery, hospital outpatient 
departments are subject to the same quality and safety 
standards as inpatient settings under Medicare rules. 
With this in mind, for 2021, CMS proposes to expand the 
number of procedures that Medicare would pay for in the 
hospital outpatient setting by eliminating the “Inpatient 
Only list,” which includes procedures for which Medicare 
will only make payment when performed in the hospital 
inpatient setting. 
This proposed change would remove regulatory barriers to 
give beneficiaries the choice to receive these services in 
a lower cost setting and convenience to go home as early 
as the same day after a procedure, when their clinician 
decides such a setting is appropriate. CMS would phase-in 
this proposal over three years and would gradually allow 
over 1,700 additional services to be paid when furnished 
in the hospital outpatient setting. In 2021, approximately 
300 musculoskeletal services (such as certain joint 

replacement procedures) would be newly payable in the 
hospital outpatient setting. The proposed change would 
be the largest one-time reduction to the Inpatient Only list 
by far; from 2017 through 2020, approximately 30 services 
total were removed from the Inpatient Only list.
Medicare pays for most services furnished in ASCs at 
a lower rate than hospital outpatient departments. As 
a result, when receiving care in an ASC rather than a 
hospital outpatient department, patients can potentially 
lower their out-of-pocket costs for certain services. For 
example, for one of the most common cataract surgeries, 
currently, on average, a Medicare beneficiary pays $101 if 
the procedure is done in a hospital outpatient department 
compared to $51 if done in a surgery center.
CMS proposes to expand the number of procedures that 
Medicare would pay for when performed in an ASC, which 
would give patients more choices in where they receive 
care and ensure CMS does not favor one type of care 
setting over another. For CY 2021, we propose to add 
eleven procedures that Medicare would pay for when 
provided in an ASC, including total hip arthroplasty. Since 
2018, CMS has added 28 procedures to the list of surgical 
services that can be paid under Medicare when performed 
in ASCs.
Additionally, we propose two alternatives that would further 
expand our goals of increasing access to care at a lower 
cost. Under the first alternative, CMS would establish 
a process where the public could nominate additional 
services that could be performed in ASCs based on certain 
quality and safety parameters. Under the other proposed 
alternative, we would revise the criteria used to determine 
the procedures that Medicare would pay for in an ASC, 
potentially adding approximately 270 procedures that are 
already payable when performed in the hospital outpatient 
setting to the ASC list. Under this alternative, we solicit 
comment on whether the ASC conditions for coverage (the 
baseline health and safety requirements for Medicare-
participating ASCs) should be revised given the potential 
for a significant expansion in the nature of services that 
would be added under this alternative proposal.
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https://www.federalregister.gov/documents/2020/08/17/2020-17127/medicare-program-cy-2021-revisions-to-payment-policies-under-the-physician-fee-schedule-and-other
https://www.federalregister.gov/documents/2020/08/17/2020-17127/medicare-program-cy-2021-revisions-to-payment-policies-under-the-physician-fee-schedule-and-other
https://www.cms.gov/newsroom/fact-sheets/proposed-policy-payment-and-quality-provisions-changes-medicare-physician-fee-schedule-calendar-year-4
https://qpp-cm-prod-content.s3.amazonaws.com/uploads/1100/2021 QPP Proposed Rule Fact Sheet.pdf
https://www.cms.gov/newsroom/fact-sheets/proposed-policies-medicare-diabetes-prevention-program-expanded-model-mdpp-calendar-year-2021
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As part of the Trump Administration’s commitment to 
lowering drug prices, CMS is proposing a change that 
would lower beneficiaries’ out-of-pocket drug costs for 
certain hospital outpatient drugs. In 2018 and 2019, 
CMS implemented a payment policy to help beneficiaries 
save on coinsurance for drugs that were administered 
at hospital outpatient departments and acquired through 
the 340B program, which allows certain hospitals to 
buy outpatient drugs at lower costs. Due to CMS’ policy 
change, which was recently upheld by the United 
States Court of Appeals for the D.C Circuit, Medicare 
beneficiaries now benefit from the steep discounts that 
340B-enrolled hospitals receive when they purchase drugs 
through the 340B program.
For 2021, CMS would provide even larger discounts for 
beneficiaries by proposing to further reduce the payment 
rate for drugs purchased through the 340B Program based 
on hospital survey data on drug acquisition costs. CMS is 
proposing to pay for 340B acquired drugs at average sales 
price minus 28.7 percent. With this proposed change, 
CMS estimates that, in 2021, Medicare beneficiaries 
would save an additional $85 million on out-of-pocket 
payments for these drugs and that OPPS payments for 
340B drugs would be reduced by approximately $427 
million. The savings from this change would be reallocated 
on an equal percentage basis to all hospitals paid under 
the OPPS. We propose that children’s hospitals, certain 
cancer hospitals, and rural sole community hospitals would 
continue be excepted from these drug payment reductions. 
In the alternative, and in light of the court’s recent decision, 
we propose to continue our current policy of paying ASP 
minus 22.5% for 340B drugs.
In continuing the agency’s Patients Over Paperwork 
Initiative to reduce burden for health care providers, 
CMS is proposing to establish, update, and simplify the 
methodology to calculate the Overall Hospital Quality 
Star Rating (Overall Star Rating) beginning with CY 
2021. The Overall Star Rating summarizes a variety of 
quality measures published on the Medicare.gov Hospital 
Compare tool for common conditions that hospitals treat, 
such as heart attacks or pneumonia. Along with publicly 
reported data on Hospital Compare, the Overall Star 
Rating helps patients make better informed health care 
decisions.
Responding to stakeholder feedback about the current 
methodology used to calculate the Overall Star Rating, 
CMS is proposing revisions on how to calculate the ratings 
and grouping hospitals in the Readmission measure group 
by the hospital’s percentage of patients who are dually 
enrolled in Medicare and Medicaid, which would help 
provide better insight on health disparities. These and 
other proposed changes are intended to reduce provider 
burden, improve the predictability of the star ratings, 
and make it easier to compare ratings between similar 
hospitals.

As part of the agency’s Rethinking Rural Health Initiative, 
in the FY 2020 Inpatient Prospective Payment System 
(IPPS) final rule, CMS increased the wage index for certain 
low wage index hospitals for at least four years, beginning 
in FY 2020. In the CY 2020 OPPS/ASC Payment System 
final rule, CMS adopted changes to the wage index for 
outpatient hospitals as were finalized in the FY 2020 
IPPS final rule, including the increase in wage index for 
certain low wage index hospitals. The OPPS wage index 
adjusts hospital outpatient payment rates to account 
for local differences in wages that hospitals face in their 
respective labor markets. For 2021, under the OPPS, CMS 
proposes to continue to adopt the IPPS post-reclassified 
wage index, including the wage index increase for certain 
low wage index hospitals. The increase would address 
a common concern that the current wage index system 
contributes to disparities between high and low wage 
index hospitals. Overall, CMS estimates that payment for 
outpatient services in rural hospitals across the country 
would increase by 3 percent, which is 0.5 percent higher 
than the national average increase of 2.5 percent.
For More Information:
	 Proposed Rule
	 Fact Sheet
CMS Updates Medicare Payment Policies for IRFs
On August 4, CMS finalized a Medicare payment rule that 
further advances our efforts to strengthen the Medicare 
program by better aligning payments for Inpatient 
Rehabilitation Facilities (IRFs). The final rule updates 
Medicare payment policies and rates for facilities under 
the IRF Prospective Payment System (PPS) for FY 
2021. This final rule also includes making permanent 
the regulatory change to eliminate the requirement for 
physicians to conduct a post admission visit since much 
of the information is included in the pre-admission visit. 
This flexibility was offered during the Coronavirus Disease 
2019 (COVID-19) Public Health Emergency (PHE), and 
the rule would make this flexibility permanent beyond the 
expiration of the PHE. In recognition of the interdisciplinary 
role that non-physician practitioners are currently 
performing with patients in the IRF, CMS is also finalizing 
that a non-physician practitioner may perform one of the 
three required visits in lieu of the physician in the second 
and later weeks of a patient’s care when consistent with 
the non-physician practitioner’s state scope of practice. 
Additionally, for FY 2021, CMS is updating the IRF PPS 
payment rates by 2.4 percent.  
For More Information:
	 Final Rule
	 Fact Sheet
The Medicare Learning Network®, MLN Connects®, and MLN 
Matters® are registered trademarks of the U.S. Department of 
Health and Human Services (HHS).
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https://www.federalregister.gov/documents/2020/08/12/2020-17086/medicare-program-changes-to-hospital-outpatient-prospective-payment-and-ambulatory-surgical-center
https://www.cms.gov/newsroom/fact-sheets/cy-2021-medicare-hospital-outpatient-prospective-payment-system-and-ambulatory-surgical-center
https://www.federalregister.gov/documents/2020/08/10/2020-17209/medicare-program-inpatient-rehabilitation-facility-prospective-payment-system-for-federal-fiscal
https://www.cms.gov/newsroom/fact-sheets/fiscal-year-fy-2021-inpatient-rehabilitation-facility-irf-prospective-payment-system-pps-cms-1729-f
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MLN Connects® for Thursday, August 6, 2020

View this edition as a PDF 

News
	 Electronic Prescribing of Controlled Substances in 

Medicare Part D: Request for Information 
	 Release of the IRF Web Pricer
	 Subsequent Nursing Facility E/M Services: 

Comparative Billing Report 
	 Nursing Home Compare Refresh 
	 Medicare Ground Ambulance Data Collection System: 

Updated Documents 
	 MACs Resume Medical Review on a Post-Payment 

Basis 
	 Renewed ABN: Deadline Extended to January 1
	 COVID-19: Telemedicine, Clinical Experiences, 

Resources for Hospitals and Urgent Care Centers
	 Protect Your Patients Against Vaccine-Preventable 

Diseases

Events
	 National CMS/CDC Nursing Home COVID-19 Training 

Series Webcast — August 6 
	 COVID-19: Lessons from the Front Lines Call — 

August 7
	 Physician Fee Schedule Proposed Rule: 

Understanding 4 Key Topics Listening Session — 
August 13

	 Dr. Todd Graham Pain Management Study Listening 
Session — August 27

MLN Matters® Articles
	 New Waived Tests
	 Penalty for Delayed Request for Anticipated Payment 

(RAP) Submission – Implementation

The Medicare Learning Network®, MLN Connects®, and MLN 
Matters® are registered trademarks of the U.S. Department of 
Health and Human Services (HHS).

MLN Connects® for Thursday, August 6, 2020

MLN Connects® for Thursday, August 13, 2020

View this edition as a PDF 

News
	 Trump Administration Announces Initiative to 

Transform Rural Health 
	 Physician Compare Preview Period Open through 

August 20
	 Management of Acute and Chronic Pain –  

Stakeholder Engagement Opportunity: Reply by 
August 21 

	 SNF Provider Preview Reports: Review Your Data by 
August 30 

	 PEPPERs for HHAs and PHPs 
	 Hospitals: Three Year Geographic          

Reclassification Data for FY 2022 MGCRB 
Applications 

	 Opioids: Co-Prescribing Naloxone

Events
	 National CMS/CDC Nursing Home COVID-19   

Training Series Webcast — August 13
	 Dr. Todd Graham Pain Management Study Listening 

Session — August 27

MLN Matters® Articles
	 Billing for Home Infusion Therapy Services On or After 

January 1, 2021 
	 Correction to Editing Update for Vaccine Services 
	 International Classification of Diseases, 10th Revision 

(ICD10) and Other Coding  Revisions to National 
Coverage  Determination (NCDs) – January 2021 
Update

	 Quarterly Update for Clinical Laboratory Fee Schedule 
and Laboratory Services Subject to Reasonable 
Charge Payment

	 Quarterly Update to the Medicare Physician Fee 
Schedule Database (MPFSDB) – October 2020 
Update 

	 Update to Osteoporosis Drug Codes Billable on Home 
Health Claims

	 Influenza Vaccine Payment Allowances – Annual 
Update for 2020-2021 Season — Revised

Multimedia
	 HQRP Training Resources Web-Based Training 

Course
The Medicare Learning Network®, MLN Connects®, and MLN 
Matters® are registered trademarks of the U.S. Department of 
Health and Human Services (HHS).

MLN Connects® for Thursday, August 13, 2020

https://www.cms.gov/outreach-and-educationoutreachffsprovpartprogprovider-partnership-email-archive/2020-08-06-mlnc
https://www.cms.gov/files/document/2020-08-06-mlnc.pdf
https://www.cms.gov/outreach-and-educationoutreachffsprovpartprogprovider-partnership-email-archive/2020-08-13-mlnc
https://www.cms.gov/files/document/2020-08-13-mlnc.pdf
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Phone numbers
Provider Contant Center
866-454-9007 
877-660-1759 (speech and hearing impaired)
Electronic data interchange (EDI)
888-670-0940
Fax number (for general inquiries)
904-361-0696
Interactive voice response (IVR) system
877-847-4992
Provider enrollment
888-845-8614 
877-660-1759 (TTY) 
FAX: 904-361-0737

The SPOT help desk
855-416-4199 
FCSOSPOTHelp@FCSO.com

Addresses
Claims
Medicare Part B Claims 
P.O. Box 2525 
Jacksonville, FL 32231-0019

Redeterminations
Medicare Part B Redetermination 
P.O. Box 2360 
Jacksonville, FL 32231-0018
Redetermination of overpayments
Overpayment Redetermination, Review Request 
P.O Box 45248 
Jacksonville, FL 32232-5248
Reconsiderations 
C2C Innovative Solutions, Inc. 
Part B QIC South Operations 
ATTN: Administration Manager 
PO Box 45300 
Jacksonville, FL 32232-5300
General inquiries
General inquiry request 
P.O. Box 2360 
Jacksonville, FL 32231-0018
EDOC-CS-FLINQB@fcso.com>> 
Online form

Provider enrollment
Provider Enrollment 
P.O. Box 3409 
Mechanicsburg, PA 17055-1849 

Special or overnight deliveries
Provider Enrollment 
2020 Technology Parkway Suite 100 
Mechanicsburg, PA 17055-1849
Medical Affairs
Medical Affairs and Procedure 
P.O. Box 2078 
Jacksonville, FL 32231-0048 
medicalaffairs@guidewellsource.com

Medicare secondary payer
Medicare Part B Secondary Payer Dept. 
P.O. Box 44078 
Jacksonville, FL 32231-4078

Electronic data interchange (EDI)
Medicare EDI 
P.O. Box 44071 
Jacksonville, FL 32231-4071
Overpayments
Medicare Part B Debt Recovery 
P.O. Box 44141 
Jacksonville, FL 32231-4141
Medicare Education and Outreach
FAX: 904-361-0407 
elearning@fcso.com
Fraud and abuse
Fraud and abuse complaints 
P.O. Box 45087 
Jacksonville, FL 32232-5087

Freedom of Information Act requests
FOIA Florida 
P.O. Box 2078 
Jacksonville, FL 32231-2078
Overnight mail and/or special courier service
First Coast Service Options Inc. 
532 Riverside Avenue 
Jacksonville, FL 32202-4914

Websites
Provider
First Coast Service Options Inc. (First Coast), your CMS-
contracted Medicare administrative contractor 
Find your other contractors (e.g. DME, HHA, etc)

Centers for Medicare & Medicaid Services 

E-learning Center  
First Coast University

Beneficiaries
Centers for Medicare & Medicaid Services 
medicare.gov

mailto:FCSOSPOTHelp%40FCSO.com?subject=SPOT%20help%20desk
mailto:EDOC-CS-FLINQB%40fcso.com?subject=
https://medicare.fcso.com/Feedback/161670.asp
mailto:medicalaffairs%40guidewellsource.com?subject=
mailto:elearning%40fcso.com?subject=
https://medicare.fcso.com/
https://www.cms.gov/Research-Statistics-Data-and-Systems/Monitoring-Programs/Medicare-FFS-Compliance-Programs/Review-Contractor-Directory-Interactive-Map/
https://www.cms.gov/
https://guidewell.sumtotal.host/Broker/Account/Login.aspx?wtrealm=https%3a%2f%2fGUIDEWELL.sumtotal.host%2fcore%2f&init=true&ReturnUrl=http%3a%2f%2fguidewell.sumtotal.host%2fBroker%2fToken%2fSaml11.ashx%3fwa%3dwsignin1.0%26wtrealm%3dhttps%253a%252f%252fGUIDEWELL.sumtotal.host%252fcore%252f%26wreply%3dhttps%253a%252f%252fguidewell.sumtotal.host%252fCore&bypassfederation=1&domainid=8A0DED2D7B2C42E650514E91ABFEC309
https://www.medicare.gov/
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Phone numbers
Provider Contact Center
866-454-9007
877-660-1759 (speech and hearing impaired)

Electronic data interchange (EDI)
888-670-0940
Fax number (for general inquiries)
904-361-0696

Interactive voice response (IVR) system
877-847-4992

Provider enrollment
888-845-8614
877-660-1759 (TTY)
FAX: 904-361-0737
The SPOT help desk 
855-416-4199
FCSOSPOTHelp@FCSO.com

Addresses
Claims
Medicare Part B Claims 
P.O. Box 45098 
Jacksonville, FL 32232-5098
Redeterminations
Medicare Part B Redetermination 
P.O. Box 45024  
Jacksonville, FL 32232-5024

Redetermination of overpayments
First Coast Service Options Inc. 
P.O Box 45091
Jacksonville, FL 32232-5091
Reconsiderations 
C2C Innovative Solutions, Inc. 
Part B QIC South Operations 
ATTN: Administration Manager 
PO Box 45300 
Jacksonville, FL 32232-5300

General inquiries
First Coast Service Options Inc. 
P.O. Box 45098 
Jacksonville, FL 32232-5098
EDOC-CS-FLINQB@fcso.com>> 
Online form

Provider enrollment
CMS-855 Applications
P. O. Box 3409 
Mechanicsburg, PA 17055-1849

Special or overnight deliveries
Provider Enrollment 
2020 Technology Parkway Suite 100 
Mechanicsburg, PA 17055-1849 
Medical Affairs
Medical Affairs and Procedure 
P.O. Box 2078 
Jacksonville, FL 32231-0048 
medicalaffairs@guidewellsource.com
Medicare secondary payer
Medicare Part B Secondary Payer Dept. 
P.O. Box 44078 
Jacksonville, FL 32231-4078
Electronic data interchange (EDI)
Medicare EDI, 4C 
P.O. Box 44071 
Jacksonville, FL 32231-4071
Overpayments
Medicare Part B Debt Recovery 
P.O. Box 45013 
Jacksonville, FL 32232-5013
Medicare Education and Outreach
FAX: 904-361-0407 
elearning@fcso.com
Fraud and abuse
Fraud and abuse complaints 
P.O. Box 45087 
Jacksonville, FL 32232-5087
Freedom of Information Act requests
FOIA USVI 
P.O. Box 45073 
Jacksonville, FL 32231-5073
Special courier service
First Coast Service Options Inc. 
532 Riverside Avenue 
Jacksonville, FL 32202-4914

Websites
Provider
First Coast Service Options Inc. (First Coast), your CMS-
contracted Medicare administrative contractor 
Find your other contractors (e.g. DME, HHA, etc)

Centers for Medicare & Medicaid Services 

E-learning Center
First Coast University

Bene iciaries
Centers for Medicare & Medicaid Services 
medicare.gov

mailto:FCSOSPOTHelp%40FCSO.com?subject=SPOT%20help%20desk
mailto:EDOC-CS-FLINQB%40fcso.com?subject=
https://medicare.fcso.com/Feedback/161670.asp
mailto:elearning%40fcso.com?subject=
https://medicare.fcso.com/
https://www.cms.gov/Research-Statistics-Data-and-Systems/Monitoring-Programs/Medicare-FFS-Compliance-Programs/Review-Contractor-Directory-Interactive-Map/
https://www.cms.gov/
https://guidewell.sumtotal.host/Broker/Account/Login.aspx?wtrealm=https%3a%2f%2fGUIDEWELL.sumtotal.host%2fcore%2f&init=true&ReturnUrl=http%3a%2f%2fguidewell.sumtotal.host%2fBroker%2fToken%2fSaml11.ashx%3fwa%3dwsignin1.0%26wtrealm%3dhttps%253a%252f%252fGUIDEWELL.sumtotal.host%252fcore%252f%26wreply%3dhttps%253a%252f%252fguidewell.sumtotal.host%252fCore&bypassfederation=1&domainid=8A0DED2D7B2C42E650514E91ABFEC309
https://www.medicare.gov/
mailto:medicalaffairs%40guidewellsource.com?subject=
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Phone numbers
Provider Contact Center
1-877-715-1921
1-888-216-8261 (speech and hearing impaired)

Electronic data interchange (EDI)
888-875-9779

Interactive voice response (IVR) system
877-847-4992
Provider enrollment
888-845-8614
877-660-1759 (TTY)
FAX: 904-361-0737

The SPOT help desk
855-416-4199
FCSOSPOTHelp@FCSO.com

Addresses
Claims
Medicare Part B Claims 
P.O. Box 45036 
Jacksonville, FL 32232-5036
Redeterminations
Medicare Part B Redetermination 
P.O. Box 45056 
Jacksonville, FL 32232-5056
Redetermination of overpayments
First Coast Service Options Inc. 
P.O Box 45015
Jacksonville, FL 32232-5015
Reconsiderations 
C2C Innovative Solutions, Inc. 
Part B QIC South Operations 
ATTN: Administration Manager 
PO Box 45300 
Jacksonville, FL 32232-5300
General inquiries
First Coast Service Options Inc. 
P.O. Box 45036 
Jacksonville, FL 32232-5036
EDOC-CS-PRINQB@fcso.com> 
Online form
Provider enrollment
CMS-855 Applications
P. O. Box 3409 
Mechanicsburg, PA 17055-1849
Special or overnight deliveries
Provider Enrollment 
2020 Technology Parkway Suite 100 
Mechanicsburg, PA 17055-1849

Medical Affairs
Medical Affairs and Procedure 
P.O. Box 2078 
Jacksonville, FL 32231-0048 
medicalaffairs@guidewellsource.com
Medicare secondary payer
Medicare Part B Secondary Payer Dept. 
P.O. Box 44078 
Jacksonville, FL 32231-4078
Electronic data interchange (EDI)
Medicare EDI 
P.O. Box 44071 
Jacksonville, FL 32231-4071
Overpayments
Medicare Part B Debt Recovery 
P.O. Box 45040 
Jacksonville, FL 32231-5040

Medicare Education and Outreach
FAX: 904-361-0407 
elearning@fcso.com

Fraud and abuse
Fraud and abuse complaints 
P.O. Box 45087 
Jacksonville, FL 32232-5087

Freedom of Information Act requests
FOIA Puerto Rico 
P.O. Box 45092 
Jacksonville, FL 32232-5092,

Special courier service
First Coast Service Options Inc. 
532 Riverside Avenue 
Jacksonville, FL 32202-4914

Websites
Provider
First Coast Service Options Inc. (First Coast), your CMS-
contracted Medicare administrative contractor 
Find your other contractors (e.g. DME, HHA, etc)

Centers for Medicare & Medicaid Services 

E-learning Center
First Coast University

Beneficiaries
Centers for Medicare & Medicaid Services 
medicare.gov

mailto:FCSOSPOTHelp%40FCSO.com?subject=SPOT%20help%20desk
mailto:EDOC-CS-PRINQB%40fcso.com?subject=
https://medicare.fcso.com/Feedback/161670.asp
mailto:elearning%40fcso.com?subject=
https://medicare.fcso.com/
https://www.cms.gov/Research-Statistics-Data-and-Systems/Monitoring-Programs/Medicare-FFS-Compliance-Programs/Review-Contractor-Directory-Interactive-Map/
https://www.cms.gov/
https://guidewell.sumtotal.host/Broker/Account/Login.aspx?wtrealm=https%3a%2f%2fGUIDEWELL.sumtotal.host%2fcore%2f&init=true&ReturnUrl=http%3a%2f%2fguidewell.sumtotal.host%2fBroker%2fToken%2fSaml11.ashx%3fwa%3dwsignin1.0%26wtrealm%3dhttps%253a%252f%252fGUIDEWELL.sumtotal.host%252fcore%252f%26wreply%3dhttps%253a%252f%252fguidewell.sumtotal.host%252fCore&bypassfederation=1&domainid=8A0DED2D7B2C42E650514E91ABFEC309
https://www.medicare.gov/


Û Back to Contents

Medicare B Connection

About the Medicare B Connection Û Back to Contents

August 2020

Florida Contact InformationÛ Back to ContentsAbout the Medicare B Connection Û Back to ContentsOrder Form Û Back to Contents

22

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 First Coast Service Options Inc. 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 N publications, are available free of 
charge online in English or Spanish. Nonprovider 
entities or providers who need additional copies may 
purchase an annual subscription. This subscription 
includes all issues published from October 2019 
through September 2020.

40300260 $33

2020 fee schedule – The Medicare Part B Physician 
and Nonphysician Practitioner Fee Schedules, 
effective for services rendered January 1 through 
December 31, 2020, are available free of charge 
online in English or Spanish. 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: Requests for hard copy paper disclosures 
will be completed as soon as CMS provides the 
direction to do so. 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/Office Name:  ______________________________________________________________________________
Phone: __________________________________________________________________________________________
Mailing Address:   __________________________________________________________________________________
City:  ________________________________ State:  ______________________________ ZIP:   ___________________

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

https://medicare.fcso.com/Publications_B/index.asp
https://medicareespanol.fcso.com/Publicaciones/
https://medicare.fcso.com/Data_files/
https://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 




