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FROM THE MEDICAL DIRECTOR

A PHysiciAN’s Focus

An Ongoing Focus of Medicare—Improving Quality of
Health Care

principa focus of the Medicare program isto ensure that Medicare beneficiaries have

accessto high quality health care. Unfortunately, health care quality variesfor Medicare
beneficiaries, and there are many reasonsfor this. Careisimproving in some areas, but there
remain significant gaps between what is known to be good care and the care that is delivered.
These gaps signal aneed for improvement in the quality of health care being delivered.
Fortunately, quality can be measured, and more and more CM S is using these quality measures
to improve the quality of health in doctors’ offices, nursing homes, hospitals, and other areas
of the health care delivery system.

During the past year, the Centers for Medicare & Medicaid Services (CMS) has issued a number of pressreleaseson
quality of careinitiativesthat isin keeping with their commitment to assure quality health carefor all Medicare beneficia-
ries. Theseinitiativesinclude:

HomeHealth Quality Initiative
Hospital Quality Initiative

Nursing Home Quality Initiative
Physician Focused Quality Initiative.

CM S made some more recent announcements including efforts to make it easier for consumers to assess hospital
quality, making payment increases and policy changesto improve quality and access for acute care hospitals, improving
safety and quality in long-term carefacilities, improving care and quality of life for hemodialysis patientsviathe “fistula
first” initiative, and boosting quality through new plansfor quality improvement organizations. There are over fifty
quality improvement organizations throughout the country that work with consumers, physicians, hospitals and other
providers of care to refine our health care delivery systemsto make sure patients get the right care at the right time.
These quality efforts are paving the way for atransformation in health care where quality matters, where it can and will be
measured and improved, and most important where quality will be rewarded.

Itisbecomingincreasingly clear that afocuswill beto improve quality in the Medicare program through a system
that links payment to quality. The Medicare ModernizationAct of 2003 (MMA) providesafinancia incentive for
hospitals to report quality of care data by linking quality to the payments hospitals receive for treating Medicare benefi-
ciaries. Under the MMA, hospitalsthat submit quality information to CMSwill be eligibleto receivethe full Medicare
payment for servicesin 2005, those who do not report will receive a 0.4 percentage point reduction in their annual
Medicare update rate. These payment incentivesaid in quality reporting and in facilitating gathering quality information
to provide improvementsin care. Thetime has come where Medicare has taken the step towards quality improvement,
and has put financial incentives for quality directly into its payment system. Linking payment to quality holds all
providers of health care accountable for the care they deliver, and will help improve the quality of care that so many
Americans, especially Medicare beneficiaries, want and deserve.

CMS, through its numerous quality initiatives, is serving as a catalyst for improving the quality of care deliveredin
our health care systems. Thetime hascomefor al tojoininand play aroleinimproving health care quality. Quality
matters.

John Montgomery, M.D., M.PH., FA.A.F.P.
FCSO Office of theMedical Director
John.Montgomery@fcso.com
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CONNECTICUT anp FLORIDA ABOUT THE UPDATE!

THE FCSO MEebpicare B UrDATE!

About the Connecticut and Florida Medicare B Update!
he Medicare B Update! is a comprehensive magazine published quarterly by First Coast Service Options, Inc. (FCSO)
for Part B providers in Connecticut and Florida. In accordance with notification requirements established by the
Centers for Medicare & Medicaid Services, approximate delivery dates for fiscal year 2005 are:

Publication Name Publication Date

First Quarter 2005 Mid-November 2004
Second Quarter 2005 Mid-February 2005
Third Quarter 2005 Mid-May 2005
Fourth Quarter 2005 Mid-August 2005

additional unscheduled special issues may be posted.

Who Receives the Update?

Anyone may view, print, or download the Update!
from our provider education Web site(s). Providers who
cannot obtain the Update! from the Internet are required
to register with us to receive a complimentary hardcopy or
CD-ROM (please see the hardcopy/CD-ROM registration
form on page 6 of the Second Quarter 2004 Update!).

Distribution of the Update! in hardcopy or CD-ROM
format is limited to individual providers and professional
association (PA) groups who have billed at least one Part
B claim to either Connecticut or Florida Medicare for
processing during the twelve months prior to the release
of each issue. Providers meeting these criteria are eligible
to receive a complimentary copy of that issue, if a
technical barrier exists that prevents them from obtain-
ing it from the Internet and they have returned a com-
pleted registration form to us.

For additional copies, providers may purchase a
separate annual subscription in hardcopy or CD-ROM
format (see order form on the inside back cover of this
issue). All issues published since 1997 may be down-
loaded from the Internet, free of charge.

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

Clear Identification of State-Specific Content

A blue header bar preceding articles clearly indicates
whether the topic is applicable to both Connecticut and
Florida, Connecticut only, or Florida only. Articles common
to both states appear at the beginning of the publication.
Within common articles, references to phone numbers,
addresses, reimbursement amounts, past publications, etc.,
are state-specific as appropriate. Content specific to
Connecticut is next, followed by content specific to Florida.
Connecticut and Florida local medical review policy (LMRP)
summaries are maintained in separate sections.

Effective Date of Changes
January 1, 2005

April 1,2005

July 1, 2005

October 1, 2005

Important notifications that require communication in between these dates will be posted to the FCSO Medicare
provider education websites, http://www.connecticutmedicare.com and http://www.floridamedicare.com. In some cases,

Publication Format

The Update! is arranged into distinct sections.
Following the table of contents, a letter from the

Carrier Medical Director, and an administrative information
section, the Update! provides content applicable to both
states, as noted previously. Within this section, informa-
tion is categorized as follows.

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

The coverage/reimbursement section discusses
specific CPT and HCPCS procedure codes. It is
arranged by specialty categories (not specialties). For
example, “Mental Health” would present coverage
information of interest to psychiatrists, clinical psy-
chologists 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 media claim
(EMC) submission also includes information pertaining
to the Health Insurance Portability and Accountability
Act (HIPAA).

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

Medical review and comprehensive data analysis will

always be in state-specific sections, as will educational
resources. Important addresses, phone numbers, and
websites are also listed for each state

An Index to the year’s previous issues of the Update!

and a Part B Materials order form are included in the back
of the publication.

The Medicare B Update! Represents Formal
Notice of Coverage Policies

Articles included in each Update! represent formal
notice that specific coverage policies either have or will
take effect on the date given. Providers who receive each
issue are expected to read, understand, and abide by the
policies outlined in this document to ensure compliance

The FCSO Medicare B Update!
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with Medicare coverage and payment guidelines. The date

the Update! is posted to the website is considered the notice

date, in the event there is a dispute over whether a provider
received advance notice regarding coverage of a specific
service and the financial liability for it.

Advance Beneficiary Notices (ABNSs)
M edicare 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):

o Coverage for a service or item may be allowed only
for specific diagnoses/conditions. Always code to
the highest level of specificity.

o Coverage for a service or item may be allowed only
when documentation supports the medical need for
the service or item.

o 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. ABNs advise beneficiaries, before items or services
actually are furnished, when Medicare is likely to deny
payment. ABNs allow beneficiaries to make informed
consumer decisions about receiving items or services for
which they may have to pay out-of-pocket, and to be more
active participants in their own health care treatment
decisions. An ABN must meet the following requirements:

e The ABN must be on an approved Form CMS-R-131
(see “New Patient Liability Notice” below).

e The ABN must be given in writing, in advance of
furnishing the service or item.

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

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

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

CONNECTICUT anp FLORIDA ABOUT THE UPDATE!

New Patient Liability Notice

Form CMS-R-131 is the new approved ABN, required
for services provided on or after January 1, 2003. Form
CMS-R-131 was developed as part of the Centers for
Medicare & Medicaid Services’ (CMS) Beneficiary Notices
Initiative (BNI), and was approved by OMB (Office of
Management and Budget) on June 18, 2002. The new ABNs
are designed to be more beneficiary-friendly, more readable
and understandable, with patient options more clearly
defined.

There are two ABN forms - the General Use form (CMS-
R-131G) and the Laboratory Tests form (CMS-R-131L). Both
are standard forms that may not be modified; however, both
contain customizable boxes for the individual requirements
of users, following the guidance in CMS Program Memo-
randa (PM) AB-02-114 and AB-02-168, which may be found
on the CMS Web site at http://cms.hhs.gov/manuals/
pm_trans/AB02114.pdf and http://cms.hhs.gov/manuals/
pm_trans/AB02168.pdf.

Reproducible copies of Form CMS-R-131 ABNSs (in
English and Spanish) and other BNI information may be
found on CMS’s BNI Web site at
http://www.cms.hhs.gov/medicare/bni.

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 responsibil-
ity 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.

Modifier “GA” and Appeals

hen a patient is notified in advance that a service

or item may be denied as not medically necessary,
the provider must annotate this information on the claim
(for both paper and electronic claims) by reporting the
modifier GA (wavier 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 respon-
sibility for the denied service or item.

Claims containing modifier GA in which the patient
has been found liable must have the patient’s written
consent for an appeal. Written appeal requests should
be sent to the Attention of Medical Review at:

Connecticut Florida

Medicare Part BCT Medicare Part B FL

PO Box 45010 PO Box 2360

Jacksonville, FL 32232-5010 Jacksonville, FL
32231-0018

First Quarter 2005
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CLAIMS

CLAIMS

2005 Healthcare Common Procedure Coding System (HCPCS) Annual

Update Reminder

CMS has issued the following “Medlearn Matters...
Information for Medicare Providers’ article.
Provider Types Affected

Physicians, providers, and suppliers

Provider Action Needed

This instruction is a reminder that the complete
HCPCS file is updated and released annually by the
Centers for Medicare & Medicaid Services (CMS) to the
Medicare contractors. The 2005 version of the HCPCS file
contains existing, new, revised, and discontinued HCPCS
codes for 2005. Your Medicare contractor will use the file
for processing claims for services on or after January 1,
2005.

All Medicare physicians, providers, and suppliers:
there is no longer a 90-day grace period for billing
discontinued HCPCS codes as of January 1, 2005.

Background

Medicare providers submitting claims to Medicare
contractors for Part B services use a HCPCS code to
indicate the service that was provided. HCPCS consist of
Level | codes, which are the American Medical
Association’s (AMA’s) Current Physician Terminology
Codes (CPT-4) and Level Il codes, which are alphanumeric
and maintained by CMS.

The alpha-numeric index and the table of drugs will be
posted to the CMS website by the end of October.

The CMS website address for that posting will be:

http://www.cms.hhs.gov/providers/pufdownload/
default.asp#alphanu

There is no longer a 90-day grace period for discon-
tinued codes in order to be compliant with HIPAA
standards. To view further information regarding the
elimination of this 90-day grace period, see the Medlearn
Matters article MM3093, which may be found at:
http://www.cms.hhs.gov/medlearn/matters/mmarticles/
2004/MM3093.pdf

Implementation
The implementation date for this instruction is
January 3, 2005.

Additional Information

For complete details, please see the official instruction
issued to your carrier and fiscal intermediary regarding
this change. That instruction may be viewed by going to:
http://www.cms.hhs.gov/manuals/transmittals/
comm_date_dsc.asp

From that Web page, look for CR3422 in the CR NUM
column on the right, and click on the file for that CR. If you
have any questions, please contact your carrier/intermedi-
ary at their toll-free number, which may be found at:
http://www.cms.hhs.gov/medlearn/tolinums.asp

Related Change Request (CR) #: 3422
Medlearn Matters Number: MM3422
Related CR Release Date: August 27, 2004
Related CR Transmittal #: 283

Effective Date: January 1, 2005
Implementation Date: January 3, 2005

Medicare Contractor Annual Update of the International Classification
of Diseases, Ninth Revision, Clinical Modification (ICD-9-CM)

CMS has issued the following “Medlearn Matters... Information for Medicare Providers™ article.

Provider Types Affected
Physicians, suppliers, and providers

Provider Action Needed

STOP - Impact to You

Medicare will soon issue the annual update of the
International Classification of Diseases, Ninth Revision,
Clinical Modification (ICD-9-CM) to Medicare contractors.
This update will apply for claims with service dates on or
after October 1, 2004.

CAUTION —What You Need to Know

Remember that, as of October 1, 2004, Medicare no longer
can provide a 90-day grace period for physicians,
practitioners and suppliers to use in billing discontinued
ICD-9-CM diagnosis codes.

GO - What You Need to Do
Be ready to use the updated codes on October 1, 2004. Refer
to the Background and Additional Information sections of

this article for further details regarding this instruction.

Background

This instruction is a reminder that Medicare carriers
and intermediaries will use the annual International
Classification of Diseases, Ninth Revision, Clinical
Modification (ICD-9-CM) coding update effective for:

o Dates of service on or after October 1, 2004; and
e Discharges on or after October 1, 2004 for institu-
tional providers.

The Centers for Medicare & Medicaid Services (CMS)
has been evolving the use of ICD-9-CM codes as
follows:

e Beginningin 1979, ICD-9-CM codes became
mandatory for reporting provider services on Form
CMS- 1450.

e OnApril 1,1989, the use of ICD-9-CM codes became

The FCSO Medicare B Update!
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mandatory for all physician services submitted on Form
CMS-1500.

o Effective October 1, 2003, an ICD-9-CM code is
required on all paper and electronic claims billed to
Medicare carriers with the exception of ambulance
claims (specialty type 59) (see Change Request [CR]
2725, dated June 6, 2003, at http://www.cms.hhs.gov/
manuals/pm_trans/B03045.pdf).

o Effective for dates of service on and after October 1,
2004, CMS will no longer provide a 90-day grace period
for physicians, practitioners and suppliers to use in
billing discontinued ICD-9-CM diagnosis codes on
Medicare claims. The Health Insurance Portability and
Accountability Act (HIPAA) requires that medical code
sets be date-of-service compliant, and ICD-9-CM
diagnosis codes are a medical code set (see CR 3094
dated February 6, 2004 at:
http://www.cms.hhs.gov/manuals/pm_trans/R95CP.pdf

).

Updated ICD-9-CM codes are published in the
Federal Register in April/May of each year as part of the
proposed changes to the Hospital Inpatient Prospective
Payment System and are effective each October first.
Physicians, practitioners, and suppliers must use the
current and valid diagnosis code that is in effect begin-
ning October 1, 2004.

After the ICD-9-CM codes are published in the
Federal Register, CMS places the new, revised, and
discontinued codes on the following website:

http://www.cms.hhs.gov/medlearn/icd9code.asp

The update should be available at this site in June.

Implementation
The implementation date for this instruction is
October 4, 2004.

Related Instructions
The Medicare Claims Processing Manual, Pub. 100-04,

CLAIMS

Chapter 23 (Fee Schedule Administration and Coding
Requirements), Section 10.2 (Relationship of ICD-9-CM
Codes and Date of Service) has been revised. The updated
manual instructions are included in the official instruction
issued to your carrier, and it can be found by going to:
http://www.cms.hhs.gov/manuals/transmittals/
comm_date_dsc.asp

From that website, look for CR3303 in the CR NUM
column on the right, and click on the file for that CR. If you
have any questions, please contact your carrier/intermedi-
ary at their toll-free number, which may be found at:
http://www.cms.hhs.gov/medlearn/tolinums.asp.

Additional Information

The new, revised, and discontinued ICD-9-CM
diagnosis codes are posted annually on the following
CMS website: http://www.cms.hhs.gov/medlearn/
icd9code.asp

Providers can view the new updated codes at this
website in June and providers are also encouraged to
purchase a new ICD-9-CM book or CD-ROM on an annual
basis.

In addition, the National Center for Health Statistics
(NCHS) also will place the new ICD-9-CM Addendum on
their website (http://www.cdc.gov/nchs/icd9.htm) in June,
which is also available for providers to visit.

Related Change Request (CR) #: 3303
Medlearn Matters Number: MM3303
Related CR Release Date: June 18, 2004
Related CR Transmittal #: 210

Effective Date: October 1, 2004
Implementation Date: October 4, 2004

Medlearn Matters articles are prepared as a service to the public
and are not intended to grant rights or impose obligations.

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

Health Professional Shortage Area (HPSA) Listing

Claims Filing Requirements

To report services furnished in a HPSA, one of the
following procedure code modifiers should be reported on
the claim:

QB  Physician service rendered in a rural HPSA
QU  Physician service rendered in an urban HPSA

In addition, item 32 of Form CMS-1500 (or electronic
equivalent) must be completed when either the modifier
QB or QU is billed. The physical location where the
service was furnished must be indicated, if it is other than
the patient’s home.

Appeal of HPSA Incentive Payments

The incentive payments do not include remittance
advice notices; only a list of the claims to which the
incentive payment applies is provided with the payment.

As a result, physicians have not been provided with an

opportunity to challenge the amounts of their HPSA

incentive payments on nonassigned claims or to challenge

nonassigned claims where incentive has not been paid.
CMS has provided clarification of these issues:

o In cases where a physician is not satisfied with the
amount of the incentive payment on either assigned or
nonassigned claims, he or she may request a review of
the incentive payment. The review request must be
made within 60 days of the date when the incentive
payment was issued.

o In cases where an incentive payment was not made on
a claim (assigned or nonassigned), but the physician
believes that one should have been made, he or she
may request a reopening of that particular claim. The
request must be within one year of the claim payment.
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Note: If the physician is unsure of the date a nonassigned The following are counties/area names/parts desig-
claim was processed, the request for reopening may nated as geographic HPSAs (and therefore eligible for the

be made within one year of the date the claimwas HPSA bonus payment) for the state of Connecticut, as of
submitted, to ensure the request for the reopening is July 14, 2004.

made within the one-year time limit.

Geographic HPSA Designations

The following are counties/area names/parts designated as geographic HPSAs (and therefore eligible for the HPSA
bonus payment) for the state of Florida, as of July 14, 2004.

Florida—Primary Care

Connecticut — Primary Care

County/Area Name Census Tracts (C.T.) Type
Fairfield/Southwest 0702.00, 0703.00, 0704.00, 0705.00, 0706.00, 0707.00, Urban
Bridgeport 0708.00, 0709.00, 0710.00, 0711.00, 0712.00
Fairfield/Central/East 0713.00, 0714.00, 0715.00, 0716.00, 0717.00, 0735.00, Urban
Bridgeport 0736.00, 0738.00, 0739.00, 0740.00, 0741.00, 0742.00,

0743.00, 0744.00
Fairfield/Central 0440.00, 0441.00, 0444.00, 0445.00 Urban
Norwalk
Hartford/North Central | 5005.00, 5008.00, 5009.00, 5010.00, 5011.00, 5012.00, Urban
Hartford 5013.00, 5014.00, 5015.00, 5016.00, 5017.00, 5018.00,

5020.00, 5021.00, 5022.00, 5031.00, 5032.00, 5033.00,

5034.00, 5035.00, 5036.00, 5037.00, 5038.00, 5039.00,

5040.00, 5041.00, 5042.00, 5044.00
Hartford/Charter Oak 5001.00, 5002.00, 5003.00, 5004.00, 5019.00, 5027.00, Urban
Terrace/Rice Heights 5028.00, 5029.00, 5030.00, 5043.00, 5045.00, 5046.00,

5049.00
New Haven/ Fair 1421.00, 1422.00, 1423.00, 1424.00, 1425.00, 1426.01, Urban
Haven 1426.02
New London/ Central 7022.00, 7023.00, 7025.00, 7027. 00, 7028.00 Urban
Groton

The following are counties (all census tracts) designated as geographic HPSAs (and therefore eligible for the HPSA
bonus payment) for Mental Health for the state of Florida, as of July 14, 2004.

County/Area Name Census Tracts (C.T.) Type
Bradford (Terminated Rural
September 1, 2004)

Clay/Keystone Heights division Urban
Dixie Rural
Escambia 0038.00, 0039.00, Rural

0040.00

Gadsden Urban
Glades Rural
Hardee Rural
Hendry/Labelle 9604.00, 9603.00 Rural
Holmes Rural
Lafayette Rural
Liberty Rural
Madison Rural
Martin/Indiantown/Indiantown Urban
division

Sumter Rural
Suwannee Rural
Wakulla Rural
Walton Rural
Washington Rural

The FCSO Medicare B Update!
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Florida—Mental Health
Source: CMS Joint Signature Memorandum (JSM) #421,
September 10, 2004

To qualify as “incident to,” services must be part of
your patient’s normal course of treatment, during which a
physician personally performed an initial service and

County Type remains actively involved in the course of treatment. You do
Bradford Rural not have to be physically present in the patient’s treatment
Columbia Rural room Whi_le these servi_c_es are prqvided, but you must _
Dixie Rural prowd_e dlrept supervision, _that is, you must be present in
Gilchrist Rural the.offlce suite to render assistance, if necessary. The

- patient record should document the essential requirements
Hamilton Rural for “incident to” service.
Holmes Rural More specifically, these services must be all of the
Jackson Rural following:
Lafayette Rural An integral part of the patient’s treatment course;
Monroe Rural Commonly rendered without charge (included in your
Putnam Rural physician’s bills;
St Johns Urban e Ofatype commonly furnished in a physician’s office or
Suwannee Rural clinic (not in an institutional setting); and
Union Rural e An expense to you.
Walton Rural Examples of qualifying “incident to” services include
Washington Rural providing non-self-administrable drugs and other

biologicals, and supplies usually furnished by the physician
in the course of performing his/her services, e.g., gauze,
ointments, bandages, and oxygen.

The following paragraphs discuss the various care
settings, which are important to note because the processes
for billing vary somewhat depending on the care site.

“Incident to” Services

CMS has issued the following “Medlearn Matters...
Information for Medicare Providers™ article.

Provider Types Affected

All Medicare providers of professional services
Your Office

In your office, qualifying “incident to” services must be
provided by a caregiver qualified to provide the service,
whom you directly supervise, and who represents a direct
financial expense to you (such as a “W-2" or leased em-
ployee, or an independent contractor).

You do not have to be physically present in the
treatment room while the service is being provided, but you
must be present in the immediate office suite to render
assistance if needed. If you are a solo practitioner, you must
directly supervise the care. If you are in a group, any
physician member of the group may be present in the office
to supervise.

Hospital or SNF

For inpatient or outpatient hospital services and
services to residents in a Part A covered stay in a SNF, the
unbundling provision (1862 (a)(14) provides that payment
for all services are made to the hospital or SNF by a Medi-
care intermediary (except for certain professional services
personally performed by physicians and other allied health
professionals). Therefore, “incident to” services are not
separately billable to the carrier or payable under the
physician fee schedule.

Provider Action Needed

None. This article is for your information only. It
clarifies when and how to bill for services “incident to”
professional services.

Background

The intent of this article is to clarify “incident to”
services billed by physicians and nonphysician
practitioners to carriers. “Incident to” services are
defined as those services that are furnished incident to
physician professional services in the physician’s office
(whether the office is located in a separate building or is
an office within an institution) or in a patient’s home.
These services are billed as Part B services to your
carrier as if you personally provided them, and are paid
under the physician fee schedule.

Note: “Incident to” services are also relevant to
services supervised by certain nonphysician
practitioners such as physician’s assistants,
nurse practitioners, clinical nurse specialists,
nurse midwives, or clinical psychologists. These
services are subject to the same requirements as
physician-supervised services. The service is
priced at the rate paid to the supervisor, who is
the person responsible for the appropriate
rendering of the service. Remember that
“incident services” supervised by nonphysician
practitioners are reimbursed at the rate paid the
supervisor and not at the physician fee schedule

Offices in Institutions

In institutions including SNF, your office must be
confined to a separately identifiable part of the facility and
cannot be construed to extend throughout the entire facility.
Your staff may provide service “incident to” your service in
the office to outpatients, to patients who are not in a

rate. For clarity’s sake, this article will refer to
“physician” services as inclusive of
nonphysician practitioners.

Medicare-covered stay or in a Medicare-certified part of a
SNF. If your employee (or contractor) provides services
outside of your “office” area, these services would not
qualify as “incident to” unless you are physically present
where the service is being provided. One exception is that
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certain chemotherapy “incident to” services are excluded
from the bundled SNF payments and may be separately
billable to the carrier.

In Patients’ Homes

In general, you must be present in the patient’s home
for the service to qualify as an “incident to” service. There
are some exceptions to this direct supervision requirement
that apply to homebound patients in medically
underserved areas where there are no available home
health services only for certain limited services found in
Pub 100-02. Chapter 15 Section 60.4 (B). In this instance,
you need not be physically present in the home when the
service is performed, although general supervision of the
service is required. You must order the services, maintain
contact with the nurse or other employee, and retain
professional responsibility for the service. All other
“incident to” requirements must be met. A second
exception applies when the service at home is an indi-
vidual or intermittent service performed by personnel
meeting pertinent state requirements (e.g., nurse, techni-
cian, or physician extender), and is an integral part of the
physician’s services to the patient.

Ambulance Service

Neither ambulance services nor EMT services
performed under your telephone supervision are billable
as “incident to” services.

Additional Information

To provide additional clarity, we present the following
scenarios:

Must a supervising physician be physically present when
flu shots, EKGs, Laboratory tests, or X-raysare
performed in an office setting in order to be billed as
“incident to” services?

“These services have their own statutory benefit
categories and are subject to the rules applicable to their
specific category. They are not “incident to” services and
the “incident to” rules do not apply.”

Can anti-coagulation monitoring be provided “incident

to” a physician’s services in an office?

Yes, if the requirements are met, i.e., the services are part
of a course of treatment during which the physician
personally performs the initial service and is actively
involved in the course of treatment, is physically present
in the immediate office when services are rendered by the
employee, and the service represents an expense to the
physician or other legal entity that bills for the service.

If the treating physician (Doctor X) refers a patienttoan
anti-coagulation monitoring clinic, can Doctor X bill
these services as “incident to?”

No, because the services are not being provided by an
employee under supervision of Doctor X.

Can the supervising physician (Doctor Y) at the anti-
coagulation monitoring clinic (a physician group) bill the
services as “incident to” if Doctor Y directly supervises
those services at the clinic?

No, because Doctor Y is not treating the patient for the
underlying condition. However, if Doctor Y receives a
referral from Dr. X, and Dr. Y performs an initial evaluation
of the patient and then orders and supervises the services,
they may be billed by Doctor Y “incident to” her initial
service.

If you have further questions regarding this issue, please
contact your carrier at their toll-free number, which may be
found at:

http://www.cms.hhs.gov/medlearn/tolinums.asp.

Related Change Request #: N/A
Medlearn Matters Number: SE0441
Effective Date: N/A

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

MMA - Physician Education for the Revisions to the Health
Professional Shortage Area (HPSA) Bonus Payment Processes and

Implementation of the Physician Scarcity Area (PSA) Bonus Payments

CMS has issued the following “Medlearn Matters... Information for Medicare Providers™ article.

SPECIAL NOTE: The language in this Medlearn Matters article reflects proposed billing and claims processing
guidance consistent with the Health Professional Shortage Area (HPSA) and Physician Scarcity Area (PSA) bonus
requirements discussed in the Notice of Proposed Rulemaking (NPRM) for the 2005 Physician Fee Schedule which was
published on August 5, 2004. This language reflects our current implementation efforts and is subject to change
consistent with publication of the final rule. Additional information will be posted when the final rule is published. Also,
please note that this article was re-released on September 20, 2004 to reflect additional instructions for physician use
of modifiers when billing anesthesia services (page 6) and to show that the list of zip codes eligible for automatic
payment of the PSA bonus will be posted on the CMS website on or about October 1, 2004.

Provider Types Affected

Physicians who provide services in designated HPSASs or in PSAs.

Provider Action Needed
STOP - Impact to You

Medicare is revising the processes for paying HPSA bonuses and will be implementing the provision of the Medicare
Modernization Act (MMA\) that authorizes bonus payments for physician services in PSAs. This article conveys

information based on the NPRM published on August 5, 2004.
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CAUTION —What You Need to Know
These proposed policies apply to relevant services provided in HPSAs or PSAs on or after January 1, 2005.

GO —What You Need to Do

Affected physicians should make sure that their billing staffs are aware of the pending HPSA and PSA bonus payment
policy changes and are prepared to bill Medicare in accordance with the final rule, when published, to receive the correct
bonus payments for services rendered on or after January 1, 2005. Understanding the areas that qualify for the bonus
payments, knowing when to use related modifiers, and knowing what information is available from your Medicare carrier
are all essential to submitting correct claims. This article provides an overview of these requirements.

Background
PSA Overview
MMA Section 413(a) requires that a new five-percent bonus payment be established and paid for services rendered
by physicians in geographic areas designated as PSAs. Under the NPRM, physician scarcity designations will be based
on the lowest primary care and specialty care ratios of Medicare beneficiaries to active physicians in every county. In
addition, based on rural census tracts of metropolitan statistical areas identified through the latest modification of the
Goldsmith Modification (i.e., the Rural-Urban Commuting Area Codes), additional PSAs will be identified based on the
lowest primary care and specialty care ratios of Medicare beneficiaries to active physicians in each identified rural area.
Medicare will automatically pay this new bonus on a quarterly basis without the need for a modifier on the claim for
services provided in zip code areas that:

Fall fully within a county designated as a PSA; or
Fall partially within a county designated as a PSA and are considered to be dominant for that county, based on a
determination of the United States Postal Service; or

o Fall within a rural area of a metropolitan statistical area identified through the latest modification of the Goldsmith
modification that is determined to be a PSA.

In some cases, a service may be provided in a county that is considered to be a PSA, but the zip code is not consid-
ered to be dominant for that area. In these cases, the bonus payment cannot be made automatically. To receive the bonus
for such services, physicians will need to include a new modifier of AR to reflect a physician service provided in a PSA.

Some key points to remember regarding the PSA bonus are the following:

e Medicare will pay a five percent PSA bonus on a quarterly basis, and the bonus will be based on what Medicare
actually paid not on the Medicare-approved payment amount.
Assingle service may be eligible for the PSA bonus and the HPSA bonus, which is discussed later.
Payment will be based on where the service is performed and not on the address of the beneficiary.
The PSA bonus will be paid on services rendered on or after January 1, 2005 through December 31, 2007.
Only the provider designations of General Practice (01), Family Practice (08), Internal Medicine (11), and Obstetrics/
Gynecology (16) will be paid the bonus for the zip codes designated as primary care PSAs. All other physician provider
specialties will be eligible for the specialty physician scarcity bonus for the zip codes designated as specialty PSAs.
o Dentists, chiropractors, podiatrists, and optometrists are not eligible for the physician scarcity bonus as either primary
care or specialty physicians.
Services submitted with the AR modifier will be subject to validation by Medicare.
On or about October 1, 2004, CMS will post the zip codes that will be eligible for automatic payment of the physician
scarcity bonus on its Web site.

HPSA Overview

MMA Section 413(b) requires CMS to revise some of the policies that address HPSA bonus payments.

Section 1833(m) of the Social Security Act provides bonus payments for physicians who furnish medical care
services in geographic areas that are designated by the HRSA as primary medical care HPSAs under section 332 (a)(1)(A)
of the Public Health Service (PHS) Act.

In addition, for claims with dates of service on or after July 1, 2004, psychiatrists (provider specialty 26) furnishing
services in mental health HPSAs are also eligible to receive bonus payments. But keep in mind that if a zip code falls
within both a primary care and mental health HPSA, only one bonus will be paid on the service.

MMA Changes

Effective January 1, 2005, you no longer have to include the QB (physician providing a service in a rural HPSA) or
QU (physician providing a service in an urban HPSA) modifier on claims to receive your HPSA bonus payment, which will
be paid to you automatically, if you provide care in zip code areas that either:

o Fall entirely in a county designated as a full-county HPSA,; or
o Fall entirely within the county, through a USPS determination of dominance; or
o Fall entirely within a partial county HPSA.

However, if you provide care in zip code areas that do not fall entirely within a full county HPSA or partial county
HPSA, you must continue to enter either the QB or QU modifier on your claim to receive the bonus. The following are the
specific instances in which you will need to enter a modifier:
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e When you provide services in zip code areas that do not fall entirely within a designated full county HPSA bonus
area;

e When you provide services in a zip code area that falls partially within a full county HPSA but is not considered to be
in that county based on the USPS dominance decision;
When you provide services in a zip code area that falls partially within a non-full county HPSA,
When you provide services in a zip code area that was not included in the automated file of HPSA areas based on the
date of the data run used to create the file.

To determine if you qualify to automatically receive the bonus payment, you can review the information provided on the
CMS Web site. If the zip code of the location where you render services does not appear there, you should check your
carrier’s Web site for HPSA designations to determine if the location where you render services is within a HPSA
bonus area, but still requires the submission of a modifier. More information on these Web aids will be provided in the
Additional Information section of this article.

Some points to remember include the following:

e Medicare carriers will continue to base your bonus on the amount you are actually paid (not the Medicare approved
payment amount for each service) and will pay you the ten-percent bonus on a quarterly basis.

e The HPSA bonus pertains only to physician’s professional services. Should you bill for a service that has both a
professional and technical component, only the professional component will receive the bonus payment.

e The key to eligibility is not that your beneficiary lives in an HPSA nor that your office or primary location isin an
HPSA, but rather that you actually render the service in an HPSA.
A single service may be eligible for both the HPSA bonus payments and the new physician scarcity bonus.
To be considered for the bonus payment, you must include the name, address, and zip code of the location where the
service was rendered on all electronic and paper claim submissions.

o Physicians must verify the eligibility of their area for a bonus with their carrier before submitting services with a HPSA
modifier for areas they think may still require the submission of a modifier to receive the bonus payment.

e Services submitted with the QB or QU modifier will be subject to validation by Medicare.

Additional Information

CMS will make substantial revisions to Section 90 of Chapter 12 of the Medicare Claims Processing Manual. An
official Change Request (CR) will be released at a later date. We will provide instructions later on how to access that CR,
but key revisions/additions that are proposed, based on the NPRM are listed as follows:

HPSA Designations

Effective January 1, 2005, payment files for the automated payment of the HPSA bonus payment will be developed
and updated annually. Once the annual designations are made, no interim changes will be made to the automated payment
files to account for HRSA updates to designations throughout the year. New designations and withdrawals of HPSA
designations during a calendar year will be included in the next annual update.

For newly designated HPSA areas (those added during the year), physicians will be able to receive the bonus by self-
designating through the use of the QB or QU modifier. They will also need to submit the modifier for any designated areas
not included in the automated file due to the cut off date of the data used. This will only be necessary if the zip code of
where they provide their service is not already on the list of zip codes that will automatically receive the bonus payment.
Physicians must not continue to self-designate through the use of the modifiers for HPSA designations that are with-
drawn during the year, but are not part of the automated files.

Prior to the beginning of each calendar year beginning with 2005, CMS will post on its Web site zip codes that are
eligible to automatically receive the bonus payment as well as information on how to determine when the modifier is
needed to receive the bonus payment. Through regularly scheduled bulletins and listservs, carriers must notify all
physicians to verify their zip code eligibility via the CMS Web site for the area where they provide physician services.

To determine whether a modifier is needed, physicians must review the information provided on the CMS website for
HPSA designations to determine if the location where they render services is, indeed, within a HPSA bonus area. Physi-
cians may also base the determinations on letters of designations received from HRSA. They must be prepared to provide
these letters as documentation upon the request of the carrier and should verify the eligibility of their area for a bonus
with their carrier before submitting services with a HPSA modifier.

Census Tract Information Available for Areas That Are Not Automatically Paid

For services rendered in zip code areas that cannot automatically receive the bonus, it will be necessary to know the
census tract of the area to determine if a bonus should be paid and a modifier submitted. Census tract information may be
found on the Federal Financial Institutions Examination Council’s website at: http://www.ffiec.gov/geocode/default.htm

Census tract data can also be retrieved by visiting the U.S. Census Bureau website at http://www.census.gov

Once the website is accessed follow the following steps:

1. Click on American Fact Finder from the list on the left side of the screen.

2. In the Search box on the left side of the screen, mark “geography” and enter “1990 census” and click GO.
3. Click on “Show more selection methods and more geographic types.”

4. Click on the MAP tab.
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5. Under “Select a year and program” select “1990 Decennial Census.”

6. Under “Select an option, then click on the map,” click on the “Select” button and from the drop down menu,
select “Census Tract.” DO NOT CLICK ON THE MAP.

7. Scroll down the page to: “To reposition the map” and enter the address for which you want to determine the
census tract.

8. The map will show the street and the census tract number will be in dark gold.

Once the census tract is identified, the CMS website must be accessed to determine if the census tract where the
service was rendered is in an eligible HPSA. Neither CMS nor the Medicare carriers can provide information on the
functionality of these websites.

Services Eligible for HPSA and Physician Scarcity Bonus Payments
Information in the Professional Component/Technical Component (PC/TC) Indicator Field of the Medicare Physician
Fee Schedule Database

Carriers use the information in the Professional Component/Technical Component (PC/TC) indicator field of the
Medicare Physician Fee Schedule Database to identify professional services eligible for HPSA and physician scarcity
bonus payments. The following are the rules to apply in determining whether to pay the bonus on services furnished
within a geographic HPSA or physician scarcity bonus area.

PC/TC Indicator Bonus Payment Policy
0 Pay bonus
1 Globally billed. Only the professional component of this service qualifies for the bonus

payment. The bonus cannot be paid on the technical component of globally billed services.
ACTION: Carriers return the service as unprocessable and notify the physician that the
professional component must be re-billed if it is performed within a qualifying bonus area. If
the technical component is the only component of the service that was performed in the
bonus area, there wouldn’t be a qualifying service.

Professional Component (modifier 26). Carriers pay the bonus.

Technical Component (modifier TC). Carriers do not pay the bonus.

Professional Component only. Carriers pay the bonus.

Technical Component only. Carriers do not pay the bonus.

Bl W N R

Global test only. Only the professional component of this service qualifies for the bonus
payment. ACTION: Carriers return the service as unprocessable. They instruct the provider
to re-bill the service as separate professional and technical component procedure codes.

Incident to codes. Carriers do not pay the bonus.

Laboratory physician interpretation codes. Carriers pay the bonus.

Physical therapy service. Carriers do not pay the bonus.

Physician interpretation codes. Carriers pay the bonus.

© o Nl o ;

Concept of PC/TC does not apply. Carriers do not pay the bonus.

NOTE: Codes that have a status of “X”” on the Medicare Physician Fee Schedule Database (MFSDB) have been assigned
PC/TC indicator 9 and are not considered physician services for MFSDB payment purposes. Therefore, neither
the HPSA bonus payment nor the PSA bonus payment will be paid for these codes.

Anesthesia Codes (CPT Codes 00100 Through 01999) That Do Not Appear on the Medicare Fee Schedule Data Base
(MFSDB)

Anesthesia codes (CPT codes 00100 through 01999) do not appear on the MFSDB. When a medically necessary
anesthesia service is furnished within a HPSA or physician scarcity area by a physician, a HPSA bonus and/or PSA
bonus is payable.

To claim a bonus payment for anesthesia, physicians bill codes 00100 through 01999 with modifiers QY, QK, AD, AA,
or GC to signify that the anesthesia service was performed by a physician along with the QB or QU modifier.
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Billing and Payment in a Physician Scarcity Area (PSA)

Section 413a of the MMA requires that a new 5% bonus payment be established for physicians in designated PSAs.
Physician scarcity designations will be based on the lowest primary care and specialty care ratios of Medicare beneficia-
ries to active physicians in every county. In addition, based on rural census tracts of metropolitan statistical areas
identified through the latest modification of the Goldsmith Modification (i.e., Rural-Urban Commuting Area Codes),
additional PSAs will be identified based on the lowest primary care and specialty care ratios of Medicare beneficiaries to
active physicians in each identified rural area.

Claims Coding Requirements for the Physician Scarcity Bonus

Medicare will automatically pay the physician scarcity bonus on a quarterly basis for services provided in zip code
areas that fully fall within a county designated as a PSA, partially fall within a county designated as a PSA and are
considered to be dominant for that county based on a determination by the United States Postal Service (USPS), or fall
within a rural area identified through the latest modification of the Goldsmith Modification that is determined to be a PSA.

In some cases, a service may be provided in a county that is considered to be a PSA, but the zip code is not consid-
ered to be dominant for that area. The bonus payment cannot automatically be made. In order to receive the bonus for
those areas, physicians must include the following modifier on the claim: AR - Physician providing service in a Physician
Scarcity Area.

National Standard Format (NSF) Claims

For NSF electronic claims (for all places of service other than “home,” or other than the place of service (POS) codes
that are treated as “home”), in order to be considered for the HPSA and/or PSA bonus, physicians must enter the address
and zip code of where the service was provided in the EA1-10.0 record. Physicians should check with their carrier to
determine which POS codes their carrier treats as “home.”

Administrative and Judicial Review
Per section 413(b)(1) of the Medicare Prescription Drug, Improvement, and Modernization Act of 2003, there will be
no administrative or judicial review respecting:

The identification of a county or area;

The assignment of a specialty of any physician;

The assignment of a physician to a county; or

The assignment of a postal zip code to a county or other area.

Web Aids

As mentioned earlier, CMS and the carriers will have web aids to assist physicians with these changes. The CMS web
page will be found at: http://www.cms.hhs.gov/providers/bonuspayment

It will be operational on or about October 1, 2004. This page will provide lists of zip codes automatically eligible to
receive the HPSA payment. One list will be for geographic primary medical care HPSAs and one list will be for mental
health HPSAs. Neither the QB nor QU modifier will need to be included on the claim to receive the bonus for services
rendered in those zip codes. To determine if a zip code that is not on this list is still eligible for a bonus, you must check
your carrier’s web page. Links to those web pages will be provided. You will then need to submit one of the modifiers with
those services in order to receive the bonus.

The CMS web page will also have lists of zip codes automatically eligible to receive the PSA bonus. One list will be
for primary care physicians and one list will be for specialty care physicians. If a zip code of the location where you are
providing services does not appear on the appropriate list, you must then check the PSA county list. If you provide
services in one of the designated counties, but your zip code is not on the list, you will need to submit the AR modifier
with the claim to receive the bonus.

Each carrier will:

1. Post a web page on their site dedicated to HPSA designations (which will be operational on or about October 1,
2004);

2. Include on that web page a listing of all designated HPSA areas, including on a quarterly basis those that are
newly-designated or withdrawn during the year;

3. Include a link to the CMS HPSA/PSA web site.

Finally, if you have any questions, please contact your carrier at their toll-free number, which may be found at:
http://www.cms.hhs.gov/medlearn/tolinums.asp

Related Change Request (CR) #: N/A

Medlearn Matters Number: SE0449

Related CR Release Date: N/A

Effective Date: January 1, 2005 (Proposed)

Medlearn Matters articles are prepared as a service to the public and are not intended to grant rights or impose obligations. Medlearn
Matters articles may contain references or links to statutes, regulations, or other policy materials. The information provided is only

intended to be a general summary. It is not intended to take the place of either the written law or regulations. We encourage readers to
review the specific statutes, regulations, and other interpretive materials for a full and accurate statement of their contents.
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Quarterly Update to Correct
Coding Initiative (CCI) Edits,
Version 10.3, Effective October
1, 2004

CMS has issued the following “Medlearn Matters...
Information for Medicare Providers™ article.
Provider Types Affected

Physicians

Provider Action Needed

This is a reminder for physicians to take note of the
quarterly updates to the coding initiatives. The next
round of CCl edits will be effective on October 1, 2004.

Physicians may view the current CCl edits and the
current mutually exclusive code (MEC) edits on the
Centers for Medicare & Medicaid website at:
http://www.cms.hhs.gov/physicians/cciedits

The website will be updated with the Version 10.3
edits as soon as they are effective.

Background

The National Correct Coding Initiative developed by
CMS helps promote national correct coding methodolo-
gies and controls improper coding. The coding policies
developed are based on coding conventions defined in
the American Medical Association’s Current Procedural
Terminology (CPT) manual, national and local policies
and edits, coding guidelines developed by national
societies, analysis of standard medical and surgical
practice, and review of current coding practice.

The latest package of CCl edits, Version 10.3, is
effective on October 1, 2004.

This version will include all previous versions and
updates from January 1, 1996 to the present and will be
organized in two tables: Column 1/Column 2 Correct
Coding Edits and MEC Edits.

Additional Information

The CCl and MEC files will be maintained in the
Internet Only Manual, Chapter 23, Section 20.9, which
can be found at: http://www.cms.hhs.gov/manuals/
04_claims/clm104index.asp

Related Change Request (CR) #: 3349
Medlearn Matters Number: MM3349
Related CR Release Date: July 23, 2004
Related CR Transmittal #: 242
Effective Date: October 1, 2004
Implementation Date: October 4, 2004

Quarterly Update to Correct
Coding Initiative (CCI) Edits,
Version 11.0, Effective January 1,

2005

Provider Types Affected
Physicians

Provider Action Needed

This is a reminder for physicians to take note of the
quarterly updates to the coding initiatives. The next round
of CCl edits will be effective on January 1, 2005. Physi-
cians may view the current CCl edits and the current
Mutually Exclusive Code (MEC) edits on the Centers for
Medicare & Medicaid (CMS) web site at:
http://www.cms.hhs.gov/physicians/cciedits

The web site will be updated with the Version 11.0
edits as soon as they are effective.

Background

The National Correct Coding Initiative developed by
CMS helps promote national correct coding methodolo-
gies and controls improper coding. The coding policies
developed are based on coding conventions defined in
the American Medical Association’s Current Procedural
Terminology (CPT) manual, national and local policies and
edits, coding guidelines developed by national societies,
analysis of standard medical and surgical practice, and
review of current coding practice.

The latest package of CClI edits, Version 11.0, is
effective onary 1, 2005. This version will include all
previous versions and updates from January 1, 1996 to the
present and will be organized in two tables: Column 1/
Column 2 Correct Coding Edits and MEC Edits.

Additional Information

The CCl and MEC files will be maintained in the
Internet Only Manual, Chapter 23, Section 20.9, which
can be found at: http://www.cms.hhs.gov/manuals/
104 _claims/clm104index.asp

Related Change Request (CR) #: 3491
Medlearn Matters Number: MM3491
Related CR Release Date: October 22, 2004
Related CR Transmittal #: 324

Effective Date: January 1, 2005
Implementation Date: January 3, 2005

CLAIMS

Medlearn Matters articles are prepared as a service to the public and are not intended to grant rights or impose obligations. Medlearn Matters
articles may contain references or links to statutes, regulations, or other policy materials. The information provided is only intended to be a

general summary. It is not intended to take the place of either the written law or regulations. We encourage readers to review the specific

statutes, regulations, and other interpretive materials for a full and accurate statement of their contents.

First Quarter 2005

The FCSO Medicare B Update!

15



CLAIMS

Slg nature Requ Irements

M edicare requires a legible identity for services provided/ordered. The method used (e.g., hand written, electronic, or
signature stamp) to sign an order or other medical record documentation for medical review purposes in determining

coverage is not a relevant factor. Rather, an indication of a signature in some form needs to be present.

Providers using alternative signature methods (e.g., a signature stamp) should recognize that there is a potential for
misuse or abuse with a signature stamp or other alternate signature methods. For example, a rubber stamped signature is
much less secure than other modes of signature identification. The individual whose name is on the alternate signature
method bears the responsibility for the authenticity of the information being attested to. Physicians should check with
their attorneys and malpractice insurers in regard to the use of alternative signature methods.

All state licensure and state practice regulations continue to apply. Where state law is more restrictive than Medicare,
the contractor applies the state law standard. The signature requirements described here do not assure compliance with
Medicare conditions of participation.

This instruction does not supersede the prohibition for certificates of medical necessity (CMN). CMN is a term
specifically describing particular form for prescribing durable medical equipment. As stated on CMN forms, “Signature
and date stamps are not acceptable” for use on CMNs. No other forms or documents are subject to this exclusion.

Source: CMS Pub. 100-8 Transmittal: 59 Date: November 28, 2003 Change Request 2937

Type of Service Changes
ffective for claims processed on or after October 1, 2004, the type of service (TOS) for some procedure codes have
changed and will now require a UPIN. With this change, there are also some codes that will no longer require a
UPIN. The following identifies the procedures codes and their respective UPIN requirement.

Procedure Code Old TOS New TOS UPIN Required 10/1/04
0040T 5 4 Yes

Q3031 9 5 Yes

38242 5 1 No

91122 1 5 Yes

CMS Pub. 100-04 Transmittal: 153
Date: April 30, 2004 Change Request 3189

Temporary Change in Carrier Jurisdictional Pricing Rules for

Purchased Diagnostic Services

Provider Types Affected

Laboratories, physicians, and independent
diagnostic testing facilities (IDTFs)
Provider Action Needed

This instruction implements a temporary change
in carrier jurisdictional pricing rules for purchased
diagnostic services to allow physicians/suppliers
purchasing out-of-jurisdiction diagnostic tests/
interpretations to bill their local carrier for these
services.

It also instructs carriers to revoke any previously
issued provider identification numbers (PINS) used
to allow IDTFs physically located outside of the
carrier’s jurisdiction to bill and be paid for purchased
diagnostic tests/interpretations payable under the
Medicare Physician Fee Schedule (MPFS).

Until further notice, physicians/suppliers must
bill their local carrier for all purchased diagnostic
tests andinterpretations, regardless of the location
where the service was furnished.

Background

Effective for claims with dates of service on or
after April 1, 2004, Medicare carriers must use the
zip code of the location where the service was
rendered to determine both the carrier jurisdiction for

processing the claim and the correct payment locality for
any service paid under the MPFS (see the Medicare Claims
Processing Manual (Pub.100-04), Chapter 1, Section 10.1.1).
Diagnostic tests and their interpretations are paid under the
MPFS, and are therefore subject to the same payment rules
as all other services paid under the MPFS.

Laboratories, physicians, and IDTFs may bill for
purchased tests and interpretations, but under the current
carrier jurisdictional pricing rules, these suppliers must
bill the purchased test or interpretation to the carrier that
has jurisdiction over the geographic location where the test
or service is performed.

Since the implementation of carrier jurisdictional pricing
edits on April 1, 2004, the Centers for Medicare & Medicaid
Services (CMS) has received reports that because of current
enrollment restrictions, some physicians/suppliers purchas-
ing diagnostic tests/interpretations are unable to receive
reimbursement for these services when the services are
performed outside of their local carrier’s jurisdiction.

This instruction addresses these reported problems by
temporarily changing the carrier jurisdictional pricing
rules that apply when billing for an out-of-jurisdiction area
purchased diagnostic services. Carrier jurisdictional
pricing rules for all other services payable under the
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MPFS remain in effect.

Until further notice:

e  Physicians/suppliers must bill their local carrier for all
purchased diagnostic tests/interpretations,
regardless of the location where the service was
furnished;

e  The hilling physician/supplier must:

e Ensure that the physician/supplier that furnished
the purchased test/interpretation is enrolled with
Medicare and is in good standing (i.e., the
physician/supplier is not sanctioned, barred, or
otherwise excluded from participating in the
Medicare program);

o Beresponsible for any existing billing arrange-
ments between the purchasing entity and the
entity providing the service.

Note: The Office of Inspector General (O1G) maintains a
database of information concerning parties that
are excluded from participation in the Medicare,
Medicare, or other Federal health programs. The
OIG exclusions database is available to the public
on the OIG web site at the following address:
http://www.oig.hhs.gov/fraud/exclusions.html

Suppliers may access this database, or use another
available source, to determine whether another supplier is
eligible to participate with Medicare prior to billing for a
purchased diagnostic test or interpretation.

When billing for an out-of-jurisdiction purchased
diagnostic service, the physician/supplier must report the
address of its own facility in the service facility location
area of the claim. (For these services only, the place of
service is deemed to be the billing physician/supplier’s
location, rather than the location where the service was
actually performed. The billing physician/supplier should
use the same address reported for the portion of the
service that the physician/supplier performed when
reporting the address for the purchased portion of the
test.)

Physicians/suppliers billing for a test or interpretation

purchased outside of the carrier’s jurisdiction, and using:

e  CMS-1500 claim form submissions

e Must enter the address of their facility in block 32

of the CMS-1500 claim form

e  Electronic claims submissions

e Must enter the address of their facility in the

Billing Provider loop 2010AA of the ANSI X12 837
electronic claim format, version 4010/4010A.

(See the Medicare Claims Processing Manual (Pub.
100-04), Chapter 1, Section10.1.1.1 for further guidance
concerning the submission of electronic claims.)

Note that for out-of-jurisdiction purchased diagnostic
services only, Medicare carriers will use the zip code of the
billing entity’s location to determine both the carrier
jurisdiction over the claim and the correct payment locality
for the amount payable under the MPFS.

When billing for a diagnostic service purchased
within the local carrier’s geographical service area, the
physician/supplier must continue to follow existing
guidelines for reporting the location where the service was
furnished.

Physicians/suppliers are advised that:

e  They must bill their local carrier for purchased
diagnostic tests/interpretations and may no longer
use provider identification numbers (PINs) issued in
out-of-jurisdiction carrier sites to bill for these
services.

e  For purchased diagnostic services performed outside
of the carrier’s jurisdiction, they will not be penalized
by the OIG when they change the service facility
location on the claim (even if the location reported on
the claim does not correspond with the location where
the service was actually performed).

e  They should not use any PINs previously issued to
any supplier that is physically located outside of the
carrier’s jurisdiction in order for such supplier to bill
and be paid for purchased diagnostic services
payable under the MPFS. In particular, this includes
independent clinical diagnostic laboratories (Specialty
Type “69™).

e  Medicare carriers will accept and process claims
billed by suppliers (including laboratories, physicians,
and IDTFs) enrolled in the carrier’s jurisdiction based
on the zip code entered on the claim, regardless of
where the service was actually furnished. Suppliers
billing for purchased diagnostic tests/interpretations
must meet all other enrollment criteria, and must be
eligible to bill for the purchased component of the
test.

If your carrier determines (during the claims review
process) that the service was performed at a location other
than the service facility address entered on the claim, the
carrier must hold the physician/supplier harmless for this
discrepancy, and may not deny the claim on this basis.

Note that for audit purposes, physicians/suppliers
must maintain, and provide upon request, supporting
documentation demonstrating that the test/interpretation
was purchased, and documenting the location where the
service was performed.

Additional Information

For complete details, please see the official instruction
issued to your carrier regarding this change. That instruc-
tion may be viewed by going to: http://www.cms.hhs.gov/
manuals/transmittals/comm_date_dsc.asp

From that Web page, look for CR 3464 inthe CR NUM
column on the right, and click on the file for that CR.

If you have any questions, please contact your carrier
at their toll-free number, which may be found at:
http://www.cms.hhs.gov/medlearn/tolinums.asp

Related Change Request (CR) #: 3464

Medlearn Matters Number: MM3464

Related CR Release Date: October 22, 2004

Related CR Transmittal #: 315

Effective Date: November 22, 2004

Implementation Date: November 22, 2004

The information contained in this article was current at the time of
its development. We encourage users of this article to review

statutes, regulations and other interpretive materials for the most
current information.

CLAIMS
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CONNECTICUT anp FLORIDA COVERAGE/REIMBURSEMENT

COVERAGE/IREIMBURSEMENT

MEeDICARE PHYsICIAN FEE SCHEDULE

2004 Fee Schedule for Clinical Psychologist and Clinical Social

Worker Services — Procedure 90818

he 2004 fee schedulefor clinical psychologist and clinical social worker serviceswas published in the Third Quarter
2004 Medicare B Update! (page 21). Procedure code 90818 was not listed on the Floridafee schedulelisting.
Therefore, thefollowing outlinesthe allowances for procedure 90818 when billed by aclinical psychologist or clinical

social worker.

Clinical PsychologistsAllowance
LOC01/02 LOCO3
97.31 100.14
Clinical Social Worker Allowance
LOC01/02 LOCO3
72.98 75.10

LOCO4
10321

LOCO4
7741

Full Replacement of CR 3415, Third Update to the 2004 Medicare

Physician Fee Schedule Database. CR 3415 Is Rescinded

Information from CR 3415 originally published in the “ September 2004 Medicare B Update! Special Issue - Third
Update to the 2004 MPFSDB” posted on our provider education websites September 3, 2004
CMS has issued the following “ Medlearn Matters... Information for Medicare Providers’ article.

CPT/HCPCS ACTION

Provider Types Affected

Physicians, providers, and suppliers.
Provider Action Needed

Physicians, providers, and suppliers should note the
changes to the Medicare physician fee schedule database
and identify those changes that affect their practice.
Background

Payment files were issued to carriers based upon the
November 7, 2003 and January 7, 2004 final rules.

This instruction amends those payment files and
replacesCR 3415.

CR 3415 included changes to the professional
component/technical component (PC/TC) indicator for
Current Procedural Terminology (CPT) codes 96400,
96408, 96425, 96520, and 96530 from a5to 0. Changes
tothePC/TC indicator for these codesshould not have
beenincluded.

Implementation

Theimplementation datefor thisinstructionis
October 4, 2004.
Additional Information

The actual changes to the fee schedule involve
numerous CPT/HCPCS codes and the actual effective
dates vary. These changes to the revised third update to
the 2004 Medicare physician fee schedul e database are:

GO336

G0336-TC

Description: PET imaging, brain
thedifferentia diagnosisof Alzh

imaging for
eimer’'s

disease with aberrant features vs. fronto-

temporal dementia

Short Descriptor: PET imaging brain

Alzhemer’s
Procedure Status=C
PC/TC=1

Siteof Service=1
Global Surgery = XXX

Multiple Procedure Indicator =0

Bilateral ProcedureIndicator =0
Assistant at Surgery Indicator =
Co-Surgery Indicator =0

Team Surgery Indicator =0
Typeof Service=4

Diagnostic Supervision=9

9

Note: Effectivefor servicesperformed on

or after September 15, 2004.
Description: PET imaging, brain
thedifferential diagnosisof Alzh

imaging for
eimer’'s

disease with aberrant features vs. fronto-

temporal dementia

Short Descriptor: PET imaging brain

Alzhemer’s
Procedure Status=C
PC/TC=1

Siteof Service=1
Global Surgery = XXX
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CONNECTICUT anp FLORIDA COVERAGE/REIMBURSEMENT

G0336-TC, continued

G0336—-26

G0341

Multiple Procedure Indicator =0
Bilateral ProcedureIndicator =0
Assistant at Surgery Indicator =9
Co-Surgery Indicator =0

Team Surgery Indicator =0

Typeof Service=4

Diagnostic Supervision=9

Note: Effectivefor servicesperformed on
or after September 15, 2004

Description: PET imaging, brainimaging
for the differential diagnosisof Alzheimer’s
disease with aberrant features vs. fronto-
temporal dementia

Short Descriptor: PET imaging brain
Alzheimer’s

Procedure Status = A

WRVU=150

Non-Facility PERVU = .51

Fecility PERVU =51

MalpracticeRVU =.05

PC/TC=1

Siteof Service=1

Global Surgery = XXX

Multiple Procedure Indicator =0
Bilateral ProcedureIndicator =0
Assistant at Surgery Indicator =9
Co-Surgery Indicator =0

Team Surgery Indicator =0

Typeof Service=4

Diagnostic Supervision=9

Note: Effectivefor servicesperformed on
or after September 15, 2004

Description: Percutaneousislet cell
transplant, includes portal vein catheter-
ization and infusion (To report imaging bill
75887 or 75885)

Short Descriptor: Percutaneousislet cell
trans

Procedure Status = A

WRVU=6.98

Non-Facility PERVU =2.73

Fecility PERVU=2.73

MalpracticeRvU =0.48

PC/TC=0

Siteof Service=1

Global Surgery =000

Multiple Procedure Indicator = 2
Bilateral ProcedureIndicator =0
Assistant at Surgery Indicator =9
Co-Surgery Indicator =1

Team Surgery Indicator =0

Typeof Service=2

Diagnostic Supervision=9

Note: Effectivefor servicesperformed on
or after October 1, 2004

Description: Laparoscopy for Islet Cell
Transplant, includes portal vein catheter-
ization and infusion

Short Descriptor: Laparoscopy Islet cell
Trans

Procedure Status = A

G0342, continued

23410

69501

WRVU=11.92

Non-Facility PERVU =5.32
Fecility PERVU =5.32
MalpracticeRvVU = 1.46
PC/TC=0

Siteof Service=1

Global Surgery =090
PreOp=0.09

IntraOp=0.81

Post Op=0.10

Multiple Procedure Indicator = 2
Bilateral ProcedureIndicator =0
Assistant at Surgery Indicator = 2
Co-Surgery Indicator =1

Team Surgery Indicator =0
Typeof Service=2

Diagnostic Supervision=9

Note: Effectivefor services performed on
or after Octaober 1, 2004
Description: Laparotomy for Islet Cell
transplant, includes portal vein catheter-
ization and infusion

Short Descriptor: Laparotomy Islet cell
transp

Procedure Status = A
WRVU=19.85

Non-Facility PERVU =8.82
Fecility PERVU =8.82
MalpracticeRvU =2.05
PC/TC=0

Siteof Service=1

Global Surgery =090
PreOp=0.09

IntraOp=0.81

Post Op=.10

Multiple Procedure Indicator = 2
Bilateral ProcedureIndicator =0
Assistant at Surgery Indicator = 2
Co-Surgery Indicator =1

Team Surgery Indicator =0
Typeof Service=2

Diagnostic Supervision=9

Note: Effectivefor services performed on
or after October 1, 2004

Bilateral StatusIndicator =1
Bilateral StatusIndicator =0
Bilateral StatusIndicator =0
Endobase Code = 52000
Endobase Code = 52000
Endobase Code = 52000

Bilateral StatusIndicator =1
Endobase Code = 52000
Endobase Code = 52000
Endobase Code = 52000
Endobase Code = 52000
Endobase Code = 52000
Endobase Code = 52000
Endobase Code = 52000

Bilateral Surgery Indicator =1
Bilateral Surgery Indicator =1
Bilateral Surgery Indicator =1
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69502 Bilateral Surgery Indicator =1 69799  Bilateral Surgery Indicator =1
69505 Bilateral Surgery Indicator =1 69801 Bilateral Surgery Indicator =1
69511 Bilateral Surgery Indicator =1 69802 Bilateral Surgery Indicator =1
69530 Bilateral Surgery Indicator =1 69805 Bilateral Surgery Indicator =1
6953 Bilateral Surgery Indicator =1 69806 Bilateral Surgery Indicator =1
6940 Bilateral Surgery Indicator =1 69820 Bilateral Surgery Indicator =1
69550  Bilateral Surgery Indicator =1 69840 Bilateral Surgery Indicator =1
69552  Bilateral Surgery Indicator =1 69905 Bilateral Surgery Indicator =1
69554  Bilateral Surgery Indicator =1 69910 Bilateral Surgery Indicator =1
69601 Bilateral Surgery Indicator =1 69915 Bilateral Surgery Indicator =1
69602 Bilateral Surgery Indicator =1 69930 Bilateral Surgery Indicator =1
69603  Bilateral Surgery Indicator =1 69949 Bilateral Surgery Indicator =1
69604  Bilateral Surgery Indicator =1 69950 Bilateral Surgery Indicator =1
69605 Bilateral Surgery Indicator =1 69955  Bilateral Surgery Indicator =1
69610 Bilateral Surgery Indicator =1 69960 Bilateral Surgery Indicator =1
69620 Bilateral Surgery Indicator =1 69970 Bilateral Surgery Indicator =1
69631 Bilateral Surgery Indicator =1 69979 Bilateral Surgery Indicator =1
69632 Bilateral Surgery Indicator =1 %400 PC/TC=0
69633  Bilateral Surgery Indicator =1 9408 PC/TC=0
69635  Bilateral Surgery Indicator =1 %425 PC/TC=0
69636 Bilateral Surgery Indicator =1 96520 PC/TC=0
69637 Bilateral Surgery Indicator =1 96530 PC/TC=0
69641 Bilateral Surgery Indicator =1 0001T Co-Surgery Indicator =2
696425 6 g::igg g:gery :ﬂg:gg B i For complete details, please see the official instruction
60644 Bilateral Surgery Indi cator; 1 issued to your carrier_and intermediary regardi_ng this
60645 Bilateral Surgeryl dicator = 1 change. That instruction may be viewed by going to:
. gery tnaicator B http: //mww.cms.hhs.gov/manual s/transmittal §/
69646 Bilateral Surgery Indicator =1
69650 Bilateral Surgery Indicator =1 comm_date_dsc.asp. ;
60660  Bilateral Sur Indicator = 1 From that V\_/eb page, Io_ok for CR3_505|nthe CRNUM
60661  Bilateral Surgery Indicator = 1 column on theright, and cI_|Ck onthefilefor that CR. _
60662  Bilateral Surgery Indicator = 1 _ If you _have any questions, please contact your carrier
69665  Bilateral Surg:g Indicator = 1 or intermediary at their toll-free number, which may be
69667 Bilateral Surgery Indicator = 1 found at: http://mwww.cms.hhs.gov/medl ear n/tollnums.asp.
69670  Bilateral Surgery Indicator =1 Related Change Request (CR) #: 3505
69700  Bilateral Surgery Indicator =1 Medlearn Matters Number: MM 3505
69711  Bilateral Surgery Indicator = 1 Related CR Release Date: October 1, 2004
69714  Bilateral Surgery Indicator = 1 Related CR Transmittal #: 306
69715 Bilatera Surgery Indicator = 1 Effective Date: January 1, 2004
69717  Bilatera Surgery Indicator = 1 Implementation Date; October 4, 2004
69718 Bilateral Surgery Indicator =1 . . .
69720 Bilateral Surgery Indicator =1 Mtee?:c?zrdntgﬂ ;ﬁsr?;ﬁfls&grairﬁwggaggﬂ ;ﬁ,ﬁﬁ;ﬁ;ﬁeﬁ;ﬁ R’A”?lt'é?" a(rjt?crg(r)\tway
69725 Bilateral Surgery Indicator = 1 contain references or links to statutes, regulations, or other policy materials. The
69740  Bilateral Surgery Incicetor = 1 B o e o s W s
69745 Bilatera Surgery | ndicator=1 review the specific statutes, regulations, and other interpretive materials for a full
and accurate statement of their contents.

Third Update to the 2004 Medicare Physician Fee Schedule Database -

Correction
he Centersfor Medicare & Medicaid Services (CMS) issued change request 3505 (http: //mww.cms.hhs.gov/medlear n/
matter mmarticles/2004/MM3505.pdf ) on October 1, 2004, which replaces change request 3415. Change request
3415 hasbeen rescinded. Payment files were issued to carriers based upon the November 7, 2003 and January 7, 2004,
final rules. Change request 3505 amends those payment files. Change request 3415 included changesto the PC/TC
indicator for CPT codes 96400, 96408, 96425, 96520, and 96530 from a5to 0. Changesto the PC/TC indicator for these
codes should not have been included.

Source: CMSPub. 100-04 Transmittal: 306
Date: October 1, 2004 Change Request 3505
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Third Update to the 2004 MPFSDB - Allowance Changes for Certain

Procedures
or the procedure codes listed with changes to the relative value units (RVUSs) as aresult of the third update to the 2004
Medicare physician fee schedul e database, allowances are:

Connecticut

CODE/MOD PARTICIPATING NONPARTICIPATING LIMITING CHARGE

G0336 2716.73 2580.89 2968.03

G0336 TC 2630.59 2499.06 2873.92

G0336 26 82.56 78.43 90.20

G0341 408.20 387.79 445,96

G0342 747.80 710.41 816.97

G0343 1230.31 1168.79 1344.11

Florida
PARTICIPATING NONPARTICIPATING LIMITING CHARGE

CODE/MOD LOC01/02 LOC03 LOC04 LOCO01/02 LOC03 LOC04 LOC01/02 LOCO03 LOC 04
G0336 2132.94 2330.62 2451.37 2026.29 2214.09 2328.80 2330.24 2546.20 2678.12
G0336 TC 2055.25 2249.23 2367.18 1952.49 2136.77 2248.82 2245.36 2457.28 2586.14
G0336 26 76.39 7873 8136 7257 7479 77.29 83.46 86.01 88.89
G0341 379.77 396.46 414.75 360.78 376.64 394.01 41490 433.13 453.11
G0342 702.09 744.85 791.45 666.99 707.61 751.88 767.03 813.75 864.66
G0343 1149.74 1213.40 1282.33 1092.25 1152.73 1218.21 1256.09 1325.64 1400.95

Source: CM S Change Request 3505, Transmittal 306, MM 3505

AMBULANCE

Correction to Ambulance Fee Schedule Update for 2003
hisisacorrectiontoanarticletitled “ CY 2003 Ambulance Fee Schedule Updates [ Source: CM S Transmittal AB02173,
CR 2489] posted to the Florida M edi care website on 12/13/02.
TheAmbulance Fee Scheduleratefor HCPCSA0433 (localities 01 and 02) was published as 456.33. The correct fee
scheduleis456.23. Claimsfor 2003 serviceswere reimbursed using the correct amount of 456.23.

AMBULATORY SuURGICAL CENTER

MMA-Ambulatory Surgical Center (ASC) Payment Rates and Wage
Index Values Remain in Effect for Fiscal Year (FY) 2005

CMS has issued the following “ Medlearn Matters... Information for Medicare Providers’ article.
Provider Types Affected
Ambulatory surgical centers

Provider Action Needed
Thisinstruction advisesthat the current ACS payment rates and wage index valuesremain in effect for FY 2005.

Background

Section 626(a) of the Medicare Modernization Act (MMA) mandates a0 percent increasefor inflationin FY 2005, the
last quarter of calendar year 2005, and each calendar year from 2006 through 2009. The implementation of new wageindex
valuesfor FY 2005 isdeferred until CM S has had an opportunity to determine the impact of changesin the FY 2005
inpatient hospital wage index on payment amountsfor individual ASCs. Therefore, paymentstoASCsfor services
furnished on or after October 1, 2004 will not change.

Until further notice, carrierswill continue to use the FY 2004 wage index to cal culate paymentsto ASCs and the
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payment rates that were effectivefor servicesfurnished on or after April 1, 2004.

Thelabor-related portion of ASC payment ratesis defined currently as 34.45 percent of the payment rate. Carriersare
currently using the FY 2004 hospital inpatient wage index to calculate paymentsfor ASC services.

Transmittal AB-03-116 (CR 2871), issued August 8, 2003, updated A SC facility payment ratesfor inflation and updated
the wage index values used to adjust ASC payments for geographic wage differences effective for services furnished on
or after October 1, 2003.

CR 2871 may befound at: http://www.cms.hhs.gov/manuals/pm_trans/AB03116.pdf.

Transmittal 51 (CR 3082), issued February 4, 2004, notified contractors about achangein ASC payment rates effective
April 1, 2004, resulting from enactment of section 626(a) of the M edicare Prescription Drug, Improvement, and M oderni za-
tionAct of 2003 (MMA). CRs 3082 may befound at: http://www.cms.hhs.gov/imanuals/pm_trans/R510TN.pdf.

Effectivefor servicesfurnished on or after October 1, 2004, the ASC payment group rateswill remain asfollows:

Group1 83 Group6 $826 ($676 + $150for intraocular lenses(10L s)
Group2 $446 Group7 $9%5

Group3 %10 Group8 $973($823+$150for IOL9)

Group4 0 Group9 $1339

Group5 $717

Additional Information

The Centersfor Medicare & Medicaid Services (CMS) website for Ambulatory Surgical Center Information can be
found at: http://mww.cms.hhs.gov/suppliers/asc.

The official instruction issued to your carrier/intermediary regarding this change may be found by going to: http://
www.cms.hhs.gov/manual s/transmittals/’comm_date _dsc.asp.

From that web page, |ook for CR3394 inthe CR NUM column on theright, and then click on thefilefor that CR.

If you have any questions regarding thisissue, please contact your carrier/intermediary at their toll-free number,
which may be found at: http://mwww.cms.hhs.gov/medl ear n/tollnums.asp.

Related Change Request (CR) #: 3394
Medlearn Matters Number: MM 3394
Related CR Release Date: August 27, 2004
Related CR Transmittal #: 288

Effective Date: October 1, 2004
Implementation Date: October 1, 2004

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

CHIROPRACTIC

Revised Requirements for Chiropractic Billing of Active/Corrective

Treatment and Maintenance Therapy, Full Replacement of CR 3063
CMS has issued the following “ Medlearn Matters... Information for Medicare Providers’ article.
Provider Types Affected

Chiropractors

Provider Action Needed
STOP — I mpact to You

Chiropractors have been submitting avery high rate of incorrect claimsto Medicare. Medicare only paysfor
chiropractic servicesfor active/corrective treatment (those using HCPCS codes 98940, 98941, or 98942). Claimsfor
medically necessary services rendered on or after October 1, 2004, must contain the Acute Treatment (AT) modifier to
reflect such services provided, or the claim will be denied.

CAUTION —What You Need to Know

Thisarticle completely replaces MM 3063 on the same subject. On or after October 1, 2004, when you provide acute
or chronic active/corrective treatment to Medicare patients, you must add the AT modifier to every claim that uses
HCPCS codes 98940, 98941, or 98942. If you don't add thismodifier, your carewill be consi dered maintenance therapy
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and will be denied because maintenance chiropractic therapy
is not considered medically reasonable or necessary under
Medicare.

In addition, carriersmay devel op local coverage
determinations (L CDs) that indicate an appropriatefre-
quency of servicefor agivenclinical indication. You may
submit claimsfor servicesthat exceed the frequency limits
that the L CDs established, with or without the AT modifier,
depending on whether you believe that the care you have
rendered is either active trestment or maintenance therapy.
But, be awarethat in either case your claimswill continueto
be autodenied if the services exceed the frequency limits of
reasonable and necessary services specified inthe LCD.

GO —What You Need to Do

Make surethat your billing staff is aware that they must
apply the AT modifier to HCPCS codes 98940, 98941, or
98942 when your clinical documentation reflectsthat the care
you provided to a Medicare patient consists of active/
correctivetreatment. Additionally, your billing staff should
be aware of any LCDsfor these servicesin your areathat
might limit the frequency or circumstances under which
active/corrective chiropractic can be paid.

Background

The 2003 Improper Medicare FFS Payment report
indicates that chiropractors have the highest provider
complianceerror ratein Medicare, filing claimsincorrectly
almost one-third of thetime. Chapter 15, Section 30.5 of
the Benefits Policy Manual states the Medicare program
does not consider chiropractic maintenance therapy as
medically reasonable or necessary, and is not payable
under the Medicare program. So, in order for you to hill
Medicare correctly, you need to indicate which of your
claimsarefor active/corrective therapy and which arefor
maintenance therapy. A modifier (“AT”) already exists
which can be used for this purpose.

Therefore, you must placean AT modifier onaclam
when providing active/corrective treatment to treat acute or
chronic subluxation. For services rendered on or after
October 1, 2004, al of your claimsfor active/corrective
therapy (HCPCS codes 98940, 98941, 98942) that do not
contain the AT modifier will be denied. Thisisbecause, as
mentioned above, serviceswithout thismodifier will be
considered maintenance therapy (services that seek to
prevent disease, promote health, and prolong and enhance
the quality of life; or maintain or prevent deterioration of a
chronic condition), and are not considered medically
reasonable or necessary under Medicare.

However, the presence of the AT modifier may not, inall
instances, indicate that the service is reasonable and
necessary. Carriersmay develop LCDsthat indicate an
appropriate frequency of service. You may submit claimsfor
servicesthat exceed the frequency limits established within
the LCD, with or without the AT modifier, depending on
whether you believe that you have rendered active treatment
or maintenance therapy, respectively.

In either case, your claimswill be autodenied if the
services exceed the frequency limits of reasonable and
necessary services specifiedinthe LCD. And, if contractors
L CDsdo not specify frequenciesthat definethe limit of
reasonable and necessary care, they may deny your claim,
if appropriate, after medical review.

For those services that exceed the frequency limits
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established within the LCD, you may wish to obtain an
advance beneficiary notice (ABN) from thebeneficiary and
also apply the modifier GA (to be used when you want to
indicate that you expect that Medicare will deny aserviceas
not reasonable and necessary and that you do have on file
anABN signed by the beneficiary) or themodifier GZ (to be
used when you want to indicate that you expect that
Medicare will deny anitem or service as not reasonable and
necessary and that you have not had an ABN signed by the
beneficiary), asappropriate.

Important Dates to Know
Effective Date; October 1, 2004
Implementation Date; October 4, 2004

Related Instruction

Therevisionsto Chapter 15 of the Medicare Benefit
Policy Manual are attached to the officia instruction
released to your carrier. That instruction may be found at:
http: //mmw.cms.hhs.gov/manual S'transmittal s/
comm date dsc.asp.

Once at that web page, scroll downthe CR NUM
column ontheright tolocate CR3449 and click onthat file.

Also, you may check any LMRP/LCDsthat may apply
to you at: http://mmw.cms.hhs.gov/med.

For more information about the use of theABN, consult
theInternet-Only Manual (IOM), Pub. 100-04, Chapter 23,
Section 20.9.1.1. You can accessthisinformation at: http://
www.cms.hhs.gov/manual /104 _claims/clm104c¢23.pdf.

Additional Information

If you have any questions, please contact your carrier
at their toll free number, which may befound at:
http: //Amwww.cms.hhs.gov/medl ear n/tol Inums.asp.

Related Change Release (CR) #: 3449
Medlearn MattersNumber: MM 3449
Related CR Release Date: September 3, 2004
Related CR Transmittal #: 18

Effective Date: October 1, 2004
Implementation Date; October 4, 2004

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

DiagNnosTIC TESTS

Procedures A9522-A9523

fective for services processed on or after October

9, 2004, the M edicare dlowancefor HCPCS codes
A9522 (Supply of radiopharmaceutical diagnostic
imaging agent, indium-111 ibritumomab ti uxetan, per
mci) and A9523 (Supply of radiopharmaceutical
therapeuticimaging agent, yttrium 90ibritumomab
tiuxetan, per mci) will be based on 92 percent of the
averagewholesaleprice.

Providers are not required to submit an invoice
when billing for HCPCS codeA9522-A 9523,
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DuraBLE MEDICAL EQUIPMENT

2004 Jurisdiction List

elow isthe updated list of procedure codesfor Durable Medical Equipment Regiona Carrier (DMERC) and local

carrier jurisdictions. The DMERC that serves Connecticut (RegionA) isHea thNow (http: //mmav.umd.nycpic.com); for
Florida(Region D) it isPametto Government BenefitsAdministrators (http: //mamw. pal mettogba.com). The DMERCsand local
carriers publish thislist to inform providers and suppliers which contractor they should be billing for these codes.

HCPCS DESCRIPTION JURISDICTION

A0021 - A0999 Ambulance Services Local Carrier

A4206 - A4209 Medical, Surgical, and Self-Administered

Injection Supplies Local Carrier if incidenttoa
physician’s service (not separately
payable). If other DME REGIONAL
Carrier.

A4210 Needle Freelnjection Device DME REGIONAL Carrier

A4211 Medical, Surgical, and Self- Administered

Injection Supplies Local Carrierif incidenttoa
physician’s service (not separately
payable). If other DME REGIONAL
Carrier.

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

A4213 - A4215 Medical, Surgical, and Self- Administered

Injection Supplies Local Carrierif incidenttoa

physician’s service (not separately

payable). If other DME REGIONAL
Carrier.

A4216 - A4217 Sdine Local Carrier if incidenttoa
physician’s service (not separately
payable). If other, DME RE-
GIONAL Carrier.

A4220 Refill Kit for Implantable Pump Loca Carrier

A4221 - A4250 Medical, Surgical, and Self- Administered

Injection Supplies Local Carrier if incidenttoa
physician’s service (not separately
payable). If other DME REGIONAL
Carrier.

A4253 - A4259 Diabetic Supplies DME REGIONAL Carrier

A4260 Levonorgestrel Implant Loca Carrier

A4261 Cervical Cap for Contraceptive Local Carrier Use

A4262 - A4263 Lacrimal Duct Implants Loca Carrier

A4265 Paraffin Local Carrier if incidenttoa
physician’'s service (not separately
payable). If other, DME RE
GIONAL Carrier.

A4266 - A4269 Contraceptives Local Carrier

A4270 Endoscope Sheath Loca Carrier

A4280 Accessory for Breast Prosthesis DME REGIONAL Carrier

A4281 - A4286 Accessory for Breast Pump DME REGIONAL Carrier

A4290 Sacral Nerve Stimulation Test Lead Local Carrier

A4300 - A4301 Implantable Catheter Loca Carrier
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A4305 - A4306 Disposable Drug Delivery System Local Carrierif incidenttoa
physician’s service (not separately
payable). If other, DME RE-
GIONAL Carrier.

A4310 - A4359 Incontinence Supplies/ Urinary Supplies If provided in the physician’s office
for atemporary condition, the item is
incident to the physician’s service &
billed to the Local Carrier. If provided
in the physician’s office or other
place of service for a permanent

A4361 - A4434 Ostomy Supplies If provided in the physician’s office
for atemporary condition, the item is
incident to the physician’s service &
billed to the Local Carrier. If provided
in the physician’s office or other
place of service for a permanent
condition, the item is a prosthetic
device & billed to the DME RE-
GIONAL Carrier.

A4450 - A4455 Tape;Adhesive Remover Local Carrier if incidenttoa
physician’'s service (not separately
payable). If other, DME RE-
GIONAL Carrier.

A4458 EnemaBag DME REGIONAL Carrier

A4462 Abdominal Dressing Local Carrierif incidenttoa
physician’'s service (not separately
payable). If other, DME RE-
GIONAL Carrier.

A4465 Non-elastic Binder for Extremity DME REGIONAL Carrier

A4470 Gravlee Jet Washer Loca Carrier

A4480 Vabra Aspirator Loca Carrier

A44381 Tracheostomy Supply Local Carrier if incidenttoa
physician’'s service (not separately
payable). If other, DME RE-
GIONAL Carrier.

A4483 Moisture Exchanger DME REGIONAL Carrier

A4490 - A4510 Surgicd Stockings DME REGIONAL Carrier

A4521 - A4538 Diapers DME REGIONAL Carrier

A4550 Surgical Trays Local Carrier

A4554 Disposable Underpads DME REGIONAL Carrier

A4556 - A4558 Electrodes; Lead Wires, Conductive Paste Local Carrier if incidenttoa
physician’'s service (not separately
payable). If other DME REGIONAL
Carrier.

A4561 - A4562 Pessary Loca Carrier

A4565 Sing Loca Carrier

A4570 Splint Loca Carrier

A4575 Topical Hyperbaric Oxygen Chamber

Disposable DME REGIONAL Carrier

A4580 - A4590 Casting Supplies & Material Loca Carrier

A4595 TENS Supplies Local Carrier if incidenttoa
physician’s service (not separately
payable). If other, DME RE-
GIONAL Carrier.

A4606 Oxygen Probefor Oximeter DME REGIONAL Carrier

A4608 Transtracheal Oxygen Catheter DME REGIONAL Carrier
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A4609 - A4610

Tracheal Suction Catheter

DME REGIONAL Carrier

A4611 - A4613

Oxygen Equipment Batteries and Supplies

DME REGIONAL Carrier

A4614

Peak Flow Rate Meter

Local Carrierif incidenttoa
physician’'s service (not separately
payable). If other, DME Regional
Carrier.

A4615 - A4629

Oxygen & Tracheostomy Supplies

Local Carrier if incident toa
physician’s service (not separately
payable). If other, DME RE-

GIONAL Carrier.
A4630 - A4640 DME Supplies DME REGIONAL Carrier
A4641 - A4646 Imaging Agent; Contrast Material Loca Carrier
A4647 Contrast Material Local Carrier
A4649 Miscellaneous Surgical Supplies Local Carrier if incidenttoa

physician’s service (not separately
payable). If other, DME RE-
GIONAL Carrier.

A4651 - A4932

Supplies for ESRD

DME REGIONAL Carrier

A5051 - A5093

Additional Ostomy Supplies

If provided in the physician’s office
for atemporary condition, the item is
incident to the physician’s service &
billed to the Local Carrier. If provided
in the physician’s office or other
place of service for a permanent
condition, the item is a prosthetic
device & hilled to the DME RE-
GIONAL Carrier.

A5102 - A5200

Additional Incontinence and Ostomy
Supplies

If provided in the physician’s office
for atemporary condition, the item is
incident to the physician’s service &
billed to the Local Carrier. If provided
in the physician’s office or other
place of service for a permanent
condition, the item is a prosthetic
device & hilled to the DME RE-
GIONAL Carrier.

A5500 - AB511

Therapeutic Shoes

DME REGIONAL Carrier

A6000

Non-Contact Wound Warming

DME REGIONAL Carrier Cover

A6010-A6024

Surgical Dressing

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

A6025

Silicone Gel Sheet

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

A6154 - A6411

Surgical Dressing

Local Carrier if incidenttoa
physician’s service (not separately
payable) or if supply for implanted
prosthetic device or implanted DME.
If other DME REGIONAL Carrier.

A6412

Eye Patch

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

26

The FCSO Medicare B Update!

First Quarter 2005




CONNECTICUT anp FLORIDA COVERAGE/REIMBURSEMENT

A6441 - A6512

Surgical Dressings

Local Carrier if incidenttoa
physician’s service (not separately
payable) or if supply for implanted
prosthetic device or implanted DME.
If other DME REGIONAL Carrier.

AB6550 - A6551

Supplies for Negative Pressure Wound
Therapy Electrical Pump

DME REGIONAL Carrier

A7000 - A7039

Accessories for Nebulizers, Aspirators,
and Ventilators

DME REGIONAL Carrier

A7042 - A7043 Pleural Catheter Loca Carrier

A7044 - A7046 Respiratory Accessories DME REGIONAL Carrier

A7501-A7526 Tracheostomy Supplies DME REGIONAL Carrier

A9150 Non-Prescription Drugs Loca Carrier

A9270 Noncovered Itemsor Services DME REGIONAL Carrier

A9280 Alarm Device DME REGIONAL Carrier

A9300 Exercise Equipment DME REGIONAL Carrier

A9500 - A9700 Suppliesfor Radiology Procedures Loca Carrier

A9900 Miscellaneous DME Supply or Accessory Local Carrier if used with implanted
DME. If other, DME REGIONAL
Carier.

A9901 Delivery DME REGIONAL Carrier

A9999 Miscellaneous DME Supply or Accessory Local Carrier if used with implanted
DME. If other, DME REGIONAL
Carier.

B4034 - B9999 Enteral and Parenteral Therapy DME REGIONAL Carrier

D0120 - D9999

Dental Procedures

Loca Carrier

E0100 - E0105 Canes DME REGIONAL Carrier
E0110 - EO118 Crutches DME REGIONAL Carrier
E0130 - E0159 Walkers DME REGIONAL Carrier
E0160 - E0175 Commodes DME REGIONAL Carrier

E0176 - E0199

Decubitus Care Equipment

DME REGIONAL Carrier

E0200 - E0239

Heat/Cold Applications

DME REGIONAL Carrier

E0240 - E0248

Bath and Toliet Aids

DME REGIONAL Carrier

E0249

Pad for Heating Unit

DME REGIONAL Carrier

E0250 - E0304

Hospital Beds

DME REGIONAL Carrier

E0305 - E0326

Hospital Bed Accessories

DME REGIONAL Carrier

E0350 - E0352

Electronic Bowel Irrigation System

DME REGIONAL Carrier

E0370 Heel Pad DME REGIONAL Carrier
E0371 - E0373 Decubitus Care Equipment DME REGIONAL Carrier
E0424 - E0484 Oxygen and Related Respiratory Equipment | DME REGIONAL Carrier
E0500 IPPB Machine DME REGIONAL Carrier
E0550 - E0585 Compressors/Nebulizers DME REGIONAL Carrier
E0590 Drug Dispensing Fee DME REGIONAL Carrier
E0600 Suction Pump DME REGIONAL Carrier
E0601 CPAP Device DME REGIONAL Carrier
E0602 - E0604 Breast Pump DME REGIONAL Carrier
E0605 Vaporizer DME REGIONAL Carrier
E0606 Drainage Board DME REGIONAL Carrier
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E0607 Home Blood Glucose Monitor DME REGIONAL Carrier
E0610 - E0615 Pacemaker Monitor DME REGIONAL Carrier
E0616 Implantable Cardiac Event Recorder Local Carrier

E0617 External Defibrillator DME REGIONAL Carrier
E0618 - E0619 Apnea Monitor DME REGIONAL Carrier
E0620 Skin Piercing Device DME REGIONAL Carrier

E0621 - E0636

Patient Lifts

DME REGIONAL Carrier

E0637 - E0638

Standing Devices

DME REGIONAL Carrier

E0650 - E0675

Pneumatic Compressor and Appliances

DME REGIONAL Carrier

E0691 - E0694

Ultraviolet Light Therapy Systems

DME REGIONAL Carrier

E0700 Safety Equipment DME REGIONAL Carrier
E0701 Helmet DME REGIONAL Carrier
E0710 Restraints DME REGIONAL Carrier
E0720 - E0745 Electrical Nerve Stimulators DME REGIONAL Carrier
EQ746 EMG Device Local Carrier
EQ747 - E0748 Osteogenic Stimulators DME REGIONAL Carrier
E0749 Implantable Osteogenic Stimulators Local Carrier
E0752 Implantable Nerve Stimulator Electrodes Local Carrier
E0754 Patient Programmer for use with IPG Local Carrier
E0755 Reflex Stimulator DME REGIONAL Carrier

EQ0756 - EO759

Implantable Nerve Stimulator

Local Carrier

EQ760

Ultrasonic Osteogenic Stimulator

DME REGIONAL Carrier

E0761 Electromagnetic Treatment Device DME REGIONAL Carrier
E0765 Nerve Stimulator DME REGIONAL Carrier
E0776 IV Pole DME REGIONAL Carrier

EQ779 - E0780

External Infusion Pumps

DME REGIONAL Carrier

E0781

Ambulatory Infusion Pump

Billable to both the local carrier and
the DME REGIONAL Carrier. This
item may be billed to the DME
REGIONAL Carrier whenever the
infusion is initiated in the physician’s
office but the patient does not return
during the same business day.

E0782 - E0783

Infusion Pumps, Implantable

Local Carrier

E0784

Infusion Pumps, Insulin

DME REGIONAL Carrier

EQ0785 - E0786

Implantable Infusion Pump Catheter

Local Carrier

EO0791

Parenteral Infusion Pump

DME REGIONAL Carrier

E0830

Ambulatory Traction Device

DME REGIONAL Carrier

E0840 - E0900

Traction Equipment

DME REGIONAL Carrier

E0910 - E0930

Trapeze/Fracture Frame

DME REGIONAL Carrier

E0935 Passive Motion Exercise Device DME REGIONAL Carrier
E0940 Trapeze Equipment DME REGIONAL Carrier
E0941 Traction Equipment DME REGIONAL Carrier

E0942 - E0945

Orthopedic Devices

DME REGIONAL Carrier

E0946 - E0948

Fracture Frame

DME REGIONAL Carrier

E0950 - E1298

Wheelchairs

DME REGIONAL Carrier

E1300 - E1310

Whirlpool Equipment

DME REGIONAL Carrier

28

The FCSO Medicare B Update!

First Quarter 2005




E1340

Repair or Non-routine Service

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

E1353-E1391

Additional Oxygen Related Equipment

DME REGIONAL Carrier

E1399

E1405 - E1406

Miscellaneous DME

Additional Oxygen Equipment

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

E1500 - E1699

Artificial Kidney Machines
and Accessories

DME REGIONAL Carrier

E1700- E1702

TMJ Device and Supplies

DME REGIONAL Carrier

E1800 - E1840

Dynamic Flexion Devices

DME REGIONAL Carrier

E1902

Communication Board

DME REGIONAL Carrier

E2000

Gastric Suction Pump

DME REGIONAL Carrier

E2100 - E2101

Blood Glucose Monitors with
Special Features

DME REGIONAL Carrier

E2120

Pulse Generator for Tympanic
Treatment of Inner Ear

DME REGIONAL Carrier

E2201 - E2399

Wheelchair Accessories

DME REGIONAL Carrier

E2402

Negative Pressure Wound
Therapy Pump

DME REGIONAL Carrier

E2500 - E2599

Speech Generating Device

DME REGIONAL Carrier

G0001 - G9016

Misc. Professional Services

Local Carrier

J0120 - J0850 Injection Local Carrier if incident to a
physician’s service or used in an
implanted infusion pump If other,
DME REGIONAL Carrier.

J0880 Injection Local Carrier

J0895 - J3570 Injection Local Carrier if incident to a

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

J3590

Unclassified Biologics

Local Carrier

J7030 - J7130

Miscellaneous Drugs and Solutions

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

J7190 - J7192

Factor VIII

Local Carrier

J7193 - J7195

Factor IX

Local Carrier

J7197 Antithrombin 111 Local Carrier
J7198 Anti-inhibitor; per 1.U. Local Carrier
J7199 Other Hemophilia Clotting Factors Local Carrier

J7300 - J7303

Intrauterine Copper Contraceptive

Local Carrier

J7308

AminolevulinicAcid HCL

Local Carrier

J7310 Ganciclovir Local Carrier if incident to a
physician’s service or used in an
implanted infusion pump If other,
DME REGIONAL Carrier.

J7317 - J7320 Injection Local Carrier

J7330

Autologous Cultured Chondrocytes
Implant

Local Carrier

J7340 - J7350

Dermal and Epidermal — Tissue of
Human Origin

Local Carriers
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J7500 - J7599 Immunosuppressive Drugs Local Carrier if incidenttoa
physician’s service or used in an
implanted infusion pump. If other,
DME REGIONAL Carrier.

J7608 - J7699 Inhalation Solutions Local Carrier if incident to a
physician’s service. If other, DME
REGIONAL Carrier.

J7799 NOC, Other than Inhalation Drugs

through DME DME REGIONAL Carrier
Ja499 Prescription Drug, Oral, Non
Chemotherapeutic DME REGIONAL Carrier

J8510 - J8999 Oral Anti-Cancer Drugs DME REGIONAL Carrier

JO000 - J9999 Chemotherapy Drugs Local Carrier if incidenttoa
physician’s service or used in an
implanted infusion pump. If other,
DME REGIONAL Carrier.

K0001 - K0108 Wheelchairs DME REGIONAL Carrier

K0114 - K0116 Spinal Orthotics DME REGIONAL Carrier

K0195 Elevating Leg Rests DME REGIONAL Carrier

K0415 - K0416 Antiemetic Drugs DME REGIONAL Carrier

K 0452 Wheelchair Bearings DME REGIONAL Carrier

K 0455 Infusion Pump used for Uninterrupted

Administration of Epoprostenal DME REGIONAL Carrier

K 0462 L oaner Equipment DME REGIONAL Carrier

K 0552 External Infusion Pump Supplies DME REGIONAL Carrier

K0601 - KO605

External Infusion Pump Batteries

DME REGIONAL Carrier

K0606 - K0609

Defibrilator Accessories

DME REGIONAL Carrier

K0618 - K0619

TLSOs

DME REGIONAL Carrier

K0620

Surgical Dressing

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

L0100 - L2090 Orthotics DME REGIONAL Carrier
L2106 - L2116 Orthotics DME REGIONAL Carrier
L2126 - L4398 Orthotics DME REGIONAL Carrier

L5000 - L5999

Lower Limb Prosthetics

DME REGIONAL Carrier

L6000 - L7499

Upper Limb Prosthetics

DME REGIONAL Carrier

L7500 - L7520

Repair of Prosthetic Device

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

L7900 Vacuum Erection System DME REGIONAL Carrier
L8000 - L8490 Prosthetics DME REGIONAL Carrier
L8499 Unlisted Procedure for Miscellaneous
Prosthetic Services Local Carrier if implanted prosthetic

device. If other, DME REGIONAL
Carrier.

L8500 - L8501

Artificia Larynx; Tracheostomy
Spesking Valve

DME REGIONAL Carrier

L8505

Artificial Larynx Accessory

DME REGIONAL Carrier

L8507 - L8514

Voice Prosthesis

DME REGIONAL Carrier

L8600 - L8699

Prosthetic Implants

Loca Carrier
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L9900 Miscellaneous Orthotic or Prosthetic Local Carrier if used with implanted
Component or device Accessory prosthetic. If other, DME RE-

GIONAL Carrier.

MO0064 - M0301 Medica Services Loca Carrier

P2028 - P9615 Laboratory Tests Loca Carrier

Q0035 InfluenzaVaccine; Cardio- kymography Loca Carrier

Q0081 Infusion Therapy Local Carrier if incidenttoa
physician’s service or used in an
implanted infusion pump If other,
DME REGIONAL Carrier.

Q0083 - Q0085 Chemotherapy Administration Local Carrierif incidenttoa
physician’s service or used in an
implanted infusion pump If other,
DME REGIONAL Carrier.

Q0091 Smear Preparation Loca Carrier

Q0092 Portable X-ray Setup Loca Carrier

Q0111 - Q0115 Miscellaneous Lab Services Local Carrier

Q0136

Injection, Epoetin Alpha

Local Carrierif incidenttoa
physician’'s service. If other, DME
REGIONAL Carrier.

Q0137 Injection Darbepoetin Local Carrier if incidenttoa
physician’s service. If other, DME
REGIONAL Carrier.

Q0144 azithromycin dihydrate Local Carrierif incidenttoa

physician’s service. If other, DME
REGIONAL Carrier.

Q0163 - Q0181 Anti-emetic DME REGIONAL Carrier

Q0182 - Q0183 Artificial Skin Loca Carrier

Q0187 Factor VIIA Loca Carrier

Q1001 - Q1005 New Technology 10L Local Carrier

Q2022 Von Willebrand Factor Local Carrier

Q3014 Telehealth Originating Site Facility Fee Loca Carrier

Q3019 - Q3020 ALS Transport Loca Carrier

Q3025 - Q3026 Vaccines Loca Carrier

Q3031 Collagen Skin Test Loca Carrier

Q4001 - Q4051 Splints and Casts Loca Carrier

Q4054 - Q4055 Injection DME REGIONAL Carrier when for
Method || ESRD beneficiaries. If
other, Local Carrier.

Q4075 - Q4077 Injection Local Carrier if incident to a physi
ciansservice or used in an implanted
infusion pump If other, DME
REGIONAL Carrier.

R0070 - ROO76 Diagnostic Radiology Services Loca Carrier

V2020 - V2025 Frames DME REGIONAL Carrier

V2100-V?2513 Lenses DME REGIONAL Carrier

V2520-V2523

Hydrophilic Contact Lenses

Local Carrierifincidenttoa
physician’'s service. If other, DME
REGIONAL Carrier.

V2530-V2531

Contact L enses, Sclera

DME REGIONAL Carrier

V2599

Contact Lens, Other Type

Local Carrier if incidenttoa
physician’s service. If other, DME
REGIONAL Carrier.
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V2600 - V2615 Low VisionAids DME REGIONAL Carrier
V2623 - V2629 Prosthetic Eyes DME REGIONAL Carrier
V2630- V2632 Intraocular Lenses Loca Carrier
V2700- V2780 MiscellaneousVision Service DME REGIONAL Carrier
V2781 ProgressiveLens DME REGIONAL Carrier
\V2782-V2784 Lenses DME REGIONAL Carrier
V2785 Processing—Corneal Tissue Loca Carrier
/2786 Lense DME REGIONAL Carrier
V2790 Amniotic Membrane Loca Carrier
V2797 Vision Supply DME REGIONAL Carrier
V2799 MiscellaneousVision Service DME REGIONAL Carrier
V5008 - V5299 Hearing Services Local Carrier
V5336 Repair/Modification of Augmentative

Communicative System or Device DME REGIONAL Carrier
V5362 - V5364 Speech Screening Loca Carrier

MMA - Reasonable Charge Update for 2005 for Splints, Casts, Dialysis
Supplies, Dialysis Equipment, Therapeutic Shoes, and Certain

Intraocular Lenses
CMS has issued the following “ Medlearn Matters... Information for Medicare Providers’ article.
Provider Types Affected

Physicians, providers, and suppliers.

Provider Action Needed
Thisinstruction provides details regarding the cal culation of reasonable charges for the payment of claimsfor
splints, casts, dialysis supplies, dialysis equipment, and intraocular lenses furnished in calendar year 2005.

Background
Payment on a reasonable charge basisis required for splints, casts, dialysis supplies, dialysis equipment, and

intraocular lenses by regulations contained in 42 Code of Federal Regulations (CFR) 405.501.

Thisinstruction provides details regarding the cal culation of reasonable charges for payment of claimsfor splints,

casts, dialysissupplies, dialysis equipment, and intraocular lensesfurnishedin calendar year 2005.

e Fortherapeutic shoeHCPCS codesA 5500, A5501, A5503-A5507, K 0628, and K 0629 the M edicare Moderni zation Act
of 2003 (MMA, Section 627) changes the payment methodol ogy from reasonable charge to the prosthetic and orthotic fee
schedule. Further information on the pricing update for therapeutic shoeswill be provided in a separate article for the 2005
update of the durable medical equipment, prosthetics, orthotics, and supplies (DM EPOS) fee schedule.

For splints and casts the following applies:

e  The 2005 gap-filled amountswill be based on the 2004 amountsincreased by 3.3 percent, the percentage changein the
consumer priceindex for al urban consumersfor the 12-month period ending June 30, 2003.

e For splintsand casts furnished by hospital outpatient departments, payment is built into the outpatient prospective
payment system (OPPS) payment amounts..

e For splint or cast materials, payment isonly made on areasonable charge basisfor splint or cast materials used by
physicians or other practitionersto reduce afracture or dislocation, and this payment isin addition to the payment made
under the physician fee schedule for the procedure for applying the splint or cast.

e Forintraocular lenses(HCPCScodesof V2630, V2631, and VV2632), payment isonly made on areasonable charge
basisfor lensesimplanted at a physician’s office.

Implementation
Theimplementation date for thisinstruction is January 3, 2005.

Additional Information

For complete detail s, please see the official instruction issued to your carrier or DMERC regarding this change at:
http: //mww.cms.hhs.gov/manual §/transmittals/’comm_date dsc.asp.

From that web page, look for CR3430inthe CR NUM column on theright, and click onthefilefor that CR.
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That CR has adetailed list of HCPCS codes for splints and casts with associated gap-filled payment amounts that
your carrier will usein making payment in 2005 based on the lower of the actual charge or the gap-filled payment amount.
If you have any questions, please contact your carrier or DMERC at their toll-free number, which may be found at:

http: //mww.cms.hhs.gov/medl ear n/tol | nums.asp.

Related Change Request (CR) #: 3430
Related CR Transmittal #: 297
Implementation Date: January 3, 2005

Medlearn Matters Number: MM 3430
Effective Date: January 1, 2005
Related CR Release Date: September 10, 2004

October Quarterly Update for 2004 Durable Medical Equipment,
Prosthetics, Orthotics, and Supplies (DMEPOS) Fee Schedule

CMS has issued the following “ Medlearn Matters... Information for Medicare Providers’ article.

Provider Types Affected
Physicians, providers, and suppliers

Provider Action Needed

This instruction provides information for updating
and implementing the October Quarterly 2004 fee schedule
amountsfor durable medical equipment, prosthetics,
orthotics, and supplies (DMEPOS). It implementsfee
schedule amounts for new codes and revises any fee
schedule amounts for existing codes that were cal culated
inerror.

Background

Payment on afee schedule basisisrequired for
durable medical equipment (DME), prosthetic devices,
orthotics, prosthetics, and surgical dressings (Socials
Security Act, Sections 1834(a), (h), and (i)). Inaddition,
payment on afee schedule basisis required for parenteral
and enteral nutrition (PEN) by regulations contained in 42
CFR414.102.

Thisinstruction implements fee schedule amounts for
new codes, deletes certain codes, and revises any fee
schedule amounts for existing codes that were cal culated
in error in prior updates. Specifically, the changesfor this
update are asfollows:

o CodesA4363, E1400thru E1404, K0137 thru K 0139,
K0168thru K0181, K0190thru K0192, K0277 thru
K 0279, K 0284, K 0400, K 0417, K0419 thru K 0439,
and K 0530 were del eted from the Healthcare Common
Procedure Coding System (HCPCYS) effective 12/31/
1999. These codes were inadvertently included in the
2004 fee schedulefile, and they are being removed
with this update.

e CodesE1019and E1021 arealsobeing removed as
they arenot valid 2004 HCPCS codes.

e The 2004 Puerto Rico schedule amountsfor codes
A4351 and A4352 were based on incorrect pricing
information. The durable medical equipment regional
carriers (DM ERCs) must revise the base fee schedule
amounts for these codes as part of the October
quarterly update.

e CodesK0630thru K 0649, representingLumbar
Sacral Orthosisproductswere added to the HCPCS
effectiveApril 1, 2004 and their fee schedule amounts
wereimplemented on July 1, 2004. However, the
Centersfor Medicare & Medicaid Services has
determined that the fee schedule amounts for codes

K0630, K0631, K0632, K0634, K0635, K0636, KO637,

K 0639, K0640, K0642, K0644, K0645, and K0646 were
based on incorrect pricing information and has

recal culated those fee schedule amounts. The revised
amountswill beimplemented on October 4, 2004 as
part of this update.

e CodesK0650thru K 0669 were added to the HCPCS
effective July 1, 2004. Because datais not yet
available, implementation of the fee schedule amounts
for theseitemswill be delayed until the January 2005
update.

Implementation
Theimplementation date for thisinstructionis
October 4, 2004.

Additional Information

To view the official instruction issued to your
DMERC or intermediary on thisissue, please see:
http: //mww.cms.hhs.gov/manuals/pm_trans/R272CP.pdf.

Also, the quarterly update process for the DMEPOS
fee scheduleislocated in Section 60 of Chapter 23 of the
Medicare Claims Processing Manual, which may be found
at: http://mww.cms.hhs.gov/manuals/104_claims/
clm104index.asp.

If you have any questions, please contact your
DMERC or intermediary at their toll-free number, which
may be found at:
http: //mmw.cms.hhs.gov/medl ear n/tollnums.asp.

Related Change Request (CR) #: 3377

Medlearn Matters Number: MM 3377

Related CR Release Date: August 10, 2004

Related CR Transmittal #: 272

Effective Date: January 1, 2004 for revised 2004 fee
schedule amounts

Implementation Date: October 4, 2004

Medlearn Matters articles are prepared as a service to the public
and are not intended to grant rights or impose obligations.
Medlearn Matters articles may contain references or links to
statutes, regulations, or other policy materials. The information
provided is only intended to be a general summary. It is not
intended to take the place of either the written law or regulations.
We encourage readers to review the specific statutes, regulations,
and other interpretive materials for a full and accurate statement of
their contents.
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Revised 2004 Update of the Durable Medical Equipment, Prosthetics,

Orthotics, and Supplies Fee Schedules - Correction
Thisisa correction to fees posted February 13. 2004

tion 628 of the M edicare Prescription Drug, | mprovement, and Modernization Act (DIMA) of 2003 specifiesthat the
eeupdatefor clinical laboratory servicesfor FY 2004 through 2008is 0 per cent. Therevised fee updatefor clinical
laboratory servicesrequires revised feesfor traveling to perform a specimen collection for either anursing home or
homebound patient. For dates of service January 1, 2004 though December 31, 2004, the payment for code P9603 (per

mileagetrip basis) is$.825 and for code P9604 (flat ratetrip basis) is$8.25.

In accordance with section 302(c) of the DIMA, the fee schedul e update factors for 2004 for DME, other than items
classified as class |11 devices by the Food and Drug Administration), prosthetic devices, prosthetics, orthotics and
surgical dressingsare equal to O per cent. In addition, the 2004 payment limitsfor therapeutic shoeswill befrozen at the
2003 amounts.

Section 418 of the DIMA eliminates the application of the clinical |aboratory fee schedule by ahospital laboratory
with fewer than 50 bedsin aqualified rural areafor outpatient laboratory testing for cost reporting periods beginning
during the 2-year period beginning on July 1, 2004. Payment for these outpatient |aboratory tests will be reasonable costs
during the applicable time period. Additional instructions regarding which qualified rural areas apply to this provision will
be provided in a separate instruction.

Thecorrected feesfor Floridaare:

Code

A4290
A4561
A4562
AB6010
A6011
A6021
AB022
A6023
A6024
A6154
A6196
A6197
A6199
AG200
AG201
AG202
A6203
AG204
AG207
AG209
A6210
A6211
AB212

Fee
13981
1922
4778
309%
228
21.02
21.02
19030
6.19
1438
735
1644
529
950
2080
3483
33
623
734
748
1992
237
970

Code

A6G214
AB216
AB219
AG220
AB222
AG223
AB224
A6G229
A6231
AB232
ABZ33
AG2Z3A
A6235
A6236
AB237
AG238
A6G240
A6241
AB242
AB243
AG244
AG245
A6G246

Fee
1029
005
095

213
242
361
361
466
638

64
1682
215

791
27
1224

6.07
1231
3928

992

Thecorrected feesfor Connecticut are;

Code

A4290
A4561
A4562
AB010
AB011
AB021
AB022
AB023
AB024
A614
A6196
A6197

Fee
104.86
1863
4638
0%
228
2102
2102
19030
6.19
1438
735
1644

Code

ABIN
A6200
A6201
AB202
A6203
AB204
A6207
AB209
A6210
A6211
A6212
A6214

Fee

529
950
2080
3488
335
623
734
748
1992
237
970
1029

Code

A6247
A6G248
A6251
AB252
AB253
A4
AB255
AB257
AB258
AB259

A6402
A6403
A6407
AB410

Code

A6216
A6219
A6220
A6222
A6223
A6224
A6229
A6231
A6232
A6233
A6234
A6235

Fee
2378
1624

19

325
634
121
303
153
430
104
192
012
043
183
039
16952
2331
22228
37252
916.00
6767.01
483490
4,255.80

Fee

005
09%5
258
213
242
361
361
466
688
1919
654
1682

L8614

L8630
L8531
L8641
L8642
L8658
L89
L8660

Code

A6236
AB237
A6238
A6240
A6241
A6242
A6243
A6244
AB245
A6246
A6247
A6248

Fee
55888
24246

374829

43452
7343.88
181325

500.79

H171

18462

51368

54178

24257

1535347

27019
181325
29324
24071
5157
156496
44641

Fee

2125
791
219
224
257
607
1231
3928
1727
992
2378
1624

34

The FCSO Medicare B Update!

First Quarter 2005



CONNECTICUT anp FLORIDA COVERAGE/REIMBURSEMENT

Corrected fees for Connecticut - continued

Code

A6251
AB252
A6253
A62A
A6255
AG257
A6258
AG259
AB266
AB402
A6403

DRruGs AND BioLOGICALS

Fee
19
325
6.4
121
33
153
430
104
12
012
043

Code

AB407
AB410
AT042
AT043

Fee

188
039
16563
2350
26151
36163
865.16
6569.18
469357
413142
54609

K0580
L8300
L8303
L8306
L8610
L8612

Fee

20487
335605
7528.79

36034
734388
17%6.79

50614

3HL17

17259

46940

57541

Source: CM S Pub. 100-20 Transmittal: 31 Date: December 19, 2003 Change Request 3013

Code

L8613
L8614
L8619
L8630
L8531
L8AL
L8A2
L858
L89
L8660

Fee

22055
1535457
6591.62
36025
17%6.30
37430
227173
32635
1519.23
4641

J7190: Hemophilia Clotting Factors Billing Clarification

hisarticle provides clarification of the coding guidelinesfor hemophiliadrugs. Medicare Part B of Floridawill process
thefollowing proceduresbased on each inter national unit (1.U.) of drug administered:

Jr190  Factor VIII (anti-hemophilic factor, human) per 1U
Jr191  Factor VIII (anti-hemophilic factor, porcine) per 1U
Jr192  Factor VIII (anti-hemophilic factor, recombinant) per IU
Jr193  Factor IX (anti-hemophilic factor, purified, non-recombinant) per IU
Jr194  Factor IX complex, per IlU
Jr195  Factor IX (anti-hemophilic factor, recombinant) per 1U
Jr197  Antithrombin 1l (human), per IU
Jr198  Anti-inhibitor, per IlU
Q0187 Factor Vlla(cogulation factor, recombinant) per 1.2 mg

Q2022 vonWillebrand factor complex, human, per |U
Clotting factorsarebilled to the carrier per IU. Thefollowing examplesillustrate how tofile claimson Form CMS—

1500 for hemophiliaclotting factor procedures:
Example: ProcedureJ7192 (10,600 units)

DOS

7/1/04
7/1/04
7/1/04
7/1/04
7/1/04
7/1/04
7/1/04
7/1/04
7/1/04
7/1/04

Previously Medicare Part B providersin Florida and Connecticut were requested to bill claimswith aQB (quantity
billed) of 999 on each detail line of Form CM S 1500 until the total dosage amount administered to the patient was met.

Procedure(Item 24D

Jr192
Jr192
Jr192
Jr192
Jr192
Jr192
Jr192
Jr192
Jr192
Jr192

$1300.00
$1300.00
$1300.00
$1300.00
$1300.00
$1300.00
$1300.00
$1300.00
$1300.00

$793.00

Charges(Item 24F)

un

99
99
99
99
99
99
99
99
99

B

Thisrequired multipledetail linesto bebilled if the patient received 1,000 or more lU.

Effectivefor claimsreceived on or after January 1, 2005, to simplify billing methods, Medicare Part B of FL and CT are
requesting claimsto be filed with the total number of 1U administered initem 19 (or the EMC equivalent) and aone (1) in
item 24G. Theclaimwill be manually priced based upon thetotal number of U indicated initem 19. Pleasebeawarethat if
the information is not given, adevelopment request will be sent which could result in payment delays.

ts(Item 24G)

Thefollowing exampleillustrates how to fileaclaim on Form CM S 1500 for hemophiliaclotting factors.
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Example: ProcedureJ7197 (20,250 units)
Item 19=20,2501U

DOS
01/01/05

Procedure(l1tem24D)
Jri97

Charges(Item24F)
$30,375.00

Units(Item24G)
1

MMA - Billing Instructions for ADVATE rAHF-PFM on Medicare Claims

CMS has issued the following “ Medlearn Matters... Information for Medicare Providers’ article.

Provider Types Affected
Hospitals, providers, and independent ESRD facilities

Provider Action Needed
STOP — I mpact to You

Thisis aone-time notification to ensure that provid-
ers, hospitals, and independent ESRD facilitiesare aware
of the correct HCPCS code to use when billing for Advate.

CAUTION —What You Need to Know

Advate rAHF-PFM was approved by the Food and
Drug Administration (FDA) on July 25, 2003; the payment
[imit that should be used for Advate is the same payment
limit that iscurrently assigned to HCPCS code J7192. This
payment limit will apply to all Advate claims submitted for
servicesfrom January 1, 2004 through December 31, 2004.
Also, effective for dates of services on or after July 25,
2003, claims submitted to Medicarefiscal intermediariesfor
Advate will berejected if reported with any other code
except J7192. Claims submitted to carriersfor dates of
serviceon or after July 25, 2003, without J7192 will be
adjusted to reflect J7192 and carrierswill append modifier
“CC” toreflect this adjustment.

GO —What You Need to Do

Make surethat your billing staff knowsthat HCPCS
code J7192 must be used when billing for the drug,
Advate, effective for dates of services on or after July 25,
2003.

Background

Beginning January 1, 2004, the Medicare Prescription
Drug, Improvement, and M oderni zation Act of 2003
(MMA) provides that the payment limits for most drugs
and biologicals not paid on a cost or prospective payment
basis are based on 85 percent of the Average Wholesale
Price (AWP) reflected in the published compendia as of
April 1, 2003, for those drugs and biologicals furnished on
and after January 1, 2004.

However, one of the exceptionsto thisgeneral ruleis
the payment limit for blood clotting factors. Specifically,

the payment limitsfor blood clotting factors are 95 percent
of the AWP reflected in the published compendia as of
September 1, 2003.

Advate is ablood clotting factor that was approved
by the FDA on July 25, 2003 for the treatment of people
with hemophiliaA. Advate should be reported using the
existing HCPCScode J7192.

Implementation Date
Thischangewill beimplemented in Medicare claims
processing systems on September 27, 2004.

Additional Information

For the calendar year 2004, the Advate payment limit
for providers and for independent ESRD facilities can be
found in the 2004 MMA drug pricing file that wasissued
in CR 3105. A Medlearn Mattersarticle on thisCR can be
found at: http://mww.cms.hhs.gov/medlearn/matters/
mmarticles/2004/MM3105.pdf.

TheMMA Drug Payment LimitsPricing Filesfor
Datesof Service 1/1/2004 and after are available at:
http://cms.hhs.gov/provider s/drugs/default.asp.

For hospital Outpatient Prospective Payment System
(OPPS), the payment rate for Advate can be found in the
latest quarterly update of the OPPS Outpatient Code
Editor that is posted on the CM S OPPS website.

The CM S Hospital Outpatient Prospective Payment
System web site can be found at:
http: //www.cms.hhs.gov/provider ’hopps/.

If you have any questions regarding this issue, please
contact your carrier/intermediary at their toll free number,
which may be found at:
http: //mmw.cms.hhs.gov/medl ear n/tollnums.asp.

Related Change Request (CR) #:3331
Medlearn Matters Number: MM 3331
Related CR Release Date: August 27, 2004
Related CR Transmittal # 109

Effective Date: July 25, 2003
Implementation Date: September 27, 2004

Medlearn Matters articles are prepared as a service to the public and are not intended to grant rights or impose obligations. Medlearn
Matters articles may contain references or links to statutes, regulations, or other policy materials. The information provided is only
intended to be a general summary. It is not intended to take the place of either the written law or regulations. We encourage readers to
review the specific statutes, regulations, and other interpretive materials for a full and accurate statement of their contents.
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MMA Drug Pricing Update — Payment Limits for J1000

(Depo-estradiol cypionate inj)
CMS has issued the following “ Medlearn Matters... Information for Medicare Providers’ article.

Provider Types Affected
Physicians, providers, and independent End Stage Renal Disease (ESRD) facilities

Provider Action Needed

Providers should be aware that payment limitsfor Healthcare Common Procedure Coding System (HCPCS) drug code
J1000 (Depo-estradiol cypionateinj) are changing for servicesfurnished on or after January 1, 2004, and on or before
December 31, 2004.

Background

Thisarticle advises providersthat Medicare carriers and fiscal intermediaries (FIs) will update the payment limitsfor
HCPCS drug code J1000 (Depo-estradiol cypionateinj) effective with dates of service on or after January 1, 2004, and on
or before December 31, 2004.

From January 1, 2004 through December 31, 2004, the M edicare payment limits apply for the specific HCPCS drug
codes listed below that are not paid on a cost or prospective payment basis. The payment limit listed in the table for J1000
supersedesthe payment limit published in Change Request (CR) 3105, dated January 30, 2004.

NOTE: The absence or presence of an HCPCS code and its associated payment limit does not indicate Medicare
coverage of the drug.

HCPCS AverageWholesalePrice % 2004 Payment Limit
Other than ESRD Drugs J1000 & $2.33
Separately Billed by
Independent ESRD Facilities
ESRD Drugs Separately
Billed by Independent
ESRD Fecilities J1000 b $260

Carriers and FIswill not search and adjust claims that have already been processed unless brought to their attention.

Implementation
Theimplementation datefor thisinstruction is September 27, 2004.

Related Instructions
CR3105, Transmittal 75, dated January 30, 2004, can be found at the following Centersfor Medicare & Medicaid
Services (CMS) website: http://www.cms.hhs.gov/manuals/pm_trans/R75CP.pdf.

Additional Information

The official instruction issued to your carrier/intermediary regarding this change may be found by going to:
http: //mmw.cms.hhs.gov/manual s/transmittalss’comm_date _dsc.asp.

From that web page, look for CR 3418 inthe CR NUM column on theright, and then click on thefilefor that CR.

If you have any questions, please contact your carrier/intermediary at their toll-free number, which may be found at:
http: //mww.cms.hhs.gov/medl ear n/tol | nums.asp.

Related Change Request (CR) #: 3418

Medlearn Matters Number: MM 3418

Related CR Release Date: August 27, 2004

Related CR Transmittal # 110

Effective Date: January 1, 2004

Implementation Date: September 27, 2004

Medlearn Matters articles are prepared as a service to the public and are not intended to grant rights or impose obligations. Medlearn
Matters articles may contain references or links to statutes, regulations, or other policy materials. The information provided is only

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

First Quarter 2005 The FCSO Medicare B Update! 37



CONNECTICUT anp FLORIDA COVERAGE/REIMBURSEMENT

MMA Drug Pricing Update — Payment Limit forJ9045 (Carboplatin

Injection) and J9310 (Rituximab Cancer Treatment)
CMS has issued the following “ Medlearn Matters... Information for Medicare Providers’ article.
Provider Types Affected

Physicians, suppliers, and providers.

Provider Action Needed

Affected providers are advised that Medicare carriers are updating the payment limits (listed in this article) for
HCPCSdrug code J9045 (Carboplatin injection) and J9310 (Rituximab cancer treatment), effectivewith datesof serviceon
or after April 1, 2004, and on or before December 31, 2004.

Background

The payment limitsfor Carboplatin injection and Rituximab cancer treatment, M edicare Part B drugs meeting the
exceptions process described in Section 303(b) of Medicare Prescription Drug, Improvement, and M odernization Act of
2003 (MMA) are being updated for claimswith such services provided between April 1, 2004 through December 31, 2004,
inclusive. Theold and new ratesfor J9045 (Carboplatininjection) and J9310 (Rituximab cancer treatment) with the new rate
for dates of serviceon or after April 1, 2004 and on or before December 31, 2004 are as follows where payment is not made
on a cost or prospective payment basis:

Status HCPCS Short Description AWP % 2004 Payment Limit for Drugs (other
than ESRD drugs separately billed by
independent ESRD Facilities and drugs
infused through DME)

OLD Jo045 Carboplatin injection | 88 $137.54

NEW Jo0o45 Carboplatin injection | 86 $135.15

OLD J9310 Rituximab cancer 81 $427.28

treatment

NEW Jo310 Rituximab cancer 83 $438.38

treatment

The payment limitsfor J9045 and J9310 supercede the payment limits published in Change Request (CR) 3161
(Transmittal 119) dated March 15, 2004. Note that the absence or presence of aHCPCS code and its associated payment
limit does not indicate Medicare coverage of the drug.

Implementation
Theimplementation datefor thisinstruction is September 24, 2004.

Additional Information

For complete details, please see the official instruction issued to your carrier regarding this change. That instruction
may be viewed by going to: http://mww.cms.hhs.gov/manual s/transmittals/'comm_date_dsc.asp.

From that web page, look for CR3419 inthe CR NUM column on theright, and click onthefilefor that CR.

If you have any questions, please contact your carrier at their toll-free number, which may be found at:
http: //mww.cms.hhs.gov/medl ear n/tol | nums.asp.

Related Change Request (CR) #: 3419
Medlearn Matters Number: MM 3419
Related CR Release Date: August 24, 2004
Related CR Transmittal # 106

Effective Date: April 1, 2004
Implementation Date: September 24, 2004

Medlearn Matters articles are prepared as a service to the public and are not intended to grant rights or impose obligations. Medlearn
Matters articles may contain references or links to statutes, regulations, or other policy materials. The information provided is only
intended to be a general summary. It is not intended to take the place of either the written law or regulations. We encourage readers to
review the specific statutes, regulations, and other interpretive materials for a full and accurate statement of their contents.
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Payment Amounts for the Influenza Virus Vaccine (CPT 90658) and
the Pneumoccocal Vaccine (CPT 90732) When Payment is Based on
95 Percent of the Average Wholesale Price (AWP)

CMS has issued the following “ Medlearn Matters... Information for Medicare Providers’ article.
Provider Types Affected

Physicians, non-physician practitioners, providers, and suppliers

Provider Action Needed
STOP — I mpact to You

Effective September 1, 2004, the Medicare Part B payment allowancefor the InfluenzaVirusVaccine [ CPT 90658] is
$10.10 and for the Pneumoccoca Vaccine[CPT 90732] is$23.28 (when payment is based on 95 percent of the AWP).

CAUTION —What You Need to Know
Annual Part B deductible and coinsurance amounts do not apply

GO —What You Need to Do

Please take note of this pricing information to ensure accurate claims processing. Your carrier or fiscal intermediary
will not search their filesto adjust claimsthat were processed prior to the October 1, 2004 implementation date unless
you bring such claimsto their attention.

Additional Information

The officia instruction issued regarding this change can be found online, referenced via CR 3490, at: http://
www.cms.hhs.gov/manual s/transmittals’comm_date dsc.asp

Onthe above online page, scroll down whilereferring to the CR column on theright to find thelink for CR 3490.
Click onthelink to open and view thefilefor the CR.

If you have questions regarding this issue, you may aso contact your carrier or fiscal intermediary on their toll
free number, which may be found at: http://mwww.cms.hhs.gov/medl ear n/tollnums.asp.

Related Change Request (CR) #: 3490
Medlearn Matters Number: MM 3490

Related CR Release Date: September 17, 2004
Related CR Transmittal #:114

Effective Date: September 1, 2004
Implementation Date: October 1, 2004

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

EnD-STAGE RENAL Disease (ESRD)

Clarification Regarding Procedure Codes G0308-G0319

ment for inpatient dialysis or eval uation and management service procedure codes were not allowed during the
same calendar month asthe Monthly Capitation Payment (M CP) for the procedure code 90918-90921 range. Instead,
ESRD related procedures were denied or the M CP was prorated when billed during the same calendar month. The same
processwasimplemented for the new procedure codes G0308-G0319 effective January 1, 2004.
CMS has clarified that the new ESRD in-center “G” procedure codes are based on visits not days. Therefore,
Medicarewill discontinue prorating G0308-G0319 or denying eval uation and management or inpatient/outpatient dialysis
services when billed in the same calendar month.

EXAMPLE: A 70-year-old patient has four face-to-face visitswith the nephrol ogist for three weeks during acalendar
month; then, the patient has inpatient visits or dialysis with the same or different physician for the fourth week in the
same calendar month. The nephrologist may bill thefull four visit procedure code (G0317) for thefirst three weeks
during the calendar month.

Asaresult of thisclarification, wewill reprocess claimswith dates of service January 1, 2004 — October 7, 2004.
Providers who have claims incorrectly denied or reduced because of thisissue do not need to take any action.
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End Stage Renal Disease (ESRD) Reimbursement for Automated Multi-
Channel Chemistry Tests (AMCC)

Note: Thisarticlewasre-issued on August 17 to conform with there-issued CR2813 on June 4. The effective and
implementation dates and the transmittal number arethe only changesresulting from thisre-issuance.
CMS has issued the following “ Medlearn Matters... Information for Medicare Providers’ article.
Provider Types Affected
Physicians, suppliers, and ESRD facilities.

Provider Action Needed

Affected providers should note that this instruction begins the implementation of procedures to enforce compliance
with the 50/50 payment policy for End Stage Renal Disease (ESRD)-related laboratory services. The Centersfor Medicare
& Medicaid Services (CMYS) is staggering the programming for this payment policy over multiple rel eases. Independent
labs are not to revise their billing procedures at thistime. CM S will release additional provider education in the futureto
educate providers regarding the effective date of revised billing procedures. Medicare carrierswill have front-end editsto
reject any lineitemscontaining the“ CD,” “CE,” or “CF” modifiers, asreferencedinthisarticle, until further notice.

Background

Medicare's composite rate payment to an ESRD facility or Monthly Capitation Payment (MCP) to aphysician
includesreimbursement for certain routine clinical laboratory testsfurnished to an ESRD beneficiary.

o Separate payment for AMCC tests (for an ESRD beneficiary) is permitted when mor e than 50 percent of all
Medicare-covered AMCC tests furnished on a particular date of service are tests that are not included in the
composite payment rate paid to the ESRD facility or capitation payment made to the MCP physician. Inthis
event, all of the AMCC tests (composite payment rate tests and non-composite payment rate tests) furnished on
that date are separately payable.

o Separate payment for AMCC tests (for an ESRD beneficiary) isnot permitted if lessthan 50 percent of all
Medicare-covered AMCC tests furnished on a particular date of service are tests that are not included in the
composite payment rate paid to the ESRD facility or capitation payment made to the MCP physician. Inthis
event, no AMCC test (including non-composite payment rate tests) furnished on that date are separately
payable.

In other words, if 50 percent or more of the covered tests are included under composite payment rate tests, then all
submitted claims are included within the composite payment. In this case, no separate payment in addition to the compos-
ite payment rate is made for any of the separately billable tests. However, if more than 50 percent of the covered tests are
non-composite payment rate tests, then all AMCC tests submitted for that date of service are separately payable.

Defining Non-Composite Payment Rate Tests

A non-composite payment rate test is defined as any test separately reimbursable outside of the composite payment
rate or beyond the normal frequency covered under the composite payment rate that is reasonable and necessary. Also,
all chemistriesordered for beneficiarieswith chronic dialysisfor ESRD must be billed individually and must be rejected
when billed asapanel.

The physician who orders the tests is responsible for identifying the appropriate modifier when ordering the test(s),
and three pricing modifiersdiscreetly identify the different payment situationsfor ESRD AMCC servicesasfollows:

e CD —AMCRC test that has been ordered by an ESRD facility or MCP physician that is part of the composite rate
and is not separately billable.

o CE - AMCC test that has been ordered by an ESRD facility or MCP physician that isacomposite rate test but is
beyond the normal frequency covered under the rate and is separately reimbursable based on medical necessity.

e CF-AMCC that isnot part of the composite rate and is a separately billable test that has been ordered by an
ESRD facility or MCP physician.

e Inaddition, the ESRD clinical laboratory test identified with modifiers“CD”, “ CE,” or “CF’ may not bebilled as
organ or disease panels. Upon the effective date of this requirement, all ESRD clinical laboratory tests must be
billed individually.

Carrier Sandard System Calculation

The Medicare carrier’s standard system will calcul ate the number of AMCC services provided for any given date of
service. For adate of service, it should add all AMCC teststhat have a CD modifier and divide by the sum of all lineitems
withaCD, CE or CF modifier for the same beneficiary and billing supplier/provider for any given date of service.

o If theresult of the calculation for adate of serviceis50 percent or greater, the carrier will not pay for the test.
o |If theresult of the calculation for adate of serviceislessthan 50 percent, the carrier will pay for all of the test.

Thecarrier will adjust aprevious claim when theincoming claim for adate of serviceiscompared to aclaim on history
and the actionisto pay a previously denied claim. The Medicare carrier will spread the payment amount over each line
item on both claims (the claim on history and theincoming claim).
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ESRD Facilities
ESRD facilities must specify for each test, when ordering an ESRD-related AM CC tests, whether thetest is:

o Part of the composite rate and not separately payable;

e A composite rate test but is, on the date of the order, beyond the frequency covered under the composite rate
and thus separately payable; or

e Not part of the ESRD composite rate and thus separately payable.

Laboratories
L aboratories must identify thefollowing:

Tests not included within the ESRD facility composite rate payment.

Testsordered for chronic dialysisfor ESRD asfollows:

Modifier CD: AMCC Test that is part of the composite rate and is not separately billable and has been ordered by
an ESRD facility or MCP physician.

e Modifier CE: AMCC Test that is acomposite rate test but is beyond the normal frequency covered under the rate
and is separately reimbursable based on medical necessity and has been ordered by an ESRD facility or MCP
physician.

e Modifier CF: AMCC Test that is not part of the composite rate and is separately billable and has been ordered by
an ESRD facility or MCP physician.

o Bill all testsordered for achronic dialysis ESRD beneficiary individually and not asapanel.

The laboratory tests subject to this rule are those tests included within AMCC tests and then only when furnished to
an ESRD beneficiary, based upon an order by:

e A doctor rendering carein thedialysisfacility; or
e AnMCPphysician for the diagnosis and treatment of the beneficiary’s ESRD.

Implementation

Theimplementation dateis January 3, 2005. The partial implementation on October 4, 2004, includesthe cal cul ation of
payments at the lowest rate for these automated tests, application of the 50/50 rule, comparing claimsto prior claimsin
history for the same date of service, and therejection of any lineitemswiththe“CD,” “CE,” and “ CF’ modifiers.

Related Instructions

The Medicare Claims Processing Manual, Chapter 16 (L aboratory Services from Independent L abs, Physicians, and
Providers), Section 40 (Billing for Clinical Laboratory Tests), Subsection 6.1 (Billing for End Stage Renal Disease (ESRD)
Related L aboratory Tests) wasrevised and can befound in Transmittal 79 of Pub 100-04, the original rel ease of CR2813.
Thisoriginal CR may be found at: http://mmw.cms.hhs.gov/manuals/pm_trans/R79CP.pdf

The official instruction issued to your carrier on these changes may be found at:

http: //Amww.cms.hhs.gov/manual Spm_trans/R198CP.pdf

Thistransmittal, which is Transmittal 198, also has some helpful examples of billing these tests aswell astablesto
show which tests are part of the composite rate and which are not.

If you have any questions regarding these changes, please contact your carrier at their toll-free number, which may
be found at: http://mww.cms.hhs.gov/medlear n/tollnums.asp

Related Change Request (CR) #: 2813

Medlearn Matters Number: MM 2813

Related CR Release Date: April 30, 2004

Related CR Transmittal #:198

Effective Date: October 4, 2004

Implementation Date: January 3, 2005

Medlearn Matters articles are prepared as a service to the public and are not intended to grant rights or impose obligations. Medlearn
Matters articles may contain references or links to statutes, regulations, or other policy materials. The information provided is only

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

Nursing Facility Visits (Codes 99301 — 99313)

Note: Thisarticle was revised on October 15, 2004, to delete an unnecessary bullet point from the original article and
to add a statement on the use of CPT codes 99315 and 99316 for SNF/NF discharge day management services.
CMS has issued the following “ Medlearn Matters... Information for Medicare Providers’ article.
Provider Types Affected
Physicians, Non-Physician Practitioners (NPP), Skilled Nursing Facilities (SNFs).

Provider Action Needed

This article conveys revised payment policy so that NPPs may provide other covered, medically necessary visits
prior to and after theinitial visit by the physician in an SNF. Thisinstruction states that Medicare policy requires aface-
to-face visit with the resident for the SNF/Nursing Facility (NF) discharge day management service. Theinstruction also
clarifiesthat a split/shared eval uation and management (E/M) visit may not be reported in the SNF or NF setting.

Background

Section 483.40 (c)(4) at Title42 of the Code of Federal Regulations (CFR) did not define what the law meant by
“initial” physician visit and therefore | eft the meaning open to interpretation, which impacted accessto medically neces-
sary care by other providers.

Therefore, the Centersfor Medicare & Medicaid Services (CMS) hasincreasingly been asked to clarify “initia” visit
and to allow NPPsto provide medically necessary visits when needed prior to theinitia visit by the physician.

To ensure that all residents of nursing facilities have appropriate access to medical care, CM S has defined “initial
visit” (comprehensive assessment) according to Survey and Certification memorandum (S& C-04-08) rel eased on Novem-
ber 13, 2003 to State Survey Agencies and Medicare Part A and B contractors. Prior to rel ease of that memorandum, NPP
visitscould not be paid prior to theinitial visit by the physicianin an SNF per 42 CFR 483.40 (c)(4) and (e) andinan NF
per requirementsat 42 CFR 483.40(f).

TheMedicare Claims Processing Manual isnow being revised per the Survey and Certification memorandum (S& C-
04-08, dated November 13, 2003) so that NPPs may provide other covered, medically necessary visits prior to and after the
initial visit by the physician. Thisinstruction states that Medicare policy requires aface-to-face visit with the resident for
the SNF/NF discharge day management service. The revision also states that a split/shared E/M visit may not be reported
inthe SNF/NF setting.

Thisdefinition will now permit medically necessary visitsto be provided by NPPs prior to and after the “initial
(comprehensive assessment) by the physician. Medicare contractors are being instructed to implement this payment
policy revision as soon as possible.

CMSreminds providersof thefollowing:

o Payment requirementsfor NPPsmay differ from Federal survey and certification requirements.

o Medicarewill pay only aphysician for theinitial/comprehensive E/M visitinaSNF or NF.

e TheMedicare carrier will pay the physician who reportstheinitial visit (comprehensive assessment) using one
of the SNF/NF CPT codesin the 99301-99303 range, and generally 99303 is used for this purpose.

o Medicarewill pay the NPPfor covered, medically necessary E/M visits prior to and after theinitial/comprehen-
sive visit reported by the physician and also for other required visits to comply with federal regulations at the
option of the physician in the SNF setting and at the option of the state in the NF setting. Such visits should be
reported with the appropriate CPT codein the 99301- 99302 and 99311-99313 range.

o Medicarewill pay for annual NF assessments (other than theinitial comprehensive assessment performed and
reported by the physician), readmissionsto the facility, or amajor change in status in the resident when such
services are submitted by the physician/NPP using CPT code of 99301 or 99302.

o Payment for services rendered by nurse practitioners (NP) and clinical nurse specialists (CNS) employed at an
NF may be reassigned to the NF by the NP or CNS. In such cases, the NF should bill the appropriate Medicare
carrier for the professional service using the UPIN of the NP or CNS.

o When aNF employsaphysician assistant (PA), the NF will alwaysbill the Medicare carrier for the professional
service using the PA's UPIN.

o Medicarewill pay for the SNF/NF discharge day management day servicewhen it is performed face-to-face by
the physician or NPP with the patient and is reported for the actual day of service. CPT codes 99315 and 99316
are used for this service.

o A split/shared service isnot applicable in the SNF/NF setting.

Implementation
Medicarewill implement these instructions on October 25, 2004.
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Related Instructions

Survey and Certification memorandum (S& C-04-08), dated November 13, 2003, entitled Physician Del egation of
Tasksin Skilled Nursing Facilities (SNFs) and Nursing Facilities (NFs) can be found at: http://mmw.cms.hhs.gov/
medi cai d/survey-cert/sc0408.pdf.

Additional Information

TheMedicare Claims Processing Manual (Pub 100-4), Chapter 12 (Physician/Nonphysician Practitioners), Section
30 (Correct Coding Policy), Subsection 6.13 (Nursing Facility Visits (Codes 99301-99313)) isbeing revised. The updated
manual instructions are included in the official instruction issued to your carrier and can be found by going to: http://
www.cms.hhs.gov/manual §'transmittals’'comm_date _dsc.asp.

From that web page, look for CR3096 inthe CR NUM column on theright, and click on thefilefor that CR.

If you have any questions, please contact your intermediary at their toll-free number, which may be found at:
http://mmw.cms.hhs.gov/medl ear n/tollnums.asp.

Related Change Request (CR) #: 3096

Medlearn Matters Number: MM 3096

Related CR Release Date: September 24, 2004 Revised
Related CR Transmittal #: 302

Effective Date: November 13, 2003

Implementation Date: October 25, 2004

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

HCPCS

Corrections Involving HCPCS Codes 0040T and A9603

CMS has issued the following “ Medlearn Matters... Information for Medicare Providers’ article.

Provider Types Affected
Physicians and providers

Provider Action Needed
STOP — Impact to You

Physicians and providers should note that this instruction includes Healthcare Common Procedure Coding System
(HCPCS) correctionsinvolving HCPCS codes 0040T and A9603.

CAUTION — What You Need to Know

Thisinstruction places an end date on HCPCS code A9603 as of December 31, 2003. Also, HCPCS codeA9603isa
duplicate of HCPCS code A9517, and HCPCS code A9517 isthe correct HCPCS code that must be billed for this service.
HCPCScode0049T wasincor rectly categorized in theHCPCSdatabaseasalaboratory serviceand given alab certifi-
cation number. Thelab certification number and category arebeing removed from the M edicareclaim processing
system so claimscontaining HCPCS code 0040T can be processed for payment, asof July 6, 2004.

GO — What You Need to Do

In reference to HCPCS code 0040T, there is nothing you need to do. The error mentioned aboveisbeing corrected in
the Medicare claim processing system.

However, when billing for “ radiopharmaceutical therapeuticimaging agent, 1-131 sodium iodide capsule, per mci,” use
HCPCS code A9517 and not A9603. Refer to the Background and Additional Information sections of this instruction for
further details regarding these changes.

Background

Each year in the United States, health care insurers process over five billion claims for payment. For Medicare and
other health insurance programs to ensure that these claims are processed in an orderly and consistent manner, standard-
ized coding systems are essential. The HCPCS was developed for this purpose, and it is used for identifying items and
Sservices.

The HCPCS is hot amethodology or system for making coverage or payment determinations. The existence of acode
does not, of itself, determine coverage or noncoverage for an item or service. While these codes are used for billing
purposes, decisions regarding the addition, deletion, or modification of HCPCS codes are made independent of the
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process for making determinations regarding coverageand ~ Thetoll-free number for First Coast Service Options, Inc.

payment. Medicare Part A customer service representativesis 1-877-
Implementation Date 602-8816. N _ _

Thisinstruction has an implementation date of July 6, In addition, acomprehensive overview of the HCPCS
2004. can be found at the following Centersfor Medicare &
Additional Information Medicaid Services website: http://mww.cms.hhs.gov/

medicare/hcpcs/cod .asp.

The official instruction issued to your contractor | careicpes codpayproc.asp
regarding this change may be found by going to: http:// Related Change Request (CR) Number: 3258
www.cms.hhs.gov/manual s/transmittal s/ Related CR Release Date: May 7, 2004
Comm_date_dsc_ asp. Redated CR Transmittal Number: 174

. Effective Date: July 1, 2004
From that web page, look for CR 3258 inthe CRNUM ; y .
. . X Implementation Date: July 6, 2004
column on theright, and click onthefilefor that CR.
If you have any questions please contact your Medlearn Matters articles are prepared as a service to the public
ierfint i attheirt II'f ber which be and are not intended to grant rights or impose obligations.
carrier/intermeaiary eir toll-rree number, which may Medlearn Matters articles may contain references or links to

found at: http://mwww.cms.hhs.gov/medlearn/tollnums.asp. statutes, regulations, or other policy materials. The information

NONPHYSICIAN PRACTITIONERS

MMA-Nurse Practitioners as Attending Physicians in the Medicare

Hospice Benefit

This information was previously published in the Fourth Quarter 2004 Medicare B Update! pages 27-28

CMS has issued the following “ Medlearn Matters... Information for Medicare Providers’ article.

For providershilling Local Part B carriers, and Local Part B carriers, for all applicable requirements, June 28, 2004.

For providershilling intermediaries, use of the GV modifier isto beimplemented June 28, 2004, per therevised Medicare

ClaimsProcessing Manual (Pub. 100-04), Section 30.2 (Payment Rates).

For intermediary billing and systems, for all other applicable requirements, October 4, 2004.
NOTE: Thistransmittal replacesPub. 100-04, Transmittal 205, which wasissued on June 15, 2004. Themanual
instruction hasbeen modified in Chapter 11 (Processing Hospice Claims), Section 40.1.3 (Attending Physician
Services). All other information remainsthe same.

Provider Types Affected
Nurse practitioners, hospices.

Provider Action Needed
STOP — I mpact to You

Nurse practitioners and hospices should note that nurse practitioners are being added to the definition of an
attending physician for beneficiaries who have el ected the hospice benefit.

CAUTION —What You Need to Know
Beginning December 8, 2003, Medicare paysfor services provided by nurse practitionersto Medicare beneficiaries
who have elected the hospice benefit and have selected a nurse practitioner as their attending physician.

GO —What You Need to Do
Refer to the Background and Additional Information sections of this instruction for more information regarding
these changes.

Background

Thisinstruction implements Section 408 of the M edi care Prescription Drug | mprovement and M oderni zation Act of
2003 (MMA), which amendsthe Social Security Act (Section 1861(dd)(3)(B)) and (Section 1814(a)(7) toinclude nurse
practitionersin the definition of an attending physician for beneficiaries who have elected the hospi ce benefit.

Beginning December 8, 2003, Medicare paysfor services, with the exception of certifying theterminal illnesswith a
prognosis of 6 months or less, if the illness runsits usual course, provided by nurse practitioners to Medicare beneficia-
ries who have elected the hospice benefit and have selected a nurse practitioner as their attending physician. A physician
will berequired to certify theterminal illnessand 6 month prognosis.

Hospice agencieswill bill their Regional Home Health Intermediary (RHHI) for attending physi cian services per-
formed by a nurse practitioner employed by or under contract to the hospice agency. Also, nurse practitioners providing
attending physician services, who are not employed by or under contract with a hospice agency, will bill the Medicare
local Part B carrier.
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Medicare Local Part B carriers and intermediarieswill pay for these physician services rendered by nurse practitio-
nerson or after December 8, 2003, at the lesser of actual charges or 85 percent of the physician fee schedule.
Instructions for care plan oversight for this provision will be provided under separate instruction.

Implementation Instructions/Dates

Medicare carriers have been instructed to search for and reopen denied claims for professional services of nurse
practitioners serving as the hospice beneficiary’s attending physician that were billed with modifier GV and where the
serviceswerefurnished on or after December 8, 2003.

Where such serviceswere not billed with modifier GV, Medicare carrierswill not reopen the claimsunlessthe nurse
practitioner brings such claimsto the attention of the carrier. If the nurse practitioner prefers, they can rebill such services
rendered on or after December 8, 2003, with modifier GV to have the claims reprocessed.

RHHIswill accept all claimsfor attending physician services performed by anurse practitioner in ahospice on or
after December 8, 2003.

Hospice agencies are no longer required to submit copies of Notices of Election (NOES) to Medicare carriers;
however, when such agencies bill RHHI s, the hospice agency should continue submitting the NOEsto the RHHIs.

Theimplementation datefor thisinstruction is June 28, 2004 for providerswho bill local Part B carriers.

For providers billing intermediaries, use of modifier GV is also to be implemented on June 28, 2004, as presented
inthe Medicare Claims Processing Manual update in the transmittal, section 30.2, Form Locator (FL) 42, Revenue Code
0657.

Related Instructions
Thefollowing Internet Only Medicare Manuals (I0M) have been edited with revised and new sectionsto reflect the
requirementsto implement section 408 of the MMA.
e TheMedicare ClaimsProcessing Manua (Pub. 100-4), Chapter 11 (Processing Hospice Claims)
e TheMedicare Benefit Policy Manual (Pub. 100-2), Chapter 9 (Coverage of Hospice Services Under Hospital
Insurance).

Additional Information

Theofficial instruction (CR 3226) issued to your carrier/intermediary regarding this change may be found by going to:
http://mmww.cms.hhs.gov/manual s/transmittal s‘comm_date_dsc.asp

From that web page, look for CR 3226 inthe CR NUM column on theright and click on thefilefor that CR.

If you have any questions, please contact your carrier/intermediary at their toll-free number, which may be found at:
http: //mww.cms.hhs.gov/medl ear n/tolInums.asp

Related Change Request (CR) #: 3226

Medlearn Matters Number: MM 3226

Related CR Release Date: September 24, 2004

Related CR Transmittal #: 304

Effective Date: December 8, 2003

Implementation Dates:

Medlearn Matters articles are prepared as a service to the public and are not intended to grant rights or impose obligations. Medlearn
Matters articles may contain references or links to statutes, regulations, or other policy materials. The information provided is only

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

RADIOLOGY

Allowance for Procedure R0070

he portable X-ray transportation code R0O070 is priced by FCSO annually based on a special study of costs. The

past two years, a group of portable X-ray suppliers has volunteered to provide expenses and supporting
documentation that are used to calculate the price. The 2004 alowance for this code is $98.42 and is not subject to
physician fee schedule update factors. Updates to the price are made solely on information from the cost study if they
arewarranted.

Thisgroup of suppliers has again volunteered to provide cost information for 2005, but information from other
suppliers would be welcome. If you own a portable X-ray business and are willing to provide cost information on your
businessfor the 2005 study, please contact Robert Petty at (904)-791-6274.
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Positron Emission Tomography (PET) Scans for Dementia and

Neurodegenerative Diseases
CMS has issued the following “ Medlearn Matters... Information for Medicare Providers’ article.

Provider Types Affected According to the NCD on this issue, Medicare covers
Physicians and providers. FDG-PET scansfor either @) the differential diagnosis of
Provider Action Needed both FTD and Alzheimer’s disease AD under specific
S . i~ - _ requirementsor, b) its usein a CM S-approved practical
This instruction notifies physicians and providers clinical trial focused on the utility of FDG-PET inthe

that Medicarewill provide coveragefor 2-deoxy-2- [F-18] di : ; ;
fluoro-D-glucose (FDG)-PET scansfor beneficiarieswith a d:ggggss.s or treatment of dementing neurodegenerative

recent diagnosis of dementia and documented cognitive For usein the differential diagnosis of FTD and AD
decline of at least 6 months duration. This service may be an EDG-PET scan is considered reasonable and nec&&a’ry

covered: for patients with arecent diagnosis of dementia and
¢ When the patient meets diagnostic criteria for documented cognitive decline of at least 6 months, who
both fronto-temporal dementia(FTD) and meet diagnostic criteriafor both AD and FTD. These
Alzheimer’sdisease (AD) under specific require- patients have been evaluated for specific alternative
ments, or neurodegenerative diseases or causative factors, but the
e ForuseinaCentersfor Medicare & Medicaid cause of the clinical symptoms remains uncertain.
Services(CMS)-approved practical clinical tria The following additional conditions must be met
focused on the utility of FDG-PET in the diagno- beforean FDG-PET scan can be ordereqd:
sisor treatment of dementing neurodegenerative &) The patient's onset, clinical presentation, or
di seases. course of cognitiveimpairment is such that FTD
Background is suspected as an alternative neurodegenerative
Effective for dates of service on or after September 15, cause of the cognitive decline. Specifically,
2004, Medicarewill provide coveragefor FDG Positron symptoms such as social disinhibition, awkward-
Emission Tomography PET for one of thefollowing: ness, difficulties with language, or loss of

. . S executive function are more prominent early in
* When the patient meets diagnostic criteriafor the course of FTD than the rﬁemory loss ty);/)i cal
both fronto-temporal dementia(FTD) and of AD:
Alzheimer’sdisease; or i” ; o
X ' _ b) The patient has had a comprehensive clinical
* When dused ma?_CM d_S-appro?(e(_j glraqtéjcal evaluation (as defined by the American Academy
neurodegeneraiive disease clinical trial. of Neurology (AAN)) encompassing amedical

Clinical trial resultsare expected to help in determin- history from the patient and awell-acquainted
ing if PET scans contribute to the effective diagnosis and informant (including assessment of activities of
treatment of Medicare beneficiarieswith mild cognitive daily living), physical and mental status examina-
impairment or early dementia, and add information that will tion (including formal documentation of cognitive
help monitor, evaluate, and improveclinical outcomes of decline occurring over at least 6 months) aided
patients with this disease. by cognitive scales or neuropsychological

Refer to the Medicare Claims Processing Manual, testing, laboratory tests, and structural imaging
Publication 100-04, Chapter 13, Section 60, for general such as magnetic resonanceimaging (MRI) or
Medicare coverage and billing requirementsfor PET scans computed tomography (CT);
for dementia and neurodegenerative diseases. €) The evaluation of the patient has been con-

Also, refer to the Medicare National Coverage ducted by a physician experienced in the
Determinations (NCD) Manual, Publication 100-03, Section diagnosis and assessment of dementia;

220.6 for complete coverage policy and clinical trial d) Theevaluation of the patient did not clearly
requirements. Therevisiontothe NCD Manual, Pub. 100- determine a specific neurodegenerative disease
03, Section 220.6isan NCD. NCDsarebinding on all or other cause for the clinical symptoms, and
carriers, fiscal intermediaries, quaity improvement information availablethrough FDG-PET is

organi zations, health maintenance organi zations, competi- reasonably expected to help clarify the diagnosis
tive medical plans, and health care prepayment plans. between FTD and AD and help guide future

Under 42 Code of Federal Regulations (CFR) treatment;

422.256(b), an NCD that expands coverageisalso binding €) TheFDG-PET scanisperformedinafacility that
on Medicare Advantage Organizations. In addition, an has all the accreditation necessary to operate
administrative law judge may not review an NCD. (See nuclear medicine equipment. The reading of the
81869(f)(1)(A)(i) of the Social Security Act.) scan should be done by an expert in nuclear

Key portions of these revised manuals are as follows: medicine, radiology, neurology, or psychiatry,
FDG-PET Requirementsfor Usein theDifferential with experience interpreting such scansin the

Diagnosisof AD and FTD presence of dementia;
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f) A brain single photon emission computed
tomography (SPECT) or FDG-PET scan hasnot
been obtained for the same indication.

Theindication can be considered to be different in
patients who exhibit important changesin scope or
severity of cognitive decline, and meet all other qualifying
criterialisted above and below (including the judgment
that the likely diagnosis remains uncertain). The results of
aprior SPECT or FDG-PET scan must have been inconclu-
siveor, in the case of SPECT, difficult to interpret dueto
immature or inadequate technology. In these instances, an
FDG-PET scan may be covered after 1 year has passed
fromthetimethefirst SPECT or FDG-PET scanwas
performed.

g) Thereferringand billing provider(s) have
documented the appropriate evaluation of the
Medicare beneficiary. Providers should establish the
medical necessity of an FDG-PET scan by ensuring
that the following information has been collected and
ismaintained in the beneficiary medical record:

e Date of onset of symptoms;

e Diagnosisof clinical syndrome (normal aging; mild
cognitiveimpairment or MCI; mild, moderate or
severe dementia);

e Mini menta statusexam (MM SE) or similar test
score;

e Presumptive cause (possible, probable, uncertain
AD);

Any neuropsychological testing performed;
Resultsof any structural imaging (MRI or CT)
performed;

¢ Relevant laboratory tests (B12, thyroid hormone);
and,

Number and name of prescribed medications.
Thebilling provider must furnish acopy of the FDG-
PET scan result for use by CMS and its contractors
upon reguest.

e These services should be billed with HCPCS code of
G0336 (Pet imaging, brainimaging for thedifferential
diagnosis of Alzheimer’s disease with aberrant
featuresvs. FTD).

FDG-PET Requirementsfor UseintheContext of aCM S
Approved Neur odegener ative Disease Practical Clinical
Trial Utilizing Specific Protocol

With regard to use of the FDG-PET in the context of a
CMS-approved clinical tria, theclinical trial must compare
patients who do and those who do not receive an FDG-
PET scan and have asits goal to monitor, evaluate, and
improve clinical outcomes. In addition, it must meet the
following basic criteria:

o Written protocol onfile;
o Ingtitutional Review Board review and approval;
e Scientific review and approval by two or more qualified
individuals who are not part of the research team; and
o Certification that investigators have not been disquali-
fied.
Physicians should note that a QV modifier must be
used when billing Medicare carriersfor aCM S-approved

CONNECTICUT anp FLORIDA COVERAGE/REIMBURSEMENT

neurodegenerative disease practical clinical trial. In
addition, on such claimsfrom trialsthat are billed to
Medicareintermediaries, asecond diagnosis code (I CD-9-
CM) of V70, 7, along with the appropriate principal
diagnosis code and HCPCS code G0336 must be entered
onthe CM S-1450 or itselectronic equivalent. Therewill be
alink on the http://cms.hhs.gov/coverage website that will
havealist of al the participating trial facilities once they
have been selected.

Implementation
Theimplementation date for thisinstructionis
October 4, 2004.

Additional Information

As previously mentioned, the Medicare Claims
Processing Manual (Pub. 100-04), Chapter 13 (Radiology
Services), Section 60 (Positron Emission Tomography
(PET) Scans) is being updated by thisinstruction. It
includes billing and claims processing requirementsfor
PET Scansfor beneficiarieswith arecent diagnosis of
dementia and documented cognitive decline of at least 6
months duration who meet diagnostic criteriafor both
FTD and AD, or itsusein aCM S-approved practical
clinical trial focused on the utility of FDG-PET inthe
diagnosis or treatment of dementing neurodegenerative
diseases.

In addition, the Medicare NCD Manual (Pub. 100-03),
Chapter 1 (Coverage Determinations) Section 220 (Radiol-
ogy), Subsection 6 (Positron Emission Tomography (PET))
Scans, is being updated by this instruction to include
complete coverage policy and requirementsfor related
clinical trials. These updated manual instructions are
included in the official instruction issued to your carrier/
intermediary, which can be found by going to:
http: //mmw.cms.hhs.gov/manual s/transmittal s/
comm_date dsc.asp.

From that web page, look for CR 3426 inthe CRNUM
column on theright, and click onthefilefor that CR.

If you have questions, please contact your intermedi-
ary at their toll-free number, which may befound at:
http: //mww.cms.hhs.gov/medl ear n/tol I nums.asp.

Related Change Request (CR) #: 3426
Medlearn Matters Number: MM 3426
Related CR Release Date: October 1, 2004
Related CR Transmittal #: 24

Effective Date: September 15, 2004
Implementation Date: October 4, 2004

Medlearn Matters articles are prepared as a service to the public
and are not intended to grant rights or impose obligations.
Medlearn Matters articles may contain references or links to
statutes, regulations, or other policy materials. The information
provided is only intended to be a general summary. It is not
intended to take the place of either the written law or regulations.
We encourage readers to review the specific statutes, regulations,
and other interpretive materials for a full and accurate statement of
their contents.
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MSN Messages and Reason Codes for Mammography
CMS has issued the following “ Medlearn Matters... Information for Medicare Providers’ article.

Provider Types Affected
Providersand supplierswho bill for mammography
Services.

Provider Action Needed

Suppliers and providers should note that this article
discusses changes in Medicare Summary Notices (MSNSs),
which are sent to Medicare beneficiaries, and Remittance
Advice (RA) messages sent to providers and suppliers
regarding mammography claims.

Background

Revised instructions for the Medicare Claims Process-
ing Manual have been issued regarding which MSN
message and ANSI X-12 8351 Adjustment Reason Code
will be used on the RA when Medicare processes mam-
mography claims. The Spanish trandlation for each new
M SN message has a so been added to the revised manual.

RemittanceAdvice M essages
For providers/supplierswho bill carriers, the remit-
tance advice messages will be asfollows:

e For claims submitted by afacility not certified to
perform digital mammographies, the RA will
contain reason code B6 “ This payment is
adjusted when performed/billed by this type of
provider, by this type of provider in this type of
facility, or by a provider of this specialty,” along
with remark code N92 “ Thisfacility is not
certified for digital mammography.”

For claims submitted by afacility not certified to
performfilm mammographies, carrierswill use
existing reason code B6, “ This payment is
adjusted when performed/billed by this type of
provider, by this type of provider in this type of
facility, or by a provider of this specialty” along
with remark code N110 “ This facility is not
certified for filmmammography.”

1American National Standards Institute (ANSI)
Accredited Standards Committee (ASC) X-12
transactions are part of the Transactions and
Code Sets Rule selected by HIPAA.

SURGERY

o For clamsthat were submitted with aninvalid or
missing FDA identification number, use existing
reason code 16 “ Clainvservice lacks informa-
tion which is needed for adjudication,” along
with remark code MA128 Missing/incomplete/
invalid six digit FDA approved identification
number.”

Implementation
The implementation date of these changesis Septem-
ber 25, 2004.

Related Instructions

TheMedicare Claims Processing Manual (Pub 100-4),
Chapter 18 (Preventive and Screening Services), Section
20 (Mammaography Services), Subsection 20.8 (Beneficiary
and Provider Notices), Subsubsections 20.8.1 (MSN
Messages) and 20.8.2 can be found on the CM S website
at: http://mww.cms.hhs.gov/imanual§/104_claims/
cIlm104index.asp

The official instruction issued to your carrier regard-
ing this change may be found at: http://mmw.cms.hhs.gov/
manual s/transmittals/comm_date dsc.asp

From that web page, look for CR2617 inthe CR NUM
column on theright, and click onthefilefor that CR.

If you have any questions, please contact your
carrier/intermediary at their toll-free number, which may be
found at: http://mww.cms.hhs.gov/medlear n/tollnums.asp

Related Change Request (CR) #: 2617
Medlearn Matters Number: MM 2617
Related CR Release Date: June 25, 2004
Related CR Transmittal #: 295

Effective Date: September 25, 2004
Implementation Date: September 25, 2004

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

Coverage by Medicare Advantage Organizations for National
Coverage Determination (NCD) Services Not Previously Included in

the Medicare Advantage’s Capitated Rates
CMS has issued the following “ Medlearn Matters... Information for Medicare Providers’ article.

Provider Types Affected

Physicians, providers, and suppliersbilling for the services mentioned below

Provider Action Needed
STOP — I mpact to You

Medicare Advantage (MA) rates were recently adjusted to account for three National Coverage Determination (NCD)
services. These services areimplantable automatic defibrillators (effective 10/1/03), ventricul ar assist devices (effective 1/
1/04), and lung volume reduction surgery (effective 1/1/04). MA organizations are liablefor payment for theseNCD

services beginning January 1, 2005.

The FCSO Medicare B Update!
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CAUTION —What You Need to Know

For servicesrendered prior to January 1, 2005, payment for servicesrelating to the three NCD services mentioned
above are paid by Medicare on afee-for-service basisfor MA plan enrollees. Note that, prior to January 1, 2005, beneficia-
ries are not responsible for Part A or Part B deductibles associated with these services, though they are responsible for
coinsurance amounts appropriate under Medicare fee-for-servicerules.

GO —What You Need to Do

Be aware that these services will not be paid on afee-for-service basis on or after January 1, 2005. Instead, the MA
plan will be responsible for making payment. Note also that MA enrollees receiving servicesfor lung volume reduction
surgery services must receive these services in designated hospitals.

Background

When Medicare issued these NCDs initially, new coverage was introduced and the cost of that coverage was not
reflected in the rates paid to MA plans. Thus, Medicare paid for these services separately on afee-for-service basis until
such time asthe cost could be considered in determining MA rates. The Centersfor Medicare & Medicaid Services will
factor these costsinto the MA payment rates as of January 1, 2005. At that time, Medicare will no longer pay for these
services on the fee-for-service basis.

Additional Information
Procedure codes associated with these services are reflected in the following table:

ProcedureCodes Description

32491 Removal of lung, other than total pneumonectomy; excision plication of
emphysematous lung(s) (bullous or non-bullous), for lung volume reduction, sternal
split or transthoracic approach, with or without any pleural procedure.

33979 Insertion of Ventricular Assist Device, implantableintracorporeal, single ventricle

G032 Preoperative pulmonary surgery servicesfor preparation for LVRS, complete course of
servicesto include aminimum of 16 days of service

G003 Preoperative pulmonary surgery servicesfor preparation for LVRS, 10-15 daysof
services

G034 Preoperative pulmonary surgery servicesfor preparation for LVRS, 1-9 days of
services

€1213) Post discharge pulmonary surgery servicesafter LV RS, minimum of 6 days of services

ICD-9CM 37.66ICD-9CM 3222  Insertion of implantable heart assist system Lung Volume Reduction Surgery

I npatient ProcedureCodes Description

G032 Preoperative pulmonary surgery servicesfor preparation for LVRS, complete course of
servicesto include aminimum of 16 days of service

G033 Preoperative pulmonary surgery servicesfor preparationfor LVRS, 10-15 days of
services

G034 Preoperative pulmonary surgery servicesfor preparationfor LVRS, 1-9 days of
services

G036 Post discharge pulmonary surgery servicesafter LVRS, minimum of 6 days of service

ICD-9CM 37.66ICD-9CM 3222  Insertion of implantable heart assist system Lung Volume Reduction Surgery

If you have any questions regarding thisissue, please contact your carrier or intermediary on their toll-free number,
which may be found at: http://www.cms.hhs.gov/medl ear n/tollnums.asp.

Related Change Request (CR) #: 3301

Medlearn Matters Number: MM 3301

Related CR Release Date: N/A (CRisnot available)
Related CR Transmittal #: N/A

Effective Date: January 1, 2005

Implementation Date: January 3, 2005

Medlearn Matters articles are prepared as a service to the public and are not intended to grant rights or impose obligations. Medlearn
Matters articles may contain references or links to statutes, regulations, or other policy materials. The information provided is only
intended to be a general summary. It is not intended to take the place of either the written law or regulations. We encourage readers to
review the specific statutes, regulations, and other interpretive materials for a full and accurate statement of their contents.
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Percutaneous Transluminal Angioplasty (PTA)
CMS has issued the following “ Medlearn Matters... Information for Medicare Providers’ article.
Provider Types Affected

Hospitals, physicians, and suppliers.
Provider Action Needed

Effective October 12, 2004, Medicarewill expand its coverageto include PTA of the carotid artery concurrent with
placement of an FDA-approved carotid stent. This must be for an FDA-approved indication when furnished in accor-
dance with FDA-approved protocols governing post-approval studies. Thisis an addition to coverage in the context of
an FDA-designated Category B Investigational Device Exemption(IDE) clinical trial.

Background

Percutaneous Transluminal Angioplasty involves inserting a balloon catheter into a narrow or occluded blood
vessel to recanalize and dilate the vessel by inflating the balloon. The objective of PTA isto improve the blood flow
through the diseased segment of a vessel so that vessel patency isincreased and embolization is decreased. PTA (with
and without the placement of a stent) is used for dilating lesions of peripheral, renal, and coronary arteries.

PTA is covered to treat atherosclerotic obstructive lesions:

inthe lower extremities, and the upper extremities not including head or neck vessels;
in treatment of asingle coronary artery for patients for whom the likely alternative treatment is coronary bypass
surgery and who exhibit certain characteristics;

o of therend arteriesfor patients in whom there is an inadequate response to a thorough medical management of
symptoms and for whom surgery isthe likely aternative; and

o of arteriovenous dialysis fistulas and grafts when performed through either a venous or arterial approach.

PTA treatments that are not covered include:

e inthe carotid artery when used to treat obstructive lesions outside of FDA-approved protocols governing Cat-
egory B IDE clinical trials and outside of FDA-required post approval studies;

o totreat obstructive lesions of the vertebral and cerebral arteries;

o forall other indicationsfor which CM S has not specifically indicated coverage.

Additional Information

All providers should note that Fiscal Intermediaries (FIs) and carrierswill follow the same procedures for process-
ing post-approval study devicesthat are currently in place for Category B IDEs. For example, aletter of verification that
the device is a post-approval study device should be sent to the carrier or intermediary before billing for the device.

In addition, providershilling carriers:

e Place no morethan one Pre-Market Approval (PMA) number (that beginswith a“P") in either item 23 of the CMS-
1500 paper claim format or in the 2300 I nvestigational Device Exemption (IDE) Number Ref Segment, data el ement
REF02 (REFO1=LX) of the837p claimformat
Use the QA modifier to reflect PTA post-approval study devicesclaim
Use 37799, unlisted procedure, vascular surgery, as the procedure code
Use 433.10 asthe diagnostic code

For providershilling Fls:

o Place no morethan one PMA number (that beginswitha“P”) inform locator 43 of the CM S-1450 paper formor in
2300 | DE Number Ref Segment, dataelement REFO2 (REFO1=L X) of the 837i

e Userevenue code 0624 for post-approval study devicesin form locator 42 of the CM S-1450 paper claim form or 2400
Institutional Service Line SV 201 Segment, dataelement 234 of the 837i
Use 433.10 asthe diagnostic code
Use the inpatient procedure codes of 39.50 (angioplasty or atherectomy of non-coronary vessel) and 39.90 (insertion
of non-coronary artery stent or stents)

The official instruction issued to your carrier regarding this change may be found at:
http: //www.cms.hhs.gov/manual s'transmittals.comm_date_dsc.asp.

From that web page, look for CR 3489 inthe CR NUM column on theright, and click onthefilefor thedesired CR.
For additional information relating to thisissue, please call your carrier/intermediary at their toll free number at:
http: //mww.cms.hhs.gov/medl ear n/tol | nums.asp.

Related Change Request (CR) #: 3489 Medlearn Matters Number: MM 3489
Related CR Release Date: October 15,2004 Related CR Transmittal #: 314 and 25
Effective Date: October 12, 2004 Implementation Date: October 12, 2004

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

National Coverage Determination (NCD): Current Perception

Threshold/Sensory Nerve Conduction Threshold Test (SNCT)

IMPORTANT NOTE: Thisingtruction hasbeen replaced by MM 3339, theM edlear n M atter sarticlefor CR3339,
Transmittal 15, titled: NCD: Sensory Nerve Conduction Threshold Test (SNCT), dated June 18, 2004. To see
MM 3339, go to: http://mmw.cms.hhs.gov/medl ear n/matter smmarticles/2004/MM3339.pdf

CMS has issued the following “ Medlearn Matters... Information for Medicare Providers’ article.

Provider Types Affected
Physicians, suppliers, and providers

Provider Action Needed
Providers should know that the Centersfor Medicare & Medicaid Services (CMS) hasreviewed its policy on SNCT
and reaffirmsits original national non-coverage decision on sSNCT.

Background

Based on areconsideration of current Medicare policy for SNCT, CMSreaffirmsitsoriginal national noncoverage
policy regarding the Current Perception Threshold/Sensory Nerve Conduction Threshold Test (SNCT). The National
Coverage Determination Manual (Pub. 100-03; Chapter 1; Subsection 160.23) has been updated to reflect this most recent
non-coverage determination as aresult of the reconsideration review.

Therevision to the National Coverage Determination Manual isan NCD, and NCDsare binding on all Medicare
carriers, fiscal intermediaries, quality improvement organi zations, health mai ntenance organi zations, competitive medical
plans, and health care prepayment plans.

Also, under 42 Code of Federal Regulations (CFR) 422.256(b), an NCD that expands coverageisalso binding on
M edicare+Choice Organizations. In addition, an administrative law judge may not review an NCD. (See 81869(f)(1)(A)(i) of
the Social Security Act.)

Implementation
The effective date and the implementation date for thisinstructionisApril 1, 2004.
Additional Information
The official instruction issued to your carrier regarding this change may be found by going to:
http: //www.cms.hhs.gov/manual s/transmittals‘comm_date_dsc.asp
On that web page, ook for CR2988 in the CR NUM column on theright, and click on thefilefor that CR.
Therevised portions of the NCD Manual areincluded with that CR.

Related Change Request (CR) #: 2988

Medlearn Matters Number: MM 2988

Related CR Release Date: March 19, 2004

Related CR Transmittal #: 8

Effective Date: April 1, 2004

Implementation Date: April 1, 2004

Medlearn Matters articles are prepared as a service to the public and are not intended to grant rights or impose obligations. Medlearn
Matters articles may contain references or links to statutes, regulations, or other policy materials. The information provided is only

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

MMA-Billing Requirements for Islet Cell Transplantation for

Beneficiaries in a National Institutes of Health (NIH) Clinical Trial
CMS has issued the following “ Medlearn Matters... Information for Medicare Providers’ article.
Provider Types Affected

All providersinvolvedin an NIH sponsored clinical trial

Provider Action Needed

STOP — I mpact to You
Inthespecific context of an NIH sponsored clinical trial:

For services performed on or after October 1, 2004, Medicarewill cover islet cell transplantation for tria participants
(patients) with Type | diabetes. Theislet cell transplant may be done alone or in combination with akidney transplant.
Immunosuppressive therapy to prevent rejection of the transplanted islet cells and routine follow-up care will be neces-
sary for each trial participant.

CAUTION —What You Need to Know
Partial pancreatic tissue transplantation or islet cell transplantation performed outside the context of aclinical trial
continues to be noncovered.

GO —What You Need to Do
Please stay current on instructions pertaining to NIH sponsored clinical trials to ensure accurate claims processing.

Background

Asaresult of Section 733 of the Medicare Modernization Act (MMA), for services performed/discharged on or after
October 1, 2004, Medicare will cover islet cell transplantation for patientswith Type | diabeteswho are participating in an
NIH sponsored clinical trial.

For dates of service on and after October 1, 2004, for such beneficiaries, Medicare carrierswill accept claimsfor islet
cell transplantation with atype of service code of 2 and aHCPCS of G0341 (Percutaneousislet cell trans), G0342
(Laparoscopy idlet cell trans), or G0343 (L aparotomy islet cell transp). Physicians should also usethe QV modifier for islet
cell transplantation and routine follow-up carerelated to thisNIH trial.

Where beneficiariesare enrolled in aMedicare Advantage (MA) plan, Medicare carriers or intermediaries should
make payment directly to providers of theseislet cell transplantsin accordance with Medicare payment rules, except that
MA beneficiaries receiving the services are not responsible for the Part A and Part B deductibles. Such beneficiaries will
be liable, however, for any applicabl e coinsurance amounts that the MA organization hasin placefor clinical trial benefits.

Providersbilling Medicareintermediariesfor these services should do so on an 11x type of bill. Such claimswill be
paid by theintermediary only for IPPS hospital s participating in thetrial, and claimsfor beneficiariesin MA plans should
also include condition code 30 so the deductible will not be applied.

For fee-for-service beneficiaries, deductiblesand coinsurance will apply.

Additional Information

The official instruction issued to theintermediary regarding this change can be found online, referenced via CR 3385,
at: http://mwww.cms.hhs.gov/manuals/pm_trans/R261Cp.pdf.

If you have questions regarding thisissue, you may also contact your carrier or fiscal intermediary at their toll-free
number, which may be found at: http://www.cms.hhs.gov/medl ear n/tollnums.asp.

Related Change Request (CR) #: 3385

Medlearn Matters Number: MM 3385

Related CR Release Date: July 30, 2004

Related CR Transmittal #: 261

Effective Date: October 1, 2004

Implementation Date; October 4, 2004

Medlearn Matters articles are prepared as a service to the public and are not intended to grant rights or impose obligations. Medlearn
Matters articles may contain references or links to statutes, regulations, or other policy materials. The information provided is only

intended to be a general summary. It is not intended to take the place of either the written law or regulations. We encourage readers to
review the specific statutes, regulations, and other interpretive materials for a full and accurate statement of their contents.
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CONNECTICUT anp FLORIDA COVERAGE/REIMBURSEMENT

Treatment of Obesity
CMS has issued the following “ Medlearn Matters... Information for Medicare Providers’ article.
Provider Types Affected

All Providers.

Provider Action Needed

No action isnecessary. Thisarticleisinformational only. Current language in the National Coverage Determinations
(NCD) Manual statesthat “obesity itself cannot be considered anillness.” Thislanguage is being removed as aresult of a
recent decision by the Secretary of Health and Human Services. The change in the manual language will not directly affect
current Medicare coverage of obesity treatments. Treatments for obesity alone remain noncovered and treatments of
diseases resulting in or exacerbated by obesity remain unchanged.

Providers should note, however, that removal of the language does permit interested parties to submit NCD requests
for anti-obesity interventionsto the Centersfor Medicare & Medicaid Servicesto determineif scientific and medical
evidence demonstrate their effectivenessinimproving Medicare beneficiaries health outcomes.

Background
Nationally Covered Indications

Services performed in connection with the treatment of obesity are covered by Medicare only when such services are
an integral and necessary part of a course of treatment for diseases such as hypothyroidism, Cushing’s disease, hypotha-
lamic lesions, cardiovascular diseases, respiratory diseases, diabetes, and hypertension.

Nationally Noncovered Indications

The treatment of obesity alone (i.e., where obesity cannot be shown to be an integral part of a disease process) is not
considered reasonable and necessary for the treatment of an illness or injury and is not covered under the Medicare
program. Supplemental fasting is not covered under the Medicare program as a general treatment for obesity.

Other

Supplemented fasting with adequate monitoring of the patient is eligible for alocal coverage determination at the
discretion of your Medicare contractor where weight loss is necessary before surgery to ameliorate the complications
posed by obesity when it coexists with pathological conditions such as cardiac and respiratory diseases, diabetes, or
hypertension (and other more conservative techniques to achieve this end are not regarded as appropriate).

Implementation
Theimplementation date for thisinstruction is October 1, 2004.

Additional Information
The official instruction issued to your Medicare contractor regarding this change may be found at:
http: //www.cms.hhs.gov/manual §/transmittalss’comm_date dsc.asp.
From that web page, ook for CR 3502 in the CR NUM column on theright and click on thefilefor that CR. Attached
to CR 3502 isthe actual revised language for the Medicare NCD Manual .
If you have any questions, please contact your Medicare contractor at:
http: //mmww.cms.hhs.gov/medl ear n/tol | nums.asp.

Related Change Request (CR) #: 3502

Medlearn Matters Number: MM 3502

Related CR Release Date: October 1, 2004

Related CR Transmittal #: 23

Effective Date: October 1, 2004

Implementation Date: October 1, 2004

Medlearn Matters articles are prepared as a service to the public and are not intended to grant rights or impose obligations. Medlearn
Matters articles may contain references or links to statutes, regulations, or other policy materials. The information provided is only

intended to be a general summary. It is not intended to take the place of either the written law or regulations. We encourage readers to
review the specific statutes, regulations, and other interpretive materials for a full and accurate statement of their contents.
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CONNECTICUT anp FLORIDA COVERAGE/REIMBURSEMENT

Autologous Blood-Derived Products for Chronic, Non-Healing

Wounds

CMS has issued the following “ Medlearn Matters... Information for Medicare Providers’ article.

Provider Types Affected
All Medicare providers

Provider Action Needed

No actionisnecessary. Thisarticleisinformational
only. The Centersfor Medicare & Medicaid Services
(CMS) has determined, upon reconsideration of existing
policy, that autologous blood-derived products for
chronic non-healing cutaneous wounds, both platel et-
derived growth factor (PDGF) in platel et-poor plasmaand
platelet-rich plasma (PRP), will remain noncovered as
CMS continuesto believe that the clinical effectiveness of
these autologous blood-derived products is not ad-
equately provenin scientific literature.

Background

Patient-donated blood is centrifuged to produce an
autologous gel for the treatment of chronic non-healing
cutaneous wounds that persist for 30 days or longer and
fail to complete the healing process properly.

Autologous blood-derived products for chronic non-
healing wounds include both PDGF products, such as
Procuren and more recent products, and PRP products.

PRP differs from previous products because it
containswholecells, including white cells, red cells,
plasma, platel ets, fibrinogen, stem cells, macrophages, and
fibroblasts. Physiciansuse PRPinclinical settings. PDGF
does not contain cells and was marketed as a product to
be used by patients at home.

In 1992 CM S issued anational Medicare noncoverage
determination in relation to platel et-derived wound healing
formulas containing growth factorsin the treatment of
non-healing wounds. The determination was based on a
lack of sufficient published datato determine the safety
and efficacy of such formulas, and a public health service
technology assessment.

Recently, CM Sreconsidered the 1992 decision and
concluded that the clinical effectiveness of autologous
PDGF products continues to be inadequately proven in
scientific literature, and it remains non-covered for
treatment of chronic, non-healing cutaneous wounds.
Additionally, the clinical evidence does not support a
benefit in the application of autologous PRP for the

treatment of chronic, non-healing wounds, and CM S has
determined it is not reasonable and necessary and is
nationally non-covered.

It will remain at thelocal contractor’sdiscretion
whether to pay for becaplermin, a non-autol ogous growth
factor product approved by the FDA for the treatment of
chronic non-healing subcutaneous wounds. Also, the
routine costs of autologous PRP products for the treat-
ment of chronic non-healing wounds associated with
category B investigational device exemption clinical trials
are covered by Medicarein accordance with 42 CFR
405.201-405.215, 411.15, and 411.406 or section 310.1 of
the National Coverage Determinations Manual.

Additional Information

The officia instruction issued to your carrier/
intermediary regarding this change may be found at: http:/
/www.cms.hhs.gov/manual s'transmittal s/
comm_date dsc.asp.

From that Web page, look for CR 3384 inthe CR NUM
column on theright and click on thefilefor that CR.

Also if you have any questions, please contact your
carrier/intermediary at their toll-free number, which may be
found at: http://mwww.cms.hhs.gov/medl ear n/tollnums.asp.

Thetoll-free number for First Coast Service Options,
Inc. Medicare Part A Customer Service Center is1-877-602-
8816.

Related Change Request (CR) Number: MM 3384
Related CR Release Date: July 30, 2004

Related CR Transmittal Number: 19

Effective Date: July 23, 2004

Implementation Date: July 23, 2004

Medlearn Matters articles are prepared as a service to the public
and are not intended to grant rights or impose obligations.
Medlearn Matters articles may contain references or links to
statutes, regulations, or other policy materials. The information
provided is only intended to be a general summary. It is not
intended to take the place of either the written law or regulations.
We encourage readers to review the specific statutes, regulations,
and other interpretive materials for a full and accurate statement of
their contents.
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Magnetic Resonance Spectroscopy for Diagnosing Brain Tumors
CMS has issued the following “ Medlearn Matters... Information for Medicare Providers’ article.

Provider Types Affected
Physicians, providers, and suppliers

Provider Action Needed

This instruction notifies physicians, providers and
suppliers that upon reconsideration, the Centers for
Medicare & Medicaid Services (CMS) determined that
magnetic resonance spectroscopy (MRS) used as a
diagnostic tool for distinguishing indeterminate brain
lesions and/or as an aid in conducting brain biopsiesis
not reasonable and necessary, and CM S reaffirmsits
existing noncoverage policy for all indicationsof MRS.

Background

Magnetic resonance spectroscopy (MRS) is an
application of magnetic resonanceimaging (MRI). Itisa
noninvasive diagnostic test that uses strong magnetic
fields to measure and analyze the chemical composition of
humantissues. OnMarch 22, 1994, CM S considered MRS
an investigational procedure and issued a national
noncoverage determination for all indications of MRS.

Upon thorough review and reconsideration of the
existing noncoverage policy, aswell asthe available
evidence for the use of MRS as adiagnostic tool for
distinguishing indeterminate brain lesions, and/or as an
aid in conducting biopsies, CM S determined that the
evidence is not adequate to conclude that MRS is
reasonable and necessary under Section 1862(a)(1)(A) of
the Socia Security Act.

Therefore, CM Sreaffirmsits existing noncoverage
policy at Section 220.2.1 (M agnetic Resonance Spectros-
copy) of the National Coverage Determinations (NCD)
Manual for all indications of MRS. Thisaddition to
Section 220.2.1 isanational coverage determination
(NCD), and NCDsarehinding on al carriers, fiscal
intermediaries, quality improvement organizations, health
mai ntenance organizations, competitive medical plans, and
health care prepayment plans. In addition, an administra-
tivelaw judge may not review an NCD (see Section
1869(f)(1)(A)(i) of the Social Security Act).

Implementation
Theimplementation datefor thisreaffirmation of the
NCD is September 10, 2004.

Additional Information

In addition to the updated manual instructions found
at Section 220.2.1 (MRS) of theMedicare NCD Manual
(Pub 100-03), Chapter 1, asoutlined above, Sections 220.2
(MRYI), and 220.3 (M agnetic Resonance Angiography) are
being reprinted with clerical /technical edits/clarifications.
There are no substantive revisions and no changes to
existing NCD policy. The updated manual instructionsare
included in the official instruction issued to your contrac-
tor, and it can be found by going to: http://
www.cms.hhs.gov/manual s/transmittal s/
comm_date dsc.asp.

From that Web page, look for CR 3425 inthe CR NUM
column on theright, and click onthefilefor that CR.

If you have any questions, please contact your carrier
or intermediary at their toll-free number, which may be
found at: http://mwww.cms.hhs.gov/medlear n/tollnums.asp.

Thetoll-free number for First Coast Service Options,
Inc. Medicare Part A Customer Service Center is1-877-602-
8316.

Related Change Request (CR) Number: 3425
Related CR Release Date: September 10, 2004
Related CR Transmittal Number: 21

Effective Date: September 10, 2004
Implementation Date: September 10, 2004

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

HIPAA - THE HEALTH INSURANCE
PORTABILITY AND ACCOUNTABILITY AcCT

Remittance Advice Remark Code and Claim Adjustment Reason Code

Update

CMS has issued the following “ Medlearn Matters... Information for Medicare Providers’ article.

Provider Types Affected
All providers

Provider Action Needed
Beaware of the current remittance adviceremark and
reason codes to understand actions taken on your claims.

Background

The Centersfor Medicare & Medicaid Services
(CMS) maintainsthe remittance adviceremark codelist,
one of the code lists mentioned in the ASC X 12 transac-
tion 835 (Health Care Claim Payment/Advice) version
4010A1 Implementation Guide (1G).

The complete list of these codes may be found at:
http: //mww.wpc-edi.com/codes/Codes.asp.

Thelist isupdated three times per year.

By July 6, 2004 al Medicare carriersand fiscal
intermediaries (FIs), including the durable medical
equipment carriers (DM ERCs) and the regiona home
healthintermediaries (RHHIs), will haveincorporated all
current remark code changesin their Medicare systems.

Remark Codes Changes
Thefollowing table summarizesremark code changes
made from November 1, 2003 to February 29, 2004.

New Codes

N213  Missing/incomplete/invalid facility/discrete unit
DRG/DRG exempt statusinformation.

N214  Missing/incomplete/invalid history or history of
therelated initial surgical procedure(s).

N215 A payer providing supplemental or secondary
coverage shall not require aclaims determination
for this service from aprimary payer asa
condition of making itsown determination.

N216  Patient isnot enrolled in this portion of our

benefit package.

M odified Remark Codes (EffectiveApril 1,2004)

M119 Missing/incomplete/invalid/deactivated/
withdrawn National Drug Code.
Thisdecisionisbased on alocal medical review
policy (LMRP) or local coverage determination

N115

(LCD). AnLMRP/LCD providesaguideto assist
in determining whether aparticular item or service
iscovered. A copy of thispolicy isavailable at
http: //imww.cms.hhs.gov/med, or if you do not
have web access, you may contact the contractor
to request acopy of the LMRP/LCD.

M odified Remar k Codes (Effective February 1, 2004)

M51  Missing/incomplete/invalid procedure code(s)
and/or dates.

M69  Paid at the regular rate because you did not
submit documentation to justify the modified
procedure code.

MAS53 Missing/incomplete/invalid Competitive Bidding
Demonstration Project identification.

MA92 Missing/incomplete/invalid plan information for
other insurance.

Deactivated Remark Codes

None

Claim Adjustment Reason Code Changes
TheHealth Care Code M ai ntenance Committee
maintains the health care claim adjustment reason codes.
The committee meets at the beginning of each X12
trimester meeting (February, June, and October) and makes
decisions about changes, additions, modifications, and
retirement of reason codes. The updated list is posted
threetimes per year, after each meeting, and thelist may be
found at: http://mww.wpc-edi.com/codes/Codes.asp.

The committee approved the following reason codes
as new codes as of February 2004:

Code  Current Narrative

161 Provider performance bonus

162 State-mandated Requirement for Property and
Casualty, see Claim Payment Remarks codefor
specific explanation.

Related Change Request (CR) Number: 3227
Related CR Release Date: April 30, 2004
Related CR Transmittal Number: 154
Effective Date; July 1, 2004

Implementation Date: July 6, 2004

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

Revised American National Standards Institute X12N 837 Professional

Health Care Claim Companion Document
CMS has issued the following “ Medlearn Matters... Information for Medicare Providers’ article.

Provider Types Affected
Physicians, suppliers, and providers

Provider Action Needed
STOP — I mpact to You

Physicians, suppliers, and providers should note that
thisinstruction provides revisions to the American
National StandardsInstitute (ANSI) X12N 837 Professional
Health Care Claim Companion Document.

CAUTION —What You Need to Know

Therevisionsto the ANSI X 12N 837 Professional
Health Care Claim Companion Document correct errorsand
omissionsin the Companion Document (CD) provided
previously by Change Request (CR) 2900, Transmittal 29,
dated December 19, 2003.

GO —What You Need to Do

Refer to the Background and Additional Information
sections of thisinstruction for further details regarding
these changes.

Background

The Health Insurance Portability and Accountability
Act (HIPAA) directed the Secretary of the Department of
Health and Human Services (HHS) to adopt standards for
transactions to enable health information to be exchanged
electronically, and theAdministrative Simplification Act
(ASA), one of the HIPAA provisions, requires standard
formats to be used for electronically submitted health care
transactions.

TheAmerican National Standard Institute (ANSI)
developed these, and the ANSI X 12N 837 Implementation
Guide (1G) has been established as the standard of compli-
ancefor claim transactions.

A Companion Document is defined as a set of state-
ments, which supplementsthe X 12N 837 Professional 1G
and it clarifies contractors expectationsregarding data
submission, processing, and adjudication.

Thisinstruction revisesthe X 12N 837 Professional
Health Care Claim Companion Document and corrects
errors and omissionsinthe CD (previously provided by
Change Request (CR) 2900, Transmittal 29, dated December
19, 2003).

This instruction also provides additional language to
the CD to cover items not previously addressed.

Also note that the Companion Document supple-
ments, but does not contradict, requirementsin the X12N
837 Professional 1G. A summary of changesto the docu-
ment includesthefollowing:

o Addition of anew statement indicating “All
diagnosis codes submitted on a claim must be

valid codes per the qualified code source. Claims
that contain invalid diagnosis codes, pointed to
or not, will berejected;”

e Addition of two negative value statements for
the 2400 loop (SV102 and CR102/CR106) which
were omitted from the previous document;

¢ Revision to the calendar date statement, which
changesit from “should” to “must;”

e Revisionstothe maximum CLM statement which
allowsyour carrier to specify the actua [value]
and changes“will” to“will/may;”

¢ Revisionsto ISA06 and | SA08 statements which
changes both from “required” to “optional;”

o Correction madeto option B of modifier state-
ment; and

e Removal of calendar date statement from 997
section.

The specific language provided in the Companion
Document is based on recommendati ons/decisions made
by the Electronic Data | nterchange Functional
Workgroup (EDIFWG). The EDIFWG consists of
membersfrom the Centersfor Medicare & Medicaid
Services (CMS), Part B contractors, and shared system
maintainers.

To view the actual details of the changes for this CD,
please see the additional information section for instruc-
tions on how to access the official CM Sinstruction
issued to your carrier.

Implementation
The implementation date for thisinstruction isMay
24, 2004.

Additional Information

The officia instruction issued to your carrier
regarding this change may be found at: http://
www.cms.hhs.gov/manual s/'transmittal s/
comm_date _dsc.asp

From that web page, look for CR3177inthe CRNUM
column ontheright, and click on thefilefor that CR. If
you have any questions, please contact your carrier/
intermediary at their toll-free number, which may befound
at: http://mww.cms.hhs.gov/medlear n/tollnums.asp.

Also, IGsfor al transactions are avail able el ectroni-
cally for each transaction at the following website:

http: /Mmww.wpc-edi.com.

Related Change Request (CR) #: 3177
Medlearn Matters Number: MM 3177
Related CR Release Date: April 23, 2004
Related CR Transmittal #: 73

Effective Date: May 24, 2004
Implementation Date: May 24, 2004

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

Remittance Advice Remark Code and Claim Adjustment Reason Code
Update

CMS has issued the following “ Medlearn Matters... Information for Medicare Providers’ article.
Provider Types Affected
All providers

Provider Action Needed
STOP — I mpact to You

The June 2004 updates have been posted for the X 12N 835 Health Care Remittance Advice Remark Codes and the
X12 N 835 Health Care Claim Adjustment Reason Codes.

CAUTION —What You Need to Know
The most current and complete list will be found online at: http: //mww.wpc-edi.com/codes/Codes.asp

Please note that in case of a discrepancy, the code text included on the Washington Publishing Company (WPC)
web sitewill supersede any corresponding text in aCR. In addition, with respect to Health Care Claim Adjustment
Reason Codes, few temporary reason codes (D16-D20) were added for the caseswhere commercial payers do not make
use of the available remark codes when the reason code used istoo generic to help providers decide on the follow-up
action. Medicare will not use these new temporary reason codes but rather will continue the current use of the
combination of reason and appropriate remark codes.

GO —What You Need to Do

The above noted codes are updated three times a year. Please advise billing staff to stay current with the latest
approved and valid codes, in accordance with effective and implementation dates, to ensure accurate Medicare claims
processing.

Background

The Remittance Advice Remark Codelist isone of the code lists mentioned in the ASC X 12 transaction 835 (Health
Care Claim Payment/Advice) version 4010A 1 Implementation Guide (IG). Thislistismaintained by The Centersfor
Medicare & Medicaid Services (CMS) and is updated threetimes ayear. The completelist of current codesisavailable
online at the WPC web site: http://mww.wpc-edi.com/codes/Codes.asp

The Health Care Claim Adjustment Codes are maintained by the Claim Adjustment Reason Code and Status Code
Maintenance Committee. The Committee meets at the beginning of each X12 trimester meeting (February, June, and
October) and decides on any additions, modifications, or retirement of reason codes. The updated list is posted three
timesayear and the complete list of current codesis available online at the WPC website:
http: //mmww.wpc-edi.com/codes/Codes.asp

Additional Information

The most recent changes approved for the Remittance Advice Remark Codes and the Claim Adjustment Reason
Codes can befound in the official instruction issued to your carrier or fiscal intermediary, including Durable Medical
Equipment Regional Carriers(DMERCS). That official instructionisfound in CR 3466, whichisavailableat:

http: //mww.cms.hhs.gov/manual s/transmittals‘comm_date dsc.asp

Once at that page, scroll down the CR NUM column on theright to find thelink for CR 3466. Click onthelink to
open and view thefilefor the CR.

The CR attachments also include information on the process of decision making that resultsin updates to the X 12N
835 Health Care Remittance Advice Remark Codes and the X12 N 835 Health Care Claim Adjustment Reason Codes. It
also includes a table of changes; however, please note that the most current and complete list is online at the WPC web
site. This CR includes changes made only from March through June of 2004.

If you have questions regarding thisissue, you may also contact your carrier or fiscal intermediary at their toll free
number at: http://mwww.cms.hhs.gov/medl ear n/tollnums.asp.

Related Change Request (CR) #: 3466 Medlearn Matters Number: MM 3466
Related CR Release Date: October 15,2004 Related CR Transmittal #: 313
Effective Date: January 1, 2005 Implementation Date: January 3, 2005

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

58 The FCSO Medicare B Update! First Quarter 2005



Update of Health Care Claim Status Codes and Health Care Claim
Status Category Codes for Use with the Health Care Claim Status
Request and Response ASC X12N 276/277

CMS has issued the following “ Medlearn Matters... Information for Medicare Providers’ article,

Provider Types Affected
All providers

Provider Action Needed
STOP — Impact to You

The Health Insurance Portability and Accountability
Act (HIPAA) of 1996 requiresall payersto usethe
applicable health care claim status category codes and
health care claim status codes.

CAUTION — What You Need to Know

Medicareintermediaries (FIs) and carriersmust
periodically updatetheir claim system with the most
current health care claim status category codes and health
care claim status codes for use with the Health Care Claim
Status Request and Response ASC X 12N 276/277.

GO — What You Need to Do
Providers will need to be aware of the new codes that
may appear on their response to a claim status inquiry.

Background

Medicare Flsand carriers must periodically update
their claim system with the most current health careclaim
status category codes and health care claim status codes
for use with the Health Care Claim Status Request and
Response ASC X 12N 276/277. Under HIPAA, all payers
must use health care claim status category codes and
health care claim status codes approved by the Health
Care Code Maintenance Committee.

At each X12 trimester meeting (generally heldinthe
months of February, June and October) the Committee may
update the claim status category codes and health care
claim status codes. Included in the code list are specific
details, such as the date a code was added, changed, or
deleted.

Per HIPAA, health plans must be able to conduct the
standard electronic transactions mentioned in the regula-
tion. The named HIPAA transaction for claim statusisthe
ASC X12N 276/277 4010A 1 Health Care Claim Status
Request and Response. The code sets for use with the
276/277 arethe Health Care Claim Status Category Codes
and Health Care Claim Status Codes.

Medicare contractors are already using these code
sets because of prior instructions. However, recently
some hew codes and code changes were made with the
designation “new asof 2/04.” Medicare FISand carriers
will start using the “new as of 2/04” codes as of January 3,
2005.

Additional Information
Claim status codes are used in the Health Care Claim
Status Notification (277) transaction in the STCO1- 2,

STC10-2 and STC11-2 composite elements. They indicate
the detail about the general status communicated in the
Claim Status Category Codescarried in STC01-1, STC10-1
and STC11-1.

Claim statuscodescommunicateinformation about the
statusof aclaim, i.e., whether it’ sbeen received, pended,
or paid.

For users who are new to the Claim Status transac-
tion, please review the 276/277 Implementation Guide for
using claim status codes.

TheClaim Satustransaction isnot used asafinancial
transaction.

Claim status category codes are used in the Health
CareClaim Status Notification (277) transactionin the
STCO01-1, STC10-1and STC11-1 composite elements. They
indicate the general category of the status (accepted,
rejected, additional information requested, etc.), whichis
then further detailed in the claim status codes carried in
STC01-2, STC10-2and STC11-2.

The code setsfor use with the 276/277 are the Health
Care Claim Status Category Codesand Health Care Claim
Status Codes found at: http:// mww.wpc-edi.com/codes/
codes.asp.

By January 3, 2005, Medicare FISand carriers must
have al applicable code changes and new codes that are
posted on the website with the “ new as of 2/04” designa-
tion and prior dates available for use in production.

The official instruction issued to your contractor
regarding this change may be found by going to:
http: //mmw.cms.hhs.gov/manual s/transmittal s/
comm_date dsc.asp.

From that Web page, look for CR 3361 inthe CR NUM
column on theright, and click onthefilefor that CR.

Related Change Request (CR) Number: 3361
Related CR Release Date: July 23, 2004
Related CR Transmittal Number: 230
Effective Date: January 1, 2005
Implementation Date: January 3, 2005

Source: CM SPub 100-4 Transmittal 230, CR 3361, PCM
#0420809

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

GENERAL INFORMATION

Fraub, WASTE, AND ABUSE

CMS Program Integrity Initiative

August 30, 2004

he Centersfor Medicare & Medicaid Services(CMYS)

today announced efforts to protect the nation’s
largest federal

health programs through the use of enhanced tools
that will help to better identify and reduce fraud and
abuse and prevent improper payments.

CMSisbuilding onits current program integrity
efforts by increasing the use of claims data and further
analyzing that information to more efficiently detect
improper payments, vulnerabilitiesin all Medicareand
Medicaid programs, and potential areas of fraud and
abuse. CM S seeks to use its analysis to more effectively
educate providers and beneficiaries in an effort to prevent
and minimizewaste, fraud, and abuse. CMS' program
integrity efforts are being expanded beyond fee-for-
service Medicare to also encompass oversight of the
discount drug card program, Part D prescription drug
benefit and the new Medicare Advantage plans. CMSwill
also continue to focus on program integrity efforts
relating to the Medicaid program.

CMSisalso taking a number of stepsto enhanceits
program integrity effortsin response to the increased
programmatic responsibilities assumed under the MMA
and the demonstrated need for more coordinated efforts
toidentify and correct program vulnerabilities (as
illustrated by the increase in power wheelchair spending
and with hospital outliers).

Increased Oversight Role to Protect the
Medicare Trust Funds

e Theenhanced CMS Program Integrity oversight
extends beyond fee-for-service M edicare and will now
include the Medicare-Approved Drug Discount Card
Program, the new Medicare prescription drug benefit
and the Medicare Advantage plans.

e CMShascontracted with IntegriGuard, aprogram
safeguard contractor (PSC), to monitor activities
associated with drug cards. A critical task of this PSC
is aweekly assessment of the sponsor’s drug pricing
information to identify any “bait and switch”
activities. Additionally the PSC will beworking to
identify fraudulent activities surrounding the
discount drug card program including counterfeit
drug cards and identity theft schemes.

e CMSisalso continuing to work with law enforcement
agencies to aggressively pursue all cases where

companies posing as drug card sponsors have
compromised Medicare beneficiaries.

Increased Oversight of the Medicaid
Program

CMSisexpanding the Medicare-Medicaid (Medi-

Medi) match program where claimsdatafrom both
programs is analyzed together to detect patterns that may
not be evident when billingsfor either program are viewed
inisolation. Asaresult of combining the data, CMS can
identify previously undetected patterns, such as “time
bandits,” providerswho bill for atotal of morethan 24
hoursin aday in both programs. Thisproject allowsCMS
to identify vulnerabilitiesin both programs and work with
the states, where appropriate, to take action to protect the
federal share of Medicaid dollars. CMS' goal isto
ultimately review thisdatain “real time.”

TheMedi-Medi program began in 2001 with the State
of California. After two years of data matching and
expansion to six more states, this program has posted
results of $75 million worth of cost avoidance,
identification of program vulnerabilities, savings, and
recoupments. More than 90 cases have been referred
to federal and state law enforcement agencies that are
in various stages of development and/or ongoing
investigation. Given its successin the first seven
states, CM S is expanding the Medicare and Medicaid
data evaluation to the states of Ohio and
Washington. Federal expenditures in these states
exceed $28 hillion.

Expansion of the Medicare-Medicaid match project
will also help in better oversight of prescription drug
fraud since many Medicaid prescription drug
beneficiarieswill seetheir drug benefits through
Medicare beginning in 2006.

To support one of CMS' top priorities, combating
fraud, waste, and abuse in the Medicare-Medicaid
provider enrollment process, aworkgroup has been
established that explored the feasibility of
coordinating the Medicare and Medicaid provider
enrollment processes in ways that increase the overall
effectiveness and efficiency of those systems. A pilot
project involving three states began in fiscal year
2004. Theintent of this project wasto produce a
“one-stop” or acombined provider enrollment form
applicable to both programs. This effort has been
very successful and has resulted in identifying
efficiencies that have been beneficial to both
programs.
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CMS has issued a proposed regulation calling on states to
report improper paymentsin Medicaid and State
Children’s Health Insurance programsto HHS. Under the
proposed rule, which is open for public comment until
September 27, CMSwill require statesto estimate these
improper payments by reviewing amonthly sample of
Medicaid and SCHIP claims. Thisinformationwill beused
to determine the accuracy of the payments based on
whether theindividual waseligible for the program,
medical review and data processing. Once CM Sreceives
thisinformation from all 50 states and the District of
Columbiathe national error ratewill becalculated. The
regulation can be found at In addition to announcing its
enhanced steps to analyze program data, CM S today
issued a proposed regulation calling on states to report
improper paymentsin Medicaid and State Children’s
Health Insurance programsto HHS. Under the proposed
rule, which isopen for public comment until September 27,
CMSwill require statesto estimate these improper
payments by reviewing amonthly sample of Medicaid and
SCHIPclaims. Thisinformationwill be used to determine
the accuracy of the payments based on whether the
individual waseligiblefor the program, medical review and
data processing. Once CMSreceivesthisinformation
from all 50 states and the District of Columbiathe national
error ratewill be calculated. (The proposed rule can be
found at:

http://a257.g.akamaitech.net/7/257/2422/
06jun20041800/edocket.access.gpo.gov/2004/04-
19603.htm.)

Greater Emphasis on Identifying,
Responding to and Resolving Problems

e Building onitscurrent datacollection efforts, CMS
will increase the use of electronic datato more
efficiently detect improper payments, program
vulnerahilities, and potential areas of fraud and abuse
in both the Medicare and Medicaid programs.

e CMSistracking and trending Medicare and Medicaid
claims dataon anational level soit canidentify
problems at the health care provider and service
specific levels. Thisinformation can be used to
proactively identify potential problematic utilization
spikes so that their underlying cause can be
determined.

e CMSismonitoring thisinformation and work across
the Agency to identify program vulnerabilities faster
and more efficiently so problems can be addressed

GENERAL INFORMATION

and possibly resolved through additional provider
education and informational efforts.

Through the collection and analysis of these data,
CMSwill be better ableto effectively use provider and
beneficiary education effortsto prevent and minimize
waste, fraud, and abuse. CMSwill continue to work
closely with the Medicare contractors, the private
companies that process and pay Medicare claims, to
make sure appropriate education and guidance is
givento the provider community on billing problems
identified.

Expansion of Existing Successful Oversight
Efforts

A new CM S satellite officeisbeing established in Los
Angeles to reduce the unusually high rates of
improper paymentsidentified in the Medicare and
Medicaid programsin California.  Current CMS
oversight efforts have identified many storefront
operations set up to defraud the Medicare and
Medicaid programs by billing for services never
provided. CMSalready hasasatellite officein Miami
that has been very successful in identifying
fraudulent activitiesin that area.

In addition to continuing the Comprehensive Error
Rate Testing (CERT) program, which has successfully
helped to reduce the Medicare national paid claims
error ratefrom 14 percentin 1996 to 5.8 percent in
2003, CMSisimplementing aninitiativeto determine
the payment error rate for the Medicaid program and
the State Children’s Health Insurance Program.
Combined, these programswill allow CMSto beable
to identify and respond to improper payments quickly
thereby stopping taxpayer dollars from going out the
door. Throughthework of the CERT program, CMS
isableto better target problem areas and take the
appropriate corrective action.

Source: CM Swebsite, Headlines dated August 30, 2004
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Important News about Flu Shots for Medicare Beneficiaries
CMShas issued the following “ Medlearn Matters... Information for Medicare Providers® article.
Provider Types Affected

Physicians, providers, and suppliers

Provider Action Needed

Thisinstruction provides important information to physicians and other providers regarding flu vaccinations for
Medicare beneficiariesfor the 2004 — 2005 influenza season. Despite the flu vaccine shortage, Medicare beneficiariesare
being encouraged to obtain the flu vaccine from their regular physician.

Background

One of the principal pharmaceutical companies manufacturing flu vaccine was unabl e to provide the quantity of
vaccine needed for this flu season, and this caused the flu vaccine supply to be reduced by almost one half of the
expected amount. Thisshortagedoesnot, however, include pneumococcal vaccine.

Because of the limited availability of flu vaccinesthis season, the Centersfor Disease Control and Prevention (CDC)
isrecommending that individual s be given priority for getting the flu vaccinewho are 1) at high risk for seriousflu
complications; or 2) in contact with people at high risk for serious flu complications.

Individualsin the following groups are included in the high-risk category, and they should receive aflu vaccination
this season:

Individualsage 65 or older

Individuals with a chronic condition such as heart or lung disease

Nursing home residents

Pregnant women

Health care workers who provide direct patient care

Infants and toddlers ages 6-23 months

Children on aspirin therapy

Individuals who care for or live with infants younger than six months of age.

Please note that CDC a so recommends that the majority of individual s with Medicare should not take FluMist
becauseit is approved only for people ages5—49. The only Medicare beneficiaries who should take FluMist are healthy
disabled persons ages 5 — 49.

These recommendations and other information for health care professionals, including Qs & Asdeveloped by CDC,
can be found at: http://cdc.goviflu/ on the Web.

Medicare Billing for Flu Vaccines

Because Medicare beneficiaries generaly fal into this high-risk category, they are being encouraged to obtain theflu
vaccinefromtheir regular physician. Beneficiaries can receive aflu vaccine from any licensed physician or provider.
However, the billing procedure will vary depending on whether the physician or provider isenrolled in the Medicare
program.

If you areaMedicare-enrolled physician or provider and havetheflu vaccineavailable, you must bill Medicarefor
the cost of the vaccine and the beneficiary will pay nothing; i.e., thereis no deductible or coinsurance payment. Medicare
rules require you to bill the Medicare Program on an assignment basis.

Please remember that Medicare allowsfor roster billing when you administer flu vaccineto anumber of beneficiaries
at onelocation (e.g., aphysician’s office).

The specific rulesto follow for roster billing can befound in Chapter 18, Section 10.3 of the Claims Processing
Manual, at: http://Mmww.cms.hhs.gov/manual /104_claims/clm104index.asp

If you do not have the vaccine available, you should refer your patientsto 1-800-M EDICARE (1-800-633- 4227; TTY
users should call 1-877-486-2048) or to http://www.medicare.gov where they can get the phone number for their state
health department. Health departments throughout the United States are attempting to ensure that as many high-risk
individuals as possible will get aflu vaccine.

If you arenot aMedicare-enrolled physician or provider who givesaflu vaccineto aMedicare beneficiary, you can
ask the beneficiary for payment at the time of service. The beneficiary can then request Medicare reimbursement.
Medicare reimbursement will be approximately $18 for each flu vaccine.

To request reimbursement, the beneficiary will need to obtain and completeform CM S 1490S by calling 1-800-
MEDICARE, or they may access and download the form at http: //mww.cms.hhs.gov/forms on the Web.

In order to receive reimbursement, you will need to provide the beneficiary with areceipt for the flu vaccine that has
thefollowing information written or printed onit:

The doctor’s or provider’s name and address
Serviceprovided (“fluvaccine”)

Date flu vaccinereceived

Amount paid.
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If you are currently not enrolled in Medicare but want to enroll to bill Medicare directly for the flu vaccine, your
enrollment application will be expedited. CM S 855 enrollment applicationsand carrier contact information can befound
on the following CM S website: http://www.cms.hhs.gov/provider s/enrollment.

Additional Information

Please note that beneficiaries have been advised to contact the Inspector General’s hotline at 1-800-HHSTIPS (1-800-
447-8477) tofileacomplaint if they believetheir physician or provider charged an unfair amount for aflu vaccine.

If your patients have questions regarding flu vaccine, please refer them to http://mww.medicare.gov on the Web or 1-
800-MEDICARE (1-800-633-4227). TTY usersshould call 1-877- 486-2048.

Related Change Request (CR) Number: N/A
Related CR Release Date: N/A

Source: CM S Specia Edition Medlearn Matters SE0464

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

Flu Vaccine Issues

he Center for Disease Control and Prevention is working with the state health departments and Aventis to identify

locations of existing vaccine supplies.

Any problemswith flu vaccine access or distribution should be reported to the CDC.

Health care providerscan call the Clinical Inquiry Lineat 1-877-554-4625 with questionsrelated to flu vaccine.

Health providersinterested in rerouting his/her stock of vaccine to others should contact their local health depart-
ment.

Reportsof priceinflation should be directed to Jim Harrison at 404-639-8250. Thefollowing information should be
provided when possible:

Name of person callingin report

Affiliation of person callinginreport

Phonenumber of person callingin report

Name of entity inflating prices (i.e. company, individual, etc.)
Phone number of entity inflating prices

Name of acontact person at entity inflating prices

Vaccine presentation (10-dosevials, etc.)

Price

The phone number of person calling in report and the price are essential.

Update to Medicare Deductible, Coinsurance, and Premium Rates for
Calendar Year (CY) 2005

CMS has issued the following “ Medlearn Matters... Information for Medicare Providers’ article.

Provider Types Affected
Physicians, providers, and suppliers

Provider Action Needed
Thisinstruction updates M edi care deductibles, coinsurance, and premium ratesfor CY 2005.

Background

Most individuals age 65 and older (and many disabled individuals under age 65) areinsured for Health Insurance (HI) or
Part A benefits without a premium payment. The Social Security Act providesthat certain aged and disabled personswho are
not insured may voluntarily enroll, but they are subject to the payment of amonthly premium. Since 1994, voluntary enrollees
may qualify for areduced premiumif they have 30- 39 quartersof covered employment. When voluntary enr ollment takes
placemorethan 12 monthsafter a person’sinitial enrollment period for HI benefits, themonthly premium isincreased by
10 per cent.

Under the Supplementary Medical Insurance (SM1) plan or Part B, al enrollees are subject to amonthly premium. Most
SMI services are subject to an annual deductible and coinsurance (percent of costs that the enrollee must pay) that are set by
gatute. When SM1 enrollment by abeneficiary takesplacemor ethan 12 monthsafter theinitial enrollment period, the
monthly premium increasesby 10 per cent for each full 12-month period duringwhich theindividual could havebeen
enrolled, but wasnot.

Beneficiarieswho use covered Part A services may be subject to deductible and coinsurance requirements.
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I npatient Hospital Services
A beneficiary isresponsible for an inpatient hospital deductible amount for inpatient hospital servicesfurnishedin a
spell of illness (which is deducted from the amount payable by the Medicare program to the hospital).

e Morethan 60 Days. When a beneficiary receives such services for more than 60 days during aspell of illness, he/she
isresponsible for a coinsurance amount equal to one-fourth of the inpatient hospital deductible per day for the 61st-
90th day spent in the hospital.

e After the90th Day. Anindividual has 60 lifetimereserve days of coverage, which he or she may elect to use after the
90th day in aspell of illness. The coinsurance amount for these daysis equal to onehalf of the inpatient hospital
deductible.

e Skilled Nursing Facility (SNF) (21st through 100th day). A beneficiary isresponsible for acoinsurance amount equal
to one-eighth of the inpatient hospital deductible per day for the 21% through the 100th day of SNF services furnished
during aspell of illness.

For CY 2005, the premium, deductible, and coinsurance amountsare asfollows:
Year 2005 Medicare Part A Deductible, Coinsurance, and Premium Amounts:
Deductible: $912.00 per benefit period

Coinsurance:

$228.00 aday for days61-90in each period

$456.00 aday for days91-150 for each lifetime reserve day used

$114.00 aday inaSNF for days 21-100 in each benefit period

Premium per month:

e  $375.00for thosewho must pay apremium

o  $412.50for those who must pay both a premium and a 10 percent increase
e  $206.00 for those who have 30-39 quarters of coverage

e $226.60 for those with 30-39 quarters of coverage who must pay a 10 percent increase

Year 2005 M edicarePart B Deductible, Coinsur ance, and Premium Amounts;

e Deductible: $110.00 per year
e Coinsurance: 20 percent
e Premium per month: $78.20

Thefollowing table compares Medicare Part A deductible, coinsurance, and premium amountsfor Years 2001 through
2005

Implementation

Year | Inpatient Hospital Inpatient Hospital | 60 Lifetime SNF Coinsurance
Deductible, 1st 60 Days Coinsurance, 61st- | Reserve Days (%)
©) 90th Days ($) Coinsurance ($)

2001 | 792 198 396 99.00

2002 | 812 203 406 101.50

2003 | 840 210 420 105

2004 | 876 219 438 109.50

2005 | 912 228 456 114

Theimplementation date for thisinstruction is January 3, 2005.

Related Instructions

CR 3121 (Transmittal 3), “New Part B Annual Deductible,” wasissued on March 12, 2004. CR 3121 updated the 2005
Part B deductible based on section 629 of the Medicare Prescription Drug, Improvement and Modernization Act. The
sameinformation heldin CR 3121 isheing communicated in CR 3463.

Therefore, CR 3463 isreplacing CR 3121 to prevent unintended consequences that may result from implementing both
CR 3463 and CR 3121 together.

Additional Information

The Medicare Genera Information, Eligibility, and Entitlement Manual (Pub. 100-01), Chapter 3 (Deductibles, Coinsur-
ance Amounts, and Payment Limitations) has been revised and the updated manual instructions are attached to the
official instruction released to your carrier/intermediary. You may view that instruction by going to: http://
www.cms.hhs.gov/manual s/transmittals/‘comm_date dsc.asp.

From that web page, look for CR3463 inthe CR NUM column on theright, and click onthefilefor that CR.

If you have any questions, please contact your carrier/intermediary at their toll-free number, which may be found at:
http: //mww.cms.hhs.gov/medl ear n/tol | nums.asp.
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Related Change Request (CR) #: 3463

Medlearn Matters Number: MM 3463

Related CR Release Date: September 10, 2004

Related CR Transmittal #: 10

Effective Date: January 1, 2005

Implementation Date: January 3, 2005

Medlearn Matters articles are prepared as a service to the public and are not intended to grant rights or impose obligations. Medlearn
Matters articles may contain references or links to statutes, regulations, or other policy materials. The information provided is only

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

Provider TeleTYpewriter Service Now Available
n accordance with Section 508 of the Rehabilitation Act of 1973 and the Workforce Investment Act of 1998, First Coast
Service Options, Inc. (FCSO) provider call center hasimplemented aTeleTypewriter (TTY) lineto servicethe provider
community. ATTY equipment isaspecia device permitting hard of hearing, or speech impaired individualsto usethe
telephone by typing messages back and forth to one another instead of talking and listening. To communicateviaTTY
line, both partiesinvolved in the conversation need to have TTY equipment.

FloridaProviders
TheTTY number for Florida Medicare Part A and Part B providersis 1-877-660-1759. Thisserviceisavailable
Monday-Friday, from 8:00 am. to 4:30 p.m. Eastern and Central timezones.

Connecticut Providers
TheTTY number for Connecticut Part B providersis1-877-236-7851. Thisserviceisavailable Monday-Friday,
from 8:00 am. to 4:30 p.m. Easterntimezone.

SKILLED NURSING FAcCILITY

CONSOLIDATED BILLING

Skilled Nursing Facility Consolidated Billing as It Relates to Clinical

Social Workers
CMS has issued the following “ Medlearn Matters... Information for Medicare Providers’ article.

Provider Types Affected
Skilled Nursing Facilities (SNFs), physicians, practitioners, and clinical social workers (CSW)

Provider Action Needed
This Special Editionisaninformational articlethat describes SNF Consolidated Billing (CB) asit appliesto CSW
services furnished to SNF residents during a Part A covered stay.

Background

When the SNF Prospective Payment System (PPS) wasintroduced in 1998, it changed not only theway SNFsare
paid, but also the way SNFs must work with suppliers, physicians, and other practitioners. CB assigns SNFsthe Medicare
billing responsibility for virtually al of the services that the SNF's residents receive during the course of acovered Part A
stay.

Payment for thisfull range of servicesisincluded in the SNF PPS global per diem rate. The only exceptions are those
servicesthat are specifically excluded from this provision, which remain separately billableto Medicare Part B by the
entity that actually furnished the service. For adetailed overview of SNF CB and alist of the services excluded from SNF
CB, see Medlearn Matters Special Edition SE0431 at:
http: //mmw.cms.hhs.gov/medl ear n/matter ss/mmarticles/2004/SE0431. pdf

Since CSW services do not currently appear on this excluded list, they are included within the overall package of
servicesthat is subject to the SNF CB requirement. Although the inclusion of CSW services under the SNF CB require-
ment does not preclude Medicare coverage for these services, it makes the SNF responsible for including them in its Part
A bill for the resident’s covered stay.

In fact, bundling CSW servicesin the Part A payment rate is not anew concept. The corresponding Medicare
comprehensive billing requirement for inpatient hospital services, which similarly includes CSW serviceswhile excluding
the services of certain other types of mental health professionals, has been in effect since 1983, and served as a model for
SNFCB.
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Additional Information

See Medlearn Matters Special Edition SE0431 for adetailed overview of SNF CB. Thisarticlelists services excluded
from SNF CB and can be found at: http://mww.cms.hhs.gov/medl ear n/matter mmarticles/2004/SE0431. pdf

Also, the Centersfor Medicare & Medicaid Services (CMS) Medlearn CB website can be found at: http://
www.cms.hhs.gov/medl ear n/snfcode.asp

It includesthefollowing relevant information:

General SNF CB information;

HCPCS codesthat can be separately paid by the Medicare carrier (i.e., services not included in CB);

Therapy codes that must be consolidated in a noncovered stay; and

All code lists that are subject to quarterly and annual updates and should be reviewed periodically for the latest
revisions.

The SNF PPS CB website can be found at: http://www.cms.hhs.gov/provider s/snfpps/ch
It includesthefollowing relevant information:

Background,;

Historical questions and answers;

Linksto related articles; and

Linksto publications (including transmittals and federal register notices).

Related Change Request (CR) #: N/A
Medlearn Matters Number: SE0439
Effective Date: N/A

Implementation Date: N/A

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

October 2004 Quarterly Update of Healthcare Common Procedure
Coding System (HCPCS) Codes Used For Skilled Nursing Facility
(SNF) Consolidated Billing Enforcement

CMS has issued the following “ Medlearn Matters... Information for Medicare Providers’ article.
Provider Types Affected

Ingtitutional providersbilling claimsto the Medicare Fiscal Intermediaries (FIs).

Physicians, practitioners, and suppliers billing Medicare carriersfor services

Provider Action Needed
STOP — I mpact to You
HCPCS codes are being added to or removed from the SNF CB enforcement list.

CAUTION —What You Need to Know

Servicesincluded on the SN CB enforcement list will be paid to SNF Medicare providersonly. Services excluded
from the SNF CB enforcement list may be paid to Medicare providers other than SNFs. See Background and Additional
Information sections for further explanation.

GO —What You Need to Do
Be aware of the requirements explained below and how they can impact your M edicare payment.

Background

The Centersfor Medicare & Medicaid Services (CMS) periodically updatesthelist of HCPCS codesthat are subject
to the CB provision of the SNF Prospective Payment System (SNF PPS). Services appearing on thislist submitted on
claimsto Medicare Fiscal Intermediaries (FIs) and Carriers, including Durable Medical Equipment Regional Carriers
(DMERCsS) will not be paid to any Medicare providers, other than a SNF, when included in SNF CB.

For non-therapy services, the SNF CB applies only when the services are furnished to a SN resident during a
covered Part A stay. However, the SNF CB appliesto physical, occupational, or speech-language therapy services
whenever they are furnished to a SNF resident, regardless of whether Part A coversthe stay. Services excluded from the
SNF CB may be paid to providers, other than SNFs, for beneficiaries, even whenin a SNF stay.

Section 1888 of the Social Security Act codifies SNF PPS and CB. The new coding identified in each update describes
the same services that are subject to SNF PPS payment by law. No additional serviceswill be added by these routine
updates. New updates are required by changes to the coding system, not because the services subject to the SNF CB are
being redefined. Other regulatory changes beyond code list updates will be noted when and if they occur.

The codes below are listed as being added or removed from the annual update, mentioned above. Deletions from
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Major Category | F. below, specifically HCPCS code 36489, is being removed because the HCPCS was discontinued as of
December 31, 2003. additionsto what is noted as Major Category |11 bel ow means these services may be provided by any
Medicare provider licensed to provide them, except a SNF, and are excluded from SNF PPS and CB. Additionsto therapy
inclusions, Major Category V below, mean SNFs alone can bill and be paid for these services when delivered to beneficia-
riesin a SNF, whereas codes being removed from this therapy inclusion list now can be billed and potentially paid to other
types of providersfor beneficiariesNOT in aPart A stay or in a SNF bed receiving ancillary servicesbilled on TOB 22x.

Outpatient Surgery and Related Procedures(Magjor Category | F., Fl Annua Update, INCLUSION)
Remove 364897 — placement of cv catheter

Note on code above:

Codediscontinued effective December 31, 2003.

Customized Prosthetic Devices (Major Category |11, FI Annual Update, EXCLUSION)

For FI claimsprocessing, remove K0556*, K0557*, K0558* , KO559* - Addition to lower extremity, below knee/above
knee, custom fab. For carrier claims processing, these codeswill remain payable for dates of service prior to January 1,
2004.

Add L5673** - additionto lower extremity, below knee/above knee, custom fabricated from existing mold or prefabri-
cated, socket insert, silicone gel, elastomeric or equal, for use with locking mechanism

Add L5679** - addition to lower extremity, below knee/above knee, custom fabricated from existing mold or prefabri-
cated, socket insert, silicone gel, elastomeric or equal, not for use with locking mechanism

Chemotherapy Administration (Major Category 11, FI Annual Update, EXCLUS ON)
Remove 36489*** - placement of cv catheter

Notes on codes above:

* Codeswerereplaced by L5673, L5679, L5681 and L 5683.

** Codes are added to exclusion list retroactive to 1/1/04.

*** Code discontinued effective 12/31/03.

Therapies (Major Category V, FI Annual Update, for FI billing use revenues codes 42x (physical therapy), 43x
(occupational therapy), 44x (speech-language pathol ogy)

Remove G0295" Electromagnetic stimulation, to one or more areas (Not covered by Medicare) (This codewas not
previously included on carrier coding files.)

Remove G0237~" - Therapeutic procd strg endur

Remove G0238"" - Othresp proc, indiv

Remove G0239** - Oth resp proc, group

Remove GO302™" - pre-op LVRS service

Remove G0303™ - pre-op service LVRS 10-15dos

Remove G0304™ - pre-op service LVRS 1-9dos

Remove G0305™" - post-op service LVRS min 6dos

Add G0329 M - electromagnetic therapy, (unattended), to one or more areas, for chronic stagel1l and stage IV
pressure ulcers, arterial ulcers, diabetic ulcers, and venous stasis ulcers not demonstrating measurable signs of healing
after 30 days of conventional care, as part of atherapy plan of care

Notes on Codes above;

A This code was erroneously added to file. Code was not previously included on carrier coding files.

"M These codes are not considered therapy codes and are not payable to a SNF. They were inadvertently added to
the table.

AN This code was added to the therapy inclusion list effective July 1, 2004. (Information concerning this code was
not received in timeto issue a July 2004 update.)

Additional Information

Each January, separate instructions are published for Fls, Carriers and DMERCsfor the annual notice on the SNF CB.
The 2004 annual updates for Fls can be found on the CMS website at:
http: //www.cms.hhs.gov/imanual /pm_trans/R19CP.pdf.

Thisinstructionisreferred to as CR2926.

Overall information regarding SNF CB can befound at: http://www.cms.hhs.gov/medlear n/snfcode.asp.

Quarterly updates now apply to FIs, Carriersand DMERCSs. There hasbeen onejoint FI/Carrier/DMERC quarterly
update published subseguent to the 2004 annual updates. This update can be found at:
http: //mmw.cms.hhs.gov/manual s/pm_trans/R92CP.pd.f.

That instruction isalso known as CR3070.

The official instruction issued to your carrier regarding this change may be found by going to:
http://mmw.cms.hhs.gov/manual s/transmittals‘comm_date_dsc.asp.

From that web page, look for CR3348 inthe CR NUM column on theright, and then click on thefilefor that CR.
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Related Change Request (CR) #: 3348

Medlearn Matters Number: MM 3348

Related CR Release Date: July 9, 2004

Related CR Transmittal #: 224

Effective Date: October 1, 2004

Implementation Date: October 4, 2004

Medlearn Matters articles are prepared as a service to the public and are not intended to grant rights or impose obligations. Medlearn
Matters articles may contain references or links to statutes, regulations, or other policy materials. The information provided is only

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

Thisarticle was re-issued on August 30, 2004.
Implementation of Skilled Nursing Facility (SNF) Claim Edits for

Therapy Codes Considered Separately Payable Physician Services

IMPORTANT NOTE: MM 3333 correctsM M 2944, which incorrectly indicatesthat servicesprovided ina
noncover ed SN stay areboth subject to consolidated billing (CB) and reimbur sed thr ough the pr ospective payment
system. MM 3333 providesthecor rected language (by removing thelanguageindicating that theservicesare
subject tothe pr ospective payment system when provided to beneficiariesin anoncover ed SNF stay) asfollows:
“Physical, occupational, and speech ther apy servicesar e subject to CB when provided tobeneficiariesin either a
Part A covered skilled nursing facility (SNF) stay or during anon-covered stay. A small number of these services
areconsidered surgery when performed by a physician and may beseparately paid by thecarrier. They are
consdered therapy when perfor med by a physical and occupational ther apist and continuetobesubject toCB.” To
see MM 3333, go to: http://www.cms.hhs.gov/medl ear n/matter s/mmarticles/2004/MM3333.pdf

CMS has issued the following “ Medlearn Matters... Information for Medicare Providers’ article.
Provider Types Affected
Physicians and other providersbilling Medicare carriersfor services provided at SNFs.

Provider Action Needed

Providers hilling for services rendered to Medicare beneficiaries in a SNF stay should note changes in the Medicare
claims processing systems that will allow certain therapy services to be separately payable when provided by physicians.
These same services will be considered therapy services when provided by therapists and will be subject to SNF CB.

Background

Physical, occupational, and speech therapy services are subject to CB when provided to beneficiariesin either a Part
A-covered SNF stay or during a noncovered stay. (The preceding sentence is an amendment to the original language, per
MM3333)

A small number of these services are considered sur gery when performed by aphysician, and may be separately paid
by Medicare. When these services are performed by a physical or occupational therapist, they are considered ther apy
and continue to be subject to CB.

Effectivefor claimswith dates of service on or after July 1, 2004, these changesto Medicare claims processing rules
will prevent incorrect payment. Basically, the Medicare claims systemswill allow separate payment to providers, other
than physical and occupational therapists, for services provided to Medicare beneficiariesin a Part A covered SNF stay or
anon-covered SNF stay for the Healthcare Common Procedure Coding System (HCPCS) codesin thefollowing table:

29065 29075 29085 29086 29105 20125 20126
20130 20131 29200 29220 29240 29260 29280
29345 29365 29405 20445 20505 29515 29520
29540 29550 29580 29590 64550

When physical and occupational therapists submit claims for these services for Medicare patientsin a SNF stay, the
claimwill not be paid and the billing provider will receive aremittance message with remarks code N121, which statesthat
thereis“No coverage for items or services by thistype of practitioner for patientsin acovered skilled nursing facility
(SNF) stay.”

Implementation
Theimplementation dateis July 6, 2004 and appliesto claimswith dates of service of July 1, 2004, or | ater.

Related Instructions
Thefollowing will be added to the Medicare Claims Processing Manual, Chapter 6, Section 110, Subsection 2.6, Edit
for Therapy Services Separately Payable When Furnished by a Physician:
“A number of therapy services are considered separately payable when provided by a physician and shall be paid
separately by the Medicare carrier. However, these services are considered therapy when provided by aphysical or
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occupational therapist; will be subject to CB; and payment for them isincluded in the prospective payment rate
provided to the SNF by the FI (Medicarefiscal intermediary).

Effective July 1, 2004, editswill beimplemented in the claims processing system to correctly process claimsfor
these services. A complete list of these services can be found on the CM S website at
http: //mmw.cms.gov/medl ear n/snfcode.asp.”
For additional information on SNF Inpatient Part A Billing, please see Chapter 6 of the M edicare Claims Processing
Manual (Pub 100-04), which may be found at: http://Amww.cms.hhs.gov/imanual §104 _claims/clm104c06. pdf
To view the actual instructions issued to your carrier, please visit:
http: //mww.cms.hhs.gov/manual s'transmittal s/pm_trans/R90CP.pdf

Related Change Request (CR) #: 2944

Medlearn Matters Number: MM 2944

Related CR Release Date: February 6, 2004

Related CR Trangmittal # R90CP

Effective Date: July 1, 2004

Implementation Date: July 6, 2004

Medlearn Matters articles are prepared as a service to the public and are not intended to grant rights or impose obligations. Medlearn
Matters articles may contain references or links to statutes, regulations, or other policy materials. The information provided is only

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

Skilled Nursing Facility Consolidated Billing as It Relates to

Ambulance Services
CMS has issued the following “ Medlearn Matters... Information for Medicare Providers’ article.

Provider Types Affected
Skilled nursing facilities (SNFs), physicians, ambulance suppliers, and providers

Provider Action Needed
Thisspecial edition article describes SNF consolidated billing (CB) asit appliesto ambulance servicesfor SNF
residents.

Background

When the SNF prospective payment system (PPS) was introduced in 1998, it changed not only theway SNFsare paid but
also the way SNFs must work with suppliers, physicians, and other practitioners. CB assignsthe SNF itself the Medicare
billing responsibility for virtually all of the servicesthat the SNF s residents receive during the course of acovered Part A stay.
Payment for thisfull range of servicesisincluded inthe SNF PPSglobal per diem rate.

The only exceptionsare those servicesthat are specifically excluded from this provision, which remain separately billable
to Medicare Part B by the entity that actually furnished the service. See Medlearn Matters Special Edition SE0431 for a
detailed overview of SNF CB, including asection on servicesexcluded from SNF CB. Thisarticlecanbefound at:
http: //Amwww.cms.hhs.gov/medl ear n/matter s/'mmarticles/2004/SE0431. pdf.

Ambulance services have not been identified as atype of servicethat is categorically excluded from the CB provisions.
However, certain types of ambulance transportation have been identified as being separately billable in specific situations, i.e.,
based on the reason the ambulance service is needed.

This policy is comparable to the one governing ambulance services furnished in the inpatient hospital setting, which has
been subject to asimilar comprehensive Medicare billing or “bundling” requirement since 1983.

Since the law describes CB in terms of servicesthat are furnished to a“resident” of an SNF, theinitial ambulancetrip
that brings a beneficiary to an SNF is not subject to CB, as the beneficiary has not yet been admitted to the SNF asa
resident at that point.

Similarly, an ambulance trip that conveys abeneficiary from the SNF at the end of astay is not subject to CB when it
occursin connection with one of the events specified in regulations at 42 CFR 411.15(p)(3)(i)-(iv) asending the
beneficiary’s SNF “resident” status. The events are asfollows:

e Atripfor aninpatient admission to aMedicare-participating hospital or critical access hospital (CAH). (See
discussion below regarding an ambulance trip made for the purpose of transferring a beneficiary from the discharging
SNF to an inpatient admission at another SNF.)

o Atriptothebeneficiary’shometo receive services from a Medi care-participating home health agency under aplan
of care.

e AtriptoaMedicare-participating hospital or CAH for the specific purpose of receiving emergency servicesor
certain other intensive outpatient services that are not included in the SNF's comprehensive care plan (see further
explanation below).

e A formal discharge (or other departure) from the SN that is not followed by readmission to that or another SNF by
midnight of that same day.
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AmbulanceTripsto Receive Excluded Outpatient Hospital Services

The regulations specify the receipt of certain exceptionally intensive or emergency services furnished during an
outpatient visit to a hospital as one circumstance that ends a beneficiary’s status as an SNF resident for CB purposes.
Such outpatient hospital services are, themselves, excluded from the CB requirement, on the basisthat they are well
beyond the typical scope of the SNF care plan.

Currently, only those categories of outpatient hospital servicesthat are specifically identified in Program Memoran-
dum (PM) No. A-98-37, November 1998 (reissued as PM No. A-00-01, January 2000) are excluded from CB onthisbasis.
These services are the following:

e Cardiac catheterization
e Computerized axial tomography imaging (CT) scans
e Magnetic resonanceimaging (MRI) services

e Ambulatory surgery involving the use of an operating room (the ambulatory surgical exclusion includes the insertion
of percutaneous esophagea gastrostomy (PEG) tubes in a gastrointestinal or endoscopy suite)

e  Emergency room services
e Radiation therapy

e Angiography
e Lymphatic and venous procedures.

Since the receipt of one of these excluded types of outpatient hospital servicesis considered to end a beneficiary’s
status as an SNF resident for CB purposes, any associated ambulance trips are, themselves, excluded from CB aswell;
thus, an ambulance trip furnished in connection with the receipt of such services should be billed separately to Part B by
the outside supplier.

Other AmbulanceTrips

By contrast, when abeneficiary leaves the SNF to receive offsite services other than the excluded types of outpatient
hospital services described above and then returns to the SNF, he or she retains the status of a SNF resident with respect
to the services furnished during the absence from the SNF. Accordingly, ambulance services furnished in connection
with such an outpatient visit would remain subject to CB, even if the purpose of thetrip isto receive a particular type of
service (such asaphysician service) that is, itself, categorically excluded from the CB requirement. However, effective
April 1, 2000, the Balanced Budget Refinement Act of 1999 (BBRA 1999, Section 103) excluded from SNF CB those
ambulance servicesthat are necessary to transport an SNF resident offsite to receive Part B dialysis services (Social
Security Act, Section 1888(e)(2)(A)(iii)(1)).

Transfer sBetween Two SNFs

A beneficiary’s departure from an SNF is not considered to be a“final” departure for CB purposesif heor sheis
readmitted to that or another SNF by midnight of the same day (see 42 CFR 411.15(p)(3)(iv)).

Thus, when abeneficiary travelsdirectly from SNF 1 and isadmitted to SNF 2 by midnight of the same day, that day
isacovered Part A day for the beneficiary, to which CB applies. Accordingly, the ambulance trip that conveysthe
beneficiary would be bundled back to SNF 1 since, under section 411.15(p)(3), the beneficiary would continueto be
considered aresident of SNF 1 (for CB purposes) up until the actual point of admissionto SNF 2.

However, when anindividual leaves an SNF viaambulance and does not return to that or another SNF by midnight,
the day is not acovered Part A day and, accordingly, CB would not apply.

Roundtrip toaPhysician’sOffice

If an SNF's Part A resident requires transportation to a physician’s office and meets the general medical necessity
requirement for transport by ambulance (i.e., using any other means of transport would be medically contraindicated) (see
42 CFR 409.27(c)), then the ambulance roundtrip isthe responsibility of the SNF and isincluded in the PPSrate.

The preambleto the July 30, 1999 final rule (64 Federal Register 41674-75) clarifiesthat the scope of therequired
service bundle furnished to Part A SNF residents under the PPS specifically encompasses coverage of transportation via
ambulance under the conditions described above, rather than more general coverage of other forms of transportation.

Additional Information
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See Medlearn Matters Special Edition SE0431 for adetailed overview of SNF CB. Thisarticlelistsservicesexcluded
from SNF CB and can be found at: http://mww.cms.hhs.gov/medl earn/matter s/fmmarti cles/2004/SE0431.pdf.

The Centersfor Medicare & Medicaid Services (CMS) Medlearn Consolidated Billing websiteisat: http://
www.cms.hhs.gov/medl ear n/snfcode.asp.

It includesthefollowing relevant information:

e  General SNFCB information

e HCPCS codesthat can be separately paid by the Medicare carrier (i.e., services not included in CB)
e Therapy codes that must be consolidated in a non-covered stay

o All code liststhat are subject to quarterly and annual updates and should be reviewed periodically for the latest
revisions.

The SNF PPS Consolidated Billing Website can be found at: http: //mww.cms.hhs.gov/provider s/snfpps/ch.

It includesthefollowing relevant information:
e Background

e Historical questions and answers
e Linkstorelated articles
e Linksto publications (including transmittals and Federal Register notices).

Related Change Request (CR) Number: N/A
Effective Date: N/A
Implementation Date: N/A

Source: CM S Specia Edition Medlearn Matters SE0433

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

FINANCIAL SERVICES

Unsolicited/Voluntary Refunds

Il Medicare contractors receive unsolicited/voluntary refunds (i.e., monies received not related to an open accounts

receivable). Intermediaries generally receive unsolicited/voluntary refundsin the form of an adjustment bill, but may
receive some unsolicited/voluntary refunds as checks. Substantial funds are returned to the trust funds each year
through such unsolicited/voluntary refunds. The Centers for Medicare & Medicaid Services reminds providers that:

The acceptance of avoluntary refund as repayment for the claims specified in no way affects or limits the rights of
the Federal Government, or any of its agencies or agents, to pursue any appropriate criminal, civil, or administrative
remedies arising from or relating to these or any other claims.

Source: CM S Pub 100-6 Transmittal 42, CR 3274
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Clarification of Medicare Secondary Payer (MSP) Rules in Relation to a

Temporary Leave of Absence

CMShas issued the following “ Medlearn Matters... Information for Medicare Providers® article.

Provider Types Affected
All providers.

Provider Action Needed
STOP — I mpact to You

MSPrules state that if an employee retainstheir
employment status, Medicare remains the secondary

CAUTION —What You Need to Know

There has been confusion regarding M SP rules when
an employee takes a company-approved |eave of absence.
Because the employee till has employee status, health
coverage through their employer isretained.

GO —What You Need to Do

Stay current with rules pertaining to employees and
retained employment rights to ensure accurate billing and
claimsprocessing. Thisarticleclarifiesthat Medicare
remains a secondary payer for employees on an approved
leave of absence.

Background

Examples of retained employment rights can include:
company-approved temporary leave of absence for any
reason, furlough, temporary layoff, sick |eave, short-term
or long-term disability, leave for teachers and seasonal
workers who normally do not work year round, and for
employees who have health coverage that extends beyond
or between active employment periods. The employeesin
the latter category are sometimes referred to as having an

“hours bank” arrangement.

Additional Information

You may aso refer to the revised Publication 100-05,
Chapter 1, Section 50B, whichispart of theofficial
instruction issued to your carrier/intermediary regarding
this change. That instruction may be found at:

http: //mmw.cms.hhs.gov/manual s/transmittal s/
comm_date _dsc.asp

On the above page, scroll down while referring to the
CRNUM column ontheright tofind thelink for CR 3447.
Click onthelink to open and view thefilefor the CR.

If you have questions regarding this issue, you may
also contact your carrier or fiscal intermediary at their toll
free number, which may befound at: http://
www.cms.hhs.gov/medl ear n/tollnums.asp

Related Change Request (CR) #: 3447 Medlearn Matters
Number: MM 3447

Related CR Release Date: September 24, 2004

Related CR Transmittal #: 19

Effective Date: October 25, 2004

Implementation Date: October 25, 2004

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

theilconionts

Medicare Secondary Payer Application to Former Spouses and
Certain Family Members with Coverage Under the Federal Employees

Health Benefits Program

CMShas issued the following “ Medlearn Matters... Information for Medicare Providers® article.

Provider Types Affected
All Medicare providers

Provider Action Needed

Thisisaninformational articleto alert providersthat
former spouses of certain federal employees, former
employees, or annuitants, may qualify to enroll in ahealth
benefits plan under the Federal Employees Health Benefit
Plan (FEHB) and the correct order of payment.

A determination has been made that Medicare will be
the primary payer for such former spouses, once they are
entitled to Medicare based on age or disability.

Background
Certain former spouses of people who have Federal

Employees Health Benefits are entitled to coverage under
the Spouse Equity Act because their divorce decree gives
them the right to a portion of afuture retirement annuity
and/or to a survivor annuity, and because their former
spouse is either an active worker, someone who is entitled
to a future annuity, or is an annuitant.

TheMedicarelaw in Section 1862 (b)(1)(A) of the
Social Security Act, states that Medicare is secondary
payer for individual s age 65 or over who have group
health coverage by virtue of their own or a spouse’s
current employment status. The question was raised asto
whether FEHB coverage provided to former spouses
under the Spouse Equity Act is secondary to Medicare
under this provision. Also, the question has been raised
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asto whether FEHB coverage provided to the spouse and
family members under the Spouse Equity Act is secondary
to Medicare under the disability provision.

Under the Spouse Equity Act, theindividual isno
longer on the former spouse’s policy. The coverageis
considered to be a separate, self-only policy, i.e., not
dependent coverage but a policy separate from the former
spouse. The employer makes no contributions to the
coverage. Since the language in the Spouse Equity Act
givestheformer spouse theright to enroll in FEHB
whether or not the spouse himself or herself is enrolled,
the FEHB former spouse coverageis not considered
employment based. Consequently, Medicareisthe primary
payer for the former spouse, once they are entitled to
Medicare under the working aged provision. Under the
Medicare secondary for the disabled provision, Medicare
would be primary for the former spouse aswell asany
covered family members since the coverage is not consid-
ered employment based.

GENERAL INFORMATION

Additional Information
The official instruction issued to your carrier regard-
ing this change may be found by going to:
http: //mww.cms.hhs.gov/manual s/transmittal §/
comm_date _dsc.asp
From that web page, look for CR 3120inthe CR NUM
column on theright, and click onthefilefor that CR.

Related Change Request (CR) #: 3120
Medlearn Matters Number: MM 3120
Related CR Release Date: August 27, 2004
Related CR Transmittal #: 18

Effective Date: November 29, 2004
Implementation Date: November 29, 2004

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

Guidance Regarding Elimination
of Standard Paper Remittance
(SPR) Advice Notices in the Old

Format

CMS has issued the following “ Medlearn Matters...
Information for Medicare Providers’ article.

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

Provider Action Needed

Be advised that only the most recent version of the
Standard Paper Remittance (SPR) Adviceswill be used.
The835version 4010A1 flat fileisthe appropriate format
to produce SPRs. Also, no data may be included in paper
remittance advices that are not included in an electronic
remittance advice (ERA).

Background

The Centersfor Medicare & Medicaid Services(CMS)
prohibits the inclusion of datain paper remittance advice
noticesthat is not included in the ERA transactions. The
most recent version of the SPR Advice and the ERA
contain the same information in the comparablefieldsand
date elements, including the same codes. The sameflat file
is supposed to be used to produce both the SPR and 835
verson4010A1 ERA.

CMS hasissued amemorandumto all Medicare
carriersand fiscal intermediaries, including durable medical
equipment carriersand regional home health intermediar-
ies, stating that, effective January 1, 2005, only the 835

version 4010A1 flat file isto be used to produce the SPRs;
no other format for SPRswill be used.

Additional Information

Refer to Chapter 22 of the Medicare Claims Process-
ing Manual, Publication 100-4, which can befound online
at: http://mww.cms.hhs.gov/manual§/104_claims/
clm104c22.pdf.

Additional information regarding the Fiscal Intermedi-
ary Part A 835 flat file, including asampl e of the most
recent SPR format, isavailablein CR 3344. You may view
that CR at: http://www.cms.hhs.gov/manuals/pm_trans/
R252CP.pdf.

If you have any questions regarding receipt of or
conversion to ERAS, please contact your carrier/interme-
diary. If you bill anintermediary, their number may be
found at: http://www.cms.hhs.gov/providers/edi/
anum.asp.

If you bill acarrier, the number may be found at: http:/
/www.cms.hhs.gov/provider s/edi/bnum.asp.

Related Change Request (CR) #: N/A
Medlearn Matters Number: SE0451
Effective Date: N/A

Implementation Date: January 1, 2005

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

IMPORTANT: Thisisan updated version of thisarticle. Thearticlehasbeen revised toreflect two additional drugs
(Somavert and M esnex) that ar ecover ed under thisdemonstration, asnoted in therevised tablethat startson page4,
and toannouncethat ther ear estill many enrollment dotsavailable. It isnot toolatetorequest or submit an application!

Weneed your help toreach beneficiarieswho could
benefit from thisdemonstration. Thesebeneficiaries
include people who have been diagnosed with rheumatoid
arthritis, multiple sclerosis, osteoporosis, pulmonary
hypertension, secondary hyperparathyroidism, Paget’s
Disease, HepatitisC, CMV retinitis, or certain kinds of
cancer. If you treat Medicare beneficiarieswho currently
use or could benefit from the drugs listed in the table
starting on page 4, Medicare may be able to help them pay
for these drugs.

CMS has issued the following “ Medlearn Matters...
Information for Medicare Providers’ article.
Provider Types Affected

All Medicare physicians and providers but we are
especialy interested in reaching out to physician special-
istsinfamily practice, internal medicine, geriatrics,
rheumatol ogy, oncology and neurology, as well as
pharmacists, nurse practitioners, hospital outpatient
departments, cancer and infusion centers, and group
practice administrators.

Provider Action Needed
STOP — I mpact to You

A new demonstration mandated under Section 641 of
the Medicare Modernization Act allows up to 50,000
people with Medicare who have certain life-threatening
diseases to obtain specified drugs they can take them-
selves at home for their condition.

CAUTION —What You Need to Know

A signed physician certification will need to befilled
out for any of your patients who are: applying to partici-
pate in this demonstration. By signing this certification,
you are certifying that the patient has the condition
indicated and you have prescribed or intend to prescribe a
coverable drug for this condition in accordance with the
demonstration requirements. Your signed certificationis
necessary for the patient’s application to participate in the
demonstration to be considered complete. For your
convenience, physician certification formsmay also be
faxed to (410) 683-2933. Please note that nurse practitio-
ners who write prescriptions for these coverable drugs
may also sign the certification form.

GO —What You Need to Do

Review thelist below of coverable conditions and
drugs available under this demonstration. If you have any
patients you think might be interested and eligible to
apply, let them know. Be aware that both Fee-for-Service
and Medicare Advantage beneficiaries are eligible to apply
for the demonstration. If they would like to request an
application or have any questions related to the demon-
stration, or need assistance completing the application,
they can call atoll-freenumber: 1-866-563-5386 (TTY
number; 1-866-563-5387). Thereisalso helpful information
on our website (http://www.medicare.gov), including an
application package that can be downloaded.

Noteto Hospitals: Please shar ethisinfor mation with
staff who comeinto contact with M edicar ebenefi-
ciarieswhomay bedigiblefor thisdemonstration
(e.g., social workersor staff who assist with
Medicaid digibility deter minations).

Background

The Medicare Replacement Drug Demonstrationisa
time-limited Medicare demonstration that will cover certain
drugs and biologicals that are prescribed as replacements
for existing covered Medicare drugs and biologicals
before Medicare's prescription drug program beginsin
2006. Thisdemonstration was authorized by Section 641
of the Medicare Modernization Act.

The Centersfor Medicare & Medicaid Services
(CMS) has contracted with Trail Blazer Health Enterprises,
aMedicarecarrier, to assist in implementing the demon-
stration. TrailBlazer will managethedligibility determina-
tion and enrollment process as well as coordinate out-
reach efforts to beneficiary advocacy groups, physicians,
and othersinterested in this demonstration. TrailBlazer
has sub-contracted with Caremark to administer the drug
benefit.

Medicarerealizestheimportant roledrugsplay in
treating serious diseases. When Medicare first began,
drugsplayed amuch smaller rolein medical care. Only
drugs that are administered in a physician’s office have
been covered under Medicare Part B. In recent years,
many new medications have been devel oped that replace
some of these drugs, allowing patients with serious and
life-threatening illnesses to take these drugs in their own
home. For abeneficiary to be eligible for thisdemonstra-
tion, he or she must meet the following criteria:

e Beneficiary must have Medicare Part A and Part
B.

e Medicare must bethe beneficiary’s primary
health insurance.

e Beneficiary must residein one of the 50 states or
the District of Columbia.

e Beneficiary must have asigned certification form
from his/her doctor stating that he/she has
prescribed or intends to prescribe for the
beneficiary one of the covered medicationsfor
the specified condition.

e Thebeneficiary may not have any other
insurance that has comprehensive drug coverage
(such as Medicaid, an employer or union group
health plan, or TRICARE) that would cover this
medication.

The table on the following page shows the drugs and
conditions that will be covered under the demonstration.
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DrugsCovered Under the M edicar e Replacement Drug Demonstration
(Updated August 9, 2004)

Demonstration Covered | ndication

Drug/Biological—Compound Name (Brand Name)

Rheumatoid Arthritis

Adalimumab (Humira)
Anakinra (Kineret)
Etanercept (Enbrel)

Multiple Sclerosis

Glatiramer acetate (Copaxone)
Interferon beta—1a (Rebif, Avonex)
Interferon beta—1b (Betaseron)

Osteoporosis (patient must be
homebound)

Calcitonin —nasal (Miacalcin — nasal)

Pulmonary Hypertension

Bosentan (Tracleer)

Secondary Hyperparathyroidism Doxercalciferol (Hectoral)

Paget's Disease Alendronate (Fosamax)
Risedronate (Actonel)

Hepatitis C Pegylated interferon afa-2a (Pegasys)
Pegylated interferon alfa-2b (PEG-Intron)

CMV Retinitis Valcyte (Vaganciclovir)

Acromegaly Pegvisomant (Somavert)

Anti-Cancer

. Cutaneous T-cell Bexarotene (Targretin)
Lymphoma

Non-small cell lung cancer

Gefitinib (Iressq)

Epithelial ovarian cancer

Altretamine (Hexalen)

Chronic Myelogenous L eukemia

Imatinib Mesylate (Gleevec)

Gl Stromal Tumor

Imatinib Mesylate (Gleevec)

Multiple Myeloma

Thalidomide (Thalomid)

Breast Cancer

Hormonal therapy

e Stage 2-4 only

Anastrozole (Arimidex)
Exemestane (Aromasin)
Letrozole (Femara)
Tamoxifen (Nolvadex)
Toremifene (Fareston)

Prophal actic agent to reduce

Mesna-oral tablest (Mesnex)

ifosfamideinduced hemorrhagic
cystitis
For more information on this demonstration, please Copies of the brochure can be requested at:
visit http://www.medicare.gov or call our toll-free number: outreach.mrdd@trailblazerhealth.com

1-866-563-5386 (TTY number: 1-866-563-5387) between 8

Related Change Request (CR) #: N/A

am and 7:30 pm Eastern time, Monday —Friday. You can Medlearn MattersNumber: SE0443 (REVISED)
also use the toll-free number if you have questions about Related CR Release Date: '

the demonstration or the application.

We also have a beneficiary brochure available that

describes the demonstration and its benefits.

Related CR Transmittal #:
Effective Date: Immediately
Implementation Date: Immediately

Medlearn Matters articles are prepared as a service to the public and are not intended to grant rights or impose obligations. Medlearn
Matters articles 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 orregulations. We encourage readers to review
the specific statutes, regulations, and other interpretive materials for a full and accurate statement of their contents.
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MMA-Implementation of New Medicare Redetermination Notice
CMS has issued the following “ Medlearn Matters... Information for Medicare Providers® article.

Providers Affected
All Medicare physicians, providers, and suppliers.

Provider Action Needed
STOP — I mpact to You

Redeterminations arethe new first level of appeal for
fee-for-service appeals. You and your patientswill receive
aformal notification letter, the M edicare Redetermination
Notice (MRN), for any decision made on arequest for
redetermination made on or after October 1, 2004.

CAUTION —What You Need to Know

Contractors who judge these redetermination appeals
must make their decisions within 60 days as aresult of the
M edicare Prescription Drug, Improvement, and Modern-
ization Act of 2003 (MMA) and must then notify the
providers and beneficiariesinvolved viathe MRN. This
document describes the redetermination process, explains
the results of the Medicare appeal, and providesinforma-
tion about how to file an appeal regarding Medicare’'s
decision.
GO —What You Need to Do

The newly initiated Redetermination Appeals Process
providesfor timely notification of beneficiariesand
providers viathe MRN. Be sure to understand how these
new procedures affect your appeal rights.

Background

The Medicare claims appeal process was amended by
the Medicare, Medicaid and SCHIP Benefits |mprovement
and Protection Act of 2000 (BIPA, section 521). Section
1869 (a)(3)(C)(ii) required contractorsto mail awritten
notification of the redetermination decision to the parties
of an appeal. This section was then amended by MMA

Additional Information

The MRN must be written in language that is clear

and understandabl e to the beneficiary and must be printed
legibly on white paper using black ink. The MRN include
specific required elements such as the sections outlined
below:

An Introductory section.

A Summary Statement about the appeal decision.

A Summary of the Facts section including information
specific to the appeal and background information.

A Decision section stating whether theclaimis
covered by Medicare and whether the beneficiary is
responsible for payment.

An Explanation of the Decision section outlining the
logic and specific reasons that led to the redetermina-
tion. Thismust includerelevant clinical or scientific
evidence used in making the redetermination.

A Who isResponsiblefor the Bill section with
information on limitation of liability, waiver of recovery,
and physician/supplier refund requirements.

A What to Include in Your Request for Independent
Appeal section to explain what policy was used to
make the decision and identify specific documentation
required to appeal at the Independent Appeal Level.
AnAdditional Relevant Information section to present
any additional relevant information, not including any
sensitivemedical information.

A section on Important | nformation About Your Appeal
Rightsincluding contact information and an explana-
tion of the next level of the appeal process.

The official instruction, including acopy of amodel

MRN, issued to your carrier regarding this change may be

found by going to: http://www.cms.hhs.gov/manuals/
pm_trans/R97CP.pdf.

Related Change Request (CR) #:2620
Medlearn Matters Number: MM 2620
Related CR Release Date: February 6, 2004
Related CR Transmittal #: R97CP

Effective Date; October 1, 2004
Implementation Date: July 6, 2004

[Sections 1869 (a)(5) and 1869 (a)(4)(B)] toinclude specific
requirements for the notices themselves. The requirements
ensurethat claim appellants receive compl ete, accurate
and understandabl e information about their redetermina-
tion decisions, aswell asinformation explaining the
process of further appeals.

CMS has provided amodel cover letter and aMRN to
serveasguidelinesfor Medicare carriersand intermediar-
ieswho make the redeterminations. The MMA aso
ensures that redetermination decisions are made in a
timely manner by requiring that 100% of redeterminations
must be completed and mailed within 60 days of the
receipt of therequest. [ Section 940(a)(1)]

Medlearn Matters articles are prepared as a service to the public and are not intended to grant rights or impose obligations. Medlearn
Matters articles may contain references or links to statutes, regulations, or other policy materials. The information provided is only
intended to be a general summary. It is not intended to take the place of either the written law or regulations. We encourage readers to
review the specific statutes, regulations, and other interpretive materials for a full and accurate statement of their contents.
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Use of Group Health Plan Payment System to Pay Capitated Payments
to Chronic Care Improvement Organizations Serving Medicare Fee-

For-Service Beneficiaries

Providers Affected
Physicians, providers, and suppliers

Provider Action Needed
STOP — I mpact to You

The Centersfor Medicare & Medicaid Services(CMYS)
will be conducting large-scal e programs under the Volun-
tary Chronic Care Improvement Program (Section 721 of the
Medicare Modernization Act [ MMA]) inwhich private
organizationswill contract with CM Sto provide chronic
care servicesto beneficiariesenrolled in the traditional Fee-
For-Services (FFS) Medicare program.

CAUTION —What You Need to Know

With the exception of how CMSis paying these private
organizations, beneficiariesenrolled in these programswill
be considered covered under the traditional Medicare FFS
program for all other purposes. Beneficiarieswill only
receive coordinated care/disease management services from
these chronic care organizations and they are not restricted
in any way on how they receive their other Medicare
services.

GO —What You Need to Do
See the Background and Additional Information
sections for more information on this notification.

Background

Thisinstruction notifies providersthat CMSwill be
conducting large-scale programs under the Voluntary
Chronic Care Improvement Program (Section 721, MMA) in
which private organizationswill contract with CMSto
provide chronic care servicesto beneficiariesenrolled in
thetraditional FFS Medicare program.

In order to implement these large programs most
efficiently, CM S plansto accomplish thefollowing:

e Each program will be assigned anew option code
(designated as “Option Code 4" in thisinstruction); and

e Each organization will be set up asan “ Option 4 Chronic
CareOrganization” in Medicare’ s Group Health System/
PICS, which is otherwise used for Medicare Advantage
(formerly Medicare + Choice) health plans.

By enrolling beneficiariesin these“ Option Code 4”
Chronic Care Organizations, CMSwill be ableto pay the
organizations afixed monthly amount for each beneficiary.
Also, asan “Option Code4” Chronic Care Organization,”
CMS can continue processing all FFS claimsunder tradi-
tional Medicare payment rules.

With the exception of how CMSis paying these
organizations, beneficiariesenrolled in these programswill
be considered covered under the traditional Medicare FFS
program for all other purposes. Beneficiarieswill only
receive coordinated care/disease management services from
these chronic care organizations. They are not restricted in
any way on how they receive their other Medicare services.

Because the Group Health Plan system/MMCSis
being used to pay demonstration sites, when a provider
makes an inquiry to certain Common Working File (CWF)
screens, it appearsthat the beneficiary isenrolled ina
Health Maintenance Organization (HMO), when they are
eligiblefor coverage under thetraditional Medicare FFS
program.

To avoid this confusion about a beneficiary’s access
to services when providers or others check beneficiary
eligibility on CWF provider inquiries, thisinstruction
directsthe CWF to suppressany referencetoHM O
information on provider inquiriesfor beneficiaries
enrolled in theseprograms.

In the event the provider is advised by the benefi-
ciary or through some other means that the beneficiary is
enrolled with one of these Chronic Care Organizations,
the providers should treat the beneficiary as an ordinary
FFSbeneficiary who requiresno referral from the Chronic
Care Organizationsto receive servicesin a FFS setting.

Implementation
Theimplementation date for thisinstructionis
January 3, 2005.

Additional Information

For complete details, please seethe official instruc-
tion issued to your carrier or fiscal intermediary regarding
this change. That instruction may be viewed by going to:
http: //mmw.cms.hhs.gov/manual s/transmittal s/
comm_date _dsc.asp

From that Web page, look for CR3410inthe CR
NUM column on theright, and click on thefilefor that
CR

If you have any questions, please contact your
carrier at their toll-free number, which may befound at:
http: //mww.cms.hhs.gov/medl ear n/tolInums.asp

Related Change Request (CR) #: 3410
Medlearn Matters Number: MM 3410
Related CR Release Date: July 30, 2004
Related CR Transmittal #: 256
Effective Date: January 1, 2005
Implementation Date: January 3, 2005

Medlearn Matters articles are prepared as a service to the public
and are not intended to grant rights or impose obligations.
Medlearn Matters articles may contain references or links to
statutes, regulations, or other policy materials. The information
provided is only intended to be a general summary. It is not
intended to take the place of either the written law or regulations.
We encourage readers to review the specific statutes, regulations,
and other interpretive materials for a full and accurate statement
of their contents.
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MMA - Medicare-Approved Drug Discount Cards and Transitional
Assistance Program: A Summary of New Initiative of Interest to

Physicians and Other Health Care Professionals
CMS has issued the following “ Medlearn Matters... Information for Medicare Providers’ article.

Provider Types Affected
Physicians and other health care professionals

Provider Action Needed

Thisinstruction providesimportant information on a
new initiativeto increase enrollment of low-income
Medicare beneficiariesin aMedicare-Approved drug
discount card and a $600 credit.

Background

Inan earlier Medlearn Mattersarticle, an overview of
the Medicare-Approved Drug Discount Card Program was
provided.

(See SE0422 at: http: //mamww.cms.hhs.gov/mediearn/
matter s'/mmarticles/2004/SE0422. pdf)

This program is authorized by the Medicare Prescrip-
tion Drug | mprovement and Modernization Act of 2003
(MMA). The program is designed to help people who are
covered by Medicare with the cost of prescription drugs,
and the regulation outlining the new drug discount card
program isthe first action resulting from the MMA.. It
emphasizesthe importance of eliminating the practice of
Medicare beneficiaries having to pay full pricefor pre-
scription drugs. Beginning in May 2004, individual s began
enrolling inthe program.

Seniorsand individual swith disabilitieswill beableto
use these cards to save 10 to 15 percent on their total drug
costs, with savings of up to 25 percent or more on
individual prescriptions. All Medicare beneficiaries, except
those who already have Medicaid outpatient drug
coverage, will beableto enroll in Medicare-approved drug
discount card programs with benefits beginning in June
2004, and continuing until the Medicare prescription drug
benefit isimplemented in 2006.

Medicare beneficiarieswill beallowedto enroll inonly
one drug card program at atime. The cost of enrollment
can be no more than $30 annually, and beneficiaries can
change cards during an open enrollment period prior to
2005 or under specia circumstances. Beginning in 2006, all
people with Medicare will have access to avoluntary
prescription drug benefit.

Transitional Assistance Program
A key part of the Medicare-approved prescription
drug discount card programisasubsidy of up to $600 a
year for digiblelow-incomebeneficiaries. Individuals may
qualify for the $600 credit on their discount card to help
pay for prescription drugsif they:
e Haveanannual incomein 2004 of no morethan
$12,569if singleor $16,862 if married; and
o Receivehelp fromtheir statein paying their
Medicare premiumsor cost sharing.

Note that these income limits can change every year.
Also, residents of Puerto Rico or aU.S. territory are not

eligiblefor the $600 credit from Medicare. However, they
may be eligiblefor similar assistance provided by the
territory in which they reside. Beneficiaries cannot qualify
for the $600 if they already have outpatient prescription
drug coverage from certain other sources.

Current Initiative

The Centersfor Medicare & Medicaid Services
(CMS) current initiative creates astreamlined Medicare-
approved drug discount card enrollment process for
about 1.1 million beneficiarieswho receive help from their
state in paying their Medicare premiums or cost sharing.
These state programs are called Medicare Savings
Programs. Starting in mid-October, these beneficiarieswill
receivean enrollment kit inthemail from aMedicare-
approved drug discount card sponsor. The enrollment kit
will contain adiscount card with a M edicare-approved
logo, amember handbook, adiscount drug list, and
pharmacy directory. An enclosed letter will explaintothe
beneficiary his or her assignment to a Medicare-approved
drug discount card and eligibility for a$600 credit, and
information about the right to decline or switchto a
different Medicare-approved drug discount card. The
letter instructs the beneficiary to call either the company
offering thediscount card or 1-800-M EDICARE (1-800-
633-4227).

On November 1, 2004, the beneficiary can begin
using the card to obtain discounts. In order to get the
$600 credit, the beneficiary must call 1-800-MEDICARE or
to the card sponsor’stoll free number. On the call, the
beneficiary completesthe attestation for the $600 credit.

Beneficiaries who wish to choose adifferent card can
call 1-800- MEDICARE to learn about their other choices.

If abeneficiary isnot eligiblefor the $600 credit
because of other prescription drug coverage, he or she
has the option to keep the drug card and benefit from any
associated discounts. In this instance, the beneficiary
would be responsible for paying the enrollment fee.

Beneficiarieswho wish to decline enrollment in the
card must call the drug card sponsor at the toll free
number.

Asaresult of thisnew program for enrollment in the
drug card program, all beneficiariesin Medicare Savings
Programs can start getting large savings on their drug
costs.

Additional Information
Whereto Refer MedicareBeneficiariesfor | nformation
on Prescription Drug Discount Programs

In addition to the Medicare-approved drug discount
cards, there are other programs available that provide
assistance in paying for prescription drugs. Alternatives
such asindividual state pharmacy assistance programs
and manufacturers' discount programs may be a better fit
for certain individuals. Medicare recognizes that physi-
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cians and other health care professionals have limited
time availableto counsel patients. Therefore, the
following resources are availableto help individuals
with questions about the Medicare-approved drug
discount cards:

e Thel-800-M EDICARE (1-800-633-4227)

Toll-FreeCall Center:

Beneficiaries can get information about how the
discount drug card program operates, who can qualify
and how to join, aswell as some comparativeinforma-
tion on card sponsorsat 1-800 MEDICARE (1- 800-633-
4227, TTY usersshould call 1-877-486-2048).

ThisCall Center isavailable 24 hours per day, 7
days per week, and connects beneficiaries with
customer service representatives who can answer
questions and perform price comparisons for discount
cards and other assistance programs. Beneficiaries
should prepare alist of current prescription drugs and
dosages prior to contacting the Call Center. Also,
beneficiaries may request acopy of their individualized
price comparison results.

e ThePrescription Drugand Other Assistance
ProgramsWebsiteat:

http: //mmww.medicare.gov/Assi stancePrograms/
home.asp

For beneficiaries who use the Internet, this site
featureseligibility, enrollment, and price comparison
information for each available discount cardin a
particular area, aswell astheir state pharmacy assis-
tance programs. It also has atool that helps beneficia-
ries determine the best savings program based on their
prescription drug needs.

e Medicare sGuidetoChoosingaMedicare-
Approved DrugDiscount Card
This resource can be found at: http://
www.medi care.gov/publications. It provides beneficia-
rieswith information on choosing acard, enrolling, and

submitting complaints. This guide also features sample
enrollment forms and worksheets to assist beneficiariesin
selecting the discount card that is right for them.

e SateHealth Insurance Counsdingand Assistance
Programs(SHIP)

Beneficiariesmay al so contact their SHIP counselor for
information on prescription drug cost assistance programs.
To find thetel ephone number for the nearest SHIP, call 1-800-
MEDICARE (1- 800-633-4227) or visit:

http://www.medi care.gov/contacts/Satic/
SHIPs.asp?dest=NAV

For Morelnformation
Thefollowing information resourcesare availablefor

physicians and other health care professionals:

e Download afree patient-education brochure at: http://
www.medicare.gov (or call 1-800-MEDICARE to order a
limited number of free copies).

¢ Read the materials on the Medicare-Approved Drug
Discount Cards and Transitional Assistance Program web
page, at http://www.cms.hhs.gov/medlear n/drugcard.asp.
This page includes a variety of useful publications.

e Attend CMS Open Door Forumsin person or by tele-
phone (toll-free). These forums address concerns and
issues of physicians, nurses, and allied health profession-
as. Visit: http://mww.cms.hhs.gov/opendoor for further
details.

e Visit: http://mww.cms.hhs.gov/medicarereformfor the
latest information on MMA.

Related Change Request (CR) #: N/A
Medlearn Matters Number: SE0457
Related CR Release Date: N/A

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

MMA - New Medicare-Approved Drug Discount Cards and Transitional
Assistance Program: A Summary for Physicians and Other Health

Care Professionals

Note: This article was revised on October 27, 2004 to correct the web address for State Health Insurance

Counseling and Assistance Programs (SHIPS).

Provider Types Affected

Physicians and other health care professionals
Provider Action Needed

Understand the Medicare-Approved Drug
Discount Cards and Transitional Assistance Program
that beginsin 2004 to help Medicare beneficiaries save
on prescription drugs.

Background

As part of the Medicare Modernization Act of
2003 (MMA)), the Medicare-Approved Drug Discount
Cards and Transitional Assistance Program beginsin
2004 to help Medicare beneficiaries save on prescrip-

tion drugs. Medicare will contract with private companies
to offer new drug discount cards until a Medicare prescrip-
tion drug benefit startsin 2006. A discount card with
Medicare's seal of approval can help Medicare beneficia-
ries save on prescription drug costs. This articleis
designed to give an overview of the new Medicare-
Approved Drug Discount Cards and Transitional Assis-
tance Program. It will also explain whereyou may refer
Medicare patients for information on selecting and
enrolling in the drug discount card that best suits their
needs.

M edicar e-Approved Drug Discount Cards
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Open enrollment started in May 2004
Availableto qualified beneficiariesregard-
less of income

e Represent avariety of discount and drug
options from private companies

e Availableto beneficiarieseligiblefor or
enrolledin Medicare Part A or enrolled in
Medicare Part B, unless receiving outpatient
prescription drug coverage through State
Medicaid programs

e May charge an annua enrollment fee of no
more than $30, which may be paid by
Medicarefor somelow-income beneficiaries

e Donot requirethat beneficiaries purchase
discount drugs through mail-order pharma-
cies

e Provide beneficiariesthe ability to use their
discount cards in pharmacies near their
homes.

Transitional Assistance Program

Beneficiarieswith the greatest need will
have the greatest help available to them.
Individualswith an annual incomein 2004 of no
morethan $12,569if single or $16,862 if married,
and individualsreceiving help from their statein
paying their Medicare premiums or cost sharing,
may qualify for a$600 credit on their discount
card to help pay for prescription drugs. These
income limits change every year. Residents of
Puerto Rico or aU.S. territory arenot eligiblefor
the $600 credit from Medicare. However, they
may bedligiblefor similar assistance provided
by theterritory in which they reside. Beneficia-
ries cannot qualify for the $600 if they already
have outpatient prescription drug coverage from
certain other sources.

WhereDol Refer M edicareBeneficiariesfor
I nformation on Prescription Drug Discount
Programs?

In addition to the Medicare-approved drug
discount cards, there are other programs
available that provide assistance in paying for
prescription drugs. Alternatives such as
individual state pharmacy assistance programs
and manufacturers’ discount programs may be a
better fit for certainindividuals.

Medicare recognizes that physicians and
other health care professionals have limited time
available to counsel patients. The following
resources are available to help individualswith
questions about the Medicare-approved drug
discount cards:

The1-800-M EDI CARE (1-800-633-4227) Toll-
FreeCall Center
ThisCall Center isavailable 24 hours per

day and 7 days per week. It connects beneficiaries with customer
service representatives who can answer questions and perform price
comparisons for discount cards and other assistance programs.
Beneficiaries should prepare alist of current prescription drugs and
dosages prior to contacting the Call Center. Beneficiaries may
reguest acopy of their individualized price comparison results. TTY
usersshould call 1-877-486-2048.

ThePrescription Drugand Other Assistance ProgramsWeb Site
at Medicaregov
http://www.medicare.gov/Assi stancePrograms/home.asp

For beneficiaries who use the Internet, this site features
digibility, enrollment, and price comparison information for each
availablediscount card in aparticular area, aswell astheir state
pharmacy assistance programs. It also has atool that helps benefi-
ciaries determine the best savings program based on their prescrip-
tion drug needs.

M edicar € sGuideto Choosing a M edicar e-Approved Drug Discount
Card
http: //mww.medicare.gov

Thisresource provides beneficiarieswith information on
choosing a card, enrolling, and submitting complaints. Thisguide
also features sample enrollment forms and worksheets to assist
beneficiaries in selecting the discount card that isright for them.

SateHealth I nsurance Counsdling and Assistance Programs
Beneficiariesmay a so contact their SHIP counselor for informa:

tion on prescription drug cost assistance programs. To find the

telephone number for the nearest SHIP, call 1-800-MEDICARE (1-

800-633-4227) or vidt

http://mmw.medi care.gov/Contacts/Rel ated/Ships.asp on the web.

I nformation Resour cesfor Physiciansand Other Health Care

Professionals

e Download afree patient-education brochure at
http: //mmw.medicare.gov (or call 1-800-MEDICARE to order a
limited number of free copies).

e Read The Medicare-Approved Drug Discount Cards and
Transitional Assistance Program - A Brochure for Physicians
and Other Health Care Professionals at
http: //www.cms.hhs.gov/medlearn.

e Attend CMS Open Door Forumsin person or by telephone
(toll-free). These forums address concerns and issues of
physicians, nurses, and alied health professionals. Visit
http://mww.cms.hhs.gov/opendoor for further details.

e Visit http://mww.cms.hhs.gov/medicarereformfor the latest
informationon MMA.

e  Contact your carrier for information by using thetoll-free
provider lines. Visit
http://imww.cms.hhs.gov/medl ear n/tollnums.asp for your
carrier’stoll-free number.

Related Change Request (CR) #: N/A

Specid Edition: SE0422

Effective Date: Informational Only Revised: 10/29/2004

The information contained in this article was current at the time of its

development. We encourage users of this article to review statutes, regulations
and other interpretive materials for the most current information.
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MMA - Medicare-Approved Drug Discount Cards and Transitional
Assistance Program: A Summary of New Initiative of Interest to

Physicians and Other Health Care Professionals
CMS has issued the following “ Medlearn Matters... Information for Medicare Providers’ article.

Provider Types Affected
Physicians and other health care professionals

Provider Action Needed

Thisinstruction providesimportant information on a
new initiativeto increase enrollment of low-income
Medicare beneficiariesin aMedicare-Approved drug
discount card and a $600 credit.

Background

Inan earlier Medlearn Mattersarticle, an overview of
the Medicare-Approved Drug Discount Card Program
was provided.

(See SE0422 at: http: //mamww.cms.hhs.gov/mediearn/
matter s'/mmarticles/2004/SE0422.pdf)

This program is authorized by the Medicare Prescrip-
tion Drug | mprovement and M odernization Act of 2003
(MMA). The program is designed to help people who are
covered by Medicare with the cost of prescription drugs,
and the regulation outlining the new drug discount card
program isthe first action resulting from the MMA.. It
emphasizesthe importance of eliminating the practice of
Medicare beneficiaries having to pay full pricefor
prescription drugs. Beginning in May 2004, individuals
began enrolling in the program.

Seniorsand individualswith disabilitieswill beable
to use these cards to save 10 to 15 percent on their total
drug costs, with savings of up to 25 percent or more on
individual prescriptions. All Medicare beneficiaries,
except those who already have Medicaid outpatient drug
coverage, will be ableto enroll in Medicare-approved
drug discount card programs with benefits beginning in
June 2004, and continuing until the M edicare prescription
drug benefit isimplemented in 2006.

Medicare beneficiarieswill bealowed to enroll in
only one drug card program at atime. The cost of
enrollment can be no more than $30 annually, and
beneficiaries can change cards during an open enrolIment
period prior to 2005 or under special circumstances.
Beginningin 2006, al peoplewith Medicarewill have
access to a voluntary prescription drug benefit.

Transitional Assistance Program
A key part of the Medicare-approved prescription
drug discount card programisasubsidy of up to $600 a
year for digiblelow-incomebeneficiaries. Individuals may
qualify for the $600 credit on their discount card to help
pay for prescription drugsif they:
e +Havean annual incomein 2004 of ho morethan
$12,569if singleor $16,862 if married; and
o ¢ Receivehelpfromtheir statein paying their
Medicare premiumsor cost sharing.

Note that these income limits can change every year.
Also, residents of Puerto Rico or aU.S. territory are not

eligiblefor the $600 credit from Medicare. However, they
may be eligiblefor similar assistance provided by the
territory in which they reside. Beneficiaries cannot qualify
for the $600 if they already have outpatient prescription
drug coverage from certain other sources.

Current Initiative

The Centersfor Medicare & Medicaid Services(CMS)
current initiative creates a streamlined Medicare-approved
drug discount card enrollment processfor about 1.1 million
beneficiarieswho receive help from their statein paying
their Medicare premiums or cost sharing. These state
programs are called Medicare Savings Programs. Starting
in mid-October, these beneficiarieswill receive an enroll-
ment kit in the mail from aM edicare-approved drug
discount card sponsor. The enrollment kit will contain a
discount card with a Medicare-approved logo, amember
handbook, a discount drug list, and pharmacy directory.
An enclosed letter will explain to the beneficiary hisor her
assignment to a Medicare-approved drug discount card
and eligibility for a$600 credit, and information about the
right to decline or switch to adifferent Medicare-approved
drug discount card. The letter instructs the beneficiary to
call either the company offering the discount card or 1-800-
MEDICARE (1-800-633-4227).

On November 1, 2004, the beneficiary can begin using
the card to obtain discounts. In order to get the $600 credit,
the beneficiary must call 1-800-MEDICARE or tothecard
sponsor’stoll free number. On the call, the beneficiary
completes the attestation for the $600 credit.

Beneficiaries who wish to choose a different card can
call 1-800- MEDICARE to learn about their other choices.

If abeneficiary isnot eligiblefor the $600 credit
because of other prescription drug coverage, he or she has
the option to keep the drug card and benefit from any
associated discounts. In this instance, the beneficiary
would be responsible for paying the enrollment fee.

Beneficiarieswho wish to decline enrollment in the
card must call the drug card sponsor at the toll free number.

Asaresult of thisnew program for enrollment in the
drug card program, all beneficiariesin Medicare Savings
Programs can start getting large savings on their drug
costs.

Additional Information
Whereto Refer MedicareBeneficiariesfor I nformation
on Prescription Drug Discount Programs

In addition to the Medicare-approved drug discount
cards, there are other programs available that provide
assistance in paying for prescription drugs. Alternatives
such asindividual state pharmacy assistance programs
and manufacturers' discount programs may be a better fit
for certain individuals. Medicare recognizes that physi-
cians and other health care professionals have limited time
availableto counsel patients. Therefore, the following
resources are available to help individuals with questions
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about the Medicare-approved drug discount cards:

e Thel-800-M EDICARE (1-800-633-4227) Toll-Free
Call Center:
Beneficiaries can get information about how the
discount drug card program operates, who can qualify
and how to join, aswell as some comparativeinforma-
tion on card sponsorsat 1-800 MEDICARE (1- 800-
633-4227; TTY usersshould call 1-877-486-2048).
ThisCall Center isavailable 24 hours per day, 7 days
per week, and connects beneficiaries with customer
service representatives who can answer questions
and perform price comparisons for discount cards and
other assistance programs. Beneficiaries should
prepare alist of current prescription drugs and
dosages prior to contacting the Call Center. Also,
beneficiaries may regquest acopy of their individual-
ized price comparison results.

e ThePrescription Drugand Other Assistance
ProgramsWebsiteat:

http: //mww.medi care.gov/Assi stancePrograms/home.asp

For beneficiaries who use the Internet, this site festures
eligibility, enrollment, and price comparison information for
each available discount card in aparticular area, aswell as
their state pharmacy assistance programs. It also has atool
that helps beneficiaries determine the best savings program
based on their prescription drug needs.

e Medicare sGuidetoChoosingaM edicare-Approved
DrugDiscount Card
This resource can be found at:
http: //Amww.medicare.gov/publications. It provides
beneficiarieswith information on choosing acard,
enrolling, and submitting complaints. Thisguide aso
features sample enrollment forms and worksheetsto
assist beneficiaries in selecting the discount card that is
right for them.

e SateHealth Insurance Counsdingand Assistance

Programs(SHIP)

Beneficiaries may also contact their SHIP counsel or
for information on prescription drug cost assistance
programs. To find the telephone number for the nearest
SHIP, call 1-800-MEDICARE (1- 800-633-4227) or visit:
http://www.medi care.gov/contacts/Satic/
HIPs.asp?dest=NAV

For Morelnformation
Thefollowing information resourcesare availablefor
physicians and other health care professionals:
¢ Download afree patient-education brochure at:
http: //mmw.medicare.gov (or call 1-800-MEDI-
CARE to order alimited number of free copies).

e Read the materials on the Medicare-Approved Drug
Discount Cards and Transitional Assistance Program
web page, at http://mww.cms.hhs.gov/medlearn/
drugcard.asp. This page includes a variety of useful
publications.

e Attend CMS Open Door Forumsin person or by
telephone (toll-free). These forums address concerns
and issues of physicians, nurses, and allied health
professionals. Visit:
http: //imww.cms.hhs.gov/opendoor for further details.

e Visit: http://mwww.cms.hhs.gov/medicarereformfor the
latest information on MMA.

Related Change Request (CR) #: N/A
Medlearn Matters Number: SE0457
Related CR Release Date: N/A

Medlearn Matters articles are prepared as a service to the public
and are not intended to grant rights or impose obligations.
Medlearn Matters articles may contain references or links to
statutes, regulations, or other policy materials. The information
provided is only intended to be a general summary. It is not
intended to take the place of either the written law or regulations.
We encourage readers to review the specific statutes, regulations,
and other interpretive materials for a full and accurate statement of
their contents.
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CMS and FCSO Offer Help to Address Potential Medicare Billing and

Payment Impacts Due to 2004 Hurricanes

Thehurricanesthat hit Floridain 2004 severely impacted many of First Coast Service Options' (FCSO) Medicare
customers. In response to the devastating impacts and potential damage, and in keeping our promise to provide superior
customer service, FCSO isworking closely with the Centersfor Medicare & Medicaid Services (CMS) to determine how
best to help impacted health care providers and beneficiaries as they recover. FCSO and CM S have established a
response team to assist providers impacted by these hurricanes. Here are some helpful tips related to communication,
benefit payments and operational processes that may warrant special consideration:

First, we encourage impacted health care providers to communicate billing and payment concerns by calling our
Medicare Part A Customer Service Center at 1-877-602-8816 or our Medicare Part B Customer Service Center at 1-
866-454-9007.

Hospital s and skilled nursing facilities whose cash flow has been or will be adversely impacted by the 2004
hurricanes may be granted an accelerated payment. FCSO and CM S have implemented a processto expedite
these requests. Medicare Part A impacted providers who need to pursue an accel erated payment should contact
Provider Audit and Reimbursement Specialist, Jeff Guy at 904-791-6695.

Providers unable to submit electronic claims can reduce claimsto paper. However, we are unableto issue
paymentswithin 14 days. Paymentswill beissued after the 27t day following receipt of the claim for clean
cdams.

Infiling an appeal request, the 2004 hurricanes are an example of “good cause’ in asking for atime extension.
If you cannot receive mail at your present location, you may set up atemporary “pay to” address.

This can be accomplished with the CM S-855 form by faxing to the Provider Enrollment specially designated
hurricanefax lineat 904-301-1827.

Impacted providers may use another physician's computer to transmit claims; however, someone from FCSO
Medicare EDI must be involved in order to maintain the security of therecords. If you are animpacted provider
who needsto explorethefeasibility of thisoption, please contact Medicare EDI Manager, Jim Gray at 904-791-
8283.

The CM S Atlantaregional office has aso established a response team whose members are ready and available to
assist providersat 1-404-562-7390.

If you were under amandatory evacuation notice and had to be transported by ambulance, Medicare will
consider payment under certain conditions. Here'salink to the August 18, 2004, CM S-approved policy on
“Ambulance Transport Due to Disasters.”

(http://www.flori damedi care.com/provider/content/speci al /A mb-Transport-due-to-Disater. pdf)

Additional information is available at http://www.floridamedicare.com. If you have additional questions, please
contact our Medicare Part A Customer Service Center at 1-877-602- 8816 or our Medicare Part B Customer Service Center
at 1-866-454-9007, as we have designated points-of-contact for various types of issues related to the 2004 hurricanes.

First Quarter 2005 The FCSO Medicare B Update!

83
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ConnEcTicur MEbpicAL ReEviEw

This section of the Medicare B
Update! features summaries of new
and revised medical policies/coverage
determinations devel oped as aresult of

that the carrier’ smedical policiesand
review guidelines are consistent with
accepted standards of medical practice.

Effective dates are provided in
each policy, and are based on the date
of service (unless otherwise noted in
the policy). Medicare contractors are
required to offer a 45-day notice period
for LMRPS/LCDs; the date the
LMRP/LCD is posted to the Web site
is considered the notice date.

Electronic Notification
Toreceivequick, automatic
notification when new and revised
LMRPSLCDs are pogted to the Web site,
subscribeto the FCSO eNewsmailing list.

the prompts.

More Information

For more information, or, if you
do not have Internet access, to obtain a
hardcopy of a specific LMRP/LCD,
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contact Medical Policy at:

Attention: Medical Policy
First Coast Service Options, Inc.
P.O. Box 9000

Meriden, CT 06450-9000

Phone: 1-866-419-9455

Italicized and/or quoted material isexcer pted from the American M edicalAssociation Current Procedural Terminology. CPT codes destriptionsand other data
only ar ecopyrighted 2003 (or other such dateof publication of CPT) American M edical Association. Al rightsreser ved.ApplicableFARSDFARSapply

Advance Notice Statement
dvance Beneficiary Notice (ABN) is required in the event the service
may be denied or reduced for reasons of medical necessity. See page 5
for details concerning ABNSs.
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NEW LCD IMPLEMENTATION

11720: Nail Debridement

hislocal coverage determination is being developed to define coverage for nail debridement of all symptomatic

mycotic nails.

Medicarewill consider the treatment of fungal (mycotic) infection of the nails a covered service when the medical
record substantiates:

¢ Clinical evidence of mycosis of the nail, by generally accepted clinical findings such as discoloration, onycholy-
sis, subungual debris, thickening, or secondary skin infection;

One of thefollowing must be documented for mycotic toenails:

e Theambulatory patient has marked limitation of ambulation, pain, or secondary infection resulting from the
thickening and dystrophy of the infected nail plate(s) or;

e The non-ambulatory patient suffersfrom pain, or secondary infection resulting from the thickening and dystro-
phy of the infected nail plate(s).

In addition to the above, use of appropriate anti-fungal treatment or the contraindication of such treatment, must also
be documented, to qualify nail debridement as amedically necessary and reimbursable service.
Thefollowing CPT codesareincluded inthispolicy:

e 11720 Debridement of nail(s) by any method(s); oneto five
o 11721 Debridement of nail(s) by any method(s); six or more
Thefollowing ICD-9 codes that support medical necessity arelisted in thispolicy:
1101 Dermatophytosis of nail (Onychomycosis)
1123 Candidiasis of skin and nails

= 117.0-1179 Other mycoses

Patients need not have an underlying systemic condition to be covered for mycotic nail care. For treatment of non-
symptomatic mycotic nails, refer to the Routine Foot Care policy.

Thefull-text of thisLCD is available on our provider education website at http://www.connecticutmedicare.com
Thispolicy iseffectivefor servicesrendered on or after January 1, 2005.

72192: Computed Tomography of the Pelvis

Computed Tomography of the Pelvis (CT Scan of the Pelvis) isanoninvasive yet accurate x-ray procedure, which
resultsin images from passing x-rays through an organ at many angles. The variation and density of each tissue
allowsfor variable penetration of the x-rays. Each density iscomputed by utilizing a coefficient (or numeric value), which
isdigitally computed into shades of gray. These shades of gray are then displayed on a monitor as thousands of dots in
various shades.

The CT scan of the pelvic areaincludes the bladder, prostate, ovaries, uterus, lower retroperitoneum and iliac lymph
node chains. CT scans are generally performed to study the pelvic viscera. In males, thisincludes the bladder and
prostate and in females, the bladder, uterus and adnexa. The CT scan of the pelvisis useful in evaluating cysts, tumors,
masses, metastasis to one or more of these organs, and iliac lymph nodes. Intravenous contrast material may be adminis-
tered when enhanced views are needed.

Dataanalysisfor CPT code 72192 (CT scan of the pelviswithout dye) reveal ed that eight (8) of the top twenty (20)
diagnoses billed by providers may not have been medically necessary.

Thislocal coverage determination (LCD) is being devel oped to defineindications and limitations for computed
tomography of the pelvis. The LCD contains coverage guidelinesfor thefollowing CPT codes: 72192 (CT scan of the
pelviswithout dye), 72193 (CT scan of the pelviswith dye) and 72194 (CT scan of the pelviswith and without dye).

ThisLCD iseffectivefor servicesrendered on or after January 1, 2005. Thefull text LCD isavailableon our provider
education website at http://mwwconnecti cutmedi care.com.

Italicized and/or quoted material isexcer pted from the American M edicalAssociation Current Procedural Terminology. CPT codes destriptionsand other data
only ar ecopyrighted 2003 (or other such dateof publication of CPT) American M edical Association. Al rightsreserved. ApplicableFARSDFARSapply
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92135: Scanning Computerized Ophthalmic Diagnostic Imaging

anning computerized ophthalmic diagnostic imaging allowsfor early detection of glaucomatous damage to the nerve

iber layer or optic nerve of theeye. Itisthegoa of these diagnostic imaging teststo discriminate among patients with
normal intraocular pressures (I0P) who have glaucoma, patientswith elevated | OP who have glaucoma, and patientswith
elevated 1OP who do not have glaucoma. These tests can aso provide more precise methods of observation of the optic
nerve head and can more accurately reveal subtle glaucomatous changes over the course of follow-up examsthan visual field
and/or disc photos can. Thiscan allow earlier and more efficient efforts of treatment toward the disease process.

Retinal disorders are the most common causes of severe and permanent vision loss. Scanning computerized ophthalmic
diagnosticimaging is aso used for the eva uation and treatment of patientswith retinal disease, especialy certain macular
abnormalities. It detailsthe microscopic anatomy of the retinaand the vitreo-retinal interface.

Many forms of scanning computerized ophthal mic diagnostic imaging tests currently exist (e.g., confocal laser scanning
ophthalmoscopy (topography), scanning laser polarimetry, optical coherence tomography (OCT), and retinal thickness
analysis. Although these techniques are different, their objective isthe same.

Thisloca coverage determination (LCD) has been devel oped to define the indications and limitations of coverage and/or
medical necessity for thisserviceand will be effectivefor servicesrendered on or after January 1, 2005. Thefull-text of this
LCD may be viewed on the provider education website http:/Aww.connecti cutmedi care.com when it becomes available.

93224: Electrocardiographic Monitoring for 24 hours (Holter

Monitoring)

mbulatory electrocardiography or holter monitoring are terms used to describe the continuous 24-hour monitoring of

an electrocardiogram in asymptomatic patient who isambulatory or potentially ambulatory. Therecording iscompleted
either on amagnetic tape or digital medium. The dataisthen computer-analyzed at alater time, and aphysician interpretsthe
computer-generated report.

Electrocardiographic monitoring can be performed on ambulatory patients over aset period of time (usually 24 hours).
The monitoring device (holter monitor) allowsthe patient to resumetheir normal lifestyle and activitieswhilerecording
episodes of arrhythmia. This gives the physician documented episodes of arrhythmias or absence of arrhythmiasto correlate
with the patient’ s symptoms.

TheNationa Coverage Determination (NCD) Manual, section 20.15, definestheindications and medical necessity for
performing these services. Therefore, alocal coverage decision (LCD) has been devel oped to define the corresponding | CD-9-
CM codesfor procedure codes 93230-93233. Thefull-text of thisL CD isavailable on the provider education website
http://Awww.connecti cutmedicare.com ThisLCD iseffective for servicesrendered on or after January 1, 2005.

93701: Cardiac Output Monitoring by Thoracic Electrical

Bioimpedance

horacic electrical bioimpedance (TEB) devices, aform of plethysmography, monitor cardiac output by noninvasively
measuring hemodynamic parameters, including stroke volume, systemic vascular resistance and thoracic fluid status.
According to the Medicare Part B statistical medical dataobtained from January 1, 2003 to June 1, 2003, cardiac output
monitoring by thoracic el ectrical bioimpedance services were determined to be aberrant in Connecticut; therefore, alocal
coverage determination (LCD) has been devel oped to provide clarity of coverage and limitations of TEB and establish the
ICD-9-CM codesthat support medical necessity.
Thispolicy was presented to the CarriersAdvisory Committee June 15, 2004. It will be effectivefor servicesrendered on
or after January 1, 2005. Thefull-text LCD may beviewed on the provider education website
http: /mmw.connecti cutmedicare.comwhen it becomes available.

J9208: Ifosfamide (Ifex®)

fosfamideis classified as an alkylating agent of the nitrogen mustard type. Because of the risk of hemorrhagic cystitis;
| fosfamideis generdly administered in combination with a prophylactic agent, suchasMesna
Accordingtothe MedicarePart B statistical medicd dataobtained from January 1, 2003to June 1, 2003, J9208 wasdeterminedto
be aberrant in Connecticut; therefore, aloca coverage determination (LCD) has been developed to define theindications and
limitationsof coverageclarify theappropriateuseof Ifosfamide, and establish appropriatel CD-9-CM coding for Ifosfamide
Thispolicy waspresented to the CarriersAdvisory Committee June 15, 2004. It will be effectivefor servicesrendered onor after
January 1, 2005. Thefull-text LCD may be viewed on the provider education webstehttp: /AMmwvconnecticutmedicar e.comwhenit
becomesavailable.

Italicized and/or quoted material isexcer pted from the American M edicalAssociation Current Procedural Terminology. CPT codes destriptionsand other data
only ar ecopyrighted 2003 (or other such dateof publication of CPT) American M edical Association. Al rightsreser ved.ApplicableFARSDFARSapply
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J9209: Mesna (Mesnex®)

esnais FDA approved to reduce the incidence of Ifosfamide-induced hemorrhagic cystitis. Mesnais not effectivein
preventing hematuria due to pathol ogic conditions such as thrombocytopenia.

According to the Medicare Part B statistical medical dataobtained from January 1, 2003 to June 1, 2003, J9209 was
determined to be aberrant in Connecticut; therefore, alocal coverage determination (LCD) has been developed to define
theindications and limitations of coverage, clarify the appropriate use of Mesna, and establish appropriate |CD-9-CM
coding for Mesna.

Thispolicy was presented to the CarriersAdvisory Committee June 15, 2004. It will be effectivefor servicesrendered
on or after January 1, 2005. Thefull-text LCD may be viewed on the provider education website
http: //mww.connecti cutmedi care.com when it becomes available.

APBI: Accelerated Partial Breast Irradiation

rvival after breast-conservation therapy (BCT) is equivalent to survival after mastectomy for patients diagnosed with
umors categorized asstage | or 1. The standard of carefor local management is breast-conserving surgery to excise the
tumor with adequate margins (lumpectomy), followed by whole-breast external-beam radiation therapy (WB-EBRT).

Accelerated Partial Breast Irradiation (APBI) differsfromWB-EBRT intwoways. Firg, theradiationtargetsonly a
segment surrounding the tumor rather than the entire breast. Second, since the duration of treatment is4 to 5 days rather than
5t0 6 weeks, rediation isdelivered in fewer fractions at larger doses per fraction. APBI comprises several techniques, including
interdtitial brachytherapy viacatheters, the MammoSite radiation trestment system, accel erated external beam radiotherapy,
and intra-operative radiotherapy delivery.

When compared with whole breast irradiation, APBI offers the potentia advantages of convenience and decreases
radiation dose to healthy breast tissue. However, published studies are limited in patient size and follow-up period. Given
accessto careissues, aloca coverage determination (LCD) has been devel oped to define the indications and limitations of
coverage, establish a procedure to diagnosis relationship, and clarify the appropriate use of APBI after breast-conserving
surgery for early stage breast cancer. In addition, a coding guideline has aso been developed to assist in billing this type of
service.

APBI after breast-conserving surgery is considered medically necessary for patients with early stage breast cancer when
all of thefollowing criteriaaremet:

Diagnosis: Invasive ductal carcinomaor ductal carcinomain situ

Sizegreater than or equal to 3cm.

Margin status: Negative—at least 2mmin al directions

Nodal status. Negative axillary lymph node dissection or sentinel lymph node evaluation

ThisLCD iseffectivefor servicesrendered on or after January 1, 2005. Thefull text of thisLCD may beviewed onthe
provider education website http: //mmw.connecti cutmedi care.com when it becomes available.

ADDITIONS/REVISIONS TO LMRPs/LCDs

11055: Routine Foot Care

hislocal coverage determination (LCD)/local medical review policy (LMRP) waslast updated on April 1, 2004.
This policy has been converted into the new LCD format and revised to include debridement of nails sincethat is
also included in covered routine foot care. The following CPT codes have been added to the policy:

e 11720 Debridement of nail(s) by any method(s); oneto five, and
e 11721 Debridement of nail(s) by any method(s); six or more

In evaluating whether the routine services can be reimbursed, a presumption of coverage may be made by Medicare
where the evidence available discloses certain physical and/or clinical findings consistent with the diagnosis and
indicative of severe peripheral involvement. For purposes of applying this presumption, Class findings must be
documented for all underlying conditions.

ClassA Findings
o Nontraumatic amputation of foot or integral skeletal portion thereof.

ClassB Findings

Italicized and/or quoted material isexcer pted from the American M edicalAssociation Current Procedural Terminology. CPT codes destriptionsand other data
only ar ecopyrighted 2003 (or other such dateof publication of CPT) American M edical Association. Al rightsreserved. ApplicableFARSDFARSapply
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o Absent posterior tibia pulse;

e Advanced tropic changes such as. hair growth, nail changes, pigmentary changes, skin texture, skin color, (three
required); and

e Absent dorsalis pedal pulse.

Class C Findings
Claudication;
Temperature changes,
Edema;

Parathesias; and
Burning.

Active care requirements mandated by Medicare guidelines are included in the policy for services performed by a
podiatrist.

The full-text of thisLCD is available on our provider education website at http://wwwconnecticutmedicare.com
Thispolicy iseffective servicesrendered on or after January 1, 2005.

88271:Urinary Fluorescent In Situ Hybridization (FISH) Test for

Recurrent Bladder Cancer)

heloca medical review policy (LMRP) Urinary Tumor Markersfor Bladder Cancer was effective January 5,

2004. Bladder cancer isthefifth most common cancer in the United States, with over 50,000 newly diagnosed
cases and over 10,000 deaths annually. The diagnosis of primary and recurrent bladder cancer is one of the most
difficult problemsin urology and cytology. Ninety percent of bladder cancer cases are classified as transitional
cell carcinomas (TCC), whilethe remaining 10 percent are predominantly squamous cell or adenocarcinomas.
Therearefour clinically relevant subgroups of TCC, as defined by pathologic staging carcinomain situ (pTIS),
non-invasive papillary TCC (pTa), minimally invasive TCC (pT1), and muscleinvasivetumors (pT2-4). Each
subgroup is distinct with respect to clinical outcome. At presentation, 75% of tumorsare ‘ superficia’ (i.e., pTa,
pT1orpTlS), of which 50 to 80 percent will have one or several recurrences, and 15 to 25 percent will progressto
invasivetumors. Thetumorswith invasion limited to the lamina propria (stage pT1) pose the greatest clinical
problem. Local progressionto potentialy life-threatening muscle-invasive cancer (pT2-4) occursin 20to 30
percent of these tumors after conservative surgical treatment.

After initial diagnosisand treatment, patients with urothelial carcinomaare routinely monitored every three
months for the first two years then usually twice ayear for three or moreyears. Up to 50 percent of patientswill
have recurrence of bladder cancer within five years. The current monitoring is done by cystoscopy, an invasive
procedure, and by urine cytology. Standard cytology has been regarded as an additional diagnostic tool to select
patients for cystoscopic evaluation. However, studies show that the sensitivity of cytology in urinary specimens
islimited, since most of the noninvasive cancers (stage pTa) are missed. Therefore, cytology aloneisunreliableto
serve as a basis for therapy decisions.

Severa diagnostic tests are avail able for the management of bladder cancer. Radioimmunoassay and immuno-
histochemical determinations of the serum levels of certain proteins or carbohydrates serve astumor markers.
When elevated, serum concentration of these markers may reflect tumor size and grade. Three other tests which
areto be performed in conjunction with standard diagnostic proceduresinclude: The Urinary Fluorescence In Situ
Hybridization (FISH) Test, The Bladder Tumor Antigen Sat (BTAstat) Test, and The Nuclear Matrix Protein 22
(NMP-22) Test.

The Urinary FISH Test for recurrent bladder cancer isan FDA approved multitarget, multicolor fluorescencein
situ hybridization (FISH) probe set that uses DNA technology designed to detect aneuploidy for chromosomes 3,
7,17, and loss of the 9p21 locusin voided urine specimens from patients with transitional cell carcinomaof the
bladder (urothelial carcinoma). In situ hybridization isatechnique that allowsthe visualization of specific nucleic
acid sequenceswithin acellular preparation. Specifically, DNA FISH involvesthe precise annealing of asingle
stranded fluorescently labeled DNA probe to complementary target sequences. The hybridization of the probe
with the cellular DNA siteisvisible by direct detection using fluorescence microscopy. Resultsfrom thisUrinary
FISH Test are intended for use as a noninvasive method for monitoring tumor recurrence in conjunction with
cystoscopy in patients previously diagnosed with bladder cancer.

The Bladder Tumor Antigen Stat (BTAstat) Test for recurrent bladder cancer is an FDA approved, one-step,
qualitative, immunochromatographic assay for the detection of abladder tumor-associated antigen in voided
urine. Thisantigenisahuman complement factor H-related protein (hCFHrp)) similar in composition, structure
and function to human complement factor H (hCFH). Like hCFH, the BTA interacting with complement factor C3b
interrupts the complement cascade and may confer a selective growth advantage to cancer cellsin vivo by
allowing the cellsto evade the host immune system. In cell culture, hCFHrpis expressed by several bladder cell

Italicized and/or quoted material isexcer pted from the American M edicalAssociation Current Procedural Terminology. CPT codes destriptionsand other data
only ar ecopyrighted 2003 (or other such dateof publication of CPT) American M edical Association. Al rightsreser ved.ApplicableFARSDFARSapply
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lines, but not by most normal cells. To interpret the results for the BTAstat test, urineis alowed to react with a
colloidal gold-conjugated antibody and the results are determined qualitatively by the presence or absence of a
line on the test stick.

The bladder tumor antigen stat test isindicated as an aid in the management of bladder cancer patientsin
conjunction with cystoscopy. BTAstat test results may be affected by the presence of blood or infection and,
therefore, should not be performed on patients exhibiting these signs or symptoms. BTAstat testing has a
sensitivity of 68 percent and a specificity of 71 percent. The BTAstat test is more sensitive than urine cytol ogy,
but not as specific.

Nuclear matrix is anon-chromatin structure that supports nuclear shape and organizesDNA. Itisaso
involved in DNA replication, transcription and processing of RNA. Nuclear matrix protein 22 (NMP22), atumor
marker, isanuclear mitotic apparatus protein involved in the distribution of chromatin to daughter cellsand is
located in the nuclear matrix of all cell types. NMP22 isreleased from the nuclei of tumor cells after they dieand
can be detected in theurine. Normally, only very low levels of NM P22 can be detected in the urine, but elevated
levels may be associated with bladder cancer.

The NMP-22 Test isan FDA-approved, in vitro immunoassay intended for the qualitative detection of NMP-
22 nuclear matrix protein in urine of personswith risk factors or symptoms of bladder cancer or with ahistory of
bladder cancer. Thistest isindicated for use as an aid in diagnosing and monitoring bladder cancer patients, in
conjunction with standard diagnostic procedures.

This policy has been updated and revised to include the indications and limitations of coverage and/or
medical necessity for the bladder tumor antigen stat (BTAstat) test and the nuclear matrix protein 22 (NMP-22)
test, aswell as appropriate CPT code and utilization guidelines. Therefore, the name of the policy has been
changed to * Urinary Tumor Markersfor Bladder Cancer’. In addition, this policy has been converted into the local
coverage determination (LCD) format. An attachment to the L CD has also been devel oped to clarify appropriate
coding.

Thisrevisionwill be effectivefor servicesrendered on or after January 1, 2005. Thefull-text of thisLCD may
be viewed on the provider education website http://www.connecticutmedicare.com when it becomes available.

90901: Biofeedback

helocal medical review policy (LMRP) for Biofeedback —90901 was previously revised on October 1, 2004 for

ICD-9-CM Updates. Sincethat time, additional |CD-9-CM codes 344.00-344.09 (quadriplegiaand quadriparesis)
were added to biofeedback training by any modality (90901). In addition, the LMRP has been converted to the
local coverage determination (LCD) format.

These changes are effective for servicesrendered on or after November 15, 2004. Thefull-text of thisLCD is
available on the provider education website http://www.connecticutmedicare.com.

97802: Medical Nutrition Therapy (MNT)

hispolicy was|last revised effective April 1, 2003. Sincethat time, arevision to this policy has been madeto

add 1CD-9 CM code 593.9 (Unspecified disorder of kidney and ureter) to the“1CD-9 Codesthat Support
Medical Necessity” section of the policy. In addition, the policy was converted to the local coverage
determination (LCD) format. Thisrevisioniseffective October 1, 2002, the effective date of the policy. Thefull-text
of this LCD is available on the provider education website http://www.connecticutmedicare.com.

J2792: Rho (D) Immune Globulin Intravenous

helocal medical review policy (LMRP) for Rho (D) Immune Globulin Intravenous became effective on January

5,2004.

Thispolicy revisionisbeing madeto clarify indications and limitations when administering Rho (D) for its
FDA approved purposes. Medicarewill consider Rho (D) Immune Globulin Intravenous medically necessary for
the following Food and Drug Administration (FDA) approved indications:

e Thesuppression of Rh isoimmunization, and
e Thetreatment of immune thrombocytopenic purpura (ITP) for non-splenectomized Rho (D) positive
individualsin clinical situations requiring an increase in platel et count to prevent excessive hemorrhage.

Thispolicy revisionincludesthe addition of two HCPCS codes: J2788 (I njection, Rho d immune globulin,
human, minidose, 50 mcg) and J2790 (injection, Rho d immune globulin, human, full dose, 300 meg). Guidelinesfor
initial and subsequent dosing are defined. Also, the policy has been converted to the local medical determination
(LCD) format.

Thisrevisionwill be effectivefor servicesrendered on or after January 1, 2005. Thefull-text LCD isavailable
on our provider education website at http://www.connecti cutmedicare.com.

Italicized and/or quoted material isexcer pted from the American M edicalAssociation Current Procedural Terminology. CPT codes destriptionsand other data
only ar ecopyrighted 2003 (or other such dateof publication of CPT) American M edical Association. Al rightsreserved. ApplicableFARSDFARSapply
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NCSVCS: The List of Medicare Noncovered Services

helatest revision for local medical review policy (LMRP) for the List of Medicare Noncovered Serviceswas effective
September 30, 2004. Thelist of noncovered servicesisdivided into two main headings: Local Noncoverage
Decisions and National Noncoverage Decisions. A service or procedure on the “local” list has been determined as
noncovered by the Connecticut carrier. Decisions of noncoverage at the national level have been determined by the
Centersfor Medicare & Medicaid Services (CMS). National noncovered services cannot be covered by the local carrier.
The following procedure has been added to the list of local noncoverage decisions:

e (0017T Destruction of macular drusen, photocoagulation

Age-related macular degeneration (AMD) isapainless, insidious process. Initsearliest stages, it is characterized by
minimal visual impairment and the presence of ‘large’ or ‘soft’ drusen, i.e., subretinal accumulations of cellular debris
adjacent to the basement membrane of theretinal pigment epithelium.

Large drusen appear as large, pale yellow or pale gray domed elevations and result in thickening of the space
between the retinal pigment epithelium and its blood supply, the choriocapillaris. Clinical and epidemiologic studies have
shown that the presence of large and/or numerous soft drusen increases the risk of the development of choroidal
neovascularization (CNV) in eyeswithAMD. For example, in patientswith bilateral drusen, the three-year risk of devel op-
ing CNV isestimated to be 13 percent, rising to 18 percent for those over the age of 65. The emergence of CNV greatly
increases the risk of subsequent irreversible loss of vision.

Two different kinds of low energy laser therapies, argon and infrared laser, have been investigated as techniques to
eliminate drusen by photocoagulation in an effort to prevent the evolution to CNV, ultimately leading to improved
preservation of vision. The lasers used are those that are widely used for standard photocoagulation of extrafoveal
choroidal neovascularization. Therefore, the treatment of macular drusen represents an additional indication for an
existing laser approved by the U.S. Food and DrugAdministration (FDA).

Definitive dataregarding the role of laser therapy as a prophylactic treatment to prevent progression to CNV must
await the completion of clinical trials currently in progress. While the currently available results suggest some short-term
improvement in visual acuity, the outcome of greatest interest is the reduction of severe vision loss from atrophy and
CNV. Long-term results are also important to eval uate safety issues. Laser therapy can damage theretinal pigment
epithelium and photoreceptors, and it is unknown whether the short-term improvement in visual acuity may be counter-
balanced by amore rapid progression of visual lossif and when CNV occurs. Therefore destruction of macular drusen
with laser therapy as a prophylactic treatment to prevent progression of choriodal neovascularization (CNV) is considered
investigational dueto lack of data regarding impact on health outcomes.

Thispolicy has aso been converted into the local coverage determination (LCD) format. Thisrevisionwill be
effectivefor servicesrendered on or after January 1, 2005. Thefull-text of thisLCD may be viewed on the provider
education website http://mww.connecti cutmedicare.comwhen it becomes available.

MAHD/ED: Metabolically Active Human Dermal/Epidermal Replacement

etabolically Active Human Dermal/Epidermal Replacements (MAHD/ER) was effective March 24, 2003. Thispolicy
has been revised to include indications and limitations for Xenograft and Allograft. In addition, the name of this
policy has been change to SKINSUB: Skin Substitutes. This policy has been converted to alocal coverage determination
(LCD) format and includes coding guidelines for services associated with graft site preparation and the application of
grafts.
Thisrevisionwill be effectivefor servicesrendered on or after January 1, 2005. Thefull text of thisLCD may be
viewed on the provider education website http://www.connecticutmedicare.com when it becomes available.

VISCO Viscosupplementation Therapy For Knee

V iscosupplementation Therapy for Knee was last updated on September 29, 2003. This policy has been revised to
incorporate and define the indications and limitations of coverage and/or medical necessity, to clarify the
appropriate ICD-9-CM codes to use when billing Orthovisc® (J3590) and to provide accessto care. Orthovisc® isa
sterile, non-pyrogenic, clear, viscoel astic solution of hyaluronan which was approved by the FDA on 02/04/2004 for the
treatment of osteoarthritis of the knee jointsin patients who have failed to respond, or who have had inadequate
responses to other treatment. In addition, this policy has been converted to alocal coverage determination (LCD) format
and includes coding guidelines to assist with coding issues when billing these services.

Thisrevised policy was presented to the CarriersAdvisory Committee June 15, 2004. It will be effectivefor services
rendered on or after January 1, 2005. Thefull-text LCD may be viewed on the provider education website
http: //www.connecti cutmedicare.comwhen it becomes available.

Italicized and/or quoted material isexcer pted from the American M edicalAssociation Current Procedural Terminology. CPT codes destriptionsand other data
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WIDESPREAD MEDICAL REVIEW PROBES

90806: Widespread Probe Review Referral Individual Psychotherapy

he Statistical and Medical Data Analysis department conducted an analysis of the Medicare Part B claims datafor the

following CPT codes: 90806 (Individual psychotherapy, insight oriented, behavior modifying and/or supportive, in
an office or outpatient facility, approximately 45-50 minutes face to face with the patient) and 90807 (Individual
psychotherapy, insight oriented, behavior modifying and/or supportive, in a an office or outpatient facility,
approximately 45-50 minutes fact to face with the patient with medical evaluation and management services) as a

result of the Connecticut carrier being aberrant when compared to the nation.

Thefollowing table depictsthe carrier allowed dollars per 1,000 enrollees, nation allowed dollars per 1,000 enrollees
and carrier to nation ratio. Additionally $5,190,610 would not have been expended over aone-year period if Connecticut’s

practice patterns were similar to the nation.

July — December 2003
Procedure | Carrier Allowed Dollarsper Nation Allowed Dollars per | Carrier to Nation
Code 1,000 Enrollees 1,000 Enrollees Ratio
90806 $8,997 $5,887 153
90807 $4,420 $1,783 248

A widespread episode of care probe has been recommended as aresult of this dataanalysis. Providers appear to be
billing services at a higher rate than expected over extended periods of time. The purpose of the widespread probeisto
determineif services performed meet indications/medical necessity asoutlinedin thelocal medical review policy (LMRP).
Themedical review staff will apply the coverage criteriaidentified in the LMRP when performing the recommended
widespread probe. A recommendation may be made to utilize the information found in the widespread probe for the

purpose of future provider education.

CORRECTIONS TO PUBLISHED ARTICLES

J9000: Antineoplastic Drugs - Correction
The LCD for Antineoplastic Drugswas last published in the 4" Quarter 2004 Connecticut Medicare B Update!

he revision to the policy included updating multiple drug codes with the addition of ICD-9-CM codes based on the

Compendia-Based Drug Bulletin and/or theAntineoplastic Drugs Workgroup. 1CD-9-CM code 158.9 (Peritoneum,
unspecified) was added to Doxorubicin HCI (J9000) but wasinadvertently left out of the article. Also, thearticleindicated
that ICD-9-CM codes 154.2 and 154.3 were added to Mitomycin (39280, J9290, & J9291), however, these diagnosis codes

were aready included in the policy for thisdrug.

RETIREMENT OF EXISTING LMRPs

J0150: Adenosine

ased on data analysis, and areview of the policy, it has been determined that this policy is no longer necessary and

therefore, wasretired.

Thislocal medical review policy (LMRP) retirement was effective for servicesrendered on or after August 26, 2004.

Italicized and/or quoted material isexcer pted from the American M edicalAssociation Current Procedural Terminology. CPT codes destriptionsand other data
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Multiple Policies Being Retired
hefollowing LMRPswereretired effectivefor servicesrendered on or after September 30, 2004. Thedecisiontoretire
these policies was based on data analysis and standards of local practice, or the existence of National Coverage

Determinations (NCDs).

Policy Number
17000
61863

62311

72141

90801

90846

90857

90862

92065

94004G V1.2

94L MRP005-96100
96105

941 MRPO05 V 1.0-90802
94LMRPOO05 V1.0-90870
94L MRPOO5 V 1.0-90880
PSY CH/CHRONIC PAIN

Policy Name

Treatment of Plantar Warts

Deep Brain Stimulation (Coverage isaddressed in the Medicare National Coverage Determination
Manual.)

Epidural/Intrathecal Infusions, Cathetersand Pumps (Will be replaced with an article addressing hilling
and coding instructions/guidelines.)

Magnetic Resonance Imaging of the Spine

Psychiatric Diagnogtic Interview Examination

Family Psychotherapy

Interactive Group Psychotherapy

Pharmacological Management with no more than Minimal Medical Psychotherapy
Orthoptic/Pleoptic Training

Treatment of Ulcers of the Feet

Psychologica Exam

Neuropsychological Exam

Specia Clinical Psychiatric Diagnostic or Evaluative Procedures

Electroconvulsive Therapy

Medical Hypnotherapy

Behavioral and Psychiatric/Psychological Assessment and Psychotherapy in the Management of
ChronicPain

Italicized and/or quoted material isexcer pted from the American M edicalAssociation Current Procedural Terminology. CPT codes destriptionsand other data
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ADDITIONAL IN

FORMATION ON LMRPs/LCDs

2005 ICD-9-CM Coding Changes

he 2005 update to the ICD-9-CM diagnosis coding structure became effective October 1, 2004. Updated diagnosis
codes must be used for all servicesbilled on or after October 1, 2004. Effective for dates of service on and after

October 1, 2004, no further 90-day grace periodswill apply for the annual |CD-9-CM updates. Physicians, practitioners,

and suppliers must bill using the diagnosis code that is valid for that date of service. Carrierswill no longer be ableto
accept discontinued diagnosis codes for dates of service after the date on which the diagnosis code is discontinued.

Connecticut Medicare hasreviewed al local medical review policies (LMRP/LCDs) for procedure codeswith specific
diagnosis criteriathat are affected by the 2005 ICD-9-CM update. Thetable on the following pagesliststhe LMRP/LCDs
affected, the publication in which diagnosis criteria appeared, and the specific conditions revised as a result of the 2005

|CD-9-CM update:

20051CD-9-CM Part B LMRP Changes

LMRP/L CD Title

2005 Changes

31525 Diagnostic Laryngoscopy

Add 530.86 (Infection of esophagostomy) and 530.87 (M echanicd
complication of esophagostomy) for procedure codes 31525 and 31575.

44388 Diagnostic Colonoscopy

Change descriptor for 250.00 (Digbetes melitus without mention of

complication, type Il or unspecified type not stated as uncontrolled) for
procedure codes 44388, 44389, 44390, 44391, 44392, 44393, 443H, 45355,
45378, 45379, 45380, 45381, 45382, 45383, 45384, 45385, and 45386.

62263 Epidura

Change descriptor for 250.60 ([non-insulin dependent type] [NI DDM type]
[adult-onset type] wastaken out of the descriptor) and 250.61 ([non-insulin
dependent type] [ DDM] was taken out of the descriptor) for procedure
codes 62263, 62264, 0027T, 62280, 62281, 62282, 62310, 62311, 62318,
62319, 64479 64480 64483, and 64484

70551 Magnetic Resonance
I maging of theBran

Change descriptor for 290.41 (Vascuar dementia, with delirium) and 294.8
(Other persistert mentd disorders due to conditions classified € sewhere) for
procedure codes 70551, 70552, and 70553.

76070 Bone Minerd Density
|_Studies

Change 252.0 to 252.00-252.08 (Hyperparathyroidism) for procedure codes

82330 lonized Cdcium

Change 252.0 to 252.00-252.08 (Hyperpar athyroidism) and 588.8 to 588.81-
588.89 (Other specified disorders reulting from impaired renal function) for
procedure code 82330.

83735 Serum Magnesium

Change 252.0-252.9to 252.00-252.9 (Disorders of parathyroid gland) and
588.8t0 588.81-588.89 (Other specified disordersresulting from impaired
rend function) for procedure code 83735.

Change descriptor for 293.0 (Ddirium due to conditions dassified
elsewhere), 307.22 (Chronic motor or vocd tic disorder), 307.51 (Bulimia
nervosa), and 760.71 (Noxious influences affecting f etus or newborn via
placenta or breast milk, acohol) for procedure code 83735.

88141 PAP Smears Laboratory

Change descriptor for 795.00-795.09 (A bnorma Papani colaou smear of

Testing cervix and cervical HPV) for procedure codes 88141, 88142, 88143, 88147,
88148, 88150, 88152, 83153, 88154, 88164, 88165, 88166, 88167, 88174,
and 88175.
Change 622.1 to 622.10-622.12 (Dysplasia of cervix [uteri]) for procedure
codes 88141, 88142, 88143, 88147, 88148, 88150, 88152, 88153, 88154,
88164, 88165, 88166, 83167,88174, and 88175.

94l MRPO05 V1.0-90845 Change descriptor for 290.0-290.9 (D ementias) for procedure code 90845.

Medicd Psychoandysis

94l MRPOO05 V1.0-90865 Change descriptor for 300.12 (Dissociativeamnesia) for procedure code

Narcosynthesis 90865.

Italicized and/or quoted material isexcer pted from the American M edicalAssociation Current Procedural Terminology. CPT codes destriptionsand other data
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LMRP/L CD Title 2005 Changes

90901 Biofeedback Add 788.38 (Overflow incontinence) for procedurecode 90911.

93965 Non-Invasive Evaluation of | Add 453.40-453.42 (Venous embolism and thrombos s of deep vessd's of
Extremitv Vens lower exiremiiv) forprocedure codes 93965, 93970, and 93971
BOTULINUM TOXINS Change descriptor for 780.8 (Generalized hyperhidross) for procedure code
(Botulinum T oxins) J0585

G0245 Peripherd Neuropathy with | Change descriptor for 250.60 and 250.62 ([non-insulin dependent type]
Lossof Protective Sensation [NIDDM type] [adut-onset type] was taken out of the descriptor) and

(LOPS) in People with Digbetes 250.61 ([non-insuin dependent type] [IDDM] was taken out of the
descriptor) for procedure codes G0245.G0246. and G247,

J9212 Interferon Change descriptor for 070.41 (Acute hepatitis C with hepatic coma) and
070.51 (A cute hepatitis C without mention of hepatic coma) for procedure
codes JO213 and JR14

Coding Guidelines for Epidural/intrathecal Infusions, Catheters and

Pumps Used for Pain Management
A neuroaxial trial of medicationswith or without catheter and portable pump consists of atrial of either epidural or
intrathecal preservative free medications delivered via a continuous infusion technique administered viaan
indwelling catheter for patients with malignant or non-malignant pain who have failed more conservative treatment. A trial
of medications may also be given asasingle bolus“ Single Shot” trials are commonly/frequently used for testing a
patient’s response to intrathecal baclofen. Medications currently used include (but not limited to) morphine sulfate,
hydromorphone, sufentanil, fentany!, bupivicane, clonidine, and baclofen.
The catheter may be placed with or without fluoroscopic guidance with or without laminectomy. The catheter may be
tunneled or non-tunneled and connected to a portable pump if infusion is used.

l. Neuroaxial trial of medicationswith or without catheter and portable pump

1. CPT codesthat may be used to report thisserviceinclude: 62311, 62318, 62319, 96520, and 01996. CPT codes
62311, 62318 and 62319 are mutually exclusive per Correct Coding Initiative (CCl). E&M servicesmay bebilled
during thetrial period as appropriate with medical necessity clearly documented in the patient’ s medical record.

2. If thetrial of intrathecal/epidural medicationswill be performed as an in-patient, the admitting physician may use
CPT 99221-99223to report thefirst hospital inpatient encounter.

3. If trial consists of asingleinjection, use CPT 62311. If epidural or subarachnoid catheter isinserted and attached
to aportable pump use CPT 62318 for cervical or thoracic areaor 62319 for lumbar or sacral area.

4. Refill and maintenance of portable pump, CPT 96520, isacovered service under Medicare Part B. The providers
should bill for rental of pumpsto “Medicare durable medical equipment regiona contractor (DMERC) RegionA.”

l. Implantation of intrathecal catheter/pump

1. CPT codesthat may be used to report thisserviceinclude: 62350, 62351, 62360, 62361, and 62362.The
following codesare mutually exclusive: 62360, 62361 and 62362 per CCl. All E&M servicesduring the
hospitalization areinclusive of the procedure unless there are complications.

2. CPT codeinbox 24D of the CM S 1500 form and link it to the applicable ICD-9-CM in box 24E of the
form.

3. For implantation of anintrathecal catheter and programmable pump without laminectomy use CPT
62350, 62362 and appropriate evaluation code along with appropriate fluoroscopy code.

4. For implantation of anintrathecal catheter and programmable pump with laminectomy use CPT 62351,
62362 and appropriate eval uation code along with appropriate fluoroscopy code.

lll. Removal/Revision of Implanted Catheter/Pump

1. CPT codesthat may be used to report thisserviceinclude: 62350, 62351, 62355, 62361, and 62365.

2. Usethe appropriate CPT code(s) for removal of catheter, replacement of catheter, removal of pump, and replace-
ment of pump and appropriate eval uation code along with appropriate fluoroscopy code. Place the appropriate
CPT codein box 24D of theForm CM S 1500 and link it to the applicable ICD-9-CM codefor the condition for
which theremoval was necessary in box 24E of theform.

Italicized and/or quoted material isexcer pted from the American M edicalAssociation Current Procedural Terminology. CPT codes destriptionsand other data
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IV Refilling and Maintenance of Implanted Intrathecal pump

Animplanted intrathecal pump delivers continuous intrathecal preservative free medications viaan implanted
catheter. The provider will perform electronic analysis of theintrathecal pump (with or without reprogramming) in order to
optimize pain control and/or minimize patient side effects. Theimplanted pump will require electronic analysis (with or
without reprogramming) after the patient has had magnetic resonance imaging. When system failure is suspected, the
intrathecal pump will require electronic analysis and the catheter system will need to be evaluated, including possible
sideport study. Documentation in patient’s medical record must establish the medical necessity for refilling or mainte-
nance of the implanted intrathecal pump.

1. CPT codesthat may be used to report this serviceinclude: 95990, 95991, 62368, 99211-99215, and J code(s) for
medications. Documentation in the medical record must indicate the dosage of medications used to refill the
pump aswell asthetubing. (Note: Provider hasto order and pay for 20 cc's of medication in order to have afull
18cc’ stofill the pump. The extramedication is necessary to allow for tubing, etc.)

2. Thereimbursement for therefill kit (A4220) isincluded in CPT code 95990 and should not be billed separately.

3. Provider should indicatein Box 19 for the Form CM S 1500 the date of theimplantation of the pump.

An appropriate eval uation and management (E/M) code may be used when a separate and identifiable E/M serviceis
delivered along with refilling and/or maintenance on the same day of service. The medical necessity must be clearly
documented in the patient’s medical record.

\,  Side Port Study

1. CPT codesthat may be used to report this serviceinclude 62284, E1399 (for side port kit) and either 76005 or one
of theinterpretation codes. 72265, 72270.

2. When a provider deems it necessary to perform any of these services under fluoroscopic guidance, he/she
should use CPT code 76003. If the provider does not own the radiology equipment attach modifier 26.

3. Duringinsertion of acatheter for pumptrial or permanent pump placement, confirmation of intrathecal catheter
placement with contrast injection (myelography) isbilled with CPT 72265 (lumbosacral), 72240 (cervical), or 72255
(thoracic). These codes should not be billed in addition to CPT code 76005.

Independent Diagnostic Testing Self-Administered Drug (SAD) list
Facility Update
dditional codes have been identified which should be he Center for Medicare & Medicaid Servicesissued
lowed for an Independent Diagnostic Testing Facility instructions to contractors regarding Medicare payment
(IDTF). o for drugs and biologicals “incident to” aphysician’s service.
Therefore, thefollowing list of HCPCS codeshavebeen Guidelines provide contractors a processfor determining if
added to thelist of allowable codesby Provider Specidty 47 aninjectable drug is usually self-administered and therefore,
(IDTF). not covered by Medicare. Providers may read the
AdeA2 A9 instructionsinitsentirety in CR 2200 and CR 2311.
A7 A8 Contractors are also required to establish a Self-
A%10 AB Administered Drug (SAD) list on their website, listing drugs
A%B12 A%13 which have been evaluated and determined to be usually
A%I1A A%I15 self-administered.
A%I6 ARBL7 The following drug has been added to the Connecticut
A%I19 AB0 MedicareB SAD list:
AB1 A9S23
ABA A0 J3490 Enfuvirtide (Fuzeon™)
A% ABN
A9700 Qa0 Theevauation of drugs for addition to the SAD list is
QaoL QR an on-going process. Providers are responsible for monitor-
Qs Q4 ing the SAD list for the addition or deletion of drugs. The
(02003 Q6 Connecticut Medicare B SAD list islocated at http://
Qo7 Q8 wwweonnecti cutmedicar e.com. This change is effective for
Qm Q310 servicesrendered on or after 11/26/04.
This change s effective for services processed on or after
August 30, 2004.

Italicized and/or quoted material isexcer pted from the American M edicalAssociation Current Procedural Terminology. CPT codes destriptionsand other data
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IMPORTANT ADDRESSES, PHONE NUMBERS, AND WEB SITES

CONNECTICUT
MEDICARE PART B
MAIL DIRECTORY

Connecticut Medicare Part B
welcomes any questions that you may have
regarding the Medicare Part B program.
Always be sure to clearly explain your
question or concern. This will help our staff
to know exactly what issues to address when
developing a response to your inquiry.

Please submit your questions to the
appropriate department. This will ensure
that your concerns are handled in a proper
and timely manner.

1. Use this PO Box when submitting
claims
. Medicare Part B CLAIMS
P.O. Box 44234
Jacksonville, FL 32231-4234

2.  Use this PO Box when submitting
appeal/hearing requests. DO NOT send
new claims, general correspondence,
or other documents to this location;
doing so will cause a delay in the
processing of that item. This PO. Box
is only for appeals and hearings. If you
believe the payment or determination
is incorrect and want a claim to be
reconsidered, then send it to the
attention of the appeals department.
Requests for review must be made
within 120 days of the date of the
Medicare Summary Notice. These
requests should not include review
requests on Medicare Secondary Pay
calculations. Claims that are denied for
return/reject need to be resubmitted
and should not be sent as a review.
These resubmitted claims should be
sent in as new claims.

If you believe that your review
determination was incorrect and want
it reviewed by a Hearing Officer, send
your inquiry to the attention of the
Hearing Department. A request for a
hearing must be made within six
months of the date of the Review
Department determination and at least
$100.00 must remain in controversy
from this decision.

e Medicare Part B APPEALY
Hearings
P.O. Box 45041
Jacksonville, FL 32232-5041

3. Use this PO Box when submitting the

following scenarios:

a. Correspondence is used for inquiries
pertaining to general issues regarding
Medicare Part B. Some examples of
these issues are deductibles, assignment,
and beneficiary address changes. Do not
use words such as REVIEWor RECHECK
when sending general correspondence.

b. Financial Services (formerly
Accounting) use this PO. Box to return
duplicate payments or overpayment
refunds.

c. Fraud and Abuse — use this PO. Box
if you encounter what you believe is
suspected, potential, or possible fraud or
abuse of the Medicare program, we
encourage you to contact this
department.

d. Freedom of Information —use this PO.
Box when requesting information
available under the Freedom of

Information Act.

e. Write to the Medicare Secondary
Payer (M SP) department when
submitting an Explanation of Benefits
from a primary insurance, Exhaust letters
from Auto Liability claims, and MSP
calculation review requests.

f. Provider Enrollment -Address your
envelope to this department to apply for
a new provider number, change a business
or billing address of a provider, or to
make any changes in the status of a
provider. This department also handles
participation requests, and UPIN requests.

g. Medical Review -Questions regarding
Local Medical Review Policies and
correct documentation for evaluation and
management services are handled by this
department. Documentation for off-label
chemotherapy use should also be
submitted to the Medical Review
Department.

h.Hearings -If you believe that your
review determination was incorrect and
want it reviewed by a Hearing Officer,
send your inquiry to the attention of the
Hearing Department. A request for a
hearing must be made within six months
of the date of the Review Department
determination and at least $100.00 must
remain in controversy from this decision.

. Medicare Part B
CORRESPONDENCE
P.O. Box 45010
Jacksonville, FL 32232-5010

4. Use this physical address when

submitting Inquiries to the Carrier

Medica Director; this includes requests

for Individual Considerations.

. Frank A. Delli Carpini M.D
Carrier Medical Director
FCSO — Medicare Part B
321 Research Parkway
Meriden, CT 06450

Attention: EDI

Use this PO. Box when submitting
information to the Electronic Data
Interchange (EDI) department. EDI
handles questions and provides information
on electronic claims submission (EMC).

Attention: CT Medicare EDI — 14T
First Coast Service Options, Inc.
P.O. Box 44071

Jacksonville, FL 32231-4071

CONNECTICUT
MEDICARE PHONE
NUMBERS

Provider Services
First Coast Service Options, Inc.
Medicare Part B
1-(866)-419-9455 (toll-free)
1-(877)-236-7851 (TTY)

Beneficiary Services

First Coast Service Options, Inc.
Medicare Part B
14800-MEDICARE
1-(877)-486-2048 (TTY)

Inquiries to:
Medicare Second Payer
Provider Enrollment
Telephone Redeterminations
1-866-535-6790

Electronic Data Interchange (EDI)
Enrollment
1-(203)-639-3160, option 1

PC-ACE® PRO-32
1-(203)-639-3160, option 2

Marketing and Reject Report Issues
1-(203)-639-3160, option 4

Format, Testing, and Remittance
Issues
1-(203)-639-3160, option 5

Electronic Funds Transfer Information
1-(203)-639-3219

Hospital Services
Empire Medicare Services
Medicare Part A
1-(800)-MEDICARE

Durable Medical Equipment
HeathNow NY
DMERC Medicare Pat B
1-(800)-MEDICARE

Railroad Retirees
Pametto GBA
Medicare Part B
1-877-288-7600

Quality of Care

Qudidigm

1-(800)-553-7590
OTHER HELPFUL
NUMBERS

Social Security Administration
1-(800)-772-1213

American Association of Retired
Persons (AARP)
1-(800)-523-5800

To Report Lost or
Stolen Medicare Cards
1-(800)-772-1213

Health Insurance Counseling Program
(CHOICES)
1-(800)-994-9422

Area Agency on Aging
1-(800)-994-9422

Department of Social Services/
ConnMap
1-(800)-443-9946

ConnPace/
Assistance with Prescription Drugs
1-(800)-423-5026

Coordination of Benefits
1-(800)-999-1118
1-(800)-318-8782 TTY/TDD

WEB SITES

PROVIDER
Connecticut

www.connecti cutmedicare.com
Centersfor Medicare & Medicaid
Services

www.cms.gov or www.cms.hhs.gov

BENEFICIARY
Centersfor Medicare & Medicaid
Services
www.medicare.gov
Connecticut
WwWw.connecti cutmedi care.com
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EbucATIONAL RESOURCES

Information and Education Resources for Medicare

Providers, Suppliers, and Physicians

CMS has issued the following “ Medlearn Matters... Information for Medicare Providers”
article.

Provider Types Affected
All Medicare physicians, providers, and suppliers

Provider Action Needed

Thisarticleisinformational only and isintended to notify Medicare physicians and other
providers about the information and education resources that the Centers for Medicare &
Medicaid Services (CMS) have developed to help meet their Medicare business needs.

Background

One of the goals of CM Sisto give Medicare’ s 1.2 million physicians and other providers
the information they need to understand the program, be aware of changes, and bill correctly.
By making information and education resources easily accessible, understandable, and as
timely as possible, physicians and other providers will be better able to submit bills correctly
thefirst time, receive reimbursements more quickly, and spend less time dealing with paper-
work. All of this can result in moretimeto spend on patient care. We are committed to accom-
plishing this goal by offering Medicare physicians and other providers avariety of educational
products and services and using various information delivery systems to reach the broadest
and most appropriate audiences possible.

Three-Pronged Provider Information and Outreach Approach

CMSrelieson the cooperative efforts of its Medicare contractors, Regional Offices (RO),
and Central Office (CO) provider communications staff to deliver aseamlessinformation and
outreach approach to Medicare physicians and other providers.

1) MedicareContractors

Medicare contractors, also called fiscal intermediaries and carriers, serve asthe primary
point of contact for most Medicare physicians and other providers. These contractors provide
toll-free telephone lines for inquiries, conduct outreach and education, and often interact with
local professional associations. Their outreach and education activities include in-person
seminars, bulletins and newsl etters, speaker appearances, and quick dissemination of timely
information viaweb sitesand provider-specific el ectronic listservs (mailing lists).

If you have questions about the Medicare program, you should first get in touch with
your fiscal intermediary or carrier. Tofind fiscal intermediary and carrier contact information,
please visit: http://mww.cms.hhs.gov/medl ear n/tolInums.asp.

2) CM SRegional Offices

Staff at CMS' ROs provide oversight of Medicare contractors and play akey rolein
resolving issues that physicians and other providers cannot get resolved. Our RO are active
with the physician and other provider communities at state and local levels through their
relationships with state and local associations and big billers, and through outreach activities
such as hosting provider-oriented meetings and furnishing speakers at professional confer-
ences.

CMS Regional Offices are located at various | ocations around the country. You can find
their contact information at: http://www.cms.hhs.gov/about/regions/professional s.asp

3) CM SCentral Officein Baltimore, Maryland

The provider communications staff at the CM S Central Officework closely with both
Medicare contractor and RO staff to ensure that consistent and coordinated Medicare
information and resources are available to al physicians and other providers. Education and
outreach activitiesfrom the CM S CO are generally targeted to national associationswith
consistency and timeliness as our top priorities. Given the hectic schedules of today’ s health
care professionals, most of our current initiatives are aimed at fostering a“ self-service”
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environment so that physicians and other providers can access information and education 24 hours a day, 7 days a week.
Asaresult, we have significantly increased the use of the internet as akey tool for continuous-improvement customer
service.

Our efforts have resulted in avariety of products and services, such as:

o Medlearn MattersArticles~ One of the best sourcesfor thelatest Medicareinformationis“Medlearn
Matters...Information for Medicare Providers’ national articles, which are available at
http://mmw.cms.hhs.gov/medlearn/matters. These articles are designed to give physicians and other providers
and their staff easy to understand information related to new and recently changed Medicare rules and policies.
The articles are written in consultation with clinicians and billing experts and focus on how these changes affect
physician and other provider business functions. On the Medlearn Matters web page, you'll find a searchable
table for easy accessto each article and its corresponding program instructions, if applicable. You can join the
Medlearn Matters listserv to receive electronic notification when new articles are released. Medicare contractors
also publish Medlearn Matters articlesin their bulletins and on their websites. This CO initiative servesto
enhance and support contractors' local provider education efforts by promoting the availability of nationally
consistent educational materials.

e Medicarel earning Network ~ The Medlearn Matters articles are part of abroader inventory of physician and
other provider educational productsfound under the Medicare Learning Network. The Medicare Learning
Network isthe brand name for official CM S physician and other provider educational products and is designed
to promote national consistency of Medicare provider information developed for CM Sinitiatives. Products
range from web-based training courses, comprehensive training guides, brochures, and fact sheetsto CD-ROMs
and videos. All MLN products are free of charge and can be ordered or downloaded from the Medlearn web
page located at http://www.cms.hhs.gov/medlearn, which also gives easy access to other resources such as
educational web guides, electronic listservs, and provider-specific web pages. Check back often for the latest
products, resources, and provider-oriented links.

o CMSProvider Web Pages~ CM S has designed provider-specific web pagesto assist individual physician and
other provider typesin obtaining information relevant to them more quickly. These web pages are a customized,
one-stop web-based resource for the provider, supplier, and physician audience that also includes highlights on
items such as new regulations and hot topics, linksto general information on enrollment, billing, conditions of
participation, publications, education, data, and statistics, and linksto “ specialty” information. For example, the
Medicare Physician web Page at http://wwwcms.hhs.gov/physiciansincludes links to the Medicare Physician
Fee Schedule L ook-Up Tool, National Correct Coding I nitiative edits, Practicing PhysiciansAdvisory Council,
Physicians Regulatory Issues Team, Medicare Coverage Database, and the CM S On-line Manual. We also have
specialty physician web pages where we will continue to add links of special interest to physician specialties.
Thefirst specialty physician web page, “Medicare Information for Anesthesiologists,” isavailable at

http: //mww.cms.hhs.gov/physi cians/anesthesi ol ogi st/default.asp.

From the CM'S Home Page at http://wwwcms.hhs.gov, you can access select physician and other provider pages
from the " Professionals” drop-down menu. You can also see acomplete listing of available provider and supplier web
pages by clicking on http://mwwcms.hhs.gov/providersor http://www.cms.hhs.gov/suppliers. All pages have a comment
section for you to electronically submit suggestions. We are always adding new pages, so check the site often.

e Other Popular Provider Web Pages ~ In addition to the pages mentioned above, other frequently visited pages
includethe CM S Online Manua System at http://mww.cms.hhs.gov/manuals; the CM S Quarterly Provider
Update at http://www.cms.hhs.gov/providerupdate, which gives alisting of regulations and major policies
currently under devel opment during the quarter, regulations and major policies completed or cancelled, and new
or revised manual instructions; the Medicare Coverage Homepage at http://mwww.cms.hhs.gov/coverage, which
contains complete coverage information including linksto CM S coverage databases, frequently asked ques-
tions, and “What's New” lists.

o Listserv Messages~ CMS hasanumber of listservsthat transmit important Medicare notices and remindersto
subscribers. For example, listservs have been established for most provider-specific web pages aswell asfor
updates on the Medicare Prescription Drug, |mprovement and Modernization Act of 2003, the Medicare Learn-
ing Network, and the Quarterly Provider Update. To view and subscribe to one or more listserv, please visit
http://www.cms.hhs.gov/mailinglists.

e Open Door Forums~CMSisvery interested in hearing from and interacting with the physicians and other
providerswho deliver quality health care to our nation’s beneficiaries. We continue to emphasi ze our respon-
siveness through an ongoing series of Open Door Forums that provide an environment for interactive dialogue.
Forumsare chaired by senior-level Agency officialsand co-chaired by CM S Regional Office officials. For more
information, please visit http://www.cms.hhs.gov/opendoor.

e Exhibit Program ~ CM S hosts exhibit booths at provider, supplier, and physician association meetings. The
CM S Exhibit Program provides an excellent opportunity for CM S Central and Regional Office staff to have direct
contact with the Medicare provider, supplier, and physician community to listen to issues, concerns, and
challenges and to share timely and relevant information. If you areinterested in having a CM S exhibit at your
national conference, please contact David Clark at dclark@cms.hhs.gov.

98

The FCSO Medicare B Update! First Quarter 2005



EDUCATIONAL RESOURCES

Physician and Other Provider Feedback

Although we try our best to be responsive to the Medicare physician and other provider community’s education and
information needs, we can’'t do it alone. Your feedback on the effectiveness and usefulness of our educational resources
isvery important to us asit helps ensure that we are “ getting it right.” Please submit your comments or suggestions at
http://mmw.cms.hhs.gov/providers by selecting “ Feedback” from the blue template located at the top of the page. Thereis
also afeedback link on the Medlearn web pages for your suggestions on new educational products at
http: //mww.cms.hhs.gov/medl ear n/suggestform.asp. We look forward to hearing from you.

Related Change Request (CR) #: N/A

Medlearn Matters Number: SE0454

Effective Date: N/A

Implementation Date: N/A

Medlearn Matters articles are prepared as a service to the public and are not intended to grant rights or impose obligations. Medlearn
Matters articles may contain references or links to statutes, regulations, or other policy materials. The information provided is only

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

First Quarter 2005 The FCSO Medicare B Update! 99



FLORIDA MEDICAL REVIEW

FLoriDA MEbDIcAL REVIEW

This section of the Medicare B
Update! features summaries of new and
revised medica policies/coverage
determinations devel oped as aresult of

for Medicare & Medicaid Services
(CMS), carriersno longer includefull-
text local medical review policies

of service (unless otherwise noted in
the policy). Medicare contractors are
required to offer a45-day notice period

More Information

For more information, or, if you
do not have Internet access, to obtain a
hardcopy of a specific LMRP/LCD,
contact Medical Policy at:

Medical Review Table of Contents

either local mediical review or compre- Advance Notice StatemeNnt ..........cccveviieeiiieeiiiie e 100
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CORRECTION TO PUBLISHED ARTICLES
93701: Cardiac Output Monitoring by Thoracic Electrical Bioimpedance109

for LMRPS/LCDs; the date the LMRP/ 93975: Duplex Scanning - COrreCtion ..........ccceeevveeeiiieeeeniieeesiinenn. 109
LCD is posted to the Web siteis J9000: Antineoplastic Drugs - COrrection ........cccceccvveeeeeeseiuvveennn. 109
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mailing list. It's very easy to do; simply Critically Injured Patient, first 30-74 minutesS..........ccccceeevenneee. 111
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Medical Policy -
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Jéckso?])\iille, FL 302310048 dvance Beneficiary Notice (ABN) isrequired in the event the service
may be denied or reduced for reasons of medical necessity. See page 5 for
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Italicized and/or quoted material isexcer pted from the American M edicalAssociation Current Procedural Terminology. CPT codes destriptionsand other data
only ar ecopyrighted 2003 (or other such dateof publication of CPT) American M edical Association. Al rightsreser ved.ApplicableFARSDFARSapply
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NEW LCD IMPLEMENTATION

11000: Debridement Services

ebridement isthe removal of necrotic or damaged tissue, exudates, metabolic waste, or foreign material froma

wound. Several methods of debridement are utilized to promote wound healing by exposing healthy tissue and
allowing adequate epitheliazation and the formation of good granulation tissue. M ethods of wound debridement
include autolytic, chemical, mechanical, surgical, and biological.

According to the Medicare Part B statistical medical data obtained from January 1, 2003 to June 1, 2003, debride-
ment services were determined to be aberrant in Florida; therefore, alocal coverage determination (LCD) has been
developed to define the indications and limitations of coverage.

The LCD defines coverage for thefollowing CPT codes:

11000 Debridement of extensive eczematous or infected skin; up to 10% of body surface

11001 Debridement of extensive eczematous or infected skin; each additional 10% of the body surface

11040 Debridement; skin, partial thickness

11041  Debridement; skin, full thickness

11042  Debridement; skin, and subcutaneous tissue

11043  Debridement; skin, subcutaneous tissue, and muscle)

11044  Debridement; skin, subcutaneous tissue, muscle, and bone

97601 Removal of devitalized tissue from wound(s); selective debridement, without anesthesia, including
topical application(s), wound assessment, and instruction(s) for ongoing care, per session

97602 Removal of devitalized tissue from wound(s); non-selective debridement, without anesthesia,
including topical application(s), wound assessment, and instruction(s) for ongoing care, per ses-
sion).

In addition, this LCD hasidentified a procedure to diagnosis rel ationship and documentation requirements with a
L CD attachment that includes coding guidelines. ThisLCD iseffective for servicesrendered on or after January 1, 2005.
Thefull text of thisLCD may be viewed on the provider education website http: //www.floridamedicare.com when it
becomesavailable.

APBI: Accelerated Partial Breast Irradiation

Sjrvival after breast-conservation therapy (BCT) is equivalent to survival after mastectomy for patients diagnosed with
umors categorized as stage | or I1. The standard of care for local management is breast-conserving surgery to excise
the tumor with adequate margins (lumpectomy), followed by whol e-breast external-beam radiation therapy (WB-EBRT).

Accelerated Partial Breast Irradiation (APBI) differsfrom WB-EBRT in two ways. First, the radiation targetsonly a
segment surrounding the tumor rather than the entire breast. Second, since the duration of treatment is 4 to 5 days rather
than 5to 6 weeks, radiation isdelivered in fewer fractions at larger doses per fraction. APBI comprises several techniques,
including interstitial brachytherapy viacatheters, the MammoSite radiati on treatment system, accel erated external beam
radiotherapy, and intra-operative radiotherapy delivery.

When compared with whole breast irradiation, APBI offers the potential advantages of convenience and decreases
radiation dose to healthy breast tissue. However, published studies are limited in patient size and follow-up period. Given
accessto care issues, alocal coverage determination (LCD) has been developed to define the indications and limitations
of coverage, establish a procedure to diagnosis relationship, and clarify the appropriate use of APBI after breast-conserv-
ing surgery for early stage breast cancer. In addition, a coding guideline has also been developed to assist in billing this
type of service.

APBI after breast-conserving surgery is considered medically necessary for patients with early stage breast cancer
when all of thefollowing criteriaare met:

Diagnosis: Invasive ductal carcinomaor ductal carcinomain situ

Size:greater than or equal to 3cm.

Margin status: Negative—at least 2mmin all directions

Nodal status: Negative axillary lymph node dissection or sentinel lymph node evaluation

ThisLCD iseffectivefor servicesrendered on or after January 1, 2005. Thefull text of thisLCD may beviewed on the
provider education website http://www.floridamedi care.comwhen it becomes available.

Italicized and/or quoted material isexcer pted from the American M edicalAssociation Current Procedural Terminology. CPT codes destriptionsand other data
only ar ecopyrighted 2003 (or other such dateof publication of CPT) American M edical Association. Al rightsreserved. ApplicableFARSDFARSapply
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ADDITIONS/REVISIONS TO LMRPs/LCDs

11055: Routine Foot Care

Revised Policy- Thislocal coverage determination (LCD)/local medical review policy (LMRP) was last updated on
January 1, 2002.
his policy has been converted into the new LCD format and revised to include debridement of nails since that is also
included in covered routine foot care. The following CPT codes have been added to the policy:

o 11720 Debridement of nail(s) by any method(s); oneto five, and
e 11721 Debridement of nail(s) by any method(s); six or more

In evaluating whether the routine services can be reimbursed, a presumption of coverage may be made by Medicare
where the evidence availabl e discloses certain physical and/or clinical findings consistent with the diagnosis and
indicative of severe peripheral involvement. For purposes of applying this presumption, Class findings must be docu-
mented for all underlying conditions.

ClassA Findings
o Nontraumatic amputation of foot or integral skeletal portion thereof.

Class B Findings
e Absent posterior tibial pulse;
e Advanced tropic changes such as: hair growth, nail changes, pigmentary changes, skin texture, skin color, (three
required); and
e Absent dorsalis pedal pulse.

Class C Findings

o Claudication;

e Temperature changes;
o Edemg

e Parathesias; and

e Burning.

Active care requirements mandated by Medicare guidelines areincluded in the policy for services performed by a
podiatrist.

The full-text of this LCD isavailable on our provider education website at http: //www.floridamedicare.com. This
policy will be effectivefor servicesrendered on or after January 1, 2005.

11720: Nail Debridement

hislocal coverage determination (LCD)/local medical review policy (LMRP) waslast updated on January 1, 2002. A
revision was made rewording the “ Indications and Limitations of Coverage and/or Medical Necessity” and
“Documentation Requirements’ sectionsto no longer be specific to toenails. This policy was converted into the new LCD
format.
Medicarewill consider the treatment of fungal (mycotic) infection of the nails a covered service when the medical
record substantiates:
¢ Clinical evidence of mycosis of the nail, by generally accepted clinical findings such as discoloration, onycholy-
sis, subungual debris, thickening, or secondary skin infection;
One of the following must be documented for mycotic toenails:
e Theambulatory patient has marked limitation of ambulation, pain, or secondary infection resulting from the
thickening and dystrophy of the infected nail plate(s) or;
e The non-ambulatory patient suffersfrom pain, or secondary infection resulting from the thickening and dystro-
phy of the infected nail plate(s).

In addition to the above, use of appropriate anti-fungal treatment, or the contraindication of such treatment, must
also be documented to qualify nail debridement asamedically necessary and reimbursable service.

Italicized and/or quoted material isexcer pted from the American M edicalAssociation Current Procedural Terminology. CPT codes destriptionsand other data
only ar ecopyrighted 2003 (or other such dateof publication of CPT) American M edical Association. Al rightsreser ved.ApplicableFARSDFARSapply
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Thefollowing CPT codesareincluded inthispolicy:

e 11720 Debridement of nail(s) by any method(s); oneto five

o 11721 Debridement of nail(s) by any method(s); six or more
The following |CD-9 codesthat support medical necessity arelisted in this policy:
e 1101 Dermatophytosis of nail (Onychomycosis)
o 1123 Candidiasisof skinand nails

e 117.0-1179 Other mycoses

Patients need not have an underlying systemic condition to be covered for mycotic nail care. For treatment of non-
symptomatic mycotic nails, refer to the Routine Foot Care policy. Thispolicy will be effective for servicesrendered on or
after January 1, 2005. Thefull-text of thisLCD isavailable on our provider education website at
http: //mww.floridamedicare.com.

88271: Urinary Fluorescent In Situ Hybridization (FISH) Test for Recurrent

Bladder Cancer

helocal medical review policy (LMRP) Urinary Tumor Markersfor Bladder Cancer was effective

January 5, 2004. Bladder cancer isthefifth most common cancer in the United States, with over 50,000 newly
diagnosed cases and over 10,000 deaths annually. The diagnosis of primary and recurrent bladder cancer is one of the
most difficult problemsin urology and cytology. Ninety percent of bladder cancer cases are classified astransitional cell
carcinomas (TCC), while the remaining 10 percent are predominantly squamouscell or adenocarcinomas. Therearefour
clinically relevant subgroups of TCC, as defined by pathol ogic staging carcinomain situ (pT1S), non-invasive papillary
TCC (pTa), minimally invasive TCC (pT1), and muscleinvasivetumors (pT2-4). Each subgroup isdistinct with respect to
clinical outcome. At presentation, 75 percent of tumorsare‘ superficial’ (i.e., pTa, pT1 or pT1S), of which 50 to 80 percent
will have one or several recurrences, and 15 to 25 percent will progressto invasive tumors. Thetumorswith invasion
limited to the laminapropria (stage pT1) posethe greatest clinical problem. Local progression to potentially life-
threatening muscle-invasive cancer (pT2-4) occursin 20 to 30 percent of these tumors after conservative surgical
treatment.

After initial diagnosisand treatment, patients with urothelial carcinomaare routinely monitored every three months
for thefirst two yearsthen usually twice ayear for three or more years. Up to 50 percent of patientswill have recurrence
of bladder cancer within five years. The current monitoring is done by cystoscopy, an invasive procedure, and by urine
cytology. Standard cytology has been regarded as an additional diagnostic tool to select patients for cystoscopic
evaluation. However, studies show that the sensitivity of cytology in urinary specimensislimited, since most of the
noninvasive cancers (stage pTa) are missed. Therefore, cytology alone is unreliable to serve as abasis for therapy
decisions.

Several diagnostic tests are available for the management of bladder cancer. Radioimmunoassay and immunohis-
tochemical determinations of the serum levels of certain proteins or carbohydrates serve astumor markers. When
elevated, serum concentration of these markers may reflect tumor size and grade. Three other tests, which areto be
performed in conjunction with standard diagnostic procedures, include: The Urinary Fluorescence In Situ Hybridization
(FISH) Test, The Bladder Tumor Antigen Sat (BTAstat) Test, and The Nuclear Matrix Protein 22 (NMP-22) Test.

The Urinary FISH Test for recurrent bladder cancer isan FDA approved multitarget, multicolor fluorescencein situ
hybridization (FISH) probe set that uses DNA technology designed to detect aneuploidy for chromosomes 3, 7, 17, and
loss of the 9p21 locusin voided urine specimensfrom patientswith transitional cell carcinoma of the bladder (urothelia
carcinoma). In situ hybridization isatechnique that allows the visualization of specific nucleic acid sequenceswithin a
cellular preparation. Specifically, DNA FISH involvesthe precise annealing of asingle stranded fluorescently labeled
DNA probe to complementary target sequences. The hybridization of the probe with the cellular DNA siteisvisible by
direct detection using fluorescence microscopy. Results from this Urinary FISH Test are intended for useasa
noninvasive method for monitoring tumor recurrence in conjunction with cystoscopy in patients previously diagnosed
with bladder cancer.

The Bladder Tumor Antigen Stat (BTAstat) Test for recurrent bladder cancer isan FDA approved, one-step, qualita-
tive, immunochromatographic assay for the detection of a bladder tumor-associated antigen in voided urine. Thisantigen
isahuman complement factor H-related protein (hCFHrp)) similar in composition, structure and function to human
complement factor H (hCFH). LikehCFH, the BTA interacting with complement factor C3binterruptsthe complement
cascade and may confer a selective growth advantage to cancer cellsin vivo by alowing the cells to evade the host
immune system. In cell culture, hCFHrp isexpressed by several bladder cell lines, but not by most normal cells. To
interpret the results for the BTAstat test, urine is allowed to react with a colloidal gold-conjugated antibody and the
results are determined qualitatively by the presence or absence of aline on the test stick.

Italicized and/or quoted material isexcer pted from the American M edicalAssociation Current Procedural Terminology. CPT codes destriptionsand other data
only ar ecopyrighted 2003 (or other such dateof publication of CPT) American M edical Association. Al rightsreserved. ApplicableFARSDFARSapply
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The bladder tumor antigen stat test isindicated as an aid in the management of bladder cancer patientsin conjunc-
tion with cystoscopy. BTAstat test results may be affected by the presence of blood or infection and, therefore, should
not be performed on patients exhibiting these signs or symptoms. BTAstat testing has a sensitivity of 68 percent and a
specificity of 71 percent. The BTAstat test is more sensitive than urine cytology, but not as specific.

Nuclear matrix isanon-chromatin structure that supports nuclear shape and organizesDNA. Itisalsoinvolvedin
DNAreplication, transcription and processing of RNA. Nuclear matrix protein 22 (NMP22), atumor marker, isanuclear
mitotic apparatus protein involved in the distribution of chromatin to daughter cellsand islocated in the nuclear matrix of
all cell types. NMP22 isreleased from the nuclei of tumor cells after they die and can be detected in the urine. Normally,
only very low levels of NMP22 can be detected in the urine, but elevated levels may be associated with bladder cancer.

The NMP-22Test isan FDA approved, in vitro immunoassay intended for the qualitative detection of NM P22 nuclear
matrix protein in urine of personswith risk factors or symptoms of bladder cancer or with ahistory of bladder cancer. This
test isindicated for use as an aid in diagnosing and monitoring bladder cancer patients, in conjunction with standard
diagnostic procedures.

This policy has been updated and revised to include the indications and limitations of coverage and/or medical
necessity for the bladder tumor antigen stat (BTAstat) test and the nuclear matrix protein 22 (NMP-22) test, aswell as
appropriate CPT code and utilization guidelines. Therefore, the name of the policy has been changed to ‘ Urinary Tumor
Markersfor Bladder Cancer’. Inaddition, this policy has been converted into thelocal coverage determination (LCD)
format. An attachment to the LCD has also been devel oped to clarify appropriate coding.

Thisrevisionwill be effectivefor servicesrendered on or after January 1, 2005. Thefull-text of thisLCD may be
viewed on the provider education website http://mww:.floridamedicare.comwhen it becomes available.

90901: Biofeedback

heloca medical review policy (LMRP) for Biofeedback —90901 was previoudly revised on October 1, 2004 for ICD-9-
CM updates. Sincethat time, additional 1CD-9-CM codes 344.00-344.09 (quadriplegiaand quadriparesis) 728.85,
(spasm of muscle), and 728.87 (muscle weakness) were added to biofeedback training by any modality (90901). In addition,
the LMRP has been converted to thelocal coverage determination (LCD) format.
These changes are effective for servicesrendered on or after November 15, 2004. Thefull-text of thisLCD isavailableon
the provider education website http://www.floridamedicare.com.

92135: Scanning Computerized Ophthalmic Diagnostic Imaging

helatest revisionfor local medical review policy (LMRP) Scanning Computerized Ophthalmic Diagnostic Imaging was

effective March 16, 2004. Scanning computerized ophthal mic diagnosticimaging allowsfor early detection of
glaucomatous damage to the nerve fiber layer or optic nerve of the eye. It isthe goal of these diagnostic imaging teststo
discriminate among patients with normal intraocular pressures (I0OP) who have glaucoma, patientswith elevated |OP who
have glaucoma, and patients with elevated | OP who do not have glaucoma. These tests can aso provide more precise
methods of observation of the optic nerve head and can more accurately reveal subtle glaucomatous changes over the
course of follow-up examsthan visual field and/or disc photos can. Thiscan allow earlier and more efficient efforts of
treatment toward the disease process.

Retinal disorders are the most common causes of severe and permanent vision loss. Scanning computerized oph-
thalmic diagnostic imaging is also used for the evaluation and treatment of patients with retinal disease, especially certain
macular abnormalities. It detailsthe microscopic anatomy of the retinaand the vitreo-retinal interface.

Many forms of scanning computerized ophthal mic diagnostic imaging tests currently exist (e.g., confocal laser
scanning ophthalmoscopy (topography), scanning laser polarimetry, optical coherence tomography (OCT), and retinal
thickness analysis. Although these techniques are different, their objective is the same.

It has been determined that specific diagnosis codes, which are currently in the policy, are inappropriate for this
service. Therefore, thefollowing |CD-9-CM codes are being removed fromthe ‘| CD-9-CM Codesthat Support Medical
Necessity’ section of the policy.

Diagnoses related to the central nervous system, exclusively:
225.0-225.9,377.51-377.54, 377.61-377.63,377.9,and 854.00-854.19
Peripheral pathology not visible 362.60-362.66

Anterior anatomy: 364.73, 364.74 and 364.77

The Indications and Limitations of Coverage and/or Medical Necessity section of the policy has also been revised.
This policy has been converted into the local coverage determination (LCD) format aswell. Theserevisions are effective
for servicesrendered on or after January 1, 2005. Thefull-text of thislocal coverage determination may be viewed on the
provider education website http: //mww.floridamedi care.com when it becomes available.

Italicized and/or quoted material isexcer pted from the American M edicalAssociation Current Procedural Terminology. CPT codes destriptionsand other data
only ar ecopyrighted 2003 (or other such dateof publication of CPT) American M edical Association. Al rightsreser ved.ApplicableFARSDFARSapply
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93303: Transthoracic and Doppler
Echocardiography and Doppler
Color Flow Velocity Mapping

hislocal medical review policy waslast revised

effective October 1, 2003. Sincethat timeamajor
revision to the policy has been made. The original policy
was struck through compl etely.

The policy was revised to update the indications and
limitations based on the current American College of
Cardiology/American Heart Association (2003) Guiddine
Update for the Clinical Application of Echocardiography).

In addition, the name of the policy has been changed
to “ Transthoracic Echocardiography (TTE)”. The policy
was also converted to the local coverage determination
(LCD) format. Thisrevisionwill be effectivefor services
rendered on or after January 1, 2005. Thefull text of this
L CD may beviewed on the provider education website
http://www.floridamedi care.com when it becomes
available.

G0166: External

Counterpulsation

hispolicy was|ast revised effectiveApril 1, 2000.

Since that time, the policy has been revised to clarify
indications and limitations of service and documentation
requirements for subsequent treatments.

Using the Medicare Part B Extraction Summary
system (BESS) statistical medical dataobtained for the
time period January 1, 2003 through June 30, 2003, the
Floridato Nation ratio for procedure code G0166 was 3.23.

Therefore, this policy has been revised to further
define the indications and documentation requirements for
a second or subsequent course of therapy.

This policy has been converted to the local coverage
decision (LCD) format and therevision will be effectivefor
servicesrendered on or after January 1, 2005. Thefull text
of this LCD may be viewed on the provider education
website http://www.floridamedicare.com when it becomes
available.

97003: Occupational Therapy

Policy for Rehabilitation Services
helocal medical review policy (LMRP) for
Occupational Therapy for Rehabilitation Services-

97003 was | ast revised effective January 1, 2001. Sincethat

time, coverage guidelines have been added to the policy

for electrical stimulation for the treatment of wounds, per
program memorandums AB-02-161 and AB-03-093. These

changes are effective for services performed on or after 4/

1/2003. In addition, language changes were made to the

policy toreflect clarifications per CM S Change Request

2859 and 2779. These changes clarify thetime period when

a physician must evaluate the patient and corrects

omission of non-physician practitioners. These changes

are effective for services performed on or after February

11,2004
Thefull-text of thisLMRP may befound onthe

provider education website

http://www.floridamedicare.com.

97802: Medical Nutrition Therapy

(MNT)
hispolicy waslast revised effective April 1, 2003.
Sincethat time arevision to this policy has been madeto
add 1CD-9 CM code593.9 (Unspecified disorder of kidney
and ureter) to the“1CD-9 Codes that Support Medical
Necessity” section of the policy. In addition, the policy was
converted to thelocal coverage determination (LCD) format.
Thisrevisioniseffective October 1, 2002, the effective
date of the policy. Thefull text of thisLCD may beviewed
on the provider education website
http: //immw.fl oridamedi care.com when it becomes available.

J0640: Leucovorin (Wellcovorin®)

Revised Policy - This LMRP/LCD was last updated on
09/23/2003.

nder the off-labeled indications section of this policy

for gastric and esophageal carcinoma, Fluorouracil
can be used in combination with Leucovorin. A revision
was madeto also allow Floxuridineto beusedin
combination with Leucovorin for theseindications. This
revision is based on the Antineoplastic Drugs policy
(J9000) which allows Floxuridine (J9200) to beused in
combination with Cisplatinum, Taxol, and Leucovorin.

Thisrevision is effective for services rendered on or
after September 29, 2003. Thefull text of thisLCD may be
viewed on the provider education website http://
www.floridamedi care.com when it becomes available.

J2430: Pamidronate (Aredia®, APD)

Pamidronate (Aredia®, APD) was last updated on
February 7, 2003. A review of thispolicy revealed an
inconsistency between the FDA approved indications and
dual diagnosis requirements. The current policy only
required a dual diagnosis for osteolytic lesions related to
breast cancer. The policy isbeing revised to require a dual
diagnosisfor osteolytic lesionsrelated to myelomaas well.
In addition, the dual diagnosis language has been revised
to more accurately reflect the FDA approved indications.
This policy has been converted to alocal coverage
determination (LCD) format.

Thisrevised policy was presented to the Carriers
Advisory Committee June 5, 2004. It will be effectivefor
servicesrendered on or after January 1, 2005. Thefull-text
L CD may be viewed on the provider education website
http: //mww.floridamedi care.com when it becomes

Italicized and/or quoted material isexcer pted from the American M edicalAssociation Current Procedural Terminology. CPT codes destriptionsand other data
only ar ecopyrighted 2003 (or other such dateof publication of CPT) American M edical Association. Al rightsreserved. ApplicableFARSDFARSapply
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J2792: Rho (D) Immune Globulin

Intravenous

helocal medical review policy (LMRP) for Rho (D)

Immune Globulin Intravenous became effective on
August 21, 2000.

Recent dataidentified extraordinary utilization of
J2792 (Rho (D) immune globulin intravenous.) among
Floridaproviders.

Thispolicy revisionisbeing madeto clarify indica-
tionsand limitations when administering Rho (D) for its
FDA approved indications. Medicarewill consider Rho
(D) Immune Globulin Intravenous medically necessary for
thefollowing Food and DrugAdministration (FDA)-
approved indications:

e Thesuppression of Rhisoimmunization, and

e Thetreatment of immune thrombocytopenic
purpura (I TP) for non-splenectomized Rho (D)
positiveindividualsin clinical situationsrequir-
ing an increase in platelet count to prevent
excessive hemorrhage.

This poalicy revision includes the addition of two
HCPCScodes. J2788 (Injection, Rho d immuneglobulin,
human, minidose, 50 mcg) and J2790 (Injection, Rhod
immune globulin, human, full dose, 300 mcg). Guidelines
for initial and subsequent dosing are defined.

Also, the policy has been converted to the local
medical determination (LCD) format. Thisrevisionwill be
effectivefor servicesrendered on or after January 1, 2005.
Thefull-text LCD isavailableon our provider website at
http: //mww.floridamedicare.com.

NCSVCS Policy

Revised Policy - The LCD for NCSVCSwas last updated
on September 30, 2004.
PT codes 93720 —-93722 are being deleted from The
List of Medicare Noncovered Services policy because
they are covered in the Pulmonary Diagnostic Services
policy effective July 6, 2004.

e 93720- Plethysmography, total body: with
interpretation and report

e 03721 - ...tracing only, without interpretation and
report

e 93722- ...interpretation and report only

Thisrevision is effective for services rendered on or
after July 6, 2004. Thefull-text of thisLCD isavailableon
our provider education website at
http://www:.floridamedicare.com.

NCSVCS: The List of Medicare

Noncovered Services
Revised Palicy - This policy was last revised effective
September 30, 2004. Since that time, the policy has been
revised.
A n evaluation of the following procedures was
performed: Flexible fiberoptic endoscopic evaluation
of swallowing by cineor video recording (92612), Flexible
fiberoptic endoscopic evaluation, laryngeal sensory
testing by cine or video recording (92614), and Flexible
fiberoptic endoscopic evaluation of swallowing and
laryngeal sensory testing by cine or video recording
(92616). These procedures have been locally noncovered
since January 1, 2003. After further evaluation it has been
determined that these procedures are no longer
considered investigational or experimental.

Therefore, the List of Medicare Noncovered Services
Loca Medical Review Policy wasrevised to remove CPT
codes 92612, 92613, 92614, 92615, 92616, and 92617 from
the local noncoverage decisions section of the policy.

Thisrevision is effective for services rendered on or
after 11/15/2004. Thefull-text of thisLCD isavailableon
our provider education website at
http://www.floridamedicare.com.

NCSVCS: The List of Medicare

Noncovered Services

helatest revision for local medical review policy

(LMRP) for the List of Medicare noncovered services
was effective September 30, 2004. Thelist of noncovered
servicesisdivided into two main headings: Local
Noncoverage Decisions and National Noncoverage
Decisions. A service or procedure on the “local” list has
been determined as noncovered by the Florida carrier.
Decisions of noncoverage at the national level have been
determined by the Centersfor Medicare & Medicaid
Services (CMS). National noncovered services cannot be
covered by thelocal carrier.

The following procedure has been added to the list of
local noncoverage decisions:

e (0017T Destruction of macular drusen, photoco-
agulation

Age-related macular degeneration (AMD) isa
painless, insidious process. Inits earliest stages, it is
characterized by minimal visual impairment and the
presenceof ‘large’ or ‘soft’ drusen, i.e., subretinal accumu-
lations of cellular debris adjacent to the basement mem-
brane of theretinal pigment epithelium.

Large drusen appear aslarge, paleyellow or pale grey
domed elevations and result in thickening of the space
between theretinal pigment epithelium and its blood
supply, the choriocapillaris. Clinical and epidemiologic
studies have shown that the presence of large and/or
numerous soft drusen increases the risk of the develop-
ment of choroidal neovascularization (CNV) in eyeswith
AMD. For example, in patientswith bilateral drusen, the

Italicized and/or quoted material isexcer pted from the American M edicalAssociation Current Procedural Terminology. CPT codes destriptionsand other data
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three-year risk of developing CNV isestimated to be 13
percent, rising to 18 percent for those over the age of 65.
Theemergence of CNV greatly increasestherisk of
subsequent irreversible loss of vision.

Two different kinds of low energy laser therapies,
argon and infrared laser, have been investigated as
techniques to eliminate drusen by photocoagulation in an
effort to prevent the evolution to CNV, ultimately leading
to improved preservation of vision. The lasers used are
those that are widely used for standard photocoagulation
of extrafoveal choroidal neovascularization. Therefore, the
treatment of macular drusen represents an additional
indication for an existing laser approved by the U.S. Food
and DrugAdministration (FDA).

Definitive dataregarding the role of laser therapy asa
prophylactic treatment to prevent progression to CNV
must await the completion of clinical trialscurrently in
progress. While the currently available results suggest
some short-term improvement in visual acuity, the
outcome of greatest interest is the reduction of severe
visionlossfrom atrophy and CNV. Long-term resultsare
also important to evaluate safety issues. Laser therapy
can damage theretinal pigment epithelium and photore-
ceptors, and it is unknown whether the short-term
improvement in visual acuity may be counterbalanced by a
more rapid progression of visual lossif and when CNV
occurs. Therefore destruction of macular drusen with
laser therapy as a prophylactic treatment to prevent
progression of choriodal neovascularization (CNV) is
considered investigational due to lack of dataregarding
impact on health outcomes.

This policy has also been converted into the local
coverage determination (LCD) format.

ThisLCD will be effectivefor servicesrendered on or
after January 1, 2005. Thefull-text of thisLCD may be
viewed on the provider education website
http://wwwfloridamedicare.comwhen it becomes
available.

MAHD/ER: Metabolically Active
Human Dermal/Epidermal

Replacements

etabolically Active Human Dermal/Epidermal

Replacements (MAHD/ER) was effective March 24,
2003. This policy has also been revised to include
indicationsand limitationsfor X enograft andAllograft. In
addition, the name of the policy has been changed to
SKINSUB: Skin Substitutes. This policy hasbeen
converted to alocal coverage determination (LCD) format
and includes coding guidelines for services associated
with graft site preparation and the application of grafts.

Thisrevision will be effective for servicesrendered on

or after January 1, 2005. Thefull text of thisLCD may be
viewed on the provider education website
http: //www.floridamedi care.com when it becomes
available.

VISCO Viscosupplementation

Therapy For Knee

V iscosupplementation Therapy for Knee was last
updated on September 8, 2003. This policy has been
revised to incorporate and define the indications and
limitations of coverage and/or medical necessity, to clarify
the appropriate |CD-9-CM codesto use when billing
Orthovisc® (J3590) and to provide accessto care.
Orthovisc® isasterile, non-pyrogenic, clear, viscoelastic
solution of hyaluronan which was approved by the FDA
on February 4, 2004 for the treatment of osteoarthritis of
the knee joints in patients who have failed to respond, or
who have had inadequate responses to other treatment. In
addition, this policy has been converted to alocal
coverage determination (L CD) format and includes coding
guidelines to assist with coding issues when billing these
services.

Thisrevised policy was presented to the Carriers
Advisory Committee June 5, 2004. It will be effectivefor
servicesrendered on or after January 1, 2005. Thefull-text
LCD may be viewed on the provider education website
http: //mmw.floridamedi care.com when it becomes
available.

Italicized and/or quoted material isexcer pted from the American M edicalAssociation Current Procedural Terminology. CPT codes destriptionsand other data
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RETIREMENT OF EXISTING LMRPs

Multiple Policies Being Retired

T hefollowing LMRPswereretired effectivefor servicesrendered on or after September 30, 2004, unless specified
otherwise. The decision to retire these policies was based on data analysis and standards of local practice, or the
existence of National Coverage Determinations (NCDs).

Policy Number Policy Name

00103 Anedhesia Services (Qcular Procedures)

01906 Concurrent Cxe

11920 Cosmetic/Reconstructive Surgery (Coverage isaddressed in
the Medicare Nationd Coverage Determination Manual.)

20000 Muscul oske etal System

21076 Ord and Maxillofecid

30400 Rhinoplagy

32851 Lung T rarsplantation (Coverage isaddressed inthe
Medicare Natiopal Determination Manual)

33999 Pacemaker Lead Extraction, Unusuallv Diffjcult

35470 Percutaneous Trandumind Anagioplasty

48554 Pancreas Transplantation (Coverage isaddresed in the
Medicare National Determination Manud.)

51725 Urodynamic T esting

51784 Anal or Urethrd Sphincter Electromyography

52647 Laser Prodatectomy

54250 Nocturnd Penile Tumescence and /or Rigidity Test

54325 Injection of Corpora Cavernosa

55250 Serilization (Coverage is addressed in theMedicare Nationd
Determinaion Manual)

58340 Infertility (Coverage isaddressed inthe Medicare National
Coverage Determination Manual.)

59840 Elective Abortion (Coverage is addressed in the Medicare

onal " L

61711 Extracranial-lntracranid Surgery

61793 Sereotactic Radigsurgery

61863 Deep Bran Stimulation (Coverageis addressed in the
M edicare National Determination Manual.)

64573 Vagus Nerve Stimulation (Coverage isaddressed in the
Medicare National Coverage Determingion Manual )

65772 Corneal Relaxing Indsions

69210 Impacted Cerumen Removd (Will be replaced with an article
addressing billing and coding instructions/quidelines.)

69930 Cochlear I mplant Surgery/D evice/Rehab (Coverage is
addressed inthe Medicare National Coverage Determination
Manual.)

77750 Clinical Brachytherapy

82435 CHoride

82746 Folic Acid

86430 Rheumatoid Factor (eff ective for services render ed on or
after September 2, 2004)

87621 Human Papillomavirus DNA Assay, Amplified Probe
Technique

88230 Cvtogendic Studies

Italicized and/or quoted material isexcer pted from the American M edicalAssociation Current Procedural Terminology. CPT codes destriptionsand other data
only ar ecopyrighted 2003 (or other such dateof publication of CPT) American M edical Association. Al rightsreser ved.ApplicableFARSDFARSapply
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Policy Number Policy Name

88300 Surgicd Pathology

90732 Pneumococcd Vaccinaions (Coverageis addressed in the
Medicare Clams Processing Manud, Chapter 18-
Preventative and Screening Services)

90740 HepatitisB Vaccine (Coverage isaddressed inthe Medicare
Claims Processing Manud, Chapter 18-Preventative and
Screening Services.)

90880 Hypnother apy

90899 Transcendenta Meditation

92002 General Ophthamologicd Services

92502 Soedial Otorhinolaryngologic Services

95805 Seep Testing

95816 El ectr oencephd ography (EEG)

95860 El ectromyography

EQ782 Implantabl e Inf usion Pumps

J0636 Vitamin D Anaogs in Chronic Rend Disease

J1750 Iron Dextran

J7310 Vitasert™ Implant

J9202 Goserdin Aceae | mplant

L8600 Breast Prosthesis

L8603 Coallagen | mplant

L8612 Extraocular Reservoir

L8642 Hallux Implant

L 8699 Implantable Tissue Expander

PAINREH Pan Rehabilitation (Coverageis addressed in the Medicare
National Coverage Determination Manual,)

RO070 Portable X-Rav Supplie Services

RSFNFR Medicare B Coverage of Rouine Servicesfor Nursing
Facilities Residents

CORRECTIONS TO PUBLISHED ARTICLES

93701: Cardiac Output Monitoring
by Thoracic Electrical

Bioimpedance — Correction

epublished an articlein the Fourth Quarter 2004

Medicare B Update! (page 67) to include additional
diagnoses that support the indications and limitations of
coverage and/or medical necessity for Cardiac Output
Monitoring by Thoracic Electrica Bioimpedance—93701.
However, ICD-9-CM code 996.03 was published incorrectly.
Thecorrect ICD-9-CM codeis996.83 FloridaMedicare
apologizes for any inconvenience this may have caused.

Thefull-text of thisLCD may befound on the provider

education website http://mww.floridamedi care.com.

93975: Duplex Scanning — Correction
e published an article in the Fourth Quarter 2004
Medicare B Update! (Page 67) to include additional

diagnoses that support the indications and limitations of

coverageand/or medica necessity for Duplex Scanning—93975.

However, ICD-9-CM codesV67.00andV 67.09 wereinadvertently

omitted from the articlefor procedure codes 93975 and 93976.

The addition of diagnoses V67.00 and V67.09 is effective for
services rendered on or after July 26, 2004. Florida Medicare

apologizes for any inconvenience this may have caused.
Thefull-text of thisLCD may befound on the provider
education website http://mww.fl oridamedicare.com.

J9000: Antineoplastic Drugs —

Correction
Correction - The LCD for Antineoplastic Drugswas last

published in the 4" Quarter 2004 Florida Medicare B Update!

he revision to the policy included updating multiple

drug codes with the addition of ICD-9-CM codes based

on the Compendia-Based Drug Bulletin and/or the
Antineoplastic Drugs Workgroup. 1CD-9-CM code 158.9
(Peritoneum, unspecified) was added to Doxorubicin HCI
(J9000) but wasinadvertently left out of thearticle. Also,
thearticleindicated that ICD-9-CM codes 154.2 and 154.3
were added to Mitomycin (J9280, J9290, & J9291), however,
these diagnosis codes were already included in the policy
for thisdrug. Thefull text of thisLCD may beviewed on
the provider education website http://

wwwifloridamedi care.comwhen it becomes available.

Italicized and/or quoted material isexcer pted from the American M edicalAssociation Current Procedural Terminology. CPT codes destriptionsand other data
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WIDESPREAD MEDICAL REVIEW PROBES

90818: Individual Psychotherapy
he comprehensive data analysis department recently conducted an analysis of Medicare Part B claims datafor CPT
codes 90818 (Individual psychotherapy, insight oriented, behavior modifying and/or supportive, in an inpatient
hospital, partial hospital or residential care setting, approximately 45-50 minutes face to face with the patient) as aresult of
the Connecticut carrier being aberrant when compared to the nation.

Datarevealed that incorrect place of service (POS) codes are being submitted. 97.60 percent of claim submitted for
CPT 90818 werebilled with POS 31 (Skilled Nursing Facility). The Medicare Claims Processing Manual section 20.1.1.1
states POS code 31 should only be used with services for patientsin a Part A covered stay and POS 32 (Nursing Facility)
should be used with services for beneficiaries in anon-covered stay.

We encourage providers to examine their current billing practices and ensure only appropriate POS codes are
submitted.

99244 - Widespread Probe Summary for Office Consultation

ocedure code 99244 was identified as aberrant for Florida during FY 2003 based on the January through June 2003

dataobtained from Statistical Medical DataAnalysis(SMDA). Thisdatarevealed atotal of $16,959,681 was paid to
different providers of various specialties. Based on the conclusions of the specialty findings a widespread probe for CPT
code 99244 was recommended to ensure providers are meeting the definition of the code. A widespread probe of one
hundred (100) claimsfrom twenty (20) providersfrom various specialtiesfor thetime period from July 1, 2003 through
December 31, 2003 was performed. The providersreviewed represented the following specialties: Ophthalmology,
Anesthesiology, Neurology, Orthopedic Surgery, Hematol ogy/Oncology, Gastroenterol ogy, Otolaryngology, Cardiology,
Physical Medicine, and Rehabilitation, Internal Medicine, and Urology. The purpose of the review wasto determineif the
services billed to Medicare were documented as having been performed and appropriately coded for the level of care
billed.

SUMMARY
e  Procedure code 99244 wasbilled on all one hundred (100) claims.
o  Fifty-six (56) of theone hundred (100) serviceswereallowed ashilled.
e  Thirty-four (34) of the one hundred (100) services were down coded because the level of care was not supported
in the documentation:
o Twenty-five (25) of thethirty-four (34) serviceswere down coded to E/M code 99243.
o Nine(9) of thethirty-four (34) serviceswere down coded to E/M code 99242.
e Ten (10) of the one hundred (100) services were not considered consults and were recoded to the appropriate E/
M code;
o Eight (8) serviceswererecoded to E/M code 99204
o Two(2) serviceswererecoded to E/M code 99203.
e Eleven (11) different specialties were represented, and no provider specific driverswere noted.
o Of thethirty four (34) services down coded, the majority were down coded based on documentation that
failed to support the moderate level of medical decision complexity required for E/M code 99244. The
remaining services were down coded based on the documentation that failed to support the comprehen-
sivehistory required for E/M code 99244.
e Of the alowed (56) or down coded (34) services the documentation established that the patient was
referred for consultation for the services billed.
e The remaining ten (10) services were recoded to the appropriate E/M code based on the submitted
documentation. These services failed to establish the referral for an E/M consultation visit.

99245: Widespread Probe Review Results — Office Consultation

ocedure code 99245 wasidentified as aberrant for Florida during FY 2003 based on the January through June 2003
dataobtained from Statistical Medical DataAnalysis(SMDA). Thisdatarevealed atotal of $10,596,359 was paid to
different providers of various specialties. Based on the conclusions of the specialty findings a widespread probe for CPT
code 99245 was recommended to ensure providers are meeting the definition of the code and validate the level of care
provided. A widespread probe of one hundred (100) claimsfrom twenty (20) providersfor thetime period from July 1, 2003
through December 31, 2003 was performed. The purpose of the review wasto determineif the servicesbilled to Medicare
were documented as having been performed and appropriately coded for the level of care billed.

Italicized and/or quoted material isexcer pted from the American M edicalAssociation Current Procedural Terminology. CPT codes destriptionsand other data
only ar ecopyrighted 2003 (or other such dateof publication of CPT) American M edical Association. Al rightsreser ved.ApplicableFARSDFARSapply
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SUMMARY

e  Procedure code 99245 wasbilled on all one hundred (100) claims.
e  Seventeen (17) of the one hundred (100) serviceswere alowed asbilled.
e Five(5) of the one hundred (100) services were denied, as the procedure billed was not supported by the
documentation.
e  Seventy four (74) of the one hundred (100) services were down coded because the level of care was not sup-
ported in the documentation:
o Fifty-two (52) of the seventy-four (74) serviceswere down coded to E/M code 99244.
o Seventeen (17) of the seventy-four (74) serviceswere down coded to E/M code 99243.
o Five(5) of the seventy-four (74) serviceswere down coded to E/M code 99242.
e  Four (4) of the one hundred (100) services were not considered consults and were recoded to the appropriate E/
M code;
o Two(2) serviceswererecoded to E/M code 99204
o One(1) servicewasrecoded to E/M code 99215.
o One(1) servicewasrecoded to E/M code 99253.
o Eight (8) different specialties were represented, and no provider specific drivers were noted
e The mgjority of the services were down coded based on documentation that failed to support the high
level of medical decision complexity required for E/M code 99245.
e The documentation established that the patient was referred for consultation for the services that were
allowed (17) or down coded (74).
e Theremaining four (4) serviceswere recoded to the appropriate E/M code based on the submitted docu-
mentation.

99291: Widespread Probe — Critical Care Services — Correction

e published an article in the Fourth Quarter 2004 Medicare B Update! (page 69) which indicated the procedure code
for Critical care, evaluation and management of the critically ill injured patient, first 30-74 minutes) as 99211.
The correct procedure codeis 99291. Florida Medicare apologizes for any inconvenience this may have caused.

99291: Widespread Probe Review Results- Critical Care, Evaluation and

Management of the Ciritically Il or Critically Injured Patient, first 30-74 minutes

ocedure code 99291 was identified as aberrant as defined in, and accordance with, the Statistical Medical Data

Analysis(SMDA) Comprehensive DataAnalysis (CDA) Standard Operating Procedure No 1.01 for the FY January-
June 2003. The aberrant datarevealed acarrier to nation ratio of allowed dollars of 1.60 with apotential savings of
$9,866,562. Based on the conclusions of the above-mentioned findings, awidespread probe was recommended for CPT
code 99291 (Ciritical care, evaluation and management of thecritically ill or critically injured patient, first 30-74 minutes). A
widespread probe of one hundred (100) claims with one hundred and forty-three (143) serviceswas performed. These
claimswererequested from twenty (20) providersfor thetime period from January to June 2003. Theclaimswerereviewed
to determineif providerswerehilling correctly and beneficiaries met criteriafor critical care servicesin accordance with
the guidelines published in the 2003 Current Procedural Terminology (CPT) Coding book.

Summary of theFindings
Review findingswereasfollow:

o Seventy-eight (78) serviceswere allowed according to documentation submitted for review.

o Twenty-two (22) services were denied due to documentation, which did not support that services billed were
rendered.

e One (1) service was down coded to CPT 99233 (Initial hospital care, per day, for the evaluation and management
of apatient, which requires these three key components: a comprehensive history; a comprehensive examina-
tion; and medical decision making of high complexity.

o Eleven (11) services were down coded to 99231 (Subsequent hospital care, per day, for the evaluation and
management of a patient, which requires at |east two of these three key components: a problem focused interval
history; aproblem focused examination; and medical decision making that is straightforward or of low complex-
ity).

o Nineteen (19) services were down coded to CPT 99232 (Subsequent hospital care, per day, for the evaluation and
management of a patient, which requires at least two of these three key components: an expanded problem
focused interval history; an expanded problem focused examination; and medical decision making of moderate
complexity).

e One (1) servicewas down coded to 99233 (Subsequent hospital care, per day, for the evaluation and management
of apatient, which requires at |east two of these three key components: adetailed interval history; adetailed
examination; medical decision making of high complexity).

e Eleven (11) serviceswere down coded to CPT 99255 (Initial inpatient consultation for anew or established

Italicized and/or quoted material isexcer pted from the American M edicalAssociation Current Procedural Terminology. CPT codes destriptionsand other data
only ar ecopyrighted 2003 (or other such dateof publication of CPT) American M edical Association. Al rightsreserved. ApplicableFARSDFARSapply
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patient, which requires these three key components: a comprehensive history; a comprehensive examination;
and medi cal decision making of high complexity). Although the beneficiariesmet medical criteriaguidelines.
Documentation supported evidence that the services rendered were consultations.

o Seventy-two (72) claimsout of ninety-seven (97) claimsbilled for CPT 99291 (Ciritical care, evauation and
management of thecritically ill or critically injured patient, first 30-74 minutes also billed at |east one (1) 99292
(each additional 30 minutes (List separately in addition to codefor primary service). Claims, whichwere denied
or down coded that also billed CPT 99292 resulted in having 99292 denied.

e Seven(7) claimswith CPT 99291 that were allowed also billed CPT 99292. CPT 99292 was denied on theseclaims
due to documentation not supporting the billing of additional critical care management time.

e Timewasdeducted fromthecritical care management timefor separately billable procedures. Thistimewaslow
in relation to the number and type of procedures performed. Thiswould often result in enough time accumul ated
towarrant the billing of 99292 (each additional 30 minutes (List separately in addition to codefor primary
service).

Based on these findings, overpayments will be assessed on providers when medical records do not sufficiently
support the medical necessity of the code billed. Education will be provided via publication in an upcoming Medicare
Part B Update! article.

Colonoscopy Billing Errors
he comprehensive data analysis department recently conducted an analysis of FloridaMedicare Part B claims datafor the
following aberrant CPT codes:

45378 Colonoscopy, flexible, proximal to splenic flexure; diagnostic, with or without collection of specimen(s) by brushing or washing,
with or without colon decompression (separate procedure),
45383 with ablation of tumor(s), polyp(s), or other lesions not amenable to removal by hot biopsy forceps, bipolar cautery or snare
technique
45384 with remova of tumor(s), polyp(s), or other lesions by hot biopsy forceps or bipolar cautery
Datareved ed Ambulatory Surgery Centers (ASC's) and performing physicians are submitting claimsthat do not contain
the same colonoscopy procedure code for services performed on the same date of service to the same beneficiary.
Examples

e ASC submitsafacility claim with procedure code 45378 (diagnostic colonoscopy) and the performing physician
submitsaclaim for services furnished at the ASC with procedure code G0105 (screening colonoscopy) for the
same date of service to the same beneficiary.

e ASC submitsafacility claim for 45383 and physician submitsaclaim for servicesfurnished at theASC with
procedure code 45384 for the same beneficiary and date of service.

Procedures should be reported with the HCPCS/CPT code that most comprehensively describes the service per-
formed. Please evaluate your billing procedures for the presence of these billing errors and implement any necessary
changes.

Italicized and/or quoted material isexcer pted from the American M edicalAssociation Current Procedural Terminology. CPT codes destriptionsand other data
only ar ecopyrighted 2003 (or other such dateof publication of CPT) American M edical Association. Al rightsreser ved.ApplicableFARSDFARSapply
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ADDITIONAL INFORMATION ON LMRPs/LCDs

2005 ICD-9-CM Coding Changes

he 2005 update to the ICD-9-CM diagnosis coding structure became effective October 1, 2004. Updated diagnosis

codes must be used for all serviceshilled on or after October 1, 2004. Effective for dates of service on and after
October 1, 2004, no further 90-day grace periodswill apply for the annual |CD-9-CM updates. Physicians, practitioners,
and suppliers must bill using the diagnosis code that is valid for that date of service. Carrierswill no longer be ableto
accept discontinued diagnosis codes for dates of service after the date on which the diagnosis code is discontinued.

FloridaMedicare hasreviewed all local medical review policies (LMRP/LCDs) for procedure codes with specific

diagnosis criteriathat are affected by the 2005 1CD-9-CM update. Thetable on the following pagesliststhe LMRP/LCDs

affected, the publication in which diagnosis criteria appeared, and the specific conditions revised as a result of the 2005

|CD-9-CM update:

2005 ICD-9-CM Part B LMRP Changes

LMRP/A CD Title

2005 Changes

31525 Diagnostic

Add 530.86 (Infection of esophagostomy) and 530.87 (M echanical

L aryngoscopy complication of esophagostomy) for procedure codes 31525 and 31575.

43235 Diagnostic and Change descriptor for 307.51 (Bulimia nervosa) and 307.53 (Rumination

Therapeutic disorder) for procedure codes 43235, 43236, 43237, 43238, 43239, 43241,

Esophagogastroduodenoscopy | 43243, 43244, 43245, 43246, 43247, 43248, 43249, 43250, 43251, 43255, and
43258.

70450 Computed Change descriptor for 290.0-290.9 (Dementiag), 293.0 (Ddirium due to

Tomography Scans conditions dassified elsewhere), 293.81 (Psychotic disorder with delusionsin

conditions d assified elsewhere), 293.82 (Psychotic disorder with
halucinationsin conditions dassified elsewhere), 293.83 (Mood disorder in
conditions dassified elsewhere), 294.0-294.9 (Persi stent mental disorders due
to conditions classified dsewhere), and 310.0-310.9 (Specific nornpsychotic
menta disorders due to brain damage) for procedure codes 70450, 70460, and
70470

70551 Magnetic Resonance

Change descriptor for 310.0-310.9 (Specific nonpsychotic mentd disorders

Imaqging of theBrain due to brain damage) for procedure codes 70551, 70552, and 70553.
76070 Bone Minerd Density | Change 252.0 to 252.00-252.08 (Hyperparathyroidism) for procedure codes
Studies G0130, 76070, 76071, 76075, 76076, 76078, 76977, and 78350.

82108 Aluminum

Change descriptor for 294.8 (Other persistent mental disordersdue to
conditions dassified elsewhere) for procedure code82108.

82310 Totd Cdcium

Change 252.0 to 252.00-252.08 (Hyperparathyroidism) for procedure code
82310. Change descriptor for 293.0 (Delirium due to conditions dassified
e sewhere) for procedure code 82310.

82330 lonized Cdcium

Change 252.0 to 252.00-252.08 (Hyperparathyroidism) and 588.8 to 588.81-
588.89 (Other pecified disordersresulting from impaired rend function) for
procedure code 82330.

Italicized and/or quoted material isexcer pted from the American M edicalAssociation Current Procedural Terminology. CPT codes destriptionsand other data
only ar ecopyrighted 2003 (or other such dateof publication of CPT) American M edical Association. Al rightsreserved. ApplicableFARSDFARSapply
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LMRP/LCD Title

2005 Changes

83735 Magnesium

Change 252.0to 252.00-252.08 (H yp erparathyroidism) and 588.8 to 588.81-
588.89 (Other ecified disordersresulting from impaired renal function) for
procedure code 83735.

Change descriptor for 293.0 (Delirium due to conditions classified elsewhere)
and 307.51 (Bulimia nervosa) for procedure code 83735.

83970 Parathormone
(Parahyroid Hormone)

Change 252.0to0 252.00-252.08 (H yperparathyroidism) and 588.8 t0 588.81-
588.89 (Other gecified disordersresulting from impaired renal function) for
procedur e code 83970.

84100 Serum Phogphorus

Change 252.0to 252.00-252.08 (H yperparathyroidism) for procedure code
84100.

Change descriptor for 293.0 (Delirium due to conditions dassified elsewhere)
for procedure code 84100

86706 HepatitisB Surface
Antibody and Surface Antigen

Change V01.7to V01.71-V01.79 (Other viral diseases) for procedure codes
86706 and 87340.

88141 Pap Smears

Change descriptor for 795.00-795.09 (Abnorma Papani colaou smear of cervix
and cervical HPV) for procedurecodes 88141, 88142, 88143, 88147, 88148,
88150, 88152, 88153, 88154, 88155, 88164, 88165, 88166, 88167, 88174, and
88175.

Change 622.1t0 622.10-622.12 (Dyslasia of cervix [uteri]) for procedure
codes 88141, 88142, 88143, 88147, 88148, 88150, 88152, 88153, 88154,
88155, 88164, 88165. 88166, 88167, 88174, and 88175.

90801 Psychiatric Diagnostic
Interview Examination

Change descriptor for 300.00-316 (Anxiety, dissociative and somatoform
disorders, personality disorders, and other nonpsychotic mentd disorders) for
procedur e code 90801.

90845 Psychoandysis

Change descriptor for 300.01 (Panic disorder without agor aphobia), 300.12
(Dissociative amnesia), 300.13 (Disociative fugue), and 300.4 (Dysthymic
disorder) for procedure code 90845.

90901 Biofeedback

Add 788.38 (Overflow incontinence) for procedurecode 90911.

92015 Ophthalmol ogical
Diagnostic Services

Change descriptor for 041.82 (Bacteroides fragilis) for procedurecode 92285.

93965 Non-Invasive
Evaluation of Extremity Veins

Add 453.40-453.42 (Vernous embolism and thrombod's of deep vessd's of lower
extremity) for procedure codes 93965, 93970, and 93971.

95115 Allergen
| mmunotherapy

Add 477.2 (Allergic rhinitisdue to animal (cat) (dog) hair and dander) for
procedure codes 95115, 95117, and 95165.

95250 Continuous Glucose
Monitoring Sygem (CGMS)

Change descriptor for 250.02, 250.12, 250.22, 250.42, 250.52, 250.62, 250.72,
and 250.8. ([non-insulin dependent type] [NID DM type] [ adult-onsat type]
was taken out of the descriptor) for procedure code 95250.

A4644 Low Osmolar Contrast
Media(LOCM)

Change V46.1to V46.11-V46.12 (Other dependence on respirator) for
procedur e codes A4644, A4645, and A4646

BOTULINUM TOXINS
(Botulinum T oxins)

Change descriptor for 780.8 (Generalized hyperhidrogs) for procedure code
J0585

G0245 Peripherd Neuropathy
with Loss of Protective
Sensation (LOPS) in People
with Digbetes

Change descriptor for 250.60 and 250.62 ([non-insulin dependent type]
[NIDDM type] [adut-onset type] was taken out of the descriptor) and 250.61
([non-insulin dependent type] [IDDM] was taken out of the descriptor) for
procedure codes G0245 G246 _and G047

J7190 Hemophilia Clotting
Factors

Change descriptor for 286.5 (Hemorrhag ¢ disorder due to intrinsic circulaing
anticoagulants) for procedure codes J7190, J7191, J7192, J7193, J7194, J7195,
J7198, Q0187, Q2022 and J7199.

J9212 Interf eron

Change descriptor for 070.41 (Acute hepatitis C with hepatic coma) and 070.51
(Acute hepatitis C without mertion of hepatic coma) for procedure codes J9213
and J9214.

Italicized and/or quoted material isexcer pted from the American M edicalAssociation Current Procedural Terminology. CPT codes destriptionsand other data
only ar ecopyrighted 2003 (or other such dateof publication of CPT) American M edical Association. Al rightsreser ved.ApplicableFARSDFARSapply
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Independent Diagnostic Testing Facility

dditional codes have been identified which should be allowed for an Independent Diagnostic Testing Facility
(IDTF). Therefore, thefollowing list of HCPCS codes have been added to thelist of allowable codes by provider
speciaty 47 (IDTF).

A4642 A9504 A9507 A9508
A9510 A9511 A9512 A9513
A9514 A9515 A9516 A9517
A9519 A9520 A9521 A%523
A9524 A9600 A9605 A9699
A9700 Q3000 Q3001 Q3002
Q3003 Q3004 Q3005 Q3006
Q3007 Q3008 Q3009 Q3010
Q3011 Q3012

This changeis effective for services processed on or after August 30, 2004.

Self-Administered Drug (SAD) list Update

he Center for Medicare & Medicaid Servicesissued instructions to contractors regarding Medicare payment for drugs

and biologicalsincident to aphysician’s service. Guidelines provide contractors a process for determining if an
injectable drug is usually self-administered and therefore, not covered by Medicare. Providers may read the instructions
initsentirety in CR 2200 and CR 2311.

Contractors are also required to establish a Self-Administered Drug (SAD) list on their website, listing drugs which
have been evaluated and determined to be usually self-administered.

Thefollowing drug has been added to the FloridaMedicare B SAD list:

J3490 Enfuvirtide (Fuzeon™)

The evaluation of drugs for addition to the SAD list isan on-going process. Providers are responsible for monitoring
the SAD list for the addition or deletion of drugs. Thisiseffective for servicesrendered on or after November 26, 2004.
TheFloridaMedicare B SAD list islocated at http://wwwfloridamedicare.com

Italicized and/or quoted material isexcer pted from the American M edicalAssociation Current Procedural Terminology. CPT codes destriptionsand other data
only ar ecopyrighted 2003 (or other such dateof publication of CPT) American M edical Association. Al rightsreserved. ApplicableFARSDFARSapply
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IMPORTANT ADDRESSES, PHONE NUMBERS, AND WEB SITES

FLORIDA MEDICARE
PART B MAIL
DIRECTORY

CLAIMS SUBMISSIONS
Routine Paper Claims

Medicare Part B

P. O. Box 2525

Jacksonville, FL 32231-0019
Participating Providers

Medicare Part B Participating Providers

P. O. Box 44117

Jacksonville, FL 32231-4117
Chiropractic Claims

Medicare Part B Chiropractic Unit

P. O. Box 44067

Jacksonville, FL 32231-4067
Ambulance Claims

Medicare Part B Ambulance Dept.

P. O. Box 44099

Jacksonville, FL 32231-4099
M edicar e Secondary Payer

Medicare Part B Secondary Payer Dept.

P. O. Box 44078

Jacksonville, FL 32231-4078
ESRD Claims

Medicare Part B ESRD Claims

P. O. Box 45236

Jacksonville, FL 32232-5236

COMMUNICATIONS
Review Requests
Medicare Part B Claims Review
P. O. Box 2360
Jacksonville, FL 32231-0018
Fair Hearing Requests
Medicare Part B Fair Hearings
P. O. Box 45156
Jacksonville, FL 32232-5156
Administrative Law Judge Hearing
Administrative Law Judge Hearing
P. O. Box 45001
Jacksonville, FL 32232-5001
Statusg/General Inquiries
Medicare Part B Correspondence
P. O. Box 2360
Jacksonville, FL 32231-0018
Over payments
Medicare Part B Financial Services
P. O. Box 44141
Jacksonville, FL 32231-4141

DURABLE MEDICAL EQUIPMENT (DME)
DME, Orthotic or Prosthetic Claims
Palmetto GBA Medicare
DMERC Operations
P. O. Box 100141
Columbia, SC 29202-3141

ELECTRONIC MEDIA CLAIMS (EMC)
EMC Claims, Agreements and Inquiries
Medicare EDI
P. O. Box 44071
Jacksonville, FL 32231-4071

MEDICARE PART B ADDITIONAL
DEVELOPMENT
Within 40 days of initial request:
Medicare Part B Claims
P. O. Box 2537
Jacksonville, FL 32231-0020

Over 40 days of initial request:
Submit the charge(s) in question, including
information requested, asyou would a new
claim,to:

Medicare Part B Claims

P O.Box 2525

Jacksonville, FL 32231-0019

MISCELLANEOUS
Provider Participation and Group
Member ship I'ssues; Written Requests for
UPINS, Profiles & Fee Schedules:
Medicare Registration
P. O. Box 44021
Jacksonville, FL 32231-4021

Provider Change of Address:
Medicare Registration
P. O. Box 44021
Jacksonville, FL 32231-4021
and
Provider Registration Department
Blue Cross Blue Shield of Florida
P. O. Box 41109
Jacksonville, FL 32203-1109

Provider Education:
For Educational Purposes and Review of
Customary/Prevailing Charges or Fee
Schedule:
Medicare Part B
Medicare Communication and Education
P O.Box 2078
Jacksonville, FL 32231-0048
For Seminar Registration:
Medicare Part B
Medicare Education and Outreach
P. O. Box 45157
Jacksonville, FL 32232-5157

Limiting Charge I ssues:
For Processing Errors:
Medicare Part B
P. O. Box 2360
Jacksonville, FL 32231-0048
For Refund Verification:
Medicare Part B
Compliance Monitoring
P. O. Box 2078
Jacksonville, FL 32231-0048

Medicare Claims for Railroad Retirees:
MetraHealth RRB Medicare
P. O. Box 10066
Augusta, GA 30999-0001

Fraud and Abuse
First Coast Service Options, Inc.
P O. Box 45087
Jacksonville, FL 32232-5087

FLORIDA
MEDICARE
PHONE NUMBERS

BENEFICIARY

Toll-Free:
1-800-MEDICARE

Hearing Impaired:
1-800-754-7820

Note: The toll-free customer service lines
are reserved for Medicare beneficiaries only.
Use of thisline by providersis not permitted
and may be considered program abuse.

PROVIDERS
Toll-Free
Customer Service:
1-866-454-9007
Interactive Voice Response (IVR):
1-877-847-4992

For Seminar Registration Only (not toll-freg):
1-904-791-8103

EMC

Format | ssues& Testing:
1-904-354-5977 option 4

Sart-Up & Front-End EditsRe ects:
1-904-791-8767 option 1

Electronic Funds Transfer
1-904-791-8016

Electronic Remittance Advice, Electronic

Claim Status, & Electronic Eligibility:
1-904-791-6895

PC-ACE Support:
1-904-355-0313

Marketing:
1-904-791-8767 option 1

New | nstallations:
(new electronic senders; change of address
or phone number for senders):
1-904-791-8608

Help Desk:
(Confirmation/Transmission):
1-904-905-8880 option 1

OCR
Printer Specifications/Test Claims:
1-904-791-8132

DME, Orthotic or Prosthetic Claims
Palmetto GBA Medicare
1-803-735-1034

MEDICARE PART A
Toll-Fr ee:
1-877-602-8316

WEB SITES

PROVIDER
Florida
http: //mwww: floridamedicare.com

Centersfor Medicare& Medicaid Services
http://www.cms.hhs.gov

BENEFICIARY
Florida
http: /mww.medi carefla.com

Centersfor Medicare& Medicaid Services
http://Aww.medicare.gov
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ORDER FORM — 2005 PART B MATERIALS

The following materials are available for purchase. To order these items, please complete and submit this form along

with your check/money order payable to BCBSFL — FCSO with the account number listed by each item.

Note: Payment for fee schedules cannot be combined with payment for other items; separate payments are required for

purchases of items from different accounts.

Nonprovider entities or providers who need additional copies at other office
locations may purchase additional copies. (Tentatively available after
November 15, 2004.)

QUANTITY ITEM ACCOUNT | COST PER
NUMBER ITEM
Medicare B Update! Subscription— The Medicare B Update! is available 700395 $70.00
a free of charge online at http://www.connecti cutmedi care.com and (Hardcopy)
http: //mww.floridamedicare.com. Hardcopy or CD-ROM distribution is
limited to individual providers and professional association groups who billed $30.00
at least one Part B claim (to either Connecticut or Florida Medicare) for (CD-ROM)
processing during the twelve months prior to the release of each issue.
Beginning with publications issued after June 1, 2003, providers who
meet these criteria must register to receive the Update! in hardcopy or
CD-ROM format. Qualifying providers will be eligible to receive one
hardcopy or CD-ROM of each issue, if avalid reason can be shown why the
electronic publication available free of charge on the Internet cannot be
utilized. Nonprovider entities or providers who need additional copies may
purchase an annual subscription. This subscription includes all issues
published during calendar year 2005 (back issues for subscription requests
received after January 2005 will be sent upon receipt of order).
2005 Fee Schedule— Therevised Medicare Part B Physician and Non- 700400 Hardcopy:
0 Physician Practitioner Fee Schedule, effective for services rendered $5.00
January 1, 2005, through December 31, 2005, isavailablefree of charge (CT
online at http://www.connecti cutmedicare.com and $10.00
http: //mww.floridamedi care.com. Providers who do not have Internet access (FL)
may purchase a hardcopy or CD-ROM. The Fee Schedule contains calendar
year 2005 payment ratesfor all localities. Theseitems do not include the CD-ROM:
payment rates for injectable drugs, clinical lab services, mammography $6.00
screening, or DMEPOS items. Note also that revisions to fees may occur; (Specify
these revisions will be published in future editions of the Medicare B Update! CTor FL)

Please write legibly

Subtotal $ Mail this form with payment to:
Tax (add % for $ First Coast Service Options, Inc.

your area) Medicare Publications

P.O. Box 45280

Total $ Jacksonville, FL 32232-5280
Contact Name:
Provider/Office Name:
Phone: FAX Number:

Mailing Address:
City: State: ZIP:

Please make check/money order payable to: BCBSFL — FCSO Account # (fill in from above)
(CHECKS MADE TO “PURCHASE ORDERS” NOT ACCEPTED)
ALLORDERS MUST BE PREPAID — DO NOT FAX — PLEASE PRINT

1_

C/A7Ss FIRST COAST

SERVICE OFTIONS, INC
A CMS Contracted Intermediary & Carrier

CERTERT i ARG I ARG KITHIS
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Act of 2003 3 QTR 2004

......................................................... 4th QTR 2004
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Processing Instructions for ............... 39 QTR 2004
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