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IS, PalmettoGBA

You Are Responsible. . .

The Medicare Advisory contains coverage, billing, and other information for providers in Ohio and West Virginia. This information is
not intended to constitute legal advice. It is our official notice to the providers we serve concerning their responsibilities and obligations
as mandated by Medicare regulations and guidelines. This information is readily available at no cost on the Palmetto GBA Web site. It
is the responsibility of each provider to obtain this information and to follow the guidelines. The Medicare Advisory includes information
provided by the Centers for Medicare & Medicaid Services (CMS) and is current at the time of publication. The information is subject to
change at any time.

This bulletin should be shared with all health care practitioners and managerial members of the provider staff. Bulletins are available
at no-cost from our Web site at: http://www.PalmettoGBA.com.
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Notice of New Interest Rate for Medicare
Overpayments & Underpayments:
1st Update for FY 2009

Medicare Regulation 42 CFR §405.378 provides for the assessment of interest
at the higher of the current value of funds rate (five percent for calendar year
2008) or the private consumer rate as fixed by the Department of the Treasury.
The Department of the Treasury has notified the Department of Health and
Human Services that the private consumer rate has been changed to 11.375
percent effective October 22, 2008.
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Misuse of CPT Modifier 25 Results
in $500,000 Overpayment

An investigation into the billing patterns of a major healthcare facility in Ohio revealed that CPT modifier
25 was being appended to outpatient clinic visits when there was no documentation in the medical records to
support that a significant, separately identifiable evaluation and management (E/M) service was performed.
The overpayment dollar amount for this facility was over $500,000. The facility performed a self-audit and
made a voluntary refund to the Medicare Trust Fund.

Medicare payments for medical procedures include payments for certain E/M services that are necessary
prior to a procedure being performed. The Centers for Medicare & Medicaid Services (CMS) does not
normally allow additional payments for an E/M services performed by a provider on the same day as a
procedure. However, if a provider performs an E/M service on the same day as a procedure that is significant,
separately identifiable, and above and beyond the usual preoperative and postoperative care associated
with the procedure, CPT modifier 25 is appended to the service line to allow additional payment for the
separate E/M service.

Appropriate documentation to support both E/M services and procedures must be maintained to support
claims for payments using CPT modifier 25 even though this documentation is not required to be submitted
with the claims. CPT modifier 25 should only be appended to claim lines for E/M services, and only when
these services are provided on the same day as a procedure. A different diagnosis is not required for reporting
the E/M service with CPT modifier 25.

Medicare guidelines require complete and appropriate documentation that is adequate and legible to ensure
proper payment. Guidelines pertaining to proper coding and documentation when appending CPT modifier
25 have been communicated to the provider community in at least the following publications:

*  CMS Pub. 100-04, chapter 12, section 40.2-40.5:
http://www.cms.hhs.gov/manuals/downloads/clm104c12.pdf

*  CMS Pub. 100-04, chapter 23, section 30.2:
http://www.cms.hhs.gov/manuals/downloads/clm104¢23.pdf

* CR5025and MM 5025 (MLN Matters) contain instructions issued to the carriers regarding documentation
requirements and policy requirements for the use of CPT modifier 25 used with E/M services.
http://www.cms.hhs.gov/MLNMattersArticles/downloads/MMS5025.pdf
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Quarterly Update to Correct Coding Initiative (CCI)
Edits, Version 14.3, Effective October 1, 2008

Provider Types Affected
Physicians who submit claims to Medicare Carriers and A/B Medicare Administrative Contractors (A/B
MAC:s)

Background
This article is based on Change Request (CR) 6169, which provides a reminder for physicians to take note
of the quarterly updates to Correct Coding Initiative (CCI) edits.

The National Correct Coding Initiative developed by the Centers for Medicare & Medicaid (CMS) helps
promote national correct coding methodologies and controls improper coding. The coding policies developed
are based on coding conventions defined in:

* The American Medical Association’s (AMA’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.

Key Points

The latest package of CCI edits, Version 14.3, will be effective October 1, 2008. Version 14.3 of the
CCI edits will include all previous versions and updates from January 1, 1996, to the present and will be
organized into two tables:

*  Column 1/Column 2 Correct Coding Edits; and

* Mutually Exclusive Code (MEC) Edits

Additional information about CCI, including the current CCI and MEC edits, is available at
http://www.cms.hhs.gov/NationalCorrectCodInitEd.

Additional Information
The CCI and MEC file formats are defined in the Medicare Claims Processing Manual, Chapter 23, and
Section 20.9, which can be found at http://www.cms.hhs.gov/manuals/downloads/clm104c¢23.pdf.

The official instruction, CR 6169, issued to carriers and A/B MACs regarding this update may be viewed
at http://www.cms.hhs.gov/Transmittals/downloads/R1598CP.pdf.

If you have any questions, please contact our Provider Contact Center at our toll free number, 1-866-332-
7025.
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The ICD-10 Clinical Modification/Procedure Coding
System (CM/PCS): The Next Generation of Coding

Note: This article was revised on October 9, 2008, to update the Web site addresses and other information
in the “Additional Information” section of this article. All other information remains the same.

Provider Types Affected

This article is informational only for all physicians, providers, and suppliers who submit claims to Medicare
contractors (carriers, Medicare Administrative Contractors (A/B MACs), durable medical equipment
Medicare Administrative Contractors (DME MACs), fiscal intermediaries (FIs), and regional home health
intermediaries (RHHIs)) for services provided to Medicare beneficiaries.

Provider Action Needed

This Special Edition article (SE 0832) outlines general information for providers detailing the International
Classification of Diseases, 10th Edition (ICD-10) classification system. Compared to the current ICD-9
classification system, ICD-10 offers more detailed information and the ability to expand specificity and
clinical information in order to capture advancements in clinical medicine. Providers may want to become
familiar with the new coding system.

The system is not yet implemented in Medicare’s fee-for-service (FFS) claims processes so no action is
needed at this time.

Background

A number of other countries already use ICD-10, including:
e United Kingdom (1995);

France (1997);

Australia (1998);

Germany (2000); and

Canada (2001).

ICD-10-CM/PCS consists of two parts:

e ICD-10-CM — The diagnosis classification system was developed by the Centers for Disease Control
and Prevention for use in all United States of America health care treatment settings. Diagnosis coding
under this system uses a different number of digits and some other changes, but the format is very much
the same as International Classification of Diseases, 9th Edition, Clinical Modification (ICD-9-CM);
and

e ICD-10-PCS — The procedure classification system was developed by CMS for use in the U.S. for
inpatient hospital settings ONLY. The new procedure coding system uses 7 alpha or numeric digits
while the ICD-9-CM coding system uses 3 or 4 numeric digits.

ICD-10-CM/PCS:

e Incorporates much greater specificity and clinical information, which results in:
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Improved ability to measure health care services;

Increased sensitivity when refining grouping and reimbursement methodologies;
Enhanced ability to conduct public health surveillance; and
Decreased need to include supporting documentation with claims.
e Includes updated medical terminology and classification of diseases.
e Provides codes to allow comparison of mortality and morbidity data.
e Provides better data for:

Measuring care furnished to patients;

Designing payment systems;

Processing claims;

Making clinical decisions;

Tracking public health;

Identifying fraud and abuse; and

Conducting research.

@)
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Structural Differences Between the Two Coding Systems

1. Diagnoses Codes ICD-9-CM diagnoses codes are 3 — 5 digits in length with the first digit being alpha
(E or V) or numeric and digits 2 — 5 being numeric. For example:

e 496 — Chronic airway obstruction not elsewhere classified (NEC);

e 511.9 — Unspecified pleural effusion; and

e VO02.61 — Hepatitis B carrier.

ICD-10-CM diagnoses are 3 — 7 digits in length with the first digit being alpha, digits 2 and 3 being numeric
and digits 4 — 7 are alpha or numeric. The alpha digits are not case sensitive. For example:

e A66— Yaws;

e A69.21 — Meningitis due to Lyme disease; and

e S52.131a— Displaced fracture of neck of right radius, initial encounter for closed fracture.

2. Procedure Codes

ICD-9-CM procedures are 3 — 4 digits in length and all digits are numeric. For example:
e 43.5 — Partial gastrectomy with anastomosis to esophagus; and

e 44.42 — Suture of duodenal ulcer site.

ICD-10-PCS procedures are 7 digits in length with each of the 7 digits being either alpha or numeric. The
alpha digits are not case sensitive. Letters O and I are not used to avoid confusion with the numbers 0 and
1. For example:

e (OFB03ZX — Excision of Liver, Percutaneous Approach, Diagnostic; and

e 0DQ107Z — Repair, esophagus, upper, open with autograft.

Note that ICD-10-CM/PCS would not affect physicians, outpatient facilities, and hospital outpatient
departments’ usage of Current Procedural Terminology (CPT) codes on Medicare FFS claims as CPT use

would continue.
— Continued on next page
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Additional Information
The Centers for Medicare & Medicaid Services (CMS) has developed a dedicated Web page for ICD-10
information. That page is at http://www.cms.hhs.gov/ICD10.

Details on the ICD-10-PCS Coding System, mappings, and a related training manual may be found at
http://www.cms.hhs.gov/ICD10/02_ICD-10-PCS.asp#TopOfPage.

The ICD-10 Notice of Proposed Rulemaking is available at
http://edocket.access.gpo.gov/2008/pdf/E8-19298.pdf.

Details on the ICD-10-CM Coding system, mappings, and guidelines may be found
at http://www.cdc.gov/nchs/about/otheract/icd9/abticd10.htm and also at
http://www.cms.hhs.gov/ICD10/03_ICD_10_CM.asp#TopOfPage.

Many private sector professional organizations and businesses have resources available that may help with
ICD-10-CM/PCS implementation planning.

Please note that the International Classification of Diseases, 9th Revision, Clinical Modification (ICD-9-
CM) is published by the United States Government. A CD-ROM, which may be purchased through the
Government Printing Office, is the only official Federal government version of the ICD-9-CM. ICD-9-CM
is an official Health Insurance Portability and Accountability Act (HIPAA) standard. The dedicated CMS
ICD-10 page also has links to these resources in the “Related Links Outside of CMS” at the bottom of the

page.
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2009 Annual Update of Healthcare Common
Procedure Coding System (HCPCS) Codes for
Skilled Nursing Facility (SNF) Consolidated Billing
(CB) for the Common Working File (CWF)

Provider Types Affected
Physicians, providers, and suppliers submitting claims to Medicare contractors (carriers, DME Medicare
Administrative Contractors (DME MACs), Fiscal Intermediaries (FIs), and/or Part A/B Medicare
Administrative Contractors (A/B MACs)) for services provided to Medicare beneficiaries who are in a
Part A covered SNF stay.

Provider Action Needed

STOP — Impact to You

This article 1s based on Change Request (CR) 6220 which provides the 2009 annual update of Healthcare
Common Procedure Coding System (HCPCS) Codes for Skilled Nursing Facility Consolidated Billing
(SNF CB) and how the updates affect edits in Medicare claims processing systems.

CAUTION — What You Need to Know

Physicians and providers are advised that, by the first week in December 2008, new code files will be posted
at http://www.cms.hhs.gov/SNFConsolidatedBilling/. Institutional providers note that this site will include
new Excel® and PDF format files. It is important and necessary for the provider community to view the
“General Explanation of the Major Categories” PDF file located at the bottom of each year’s FI update
listed at http://www.cms.hhs.gov/SNFConsolidatedBilling/ in order to understand the Major Categories
including additional exclusions not driven by HCPCS codes.

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

Background

Medicare’s claims processing systems currently have edits in place for claims received for beneficiaries in a
Part A covered SNF stay as well as for beneficiaries in a non-covered stay. Changes to Healthcare Common
Procedure Coding System (HCPCS) codes and Medicare Physician Fee Schedule designations are used
to revise these edits to allow carriers, A/B MACs, DME MACs, and FIs to make appropriate payments
in accordance with policy for Skilled Nursing Facility Consolidated Billing (SNF CB) contained in the
Medicare Claims Processing Manual (Chapter 6, Section 110.4.1 for carriers and Chapter 6, Section 20.6
for FIs). (This manual is available at http://www.cms.hhs.gov/Manuals/IOM/list.asp.) These edits only
allow services that are excluded from CB to be separately paid by Medicare contractors.

— Continned on next page
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Additional Information
The official instruction, CR 6220, issued to your carrier, FI, A/B MAC, and DME MAC regarding this

change may be viewed at http://www.cms.hhs.gov/Transmittals/downloads/R1608CP.pdf.

If you have any questions, please contact our Provider Contact Center at our toll free number, 1-866-332-
7025.
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Incorporation of Recent Regulatory Revisions into
Chapter 10 of the Program Integrity Manual (PIM)

Provider Types Affected

Physicians, providers, and suppliers submitting claims to Medicare contractors (Fiscal Intermediaries (FIs)
and/or Part A/B Medicare Administrative Contractors (A/B MACs)) for services provided to Medicare
beneficiaries.

Provider Action Needed
This article is based on Change Request (CR) 6178 which incorporates recent regulatory changes into the
Medicare Program Integrity Manual (Chapter 10 (Healthcare Provider/Supplier Enrollment)).

Background

The Medicare Program Integrity Manual (Chapter 10) specifies the resources and procedures Medicare
fee-for-service contractors must use to establish and maintain provider and supplier enrollment in the
Medicare program.

Change Request (CR) 6178 revises Chapter 10 (Healthcare Provider/Supplier Enrollment) of the Medicare
Program Integrity Manual and incorporates non-appeals related provisions contained in “Appeals of CMS or
CMS Contractor Determinations When a Provider or Supplier Fails to Meet the Requirements for Medicare
Billing Privileges (CMS 6003-F)” which was published in the Federal Register on June 27, 2008. This CR
instructs contractors to —

» Establish an enrollment bar for those providers and suppliers whose billing privileges are revoked. The
enrollment bar will require that providers and suppliers whose billing privileges are revoked to wait
from one to three years before reapplying to participate in the Medicare program.

* Require providers and supplier to receive payments by electronic funds transfer (EFT) when enrolling,
making a change to their enrollment information, or during a revalidation process. In addition, providers
or suppliers must continue to receive payment via EFT when Medicare contractor transition occurs and
the provider or supplier was previously receiving payment via EFT.

* Allow Medicare contractors to reject an enrollment application when a provider or supplier fails to
provide missing information/documentation within 30 days of a contractor’s request for additional
information. (The previous standard was 60 days.)

» Establish a new revocation reason for services that could not be provided (e.g., physician billing for
services within in the United States when the physician was living outside of the country.)

Additional Information

The official instruction, CR 6178, issued to your carrier, FI, or A/B MAC regarding this change may be
viewed at http://www.cms.hhs.gov/Transmittals/downloads/R269P1.pdf. The revised Chapter 10 of the
Program Integrity Manual is attached to CR 6178.

If you have any questions, please contact our Provider Contact Center at our toll free number, 1-866-332-
7025.
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Clarification of Medicare Payment for
Routine Costs in a Clinical Trial

Provider Types Affected

All physicians, providers, and suppliers who submit claims to Medicare contractors (carriers, Medicare
Administrative Contractors (A/B MACs), durable medical equipment Medicare Administrative Contractors
(DME MAC:s), fiscal intermediaries (FIs), and regional home health intermediaries (RHHIs)) for services
provided to Medicare beneficiaries in clinical trials.

Provider Action Needed
This Special Edition article provides clarification regarding Medicare payment of routine costs associated
with clinical trials. Be sure your billing staff is aware of this information.

Background

The Centers for Medicare & Medicaid Services (CMS) reminds providers that the policies for payment of
the routine costs of the clinical trial are outlined in chapter 16, section 40 of the Medicare Benefit Policy
Manual. The policy in the manual states: “40 No Legal Obligation to Pay for or Provide Services.

Program payment may not be made for items or services which neither the beneficiary nor any other person
or organization has a legal obligation to pay for or provide. This exclusion applies where items and services
are furnished gratuitously without regard to the beneficiary’s ability to pay and without expectation of
payment from any source, such as free x-rays or immunizations provided by health organizations. However,
Medicare reimbursement is not precluded merely because a provider, physician, or supplier waives the
charge in the case of a particular patient or group or class of patients, as the waiver of charges for some
patients does not impair the right to charge others, including Medicare patients. The determinative factor
in applying this exclusion is the reason the particular individual is not charged.”

Key Points of SE 0822
There are three concerns addressed in this article regarding “Payment for Routine Costs in a Clinical Trial”
and they are addressed in the following questions and answers:

1. Question: If a research sponsor says in writing that they will pay for routine costs if there is no
reimbursement from any insurance company (including Medicare), does that fall into the “free of
charge” category?

Answer: If the routine costs of the clinical trial are furnished gratuitously (i.e., without regard to the
beneficiary’s ability to pay and without expectation of payment from any other source), then Medicare
payment cannot be made and the beneficiary cannot be charged. If private insurers deny the routine costs
and the provider of services does not pursue the non-Medicare patients for payment after the denials
(even though the non-Medicare patient has the ability to pay), Medicare payment cannot be made and the
beneficiary cannot be charged for the routine costs.

CPT codes, descriptors and other data only are copyright 1999 American Medical Association (or such other date of publication of CPT). All Rights Re-
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2. Question: If the research sponsor pays for the routine costs provided to an indigent non-Medicare
patient (the provider has determined that the patient is indigent due to a valid financial hardship)
may Medicare payment be made for Medicare beneficiaries?

Answer: If the routine costs of the clinical trial are not billed to indigent non-Medicare patients because of
their inability to pay (but are being billed to all the other patients in the clinical trial who have the financial
means to pay even when his/her private insurer denies payment for the routine costs), then a legal obligation
to pay exists. Therefore, Medicare payment may be made and the beneficiary (who is not indigent) will
be responsible for the applicable Medicare deductible and coinsurance amounts. As noted at http://www.
cms.hhs.gov/AcutelnpatientPPS/downloads/FAQ_Uninsured.pdf, “nothing in the Centers for Medicare &
Medicaid Services’ (CMS’) regulations or Program Instructions prohibit a hospital from waiving collection
of charges to any patients, Medicare or non-Medicare, including low-income, uninsured or medically
indigent individuals, if it is done as part of the hospital’s indigency policy. By “indigency policy” we mean
a policy developed and utilized by a hospital to determine patients’ financial ability to pay for services.
By “medically indigent,” we mean patients whose health insurance coverage, if any, does not provide full
coverage for all of their medical expenses and that their medical expenses, in relationship to their income,
would make them indigent if they were forced to pay full charges for their medical expenses. In addition
to CMS’ policy, the Office of Inspector General (OIG) advises that nothing in OIG rules or regulations
under the Federal anti-kickback statute prohibits hospitals from waiving collection of charges to uninsured
patients of limited means, so long as the waiver is not linked in any manner to the generation of business
payable by a Federal health care program — a highly unlikely circumstance.

The provider of services should bill the beneficiary for co-payments and deductible, but may waive that
payment for beneficiaries who have a valid financial hardship.

3. Question: May a research sponsor pay Medicare copays for beneficiaries in a clinical trial.

Answer: If a research sponsor offers to pay cost-sharing amounts owed by the beneficiary, this could be
a fraud and abuse problem. In addition to CMS’ policy, the Office of Inspector General (OIG) advises
that nothing in OIG rules or regulations under the Federal anti-kickback statute prohibits hospitals from
waiving collection of charges to uninsured patients of limited means, so long as the waiver is not linked in
any manner to the generation of business payable by a Federal health care program.

The citations include 42 U.S.C. 1320a-7(a)(i)(6); OIG Special Advisory Bulletin on Offering Gifts to
Beneficiaries (http://oig.hhs.gov/fraud/docs/alertsandbulletins/SABGiftsandInducements.pdf) and OIG
Special Fraud Alert on Routine Waivers of Copayments and Deductibles
(http://oig.hhs.gov/fraud/docs/alertsandbulletins/121994.html).

Additional Information
Chapter 16, Section 40 of the Medicare Benefit Policy Manual is available at
http://www.cms.hhs.gov/manuals/Downloads/bp102¢16.pdf.

If you have any questions, please contact our Provider Contact Center at our toll free number, 1-866-332-
7025.
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Limitation on Recoupment (935) for Provider,
Physicians and Suppliers Overpayments

Note: This article was revised on September 18, 2008, to make minor clarifying changes and to delete some
unnecessary language. All other information remains the same.

Provider Types Affected

Physicians, providers, and suppliers (collectively referred to as providers) who submit claims to Medicare
contractors (fiscal intermediaries (FIs), regional home health intermediaries (RHHIs), carriers, Medicare
Administrative Contractors (A/B/MAC), or Durable Medical Equipment Medicare Administrative
Contractors (DME MACQ)) for services provided or supplied to Medicare Beneficiaries.

What You Need to Know

CR 6183, from which this article is taken, announces changes to the physician, provider, and supplier
overpayment recoupment process, as required by Section 935 of the Medicare Prescription Drug,
Improvement, and Modernization Act of 2003 (MMA) which amended Title XVIII of the Social Security
Act to add to Section 1893 a new paragraph (f) addressing this process. The important points of interest
for providers are as follows:

* For overpayments subject to this limitation on recoupment, Medicare will not begin overpayment
collection of debts (or will cease collections that have started) when it receives notice that the provider
has requested a Medicare contractor redetermination (first level of appeal) or a reconsideration by a
Qualified Independent Contractor (QIC).

* Asappropriate, Medicare will resume overpayment recoveries with interest if the Medicare overpayment
decision is upheld in the appeals process.

» Ifthe ALJ level process reverses the Medicare overpayment determination, Medicare will refund both
principal and interest collected, and also pay 935 interest on any recouped funds that Medicare took
from ongoing Medicare payments. (If a provider has any other outstanding overpayments, Medicare
will apply the amount collected first to those overpayments and any excess monies will then be refunded
back to the provider.)

*  Payment of 935 interest is only applicable to overpayments recovered under the limitation on recoupment
provisions. Interest is only payable on the principal amount recouped.

* Providers must note that when Medicare sends a demand letter notifying a provider of Medicare’s
intent to collect an overpayment, the provider may submit a letter of rebuttal that disputes the debt.
The rebuttal letter will not necessarily stop Medicare from beginning the process of recouping that
debt. Only a provider’s timely and valid request for a redetermination or reconsideration will halt the
recoupment.

This article provides more detail on these general points and clarifies which overpayments are subject to
this limitation on recoupment and which types of overpayments are not subject to this limitation. Make
sure that your billing staffs are aware of these changes as described within this article.
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Background

Before the Medicare Prescription Drug, Improvement, and Modernization Act of 2003 (MMA) was enacted,
a provider’s electing to appeal an overpayment determination did not affect Medicare’s prerogative to
recover the debt. However, through an amendment of Title XVIII of the Social Security Act (the Act);
MMA Section 935 changed this process, by adding a new paragraph (f) to section 1893 of the Act.

This amendment requires the Centers for Medicare & Medicaid Services (CMS) to change: 1) the way
it recoups certain overpayments to providers, physicians and suppliers; and 2) how it pays interest to a
provider, physician or supplier whose overpayment is reversed at subsequent administrative (Administrative
Law Judge (ALJ)) or judicial levels of appeal.

CR 6183 describes these changes to the providers, physicians and suppliers overpayment recoupment process.
Specifically, Section 1893 (f)(2)(a) of the Social Security Act protects providers physicians, and suppliers
during the initial stages of the appeal process (both first level appeal — contractor redetermination, and
second level appeal -- Qualified Independent Contractor (QIC) reconsideration) by limiting the recoupment
process for Medicare overpayments while the appeals process is underway.

It requires that when a valid first or second level appeal is received from a provider on an overpayment,
subject to certain limitations, CMS and its Medicare contractors may not recoup the overpayment until the
decision on the redetermination and/or reconsideration has been rendered.

Overpayments that ARE subject to Limitation on Recoupment

* Determined post-pay denial of claims for benefits under Medicare Part A for which a written demand
letter was issued (a letter informing the provider of the overpayment determination as a result of a post
payment review of the medical record, claim, or billing records is subject to this provision);

* Determined post-pay denial of claims for benefits under Medicare Part B for which a written demand
letter was issued;

* Medicare Secondary Payer (MSP) recovery where the provider or supplier received a duplicate primary
payment and for which a written demand letter was issued (a letter informing the provider of the
overpayment determination as a result of a post payment review of claim or billing records is subject
to this provision); or

* Medicare Secondary Payer (MSP) recovery based on the provider's or supplier's failure to file a proper
claim with the third party payer plan, program, or insurer for payment for Part A or B (a letter informing
the provider of the overpayment determination as a result of a post payment review of claim or billing
records is subject to this provision).

* The final Claims associated with a Home Health Agency (HHA) Request for Anticipated Payment
(RAP) under Home Health Prospective Payment System (HH PPS), but not the RAP itself (see Table
2).
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Overpayments that ARE NOT Subject to Limitation on Recoupment

» All other Medicare Secondary Payer recoveries except those identified in the preceding section of this
article;

* Beneficiary overpayments;

* Overpayments that arise from a cost report determination;

* Overpayments that are appealed under the Provider Reimbursement Payment (PRB) process of 42 CFR
parts 405 subpart R-Provider /Reimbursement Determinations and appeals;

+ HHA Requests for Anticipated Payment (RAP) under HH PPS;

Note: While a RAP is not considered a claim for purposes of Medicare appeals regulations, it is submitted

using the same format as Medicare claims. RAPs under the HH PPS do not have appeal rights during: 1)

the 120 days from the start of the episode; or 2) 60 days from the payment date of the RAP to submit the

final claim. Rather, appeals rights are tied to the claims that represent all services delivered for the entire

HH PPS episode. (Refer to the Medicare Claims Processing Manual, Chapter 10 (Home Health Agency

Billing), Sections 10.1.10 (Provider Billing Process Under HH PPS), 10.1.11 (Payment, Claim Adjustments

and Cancellations), 10.1.12 (Request for Anticipated Payment (RAP)), 40.1 (Request for Anticipated

Payment (RAP)), and 50 (Beneficiary-Driven Demand Billing Under HH PPS). This manual is available

at http://www.cms.hhs.gov/Manuals/IOM/list.asp.)

* Hospice Caps calculations;

* Provider initiated adjustments;

* Accelerated/Advanced Payments; and

» Certain claims adjustments at the contractors' discretion that will not be subject to Section 935 (this
requires approval by CMS).

The Rebuttal Process

Here is how the rebuttal process with the limitation on recoupment works. You are given an opportunity to
rebut any proposed recoupment action submitting a statement within 15 days of the notice of an impending
recoupment action. These rebuttal procedures occur prior to the appeals process and are separate from the
requirements of the limitation on recoupment.

The rebuttal process gives you a vehicle to indicate why the proposed recoupment should not take place; but
you should remember that, as opposed to the limitations that CR 6183 describes, your Medicare contractor
may (based on the rebuttal statement) determine to either stop, or proceed with, recoupment.

Step One -- Overpayments
Part A
As aresult of post-pay reviews or MSP recoveries and during the Part A claim adjustment process (including
Part B of A claims), Medicare FIs, RHHIs, and/or MACs, will determine if the limitations apply to the
claim and annotate the system of the MMA Section 935 adjustment. If the adjustment results in a refund
to the provider, they will follow existing underpayment policies; however, if the adjustment is deemed
an overpayment and the 935 rules apply, they will mark the claim as being available for the limitation on
recoupment protections.

— Continned on next page
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Part B

As aresult of post-pay reviews or MSP recoveries and during the Part B claim adjustment process, Medicare
carriers and MACs, including DME MACs, will adjust claims in the normal manner.

Step Two -- Demand Letter

These adjustments will trigger the creation of the first demand letter (unless previously issued) which (in

addition to the requirements listed in the Medicare Financial Management Manual, Chapter 3 (Overpayments),

and Chapter 4 (Debt Collection)) will:

 States that the provider may submit a rebuttal statement (which is not an appeal request) to any proposed
recoupment action and the Medicare contractor will review it and consider whether to proceed or stop
the offset (remember that they may elect to continue recoupment);

» States that in order to stop recoupment under the provisions of Section 935 of the MMA; providers
must request a valid appeal (redetermination) of the overpayment within 30 days from the date of the
demand letter;

* Explains how the overpayment arose, the amount of the overpayment, how the overpayment was
calculated, and why the original payment was not correct;

» Explains why the provider knew or should have known the items or services would not be covered, as
well as the regulatory and statutory references for the 1879 determination, or (when appropriate) why
the provider was not found to be without fault in causing the overpayment.

» Explains that recoupment will begin on the 41st day from the date of the first demand letter if: 1) payment
is not received in full, or 2) an acceptable request for an extended repayment schedule, or 3) a valid
request for a contractor redetermination is not date stamped in the Medicare contractor’s mailroom
by day 30 from the date of the demand letter. However, if the appeal is filed later than 30 days, the
contractor will also stop recoupment at whatever point that an appeal is received and validated, but
Medicare may not refund any recoupment already taken.

Notes:

1. Timeliness of this request is important because if you don’t send this request within 30 days, Medicare
can begin to recoup on the 41st day from the date of the Medicare demand letter.

2. In addition, during this appeal process, while the Medicare contractor cannot recoup or demand the
debt, it continues to age (its interest continues to accrue); and, once both levels of appeal are completed,
if the appeal decision results in an affirmation of the overpayment decision, collection activities may
resume within the designated timeframes.

3. Ifyou have filed a bankruptcy petition or are involved in a bankruptcy proceeding, Medicare financial
obligations will be resolved in accordance with the applicable bankruptcy process.

You should immediately notify your Medicare contractor about this bankruptcy so that they can coordinate
with both CMS and the Department of Justice to assure that your particular situation is handled properly.

— Confinued on next page
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Step Three -- How to Stop Recoupment:

First Level Appeal (Redetermination)

Recoupment can proceed on day 41 from the first demand letter unless you submit a request for a
redetermination by the 30th day following the date of the first demand letter, in which case recoupment
will stop.

Table 1, below displays the time frame for the recoupment process after the first demand letter.
Table 1

Timeframe for Medicare Recoupment Process After the First Demand Letter

Timeframe Medicare Contractor Provider
Day 1 Date of Demand Letter (Date Provider receives notification by first class mail of
demand letter mailed) overpayment determination
Day 1-15 Day 15 deadline for Rebuttal Provider must submit a statement within 15 days
request. No recoupment occurs | from the date of demand letter.
Day 1-40 No recoupment occurs Provider can appeal and potentially limit
recoupment from occurring
Day 41 Recoupment begins Provider can appeal and potentially stop
recoupment

Redetermination or Reconsideration (Appeals) Requests

Upon receiving your valid request for a redetermination of an overpayment, your Medicare contractor will

take the following actions:

+ Cease recoupment of the overpayment that is the subject of the appeal, or will not initiate recoupment
if it has not yet started;

* Retain any amounts recouped, if they had already recouped funds before receiving the request for
redetermination, and apply them first to interest and then to principal; and

»  Will continue to collect any other debts that you might owe, but will not withhold or place in suspense
any monies related to this debt, while it is in the appeal status.

A Redetermination can have three possible outcomes:
1. Full reversal of the overpayment decision.

In this instance, Medicare contractors may need to adjust the overpayment and amount of interest
charged (they may apply these funds to any other debt that you might owe and then release any excess
to you).
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2. Partial reversal (Partially Favorable) of the overpayment decision

In this instance (in which the debt is reduced below the initial stated amount) Medicare contractors
will recalculate the correct amounts of both the underpayment and the overpayment, make appropriate
payments to you if due; or, if necessary, issue a revised demand letter for the newly calculated
overpayment amount. This letter will state that the contractor can begin recoupment no earlier than
the 61st day from the date of the revised overpayment determination if they have not been notified by
the QIC that you have requested a reconsideration. It will also state that in order to stop recoupment
under the provisions of Section 935 of the MMA, you must request a valid appeal (reconsideration) of
the overpayment within 60 days from the date of the notice. It will also remind you that you have an
opportunity to rebut the proposed recoupment action (but keep in mind that a rebuttal does not mandate
that recoupment will stop).

Full Affirmation of the overpayment decision—

With this “unfavorable” decision that upholds the overpayment determination, the Medicare contractor
will issue the 2nd or 3rd demand letter (as appropriate), which will state that they can begin to recoup no
earlier than 61st calendar day from the Medicare redetermination notice, it they have not been notified
by the QIC that you have requested a reconsideration.

Table 2, below displays the time frame for the recoupment process after redetermination.

Table 2

Timeframe for Medicare Recoupment Process After Redetermination

Timeframe

Medicare Contractor

Provider

Day 60 following revised
notice of overpayment
following redetermination

Date Reconsideration request is
Stamped in Mailroom, or Payment
Received from the revised
overpayment notice

Provider Must Pay Overpayment
or Must have submitted request
for 2nd level appeal

Day 61- 75 Recoupment could begin on the Provider appeals or pays
61st day
Day 76 Recoupment Begins or Resumes Provider Can Still Appeal.

Recoupment stops on date receipt
of appeal

Second Level Appeal (Reconsideration)
You can also stop Medicare from recouping any payments at a second point in the recoupment process by
filing a valid request for reconsideration with the QIC within 60 days of the appropriate notice/letter.

When your Medicare contractor receives notification from the QIC of your valid and timely request for a

reconsideration, they will:

— Continned on next page
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» Cease recoupment of the overpayment, or not initiate recoupment if it has not yet begun;

» Retain the amount recouped, and apply it first to interest and then to principal (if the recoupment process
had begun before the reconsideration request was received);

*  Will continue to collect other debts that you might owe, if an overpayment is appealed and recoupment
stopped; but will not withhold or place in suspense any monies related to this debt, while it is in the
appeal status.

A QIC Reconsideration can have three possible outcomes:

1. Full Reversal
In this instance, Medicare contractors may need to adjust the overpayment and amount of interest
charged (the amount held may be applied to any other debt that you might owe and any excess refunded
to you);

2. Partial Reversal
In this instance, this reduces the overpayment. Medicare contractors effectuate the redetermination
decision and if necessary issue a revised demand letter to the provider of the revised overpayment
amount or make appropriate payments if due of the underpayment amount. Medicare contractors may
apply the excess to any other debt (including interest) that you might owe before releasing payment to
you.

They will issue you a notice of the revised overpayment amount, which will also state that they can
begin to recoup on the 30th day, from the date of notice of the revised overpayment. This is to give you
an opportunity to make payment arrangements or to rebut the recoupment as described above.

3. Affi rmation
If the QIC reconsideration results in an “unfavorable” overpayment decision, recoupment may be
resumed on the 30th calendar day after the date of the notice of the reconsideration. This gives you
time to make payment or to request a repayment plan.

Note: Medicare Contractors can initiate (or resume) recoupment immediately upon receipt the QIC’s
decision or dismissal notice of a physician’s, provider’s, or supplier’s request for reconsideration,
regardless of a subsequent appeal to the ALJ (third appeal level) and all further levels of appeal.

Third Level of Appeal (Administrative Law Judge (ALJ))

Whether or not the provider, physician or supplier subsequently appeals the overpayment to the ALJ, the
Medicare Appeals Council, or Federal court, the Medicare contractor will continue to recoup until the debt
is satisfied in full.

Additional Details of CR 6183
CR 6183 also provides some additional specific payment details, i.e.:

— Continned on next page
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1.

If you have been granted an extended repayment schedule (ERS) and have submitted a valid and timely
request for a redetermination or reconsideration to the Medicare contractor, you will not be considered
in default if your payments were not made. The appeal would supersede the ERS agreement.

Further, Payments that you make under an ERS are not recoupment for the limitation provision and are
not subject to Section 935 interest, if reversed at the ALJ appeal or above. However, if you default on
the ERS schedule and recoupment begins before a valid and timely request has been received, those
recoupment are subject to payment of interest under the Section 935 interest requirements.

Suspended funds involving providers who have been put on payment suspension are not a “recoupment”
for purposes of the limitation on recoupment. Medicare is not restricted from applying suspended funds
to reduce or dispose of an overpayment.

However, if the suspended payments are insufficient to fully eliminate any overpayment, and the provider
or supplier meets the requirements of 42 CFR, Section 405.379 “Limitation on Recoupment,” provision
under section 1893(f)(2) of the Social Security Act, Section 935 of the MMA Act will be applicable to
any remaining balance still owed to CMS.

Payments made by a provider in response to a demand are not recoupments. Recoupment is the recovery
by Medicare of any outstanding Medicare debt by reducing present or future Medicare payments and
applying the amount withheld to the indebtedness. Therefore, payments made in response to a demand
are not subject to Section 935 interest.

Lastly, CR 6183 amends the way interest is to be paid to a provider or supplier whose overpayment
determination is overturned in administrative or judicial appeals subsequent to the second level of appeal
(QIC reconsideration). This is called Section 935 interest, which is payable on an underpayment when
the reversal occurs at the ALJ level or subsequent levels of administrative appeal, when that decision
results in a full or partial reversal of the prior decision and contractors retained recouped funds (based
on the period that Medicare recouped the provider’s or supplier’s funds). Payment of 935 interest is
only applicable to overpayments recovered under the limitation on recoupment provisions, and is only
payable on the principal amount recouped. In these instances, Medicare will pay simple interest rather
than compound interest, and will not pay interest on interest; (mirroring the manner in which interest
against providers is assessed). Monies recouped and applied to interest would be refunded and not
included in the “amount recouped” for purposes of calculating any interest due the provider.

The periods of recoupment will be calculated in full 30-day periods; and interest will not be payable
for any periods of less than 30 days in which Medicare had possession of the recouped funds; and will
be calculated for each 30-day period using the interest Rate in Effect on the ALJ decision Date or the
(revised written Final Determination Date).

— Contfinued on next page
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Finally, please be aware that CR 6183 does not change the rebuttal process for this recovery, nor the appeal
process including the appeal levels, the time a provider or supplier has to file a request for appeal, or the
decision making time frames.

Additional Information

You can find the official instruction, CR 6183, issued to your carrier, FI, RHHI, A/B MAC, or DME MAC by
visiting http://www.cms.hhs.gov/Transmittals/downloads/R 141 FM.pdf. You will find the updated Medicare
Financial Management Manual, Chapter 3 (Overpayments), as an attachment to CR 6183.

If you have any questions, please contact our Provider Contact Center at our toll free number, 1-866-332-
7025.
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Non-acceptance of Legacy Provider Numbers
on Incoming Medicare Claims

Provider Types Affected

Physicians, providers, and suppliers submitting claims to Medicare contractors (carriers, Fiscal Intermediaries
(FIs), including Regional Home Health Intermediaries (RHHIs), Part A/B Medicare Administrative
Contractors (A/B MACs), and/or durable medical equipment MACs (DME MACs)) services provided to
Medicare beneficiaries.

Provider Action Needed

With the implementation of the National Provider Identifier (NPI) on May 23, 2008, Medicare ceased
accepting legacy provider numbers, qualified by 1C and 1G within the secondary provider REF segments,
on incoming Medicare American National Standards Institute (ANSI) X12N 837 4010A1 claims. Effective
October 6, 2008, providers should note that, with one qualified exception, as highlighted below, Medicare
will reject all incoming Medicare X12N 837 4010A1 claims that contain legacy identifiers. The following
qualifiers within the secondary provider REF loops are acceptable:

» For 837 institutional claims, the Employer Identification Number (EIN)/Federal Tax ID, qualified by
“EI” or “TJ,” will be accepted; and

* For 837 professional claims, the provider’s EIN/Tax ID, qualified by “EI” or “TJ,” or social security
number, as qualified by “SY,” will be accepted.

The secondary provider REF loops encompass all of the following loops within the HIPAA ANSI X12N
8374010A1 institutional or professional format: 2010AA,2010AB, 2310A, 2310B, 2310C, 2310D, 2310E,
2330D, 2330E, 2330F, 2330G, 2330H, 2420A, 2420B, 2420C, 2420D, 2420E and 2420F.

Therefore, providers that bill Medicare should only be including the above referenced values within the
indicated secondary provider REF loops as appropriate for the line of business submitted. In addition,
providers should only use values qualified by “EI,” “TJ,” and “SY” when valid for the loop submitted.

EXCEPTION: Providers that bill Veterans Administration (VA) demonstration claims to TrailBlazer
Health Enterprises, LLC, are permitted to include Medicare legacy provider numbers, qualified by 1C
and 1G, within the secondary REF fields highlighted above. In addition, Medicare does not require NPI
qualifiers and values within the NM108 and NM109 segments of the above referenced loops for incoming
VA demonstration code claims (also known as the VA Medicare Remittance Advice [VA MRA] project
claims).

Providers and suppliers that have questions regarding these loops and/or qualifiers should contact their
software vendor for further details.
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Background

The Centers for Medicare & Medicaid Services (CMS) implemented the NPI as the primary provider
identifier to be used on Medicare claims effective May 23, 2008. Through the systematic actions that CMS
is implementing on October 6, 2008, CMS will ensure that its objective of not accepting legacy provider
numbers will be realized.

Additional Information
If you have questions, please contact our Provider Contact Center at our toll free number, 1-866-332-
7025.
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Revision of Interim Payment Methodology for Religious
Nonmedical Health Care Institution (RNHCI), Clarifying
Existing Policy on Training of Religious Nonmedical
Nursing Personnel, Claims not Billed to the RNHCI
Specialty Contractor, and Statutory End of Coverage
for RNHCI Items and Services Furnished in the Home

Provider Types Affected
Religious Nonmedical Health Care Institutions (RNHCls)

Impact on RNHCIs

In recent years, RNHClIs have experienced a disparity between their interim payments and final TEFRA
year-end settlements. As a result, the Centers for Medicare & Medicaid Services (CMS) has modified the
interim payment rate calculation to a per diem that more closely approximates each RNHCI’s year-end
allowable TEFRA payment limit. The RNHCI’s billing is clarified and streamlined in the Medicare Claims
Processing Manual revisions, which are attached to CR 5383 in Transmittal 1612.

Some RNHCIs have submitted, and been paid for, religious nonmedical nursing education costs as “pass
through” costs on the annual TEFRA cost reports. For such submittals, Medicare has initiated overpayment
recovery steps. Several RNHCIs are providing religious nonmedical nursing education without indicating
that activity on their cost reports. Medicare does not pay either based on charges or costs for training of
nonmedical personnel.

Section 706 of the Medicare Modernization Act (MMA) of 2003 authorized coverage for a time limited
home service benefit for RNHCIs, which ended on December 31, 2006. As of January 1, 2007, Medicare

no longer provided coverage for the RNHCI home services benefit, including durable medical equipment
(DME) items.

Key Points
When submitting charges (covered/non-covered), remember:

* Medicare is restricted by law and court order from paying for the religious portion of care or the training
of personnel that provide that care. Additionally Medicare does not pay either based on charges or costs
for training of nonmedical personnel. RNHClIs do not receive full Medicare payment for a beneficiary’s
stay since the beneficiary is fiscally responsible for the religious aspects of care. Therefore, the original
Medicare or Medicare health plan rate may be significantly lower than the RNHCI private pay rate
which includes charges for the religious aspects of care.

* As medical procedures are not performed in a RNHCI, the use of high cost medical supplies are not

separately payable. Supplies that require a physician order (e.g., specialty dressings, compression
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stockings, alternating pressure mattress pads) are not separately payable in a RNHCI. The use of diapers,
incontinence pads, chux/underpads, feminine hygiene products, tissues, and the materials for simple
dressings (cleansing and bandaging) are included in the daily room and board portion of the charges
and should not be reported separately as supplies.

* Medical equipment (e.g., wheelchair, walker, crutches) are institution inventory items for beneficiary use
in the RNHCI. The use of these items during the beneficiary stay is part of the daily interim payment to
the RNHCI. To receive Medicare payment for DME following a RNHCI stay, a beneficiary would need
to meet all of the criteria, including medical necessity, and obtain a physician order or prescription. A
RNHCT is not authorized as a Medicare supplier and, therefore, may not offer DME items for purchase
to beneficiaries.

* Nonmedical nursing personnel, for Medicare payment purposes, perform services (e.g., serving meals,
assisting with activities of daily living) that are strictly nonmedical/non-religious. The statute and court
order mandates only the coverage and payment under Part A for reasonable and necessary nonmedical/
non-religious care.

* Medicare payment for religious nonmedical nursing personnel in a RNHCI, as in other inpatient facilities,
is a component of the per diem rate and is not separately payable.

* The RHNCI must enter the total non-covered charges pertaining to the related revenue code, if any
(e.g., religious items/services or religious activities performed by nurses or other staff, or convenience
items that are not part of the Medicare daily interim payment rate.)

Examples of non-covered charges include:

» Non-covered religious items include but are not limited to religious publications, religious recordings,
any equipment for the use of those recordings, any reproduction costs for these materials, and attendance
at religious meetings.

» Religious sessions with RNHCI staff or outside associates.

» Expenses related to student programs/subsistence, staff education/training, travel, or relocation to be
factored into the development of charges for covered patient care services.

+ Stays, items, and services that are not substantiated by appropriate documentation in the beneficiary’s
utilization review file or care record.

» Convenience items (e.g., telephone, computer, beautician/barber).

— Continned on next page
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Health Plans

Abeneficiary covered by a Medicare health plan (e.g., Medicare health maintenance organization, preferred
provider organization, competitive medical plan or other health care prepayment plans) must have prior
authorization from their plan before admission to a RNHCI to assure payment for a specified time period.
Continued stay reviews must be performed, submitted and approved at designated intervals identified by
the plan to assure coverage by the Medicare health plan.

In the case of billing a Medicare health plan, the RNHCI charges for inpatient services should not exceed
the established interim TEFRA per diem payment amount available under Medicare Part A. The Medicare
health plan may obtain the current TEFRA per diem rate information by calling the specialty contractor
responsible for the involved RNHCI.

Medicaid
The State agency may obtain the current Medicare rate information by calling the specialty contractor
responsible for the RNHCI.

Additional Information

If you have questions, please contact our Provider Contact Center at our toll free number, 1-866-332-
7025.
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Implantable Tissue Markers: Claim Submission

When submitting claims to Palmetto GBA for HCPCS code A4648-tissue markers, an invoice is required
with each claim. For paper claims, include the actual invoice as an attachment to the claim. For electronic
claims, enter the word FAX in the comment field.

Then, using the appropriate FAX coversheet, FAX the actual invoice to Palmetto GBA.

Failure to include the invoice with your claim will result in rejection of your service. Rejected services
must be resubmitted as new claims.
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Maximum Allowed Units (MAU) Educational Program

On September 16, 2008, Palmetto GBA implemented automated system edits for HCPCS codes J0129-
JO713. These edits were set at high levels to reduce entry and math errors, not to limit utilization. The
parameters used by Palmetto GBA to determine the maximum allowed units (MAU) per HCPCS service
are listed below:
» Lethal dose per package insert
* For multiple dose drugs, total expected dose for a 12 hour period, appropriate for clinic/office
environment
* For weight based calculations:
* 2.4 m?Body Surface Area (BSA) maximum
* 110 kg lean body weight maximum
» Foremergency injectables, one dose, plus one repeat dose to cover patient transfer from the clinic/office
setting to emergency room/inpatient hospital setting.
* For multiple use drugs, maximum dose for all uses

Since we established MAUs to include most patient indications, denials should be rare. However, if you
receive a CO-153 denial with remark code D76, consider this as a potential calculation error and take the
following steps:

* Review submitted units for accuracy

* Review conversion calculations

* Review entered units

» Verify calculations with physician/pharmacist, if needed.

Once you’ve confirmed claim accuracy, you may take one of the following steps:
*  Submit a corrected claim
* Submit a special consideration request for off-label dosing

Coming Soon!

1. MAU Education:

In addition to the fifty codes listed at the end of this article, Palmetto GBA will make future updates/additions
available on our Web site to help you and your staff with drug conversions.

2. MAU Reconsideration Process:

Due to rapid changes in pharmaceutical science, we encourage our medical community to assist us with
accurate MAU maintenance. The MAU reconsideration process models the LCD reconsideration process.
You may submit literature to support a MAU revision in the same manner you now request an LCD
reconsideration

3. Special Consideration for Off-Label Dosing
Palmetto GBA has a special consideration process modeled after our chemotherapy special consideration
process. To request off-label dosing, submit the medical literature and your patient-specific rationale to
your state Carrier Medical Director:

— Continned on next page
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Ohio/West Virginia South Carolina
Robert Kamps, MD Elaine Jeter, MD
Fax: (614) 473-6204 Fax: (803) 935-0199
Email: Robert.Kamps@PalmettoGBA.com Email: Elaine.Jeter@PalmettoGBA.com

4. Pharmaceutical Education
MAU revisions, drug coverage updates, and drug coding/billing information will be available at
http://www.PalmettoGBA.com.

Communication and education between Palmetto GBA and the medical community is imperative in order
for healthcare providers to deliver efficient, quality care. To allow the medical community time to review
conversion calculations and adjust practice patterns, Palmetto GBA will implement additional drug codes
in blocks of fifty. We encourage your active participation in this educational effort and are developing a
Web page to facilitate communication. Stay tuned for more information about specific instructions and our
new one-stop drug information link currently under construction.

MAU Table
HCPCS

# Code Code Description MAU

1. JO129 Injection, abatacept, 10 mg (Orencia) 100

2. JO150 Injection, adenosine for therapeutic use, 6 mg 6

3. JO152 Injection, adenosine for diagnostic use, 30 mg 4
Injection, adrenalin, epinephrine, up to 1 ml ampule (Adrenalin Chloride,

4. JO170 Epipen, Susphrine) 2

5. JO180 Injection, agalsidase beta, 1 mg (Fabrazyme) 105

6. J0207 Injection, amifostine, 500 mg (Ethyol) 5

7. JO215 Injection, alefacept, 0.5 mg (Amevive) 30

8. J0256 Injection, alpha 1 - proteinase inhibitor - human, 10 mg (Prolastin, Zemira) | 750
Injection, alprostadil, 1.25 mcg (code may be used for Medicare when drug
administered under the direct supervision of a physician, not for use when drug

9. J0270 is self administered) (Alprostadil, Caverject, Edex, Prostin VR Pediatric) 1

10. | JO275 Alprostadil urethral suppository (Muse) 1

11. | JO278 Injection, amikacin sulfate, 100 mg (Amikin) 6

12. |J0280 Injection, aminophyllin, up to 250 mg 1

13. | J0282 Injection, amiodarone hydrochloride, 30 mg (Cordorone 1V) 20

—Continued on next page
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HCPCS
# Code Code Description MAU
14. | J0285 Injection, amphotericin B, 50 mg (Abelcet, Amphocin, Fungizome) 1
15. | J0289 Injection, amphotericin b liposome, 10 mg (Ambisome) 30
16. | J0290 Injection, ampicillin sodium, 500 mg 4
17. | J0295 Injection, ampicillin sodium/sulbactam sodium, per 1.5 gm (Unisyn) 4
18. | J0360 Injection, hydralazine HCI, up to 20 mg 1
19. | J0390 Injection, chloroquine HCI, up to 250mg 4
20. [Jo456 Injection, azithromycin, 500 mg (Zithromax) 1
21. | J0460 Injection, atropine sulfate, up to 0.3 bg (Atropen) 4
22. | J0475 Injection, baclofen, 10 mg 8
23. [ Jo476 Injection, baclofen, 50 mcg for intrathecal trial 2
24. | J0500 Injection, dicyclomine HCIL, up to 20 mg 1
25. |J0515 Injection, benztropine mesylate, per 1 mg 2
Injection, penicillin G benzathine and penicillin G procaine, up to 600,000
26. |J0530 units 2
Injection, penicillin G benzathine and penicillin G procaine, up to 1,200,000
27. |J0540 units 2
Injection, penicillin G benzathine and penicillin G procaine, up to 2,400,000
28. | J0550 units 1
29. | J0560 Injection, penicillin G benzathine, up to 600,000 units
30. | JO570 Injection, penicillin G benzathine, up to 1,200,000 units
Injection, penicillin G benzathine, up to 2,400,000 units (Bicillin LA,
31. [JO580 Permapen) 1
32. | J0583 Injection, bivalirudin, 1 mg (Angiomax) 85
33. | JO585 Botulinum toxin type A, per unit 300
34, | J0587 Botulinum toxin type B, per 100 units 200
35. 1J0592 Injection, buprenorphine HCI, 0.1 mg (Buprenex) 3
36. | JO595 Injection, butorphanol tartrate, 1 mg 4
Injection, edetate calcium disodium, up to 1000 mg (calcium disodium
37. | J0600 versenate, calcium EDTA)
38. [J0610 Injection, calcium gluconate, per 10 ml
~ontinned
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(in NCPDP 5.1 transactions) may be used in the ordering/referring field on a temporary basis and such
use is subject to postpayment review.

Background

Prior to January 1, 2008, ASCs could not be paid for diagnostic radiology services since these services
were not included on the list of ASC-approved procedures. Effective for services on or after January 1,
2008, several radiology codes were added to the list of payable ASC procedures. Since ASCs can now bill
for these services with the TC modifier, claims from ASCs for these services must be in compliance with
Section 1883 (q) of the Social Security Act, which requires that physician ordering/referring information
be included on all claims for payable services when there had been a referral by a referring physician.

Additional Information
To see the official instruction (CR 6129) issued to your Medicare Carrier or A/B MAC, refer to
http://www.cms.hhs.gov/Transmittals/downloads/R1572CP.pdf.

If you have questions, please contact our Provider Contact Center at our toll free number, 1-866-332-
7025.
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October 2008 Update to the Ambulatory
Surgical Center (ASC) Payment System;
Summary of Payment Policy Changes

Provider Types Affected
Providers (ASCs) who submit claims to Medicare Administrative Contractors (A/B MACs) and carriers,
for services provided to Medicare beneficiaries paid under the ASC payment system.

Provider Action Needed

This article is based on Change Request (CR) 6205 which describes changes to, and billing instructions for,
payment policies implemented in the October 2008 ASC update. This update provides updated payment
rates for selected separately payable drugs and biologicals and provides rates and descriptors for newly
created Level I HCPCS codes for drugs and biologicals. Be sure billing staff is aware of these changes.

Key Points of CR 6205

Billing for Drugs and Biologicals

The Centers for Medicare & Medicaid Services (CMS) strongly encourages ASCs to report charges for all
separately payable drugs and biologicals, using the correct Healthcare Common Procedure Coding System
(HCPCS) codes for the items used. ASCs billing for these products should make certain that the reported
units of service of the reported HCPCS code are consistent with the quantity of the drug or biological that
was used in the care of the patient. ASCs should not report HCPCS codes and separate charges for drugs
and biologicals that receive packaged payment through the payment for the associated covered surgical
procedure.

Remember that under the ASC payment system, if two or more drugs or biologicals are mixed together to
facilitate administration, the correct HCPCS codes should be reported separately for each product used in
the care of the patient. The mixing together of two or more products does not constitute a “new” drug as
regulated by the Food and Drug Administration (FDA) under the New Drug Application (NDA) process.
In these situations, ASCs are reminded that it is not appropriate to bill HCPCS code C9399. HCPCS code
(9399, Unclassified drug or biological, is for new drugs and biologicals that are approved by the FDA on
or after January 1, 2004, for which a HCPCS code has not been assigned.

Unless otherwise specified in the long description, HCPCS descriptions refer to the non-compounded,
FDA-approved final product. If a product is compounded and a specific HCPCS code does not exist for
the compounded product, the ASC should include the charge for the compounded product in the charge
for the surgical procedure performed.

Drugs and Biologicals with Payment Based on Average Sales Price (ASP) Effective October 1, 2008
Payments for separately payable drugs and biologicals based on the ASP will be updated on a quarterly
basis as later quarter ASP submissions become available. In cases where adjustments to payment rates for
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previous quarter(s) are necessary based on the most recent ASP submissions, CMS will incorporate changes
to the payment rates in the October 2008 release of the ASC Drug File.

Your Medicare contractors will make available to the ASCs the list of any newly added codes and previous
quarter payment rate changes as identified in CR 6205.

New HCPCS Drugs and Biologicals Separately Payable under the ASC Payment System Effective
October 1, 2008
The three HCPCS codes that are newly payable in ASCs and their descriptors are listed in Table 1 below.

Table 1
HCPCS Long Descriptor Payment Indicator

9243 Injection, bendamustine hcl, 1 mg K2

C9244 Injection, regadenoson, 0.4 mg K2

C9359 Porous purified collagen matrix bone K2
void filler (Integra Mozaik Osteoconductive Scaffold
Putty, Integra OS Osteoconductive Scaffold
Putty), per 0.5cc

Updated Payment Rates for Certain HCPCS Codes Effective January 1, 2008 through March 31,
2008

The payment rates for three HCPCS codes were incorrect in the January 2008 ASC DRUG file. The corrected
payment rates are listed below in Table 2 and have been included in the revised January 2008 ASC DRUG
file, effective for services furnished on January 1, 2008 through March 31, 2008. Your Medicare contractor
will adjust claims affected by these corrections if you bring such claims to their attention.

Table 2
HCPCS Code | Short Descriptor Corrected Payment Rate Payment Indicator
J7324 Orthovisc inj per dose $169.10 K2
J9015 Aldesleukin/single use vial $757.34 K2
J9303 Panitumumab injection $82.86 K2

Updated Payment Rates for Certain HCPCS Codes Effective April 1, 2008 through June 30, 2008
The payment rates for three HCPCS codes were incorrect in the April 2008 ASC DRUG file. The corrected
payment rates are listed below in Table 3 and have been corrected in the revised April 2008 ASC DRUG
file effective for services furnished on April 1, 2008 through June 30, 2008. Your Medicare contractor will
adjust Claims affected by these corrections if you bring such claims to their attention.
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Table 3
HCPCS Code | Short Descriptor Corrected Payment Rate Payment Indicator
17324 Orthovisc inj per dose $174.63 K2
J9303 Panitumumab injection $82.83 K2
Q4096 VWF complex, not Humate-P | $0.65 K2

Updated Payment Rates for Certain HCPCS Codes Effective July 1, 2008 through September 30,
2008

The payment rate for one HCPCS code was incorrect in the July 2008 ASC DRUG file. The corrected
payment rate is listed below and has been corrected in the July 2008 ASC DRUG file, effective for services
furnished on July 1, 2008 through September 30, 2008. Your Medicare contractor will adjust claims affected
by these corrections if you bring such claims to their attention.

Table 4
HCPCS Code Short Descriptor Corrected Payment Rate Payment Indicator
J7324 Orthovisc inj per dose $175.85 K2

Correct Reporting of Drugs and Biologicals When Used As Implantable Devices

ASCs are reminded that with the exception of drugs and biologicals with pass-through status under the
Outpatient Prospective Payment System (OPPS), ASCs are not to bill separately for drug and biological
HCPCS codes when using these items as implantable devices (including as a scaffold or an alternative to
human or nonhuman connective tissue or mesh used in a graft) during surgical procedures.

Correct Reporting of Units for Drugs

ASCs are reminded to ensure that units of drugs administered to patients are accurately reported in terms

of the dosage specified in the full HCPCS code descriptor. That is, units should be reported in multiples of

the units included in the HCPCS descriptor.

» Forexample, if the drug’s HCPCS code descriptor specifies 6 mg, and 6 mg of the drug were administered
to the patient, the units billed should be 1.

» Asanother example, if the drug’s HCPCS code descriptor specifies 50 mg, but 200 mg of the drug were
administered to the patient, the units billed should be 4.

* ASCs should not bill the units based on how the drug is packaged, stored, or stocked. That is, if the
HCPCS descriptor for the drug code specifies 1 mg and a 10 mg vial of the drug was administered to
the patient, 10 units should be reported on the bill, even though only 1 vial was administered.

» The HCPCS short descriptors are limited to 28 characters, including spaces, so short descriptors do
not always capture the complete description of the drug. Therefore, before submitting Medicare claims
for drugs and biologicals, it is extremely important to review the complete long descriptors for the
applicable HCPCS codes.
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Payment for Office-based Procedures and Covered Ancillary Radiology Services

The Medicare Improvement for Patients and Providers Act of 2008 (MIPPA), which may be reviewed at
http://www.cms.hhs.gov/apps/media/press/release.asp?Counter=3200, requires that the Medicare physician
fee schedule (MPFS) update originally applicable to dates of service January 1, 2008, through June 30, 2008,
be extended through December 31, 2008. Consequently, ASC payments for some office-based procedures
and covered ancillary radiology services, services for which payment is made at the lesser of the ASC rate
or the MPFS non-facility Practical Expense Relative Value Unit (RVU) amount, are affected.

Payment for Brachytherapy Sources

The Medicare Improvement for Patients and Providers Act of 2008 (MIPPA) requires CMS to pay for
brachytherapy sources for the period of July 1, 2008, through December 31, 2009, at hospitals’ charges
adjusted to costs. As a result of the legislative amendment, there is no prospective rate under the OPPS for
that period. Contrary to the payment policy, payment indicators and payment rates included in previous
guidance, including Addendum BB to the November 27, 2007, OPPS/ASC final rule, for dates of service
July 1, 2008 through December 31, 2009, payment for brachytherapy sources will be made at contractor-
priced amounts, consistent with payment policy for the revised ASC payment system when no OPPS
prospective rate is available.

The HCPCS codes for separately paid brachytherapy sources, long descriptors and payment indicators are
listed in Table 5 below.

Table 5
HCPCS Code | Long Descriptor Payment
Indicator
A9527 Iodine I-125, sodium iodide solution, therapeutic, per H7
millicurie
C1716 Brachytherapy source, non-stranded, Gold-198, per source H7
C1717 Brachytherapy source, non-stranded, High Dose Rate Iridium- | H7
192, per source
C1719 Brachytherapy source, non-stranded, Non-High Dose Rate H7
Iridium-192, per source
C2616 Brachytherapy source, non-stranded, Yttrium-90, per source H7
C2634 Brachytherapy source, non-stranded, High Activity, lodine- H7
125, greater than 1.01 mCi (NIST), per source
C2635 Brachytherapy source, non-stranded, High Activity, Palladium- | H7
103, greater than 2.2 mCi (NIST), per source
— Continned on next page
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HCPCS Code | Long Descriptor Payment
Indicator
C2636 Brachytherapy linear source, non-stranded, Palladium-103, per | H7
IMM
C2638 Brachytherapy source, stranded, lodine-125, per source H7
C2639 Brachytherapy source, non-stranded, lodine-125, per source H7
C2640 Brachytherapy source, stranded, Palladium-103, per source H7
C2641 Brachytherapy source, non-stranded, Palladium-103, per H7
source
C2642 Brachytherapy source, stranded, Cesium-131, per source H7
C2643 Brachytherapy source, non-stranded, Cesium-131, per source | H7
C2698 Brachytherapy source, stranded, not otherwise H7
specified, per source
C2699 Brachytherapy source, non-stranded, not H7
otherwise specified, per source

Additional Information

To see the official instruction (CR 6205) issued to your Medicare Carrier or MAC visit
http://www.cms.hhs.gov/Transmittals/downloads/R1611CP.pdf. Your Medicare contractor will make the
October 2008 ASC fee schedule data for their localities.

If you have questions, please contact our Provider Contact Center at our toll free number, 1-866-332-
7025.
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2008 Jurisdiction List for Durable Medical Equipment
Prosthetics, Orthotics, and Supply (DMEPOS) Healthcare
Common Procedure Coding System (HCPCS) Codes

Provider Types Affected

Providers and suppliers submitting claims to Medicare Contractors (carriers, DME Medicare Administrative
Contractors (DME MACs), and Part A/B Medicare Administrative Contractors (A/B MACs)) for DMEPOS
services provided to Medicare beneficiaries.

Impact on Providers

This article is informational and is based on Change Request (CR) 6062 that notifies providers that the
spreadsheet containing an updated list of the HCPCS codes for DME MAC and Part B local carrier or A/B
MAC jurisdictions is updated annually to reflect codes that have been added or discontinued (deleted) each
year. The spreadsheet is helpful to billing staff by showing the appropriate Medicare contractor to be billed
for HCPCS appearing on the spreadsheet. The spreadsheet for the 2008 Jurisdiction List is attached to CR
6062 at http://www.cms.hhs.gov/Transmittals/downloads/R1605CP.pdf.

Additional Information
To see the official instruction (CR 6062) issued to your Medicare DME MAC, carrier, or A/B MAC visit
http://www.cms.hhs.gov/Transmittals/downloads/R1605CP.pdf.

If you have questions, please contact our Provider Contact Center at our toll free number, 1-866-332-
7025.

2008 Jurisdiction List for DMEPOS HCPCS Codes

Note: Deleted codes are valid for dates of service on or before the date of deletion.
Revised: April 2008

HCPCS Code(s) | Description Jurisdiction
A0021 - A0999 Ambulance Services Local Carrier
A4206 - A4209 Medical, Surgical, and Self-Administered Local Carrier if incident to a
Injection Supplies physician’s service (not separately
payable). If other DME MAC.
A4210 Needle Free Injection Device DME MAC
A4211 Medical, Surgical, and Self-Administered Local Carrier if incident to a
Injection Supplies physician’s service (not separately
payable). If other DME MAC.
A4212 Non Coring Needle or Stylet with or without | Local Carrier
Catheter
— Continned on next page
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HCPCS Code(s) | Description

Jurisdiction

Injection Supplies

A4213 - A4215 Medical , Surgical, and Self-Administered

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

A4216 - A4218 Saline

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

A4220 Refill Kit for Implantable Pump

Local Carrier

Injection Supplies

A4221 - A4250 Medical, Surgical, and Self-Administered

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

A4252 - A4259 Diabetic Supplies

DME MAC

A4261 Cervical Cap for Contraceptive Use

Local Carrier

A4262 - A4263 Lacrimal Duct Implants

Local Carrier

A4265 Paraffin

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

A4266 - A4269 Contraceptives

Local Carrier

A4270 Endoscope Sheath Local Carrier
A4280 Accessory for Breast Prosthesis DME MAC
A4281 - A4286 Accessory for Breast Pump DME MAC
A4290 Sacral Nerve Stimulation Test Lead Local Carrier

A4300 - A4301 Implantable Catheter

Local Carrier

A4305 - A4306 Disposable Drug Delivery System

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

A4310 - A4358 Incontinence Supplies/ Urinary Supplies

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

—Continued on next page
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A4359 (deleted Incontinence Supplies/ Urinary Supplies See description above.
12/31/06)

A4361 - A4434

Urinary Supplies

If provided in the physician’s
office for a temporary

condition, the item is incident to
thephysician’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 MAC.

A4450 - A4455

Tape; Adhesive Remover

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

A4458

Enema Bag

DME MAC

A4461 - A4463

Surgical Dressing Holders

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

A4465 Non-elastic Binder for Extremity DME MAC

A4470 Gravlee Jet Washer Local Carrier

A4480 Vabra Aspirator Local Carrier

A4481 Tracheostomy Supply Local Carrier if incident to a
physician’s service (not separately
payable). If other DME MAC.

A4483 Moisture Exchanger DME MAC

A4490 - A4510 Surgical Stockings DME MAC

A4520 Diapers DME MAC

A4550 Surgical Trays Local Carrier

A4554 Disposable Underpads DME MAC

A4556 - A4558

Electrodes; Lead Wires; Conductive Paste

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

CPT codes, descriptors and other data only are copyright 1999 American Medical Association (or such other date of publication of CPT). All Rights Re-
served. Applicable FARS/DFARS apply. Current Dental Terminology, fourth edition (CDT) (including procedure codes, nomenclature, descriptors and
other data contained therein) is copyright by the American Dental Association. ©2002, 2004 American Dental Association. All rights reserved. Applicable

FARS/DFARS apply.

59

—Continned on next page

11-08




~ontinued from previ

Disposable

HCPCS Code(s) | Description Jurisdiction

A4559 Coupling Gel Local Carrier if incident to
a physician’s (not separately
payable).

A4561 - A4562 Pessary Local Carrier

A4565 Sling Local Carrier

A4570 Splint Local Carrier

A4575 Topical Hyperbaric Oxygen Chamber, DME MAC

A4580 - A4590

Casting Supplies & Material

Local Carrier

A4595

TENS Supplies

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

A4600 Sleeve for Intermittent Limb Compression DME MAC
Device
A4601 Lithium Ion Battery for Non-Prosthetic Use | DME MAC
A4604 Tubing for Positive Airway Pressure Device | DME MAC
A4605 Tracheal Suction Catheter DME MAC
A4606 Oxygen Probe for Oximeter DME MAC
A4608 Transtracheal Oxygen Catheter DME MAC
A4611 - A4613 Oxygen Equipment Batteries and Supplies DME MAC

A4614

Peak Flow Rate Meter

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

A4615 - A4629

Oxygen & Tracheostomy Supplies

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

A4630 - A4640

DME Supplies

DME MAC

A4641 - A4642

Imaging Agent; Contrast Material

Local Carrier

A4648

Tissue Marker, Implanted

Local Carrier
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HCPCS Code(s)

Description

Jurisdiction

A4649

Miscellaneous Surgical Supplies

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 MAC.

A4650

Implantable Radiation Dosimeter

Local Carrier

A4651 - A4932

Supplies for ESRD

DME MAC

A5051 - A5093

Additional Ostomy Supplies

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

A5102 - A5200

Additional Incontinence and Ostomy
Supplies

If provided in the physician’s
office for a temporary condition,
the item is incident to the
physician’s service & 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 MAC.
AS5500 - A5513 Therapeutic Shoes DME MAC
A6000 Non-Contact Wound Warming Cover DME MAC

A6010-A6024

Surgical Dressing

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 MAC.

—Continned on next page
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A6025 Silicone Gel Sheet Local Carrier if incident to a
physician’s service (not separately
payable) or if supply for implanted
prosthetic device or implanted
DME. If other DME MAC.

A6154 - A6411 Surgical Dressing 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 MAC.

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 MAC.

A6413 Adhesive Bandage 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 MAC.

A6441 - A6512 Surgical Dressings 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 MAC.

A6513 Compression Burn Mask DME MAC

A6530 - A6549 Compression Gradient Stockings DME MAC

A6550 Supplies for Negative Pressure Wound DME MAC
Therapy Electrical Pump

A7000 - A7002 Accessories for Suction Pumps DME MAC

A7003 - A7039 Accessories for Nebulizers, Aspirators and | DME MAC
Ventilators

A7040 - A7041 Chest Drainage Supplies Local Carrier

A7042 - A7043 Pleural Catheter Local Carrier

A7044 - A7046 Respiratory Accessories DME MAC

—Continned on next page
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A7501-A7527 Tracheostomy Supplies DME MAC
A8000-A8004 Protective Helmets DME MAC

A9150 Non-Prescription Drugs

Local Carrier

A9152 - A9153 Vitamins

Local Carrier

A9155 Artificial Saliva Local Carrier
A9180 Lice Infestation Treatment Local Carrier
A9270 Noncovered Items or Services DME MAC
A9274 - A9278 Glucose Monitoring DME MAC
A9279 Monitoring Feature/Device DME MAC
A9280 Alarm Device DME MAC
A9281 Reaching/Grabbing Device DME MAC
A9282 Wig DME MAC
A9283 Foot Off Loading Device DME MAC
A9300 Exercise Equipment DME MAC

A9500 - A9700 Supplies for Radiology Procedures

Local Carrier

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

A9901 Delivery DME MAC

A9999 Miscellaneous DME Supply or Accessory Local Carrier if used with

implanted DME. If other, DME
MAC.
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B4034 - B9999 Enteral and Parenteral Therapy DME MAC
D0120 - D9999 Dental Procedures Local Carrier
E0100 - E0105 Canes DME MAC
E0110 - E0118 Crutches DME MAC
E0130 - E0159 Walkers DME MAC
E0160 - E0175 Commodes DME MAC
E0181 - E0199 Decubitus Care Equipment DME MAC
E0200 - E0239 Heat/Cold Applications DME MAC
E0240 - E0248 Bath and Toilet Aids DME MAC
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HCPCS Code(s) | Description Jurisdiction
E0249 Pad for Heating Unit DME MAC
E0250 - E0304 Hospital Beds DME MAC
E0305 - E0326 Hospital Bed Accessories DME MAC
E0328 - E0329 Pediatric Hospital Beds DME MAC
E0350 - E0352 Electronic Bowel Irrigation System DME MAC
E0370 Heel Pad DME MAC
E0371 - E0373 Decubitus Care Equipment DME MAC
E0424 - E0484 Oxygen and Related Respiratory Equipment | DME MAC
E0485 - E0486 Oral Device to Reduce Airway DME MAC
Collapsibility
E0500 IPPB Machine DME MAC
E0550 - E0585 Compressors/Nebulizers DME MAC
E0600 Suction Pump DME MAC
E0601 CPAP Device DME MAC
E0602 - E0604 Breast Pump DME MAC
E0605 Vaporizer DME MAC
E0606 Drainage Board DME MAC
E0607 Home Blood Glucose Monitor DME MAC
E0610 - E0615 Pacemaker Monitor DME MAC
E0616 Implantable Cardiac Event Recorder Local Carrier
E0617 External Defibrillator DME MAC
E0618 - E0619 Apnea Monitor DME MAC
E0620 Skin Piercing Device DME MAC
E0621 - E0636 Patient Lifts DME MAC
E0637 - E0642 Standing Devices/Lifts DME MAC
E0650 - E0676 Pneumatic Compressor and Appliances DME MAC
E0691 - E0694 Ultraviolet Light Therapy Systems DME MAC
E0700 Safety Equipment DME MAC
E0701 (deleted Protective Helmet DME MAC
12/31/06)
~ontinued
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E0705 Transfer Board DME MAC
E0710 Restraints DME MAC
E0720 - E0745 Electrical Nerve Stimulators DME MAC
E0746 EMG Device Local Carrier
E0747 - E0748 Osteogenic Stimulators DME MAC
E0749 Implantable Osteogenic Stimulators Local Carrier
E0755 Reflex Stimulator DME MAC
E0760 Ultrasonic Osteogenic Stimulator DME MAC
EO0761 Electromagnetic Treatment Device DME MAC
E0762 Electrical Joint Stimulation Device DME MAC
E0764 Functional Neuromuscular Stimulator DME MAC
EO0765 Nerve Stimulator DME MAC
E0769 Electrical Wound Treatment Device DME MAC
E0776 IV Pole DME MAC
E0779 - E0780 External Infusion Pumps DME MAC

E0781

Ambulatory Infusion Pump

Billable to both the local carrier
and the DME MAC. This item
may be billed to the DME MAC
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
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E0784 Infusion Pumps, Insulin DME MAC
E0785 - E0786 Implantable Infusion Pump Catheter Local Carrier
E0791 Parenteral Infusion Pump DME MAC
E0830 Ambulatory Traction Device DME MAC
E0840 - E0900 Traction Equipment DME MAC
E0910 - E0930 Trapeze/Fracture Frame DME MAC
E0935 - E0936 Passive Motion Exercise Device DME MAC
E0940 Trapeze Equipment DME MAC
~ontinued
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E0941 Traction Equipment DME MAC
E0942 - E0945 Orthopedic Devices DME MAC
E0946 - E0948 Fracture Frame DME MAC
E0950 - E1298 Wheelchairs DME MAC
E1300 - E1310 Whirlpool Equipment DME MAC

E1340

Repair or Non-routine Service

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

E1353 - E1392

Additional Oxygen Related Equipment

DME MAC

E1399

Miscellaneous DME

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

E1405 - E1406 Additional Oxygen Equipment DME MAC
E1500 - E1699 Artificial Kidney Machines and Accessories | DME MAC
E1700 - E1702 TMJ Device and Supplies DME MAC
E1800 - E1841 Dynamic Flexion Devices DME MAC
E1902 Communication Board DME MAC
E2000 Gastric Suction Pump DME MAC
E2100 - E2101 Blood Glucose Monitors with Special DME MAC
Features
E2120 Pulse Generator for Tympanic Treatment of | DME MAC
Inner Ear
E2201 - E2399 Wheelchair Accessories DME MAC
E2402 Negative Pressure Wound Therapy Pump DME MAC
E2500 - E2599 Speech Generating Device DME MAC
E2601 - E2621 Wheelchair Cushions DME MAC
E8000 - E8002 Gate Trainers DME MAC
G0008 - G0332 Misc. Professional Services Local Carrier
G0333 Dispensing Fee DME MAC

G0337 - GO368

Misc. Professional Services

Local Carrier

G0372

Misc. Professional Services

Local Carrier

G0375 - G0376

Misc. Professional Services

Local Carrier

—Continued on next page
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G0378 - G9140

Misc. Professional Services

Local Carrier

JO120 -J3570 Injection Local Carrier if incident to a
physician’s service or used in an
implanted infusion pump. If other,
DME MAC.

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 MAC.

J7187 - J7195

Antihemophilic Factor

Local Carrier

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

J7300 - J7307

Intrauterine Copper Contraceptive

Local Carrier

J7308

Aminolevulinic Acid HCL

Local Carrier

J7310 Ganciclovir, Long-Acting Implant Local Carrier
J7311 Fluocinolone Acetonide, intravitrea implant | Local Carrier
J7317 (deleted Sodium Hyaluronate Local Carrier
12/31/06)
J7319 (deleted Hyaluronan Local Carrier
12/31/07)
J7320 (deleted Hylan Local Carrier
12/31/06)
J7321 -J7324 Hyaluronan Local Carrier
J7330 Autologous Cultured Chondrocytes Implant | Local Carrier
J7340 - J7349 Dermal and Epidermal Tissue Local Carrier
J7350 (deleted Dermal and Epidermal Tissue Local Carrier
12/31/06)

J7500 - J7599

Immunosuppressive Drugs

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

—Continned on next page
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J7602 - J7699

Inhalation Solutions

Local Carrier if incident to a
physician’s service. If other, DME
MAC.

Chemotherapeutic

J7799 NOC, Other than Inhalation Drugs through | Local carrier if incident to a
DME physician’s service. If other, DME
MAC.
J8498 Anti-emetic Drug DME MAC
J8499 Prescription Drug, Oral, Non Local carrier if incident to a

physician’s service. If other, DME
MAC.

J8501 - J8999

Oral Anti-Cancer Drugs

DME MAC
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J9000 - J9999 Chemotherapy Drugs Local Carrier if incident to a
physician’s service or used in an
implanted infusion pump. If other,
DME MAC.

K0001 - KO108 Wheelchairs DME MAC

K0195 Elevating Leg Rests DME MAC

KO0455 Infusion Pump used for Uninterrupted DME MAC

Administration of Epoprostenal

K0462 Loaner Equipment DME MAC

KO0552 External Infusion Pump Supplies DME MAC

KO0553 - K0555 Accessories for CPAP and Ventilators DME MAC

(deleted

12/31/07)

K0601 - K0605 External Infusion Pump Batteries DME MAC

K0606 - KO609 Defibrillator Accessories DME MAC

K0669 Wheelchair Cushion DME MAC

K0730 Inhalation Drug Delivery System DME MAC

K0733 Power Wheelchair Accessory DME MAC

K0734 - K0737 Power Wheelchair Seat Cushions DME MAC

K0738 Oxygen Equipment DME MAC

K0800 - K0899 Power Mobility Devices DME MAC

—Continned on next page
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L0100 (deleted Orthotics DME MAC
12/31/06)

L0110 (deleted Orthotics DME MAC
12/31/06)

L0112 - L2090 Orthotics DME MAC
L2106 - L2116 Orthotics DME MAC
L2126 - L4398 Orthotics DME MAC
L5000 - L5999 Lower Limb Prosthetics DME MAC
L6000 - L7499 Upper Limb Prosthetics DME MAC

L7500 - L7520

Repair of Prosthetic Device

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

L7600 Prosthetic Donning Sleeve DME MAC
L7611 - L7622 Prosthetic Terminal Devices DME MAC
L7900 Vacuum Erection System DME MAC
L8000 - L8485 Prosthetics DME MAC

L8499

Unlisted Procedure for Miscellaneous
Prosthetic Services

Local Carrier if implanted
prosthetic device. If other, DME
MAC.

L8500 - L8501 Artificial Larynx; Tracheostomy Speaking DME MAC
Valve

L8505 Artificial Larynx Accessory DME MAC

L8507 - L8515 Voice Prosthesis DME MAC

L8600 - L8699

Prosthetic Implants

Local Carrier

L9900

Miscellaneous Orthotic or Prosthetic
Component or Accessory

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

MO0064 - M0301

Medical Services

Local Carrier

P2028 - P9615 Laboratory Tests Local Carrier
Q0035 Influenza Vaccine; Cardiokymography Local Carrier
Q0081 Infusion Therapy Local Carrier

Q0083 - Q0085

Chemotherapy Administration

Local Carrier

—Continned on next page
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Q0091

Smear Preparation

Local Carrier

Q0092

Portable X-ray Setup

Local Carrier

Q0111 - Q0115

Miscellaneous Lab Services

Local Carrier

Q0144

Azithromycin dihydrate

Local Carrier if incident to a
physician’s service. If other, DME
MAC.

Q0163 - Q0181 Anti-emetic DME MAC
Q0480 - Q0505 Ventricular Assist Devices Local Carrier
Q0510 - Q0514 Drug Dispensing Fees DME MAC
Q0515 Sermorelin Acetate Local Carrier
Q1003 - Q1005 New Technology IOL Local Carrier

Q2004 Irrigation Solution Local Carrier
Q2009 Fosphenytoin Local Carrier
Q2017 Teniposide Local Carrier
Q3001 Radio Elements for Brachytherapy Local Carrier
Q3014 Telehealth Originating Site Facility Fee Local Carrier
Q3025 - Q3026 Vaccines Local Carrier
Q3031 Collagen Skin Test Local Carrier

Q4001 - Q4051

Splints and Casts

Local Carrier

Program

Q4080 Inhalation Drug Local Carrier if incident to a
physician’s service. If other, DME
MAC.

Q4081 Epoetin DME MAC for method IT home
dialysis. If other, Local Carrier.

Q4082 Drug Subject to Competitive Acquisition Local Carrier

Q4083 - Q4086
(deleted
12/31/07)

Hyaluronan

Local Carrier
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Q4087 - Q4092 Injection Local Carrier if incident to a
(deleted physician’s service or used in an
12/31/07) implanted infusion pump. If other

DME MAC.

Q4093 - Q4094
(deleted
12/31/07)

Inhalation Solutions

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

Q4095 (deleted Injection Local Carrier if incident to a

12/31/07) physician’s service or used in an
implanted infusion pump. If other
DME MAC.

Q4096 - Q4098 Injection Local Carrier if incident to a

physician’s service or used in an
implanted infusion pump.

Q4099

Inhalation Solutions

DME MAC

Q5001 - Q5009

Hospice Services

Local Carrier

Q9945 - Q9950 Imaging Agents Local Carrier
(deleted

12/31/07)

Q9951 - Q9954 Imaging Agents Local Carrier
Q9955 - Q9957 Microspheres Local Carrier
Q9958 - Q9967 Imaging Agents Local Carrier

R0070 - ROO76

Diagnostic Radiology Services

Local Carrier

V2020 - V2025

Frames

DME MAC

V2100 - V2513

Lenses

DME MAC

V2520 - V2523

Hydrophilic Contact Lenses

Local Carrier if incident to a
physician’s service. If other, DME
MAC.

V2530 - V2531

Contact Lenses, Scleral

DME MAC

V2599

Contact Lens, Other Type

Local Carrier if incident to a
physician’s service. If other, DME
MAC.
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V2600 - V2615 Low Vision Aids DME MAC
V2623 - V2629 Prosthetic Eyes DME MAC
V2630 - V2632 Intraocular Lenses Local Carrier
V2700 - V2780 Miscellaneous Vision Service DME MAC
V2781 Progressive Lens DME MAC
V2782 - V2784 Lenses DME MAC
V2785 Processing--Corneal Tissue Local Carrier
V2786 Lense DME MAC

V2787 - V2788

Intraocular Lenses

Local Carrier

Communicative System or Device

V2790 Amniotic Membrane Local Carrier
V2797 Vision Supply DME MAC
V2799 Miscellaneous Vision Service DME MAC
V5008 - V5299 Hearing Services Local Carrier
V5336 Repair/Modification of Augmentative DME MAC

V5362 - V5364

Speech Screening

Local Carrier
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Claims Jurisdiction and Enrolilment Procedures
for Suppliers of Certain Prosthetics, Durable
Medical Equipment (DME) and Replacement

Parts, Accessories and Supplies

Provider Types Affected
Suppliers, including manufacturers, billing Medicare Carriers and Medicare Administrative Contractors
(A/B MAC:s) for certain DME products provided to Medicare beneficiaries.

Provider Action Needed

STOP — Impact to You

The Centers for Medicare & Medicaid Services (CMS) issued Change Request (CR) 5917 to alert suppliers,
including manufacturers, enrolled with the National Supplier Clearinghouse (NSC) as a Durable Medical
Equipment Prosthetic, Orthotics, and Supplies (DMEPOS) supplier, that they may now enroll with and bill
the Medicare carrier or A/B MAC for replacement parts, accessories and supplies for prosthetic implants and
surgically implanted DME items that are not required to be billed to the Medicare fiscal intermediary.

CAUTION — What You Need to Know
Such suppliers may bill the carrier/MAC for these items only, unless the entity separately qualified as a
supplier for items and/or services in another benefit category.

GO — What You Need to Do

Make certain that you use your National Provider Identifier (NPI) and do not include your NSC number on
claims submitted to carriers/MACs for replacement parts, accessories, and supplies for prosthetic implants
and surgically implanted DME.

Key Points

* CR 5917 reinstates the Part B carrier/MAC jurisdiction for suppliers of replacement parts, accessories
and supplies for prosthetic implants and surgically implanted DME only, including manufacturers of
such items.

» Suppliers that wish to bill the carrier/MAC for these items must enroll with the NSC as a DMEPOS
supplier prior to enrolling with, and billing these items to, the Part B carrier/MAC.

» All suppliers must meet the enrollment standards of the NSC and qualify as a DMEPOS supplier. (A
DMEPOS supplier must meet certain requirements and enroll with the NSC as described in Chapter
10 of the Program Integrity Manual, which may be reviewed at
http://www.cms.hhs.gov/manuals/downloads/pim83c10.pdf.

*  When submitting claims to the carrier or A/B MAC, be sure to use your National Provider Identifier
(NPI), rather than the NSC number.

— Continned on next page
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Additional Information

CR 5917 contains the list of HCPCS codes that may be billed to the carrier/MAC as a replacement part,
accessory, or supply for prosthetic implants and surgically implanted DME. That list is attachment A of
CR 5917 and it is available at http://www.cms.hhs.gov/Transmittals/downloads/R1603CP.pdf. Also, the
full 2008 jurisdiction list of DMEPOS HCPCS is attached to CR 6062, which is at
http://www.cms.hhs.gov/Transmittals/downloads/R1605CP.pdf.

If you have any questions, please contact our Provider Contact Center at our toll free number, 1-866-332-
7025.
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Laboratory National Coverage Determination
(NCD) Edit Software for October 2008

Provider Types Affected

Physicians, providers, and suppliers submitting claims to Medicare carriers, fiscal intermediaries (FIs),
or Part A/B Medicare Administrative Contractors (A/B MAC:s) for clinical diagnostic laboratory services
provided for Medicare beneficiaries.

What You Need to Know

This article is based on Change Request (CR) 6213 which announces the changes that will be included
in the October 2008 release of the edit module for clinical diagnostic Laboratory National Coverage
Determinations (NCDs). The last quarterly release of the edit module was issued in July 2008. CR 6213
incorporates all changes from July 2008 to the present and has no other changes.

Background

The National Coverage Determination (NCDs) for clinical diagnostic laboratory services were developed
by the laboratory negotiated rulemaking committee and published in a final rule on November 23, 2001.
Nationally uniform software was developed and incorporated in the shared systems so that laboratory
claims subject to one of the 23 NCDs were processed uniformly throughout the nation effective January
1,2003.

In accordance with the Medicare Claims Processing Manual (Publication 100-04), Chapter 16, Section
120.2 (see http://www.cms.hhs.gov/manuals/downloads/clm104c16.pdf, the laboratory edit module is
updated quarterly (as necessary) to reflect ministerial coding updates and substantive changes to the NCDs
developed through the NCD process.

CR 6213 announces changes to the laboratory edit module, for changes in laboratory NCD code lists
for October 2008 as described below. These changes become effective for services furnished on or after
October 1, 2008.

CR 6213 reports the following changes effective October 1, 2008:

For Bacterial Urine Culture:

¢ AddICD-9-CM codes 038.12, 599.70, 599.71, 599.72, 780.60, 780.61, 780.62, 780.63, 780.64, 780.65,
788.91, and 788.99 to the list of ICD-9-CM codes covered by Medicare for the Urine Culture, Bacterial
(190.12) NCD.

* Delete ICD-9-CM codes 599.7, 780.6, and 788.9 from the list of ICD-9-CM codes covered by Medicare
for the Urine Culture, Bacterial (190.12) NCD.

* Delete ICD-9-CM codes V28.8 and V68.0 from the list of ICD-9-CM codes denied by Medicare for
the Urine Culture, Bacterial (190.12) NCD.
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For HIV Testing:

Delete ICD-9-CM codes V28.8 and V68.0 from the list of ICD-9-CM codes denied by Medicare for
the HIV Testing (Prognosis Including Monitoring (190.13)) NCD.

Add ICD-9-CM codes 078.12, 136.21, 136.29, 780.60, 780.61, 780.62, 780.63, 780.64, and 780.65 to
the list of ICD-9-CM codes covered by Medicare for the HIV Testing (Diagnosis) (190.14) NCD.
Delete ICD-9-CM codes 136.2 and 780.6 from the list of ICD-9-CM codes covered by Medicare for
the HIV Testing (Diagnosis) (190.14) NCD.

Delete ICD-9-CM codes V28.8 and V68.0 from the list of ICD-9-CM codes denied by Medicare for
the HIV Testing (Diagnosis) (190.14) NCD.

For Blood Counts:

Add ICD-9-CM codes 078.12,V45.11,V45.12,V49.83,V51.0, V51.8,V61.01,V61.02,V61.03, V61.04,
V61.05,V61.06, V61.09, V62.21, V62.22, V62.29 and V72.42 to the list of ICD-9-CM codes that Do
Not Support Medical Necessity for the Blood Counts (190.15) NCD.

Delete ICD-9-CM codes V28.8 and V68.0 from the list of ICD-9-CM codes denied by Medicare for
the Blood Counts (190.15) NCD.

Delete ICD-9-CM codes V45.1, V51, V61.0, and V62.2 from the list of ICD-9-CM codes that Do
Not Support Medical Necessity for the Blood Counts (190.15) NCD For Partial Thromboplastin Time
(PTT):

Add ICD-9-CM codes 275.5, 238.77, 571.42, 599.70, 599.71, 599.72, and 611.89 to the list of ICD-9-
CM codes covered by Medicare for the Partial Thromboplastin Time (PTT) (190.16) NCD.

Delete ICD-9-CM codes 599.7 and 611.8 from the list of ICD-9-CM codes covered by Medicare for
the Partial Thromboplastin Time (PTT) (190.16) NCD.

Delete ICD-9-CM codes V28.8 and V68.0 from the list of ICD-9-CM codes denied by Medicare for
the Partial Thromboplastin Time (PTT) (190.16) NCD.

For Prothrombin Time (PT):

Add ICD-9-CM codes 209.20,209.21, 209.22,209.23, 209.24, 209.25, 209.26, 209.27,209.29, 238.77,
511.81, 511.89, 571.42, 599.70, 599.71, 599.72, 611.89, and 999.89 to the list of ICD-9-CM codes
covered by Medicare for the Prothrombin Time (PT) (190.17) NCD.

Delete ICD-9-CM codes 511.8, 599.7, 611.8, and 999.8 to the list of ICD-9-CM codes covered by
Medicare for the Prothrombin Time (PT) (190.17) NCD.

Delete ICD-9-CM codes V28.8 and V68.0 from the list of I[CD-9-CM codes denied by Medicare for
the Prothrombin Time (PT) (190.17) NCD.

For Serum Iron Studies:

Add ICD-9-CM codes 199.2,209.40,209.41,209.42,209.43, 209.50, 209.51, 209.52, 209.53, 209.54,
209.55,209.56,209.57,209.60,209.61,209.62, 209.63, 209.64, 209.65, 209.66, 209.67, 209.69, 209.30,
238.77,571.42,999.89, 209.00, 209.01, 209.02, 209.03, 209.10, 209.11, 209.12, 209.13, 209.14, 209.15,
209.16, 209.17, 209.20, 209.21, 209.22, 209.23, 209.24, 209.25, 209.26, 209.27, and 209.29 to the list
of ICD-9-CM codes covered by Medicare for the Serum Iron Studies (190.18) NCD.

— Continued on next page
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* Delete ICD-9-CM codes 999.8 and V15.2 from the list of I[CD-9-CM codes covered by Medicare for
the Serum Iron Studies (190.19) NCD.

* Delete ICD-9-CM codes V28.8 and V68.0 from the list of ICD-9-CM codes denied by Medicare for
the Serum Iron Studies (190.19) NCD.

For Collagen Crosslinks:
* Delete ICD-9-CM codes V28.8 and V68.0 from the list of ICD-9-CM codes denied by Medicare for
the Collagen Crosslinks, Any Method (190.19) NCD Delete ICD.

For Blood Glucose Testing:

* Add ICD-9-CM codes 038.12, 707.20, 707.21, 707.22, 707.23, 707.24, 707.25, 780.72, V23.85, and
V23.86 to the list of ICD-9-CM codes covered by Medicare for the Blood Glucose Testing (190.20)
NCD.

* Delete ICD-9-CM codes V28.8 and V68.0 from the list of ICD-9-CM codes denied by Medicare for
the Blood Glucose Testing (190.20) NCD.

For Glycated Hemoglobin/Glycated Protein:
* Delete ICD-9-CM codes V28.8 and V68.0 from the list of ICD-9-CM codes denied by Medicare for
the Glycated Hemoglobin/Glycated Protein (190.21) NCD.

For Thyroid Testing:

*  AddICD-9-CM codes 275.5, 780.72, 780.60, 780.61, 780.62, 780.63, 780.64, and 780.65 to the list of
ICD-9-CM codes covered by Medicare for the Thyroid Testing (190.22) NCD.

* Delete ICD-9-CM code 780.6 from the list of ICD-9-CM codes covered by Medicare for the Thyroid
Testing (190.22) NCD.

* Delete ICD-9-CM codes V28.8.and V68.0 from the list of ICD-9-CM codes denied by Medicare for
the Thyroid Testing (190.22) NCD.

For Lipid Testing:
* Delete ICD-9-CM codes V28.8 and V68.0 from the list of ICD-9-CM codes denied by Medicare for
the Lipids Testing (190.23) NCD.

For Digoxin Therapeutic Drug Assay:

* Add ICD-9-CM codes 275.5, 339.3, and 780.72 to the list of ICD-9-CM codes covered by Medicare
for the Digoxin Therapeutic Drug Assay (190.24) NCD.

* Delete ICD-9-CM codes V28.8 and V68.0 from the list of ICD-9-CM codes denied by Medicare for
the Digoxin Therapeutic Drug Assay (190.24) NCD.

For Alpha-Fetoprotein:
* Add ICD-9-CM codes 571.42, 209.20, 209.21, 209.22, 209.23, 209.24, 209.25, 209.26, 209.27, and
209.29 to the list of ICD-9-CM codes covered by Medicare for the Alpha-Fetoprotein (190.25) NCD.

CPT codes, descriptors and other data only are copyright 1999 American Medical Association (or such other date of publication of CPT). All Rights Re-
served. Applicable FARS/DFARS apply. Current Dental Terminology, fourth edition (CDT) (including procedure codes, nomenclature, descriptors and

other data contained therein) is copyright by the American Dental Association. ©2002, 2004 American Dental Association. All rights reserved. Applicable
FARS/DFARS apply.

77 11-08



~ontinued from previ

* Delete ICD-9-CM cods V28.8 and V68.0 from the list of ICD-9-CM codes denied by Medicare for the
Alpha-Fetoprotein (190.25) NCD.

For Carcinoembryonic Antigen:

* AddICD-9-CM codes 209.00,209.01, 209.02, 209.03, 209.10, 209.11, 209.12, 209.13, 209.14, 209.15,
209.16,209.17,209.20, 209.21, 209.22, 209.23, 209.24, 209.25, 209.26, 209.27, and 209.29 to the list
of ICD-9-CM codes covered by Medicare for the Carcinoembryonic Antigen (190.26) NCD.

* Delete ICD-9-CM codes V28.8 and V68.0 from the list of ICD-9-CM codes denied by Medicare for
the Carcinoembryonic Antigen (190.26) NCD.

For Human Chorionic Gonadotropin:
* Delete ICD-9-CM codes V28.8 and V68.0 from the list of ICD-9-CM codes denied by Medicare for
the Human Chorionic Gonadotropin (190.27) NCD.

For Tumor Antigen by Immunoassay-CA125:
* Delete ICD-9-CM codes V28.8 and V68.0 from the list of ICD-9-CM codes denied by Medicare for
the Tumor Antigen By Immunoassay-CA125 (190.28) NCD.

For Tumor Antigen by Immunoassay-CA15-3/CA27.29:
* Delete ICD-9-CM codes V28.8 and V68.0 from the list of ICD-9-CM codes denied by Medicare for
the Tumor Antigen By Immunoassay-CA15-3/CA27.29 (190.29) NCD.

For Tumor Antigen by Immunoassay-CA19-9:
* Delete ICD-9-CM codes V28.8 and V68.0 from the list of ICD-9-CM codes denied by Medicare for
the Tumor Antigen By Immunoassay-CA19-9 (190.30) NCD.

For Prostate Specific Antigen (PSA):

*  AddICD-9-CM codes 599.70, 599.71, and 599.72 to the list of ICD-9-CM codes covered by Medicare
for the Prostate Specific Antigen (PSA) (190.31) NCD.

* Delete ICD-9-CM code 599.7 from the list of codes covered by Medicare for the Prostate Specific
Antigen (PSA) (190.31) NCD.

* Delete ICD-9-CM codes V28.8 and V68.0 from the list of ICD-9-CM codes denied by Medicare for
the (PSA) (190.31) NCD.

For Gamma Glutamyl Transferase:

¢ AddICD-9-CM codes 275.5,038.12,209.20,209.21, 209.22, 209.23, 209.24, 209.25, 209.26, 209.27,
209.29, 238.77, 558.41, 558.42, and 57.142 to the list of ICD-9-CM codes covered by Medicare for
the Gamma Glutamyl Transferase (190.32) NCD.

* Delete ICD-9-CM codes V28.8 and V68.0 from the list of ICD-9-CM codes denied by Medicare for
the Gamma Glutamyl Transferase (190.32) NCD.
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For Hepatitis Panel/Acute Hepatitis Panel:

* Add ICD-9-CM code 780.72 to the list of ICD-9-CM codes covered by Medicare for the Hepatitis
Panel/Acute Hepatitis Panel (190.33) NCD.

* Delete ICD-9-CM codes V28.8 and V68.0 from the list of ICD-9-CM codes denied by Medicare for
the Hepatitis Panel/Acute Hepatitis Panel (190.33) NCD.

For Fecal Occult Blood Test (FOBT):

* Add ICD-9-CM codes 209.4, 209.41, 209.42, 209.43, 209.5, 209.51, 209.52, 209.53, 209.54, 209.55,
209.56,209.57,209.00,209.01, 209.02, 209.03, 209.10, 209.11, 209.12, 209.13, 209.14, 209.15, 209.16,
209.17,530.13, 558.41, 558.42, 569.44, 571.42, and 780.72 to the list of ICD-9-CM codes covered by
Medicare for the Fecal Occult Blood Test (FOBT) (190.34 ) NCD.

* Delete ICD-9-CM codes V28.8 and V68.0 from the list of ICD-9-CM codes denied by Medicare for
the FOBT (190.34) NCD.

For All 23 NCDs (190.12-190.34):
* Add ICD-9-CM codes V28.81, V28.82, V28.89, V68.01, and V68.09 to the list of denied ICD-9-CM
codes for all 23 Lab NCDs.

Additional Information
The official instruction, CR 6213, issued to Palmetto GBA regarding this change may be viewed at
http://www.cms.hhs.gov/Transmittals/downloads/R1606CP.pdf.

If you have any questions, please contact our Provider Contact Center at our toll free number, 1-866-332-
7025.

CPT codes, descriptors and other data only are copyright 1999 American Medical Association (or such other date of publication of CPT). All Rights Re-
served. Applicable FARS/DFARS apply. Current Dental Terminology, fourth edition (CDT) (including procedure codes, nomenclature, descriptors and
other data contained therein) is copyright by the American Dental Association. ©2002, 2004 American Dental Association. All rights reserved. Applicable
FARS/DFARS apply.

79 11-08



Canaloplasty: CPT Code 0177T

Effective October 1, 2008, Palmetto GBA will cover transluminal dilation of aqueous outflow canal
(canaloplasty), with retention device or stent. The procedure is indicated for patients with primary open
angle glaucoma, pseudoexfoliative glaucoma, or pigmentary glaucoma when standard therapy has failed
to adequately control elevated intraocular pressure.
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Continuous Positive Airway Pressure (CPAP)
Therapy for Obstructive Sleep Apnea (OSA)

Note: This article was revised on October 16, 2008, to reflect changes to CR 6048, which CMS revised on
October 15, 2008. The CR release date, transmittal number, and the Web address for accessing CR 6048
were revised. In addition, some language in item 3, on page 3 was clarified. All other information remains
the same.

Provider Types Affected

Physicians, providers and suppliers submitting claims to Medicare contractors (carriers, Fiscal Intermediaries
(FIs), Part A/B Medicare Administrative Contractors (A/B MACs), and/or Durable Medical Equipment
(DME) MAC:s) for OSA-related services provided to Medicare beneficiaries.

Impact on Providers

Providers need to be aware that effective for claims with dates of service on and after March 13, 2008,
Medicare will allow for coverage of CPAP therapy based upon a positive diagnosis of OSA by home sleep
testing (HST), subject to the requirements of CR 6048.

Background

The Centers for Medicare & Medicaid Services (CMS) reconsidered its 2005 National Coverage
Determination (NCD) for CPAP Therapy for OSA to allow for coverage of CPAP based upon a diagnosis
of OSA by HST.

Medicare previously covered the use of CPAP only in beneficiaries who had been diagnosed with moderate to
severe OSA when ordered and prescribed by a licensed treating physician and confirmed by polysomnography
(PSG) performed in a sleep laboratory in accordance with Section 240.4 of the Medicare NCD Manual (see
the Additional Information section of this article for the official instruction and the revised section of the
NCD). Following the reconsideration of its coverage policy, CMS is revising the existing NCD on CPAP
therapy for OSA as well as allowing coverage of CPAP based on a positive diagnosis of OSA by HST,
subject to all the requirements of the new NCD, as outlined in CR 6048.

(Note that billing guidelines for capped rental equipment are contained in the Medicare Claims Processing
Manual, Chapter 20, Section 30.5, which is available at
http://www.cms.hhs.gov/manuals/downloads/clm104¢20.pdf.)

As part of the NCD, apnea is defined as a cessation of airflow for at least 10 seconds. Hypopnea is defined as
an abnormal respiratory event lasting at least 10 seconds with at least a 30% reduction in thoracoabdominal
movement or airflow as compared to baseline, and with at least a 4% oxygen desaturation. The apnea
hypopnea index (AHI) is equal to the average number of episodes of apnea and hypopnea per hour. The
respiratory disturbance index (RDI) is equal to the average number of respiratory disturbances per hour.
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Key Points of CR 6048

(1) Coverage of CPAP is initially limited to a 12-week period for beneficiaries diagnosed with OSA as
described below. CPAP is subsequently covered for those beneficiaries diagnosed with OSA whose
OSA improves as a result of CPAP during this 12-week period.

Note: DME Prosthetics, Orthotics, and Supplies (DMEPOS) suppliers are required to provide beneficiaries
with necessary information and instructions on how to use Medicare-covered items safely and effectively
(42 CFR 424.57(c)(12)). Failure to meet this standard may result in revocation of the DMEPOS supplier’s
billing privileges (42 CFR 424.57(d)).

e CPAP for adults is covered when diagnosed using a clinical evaluation and a positive:
o Polysomnography (PSG) performed in a sleep laboratory; or
o Unattended home sleep monitoring device of Type II; or
o Unattended home sleep monitoring device of Type III; or
o Unattended home sleep monitoring device of Type IV, measuring at least 3 channels

Note: In general, pursuant to 42 CFR 410.32(a), diagnostic tests that are not ordered by the beneficiary’s
treating physician are not considered reasonable and necessary. Pursuant to 42 CFR 410.32(b), diagnostic
tests payable under the Medicare physician fee schedule that are furnished without the required level of
supervision by a physician are not reasonable and necessary.

e Apositive test for OSA is established if either of the following criteria using the apnea-Hypopnea Index
(AHI) or Respiratory Disturbance Index (RDI) are met:
o AHI or RDI greater than or equal to 15 events per hour of sleep or continuous monitoring, or
o AHI or RDI greater than or equal to 5 and less than or equal to 14 events per hour of sleep or
continuous monitoring with documented symptoms of excessive daytime sleepiness, impaired
cognition, mood disorders or insomnia, or documented hypertension, ischemic heart disease, or
history of stroke.

As previously stated, the AHI is equal to the average number of episodes of apnea and hypopnea per
hour of sleep. The RDI is equal to the average number of respiratory disturbances per hour of continuous
monitoring. However, there is variability in the published medical literature about the definition of the events
that constitute a respiratory disturbance. The technology assessment that supported this NCD recognized
this variability and defined RDI in the context of the specific sleep test technology under review. For the
purposes of this NCD, a respiratory disturbance is defined in the context of the sleep test technology of
interest and does not require direct measurement of airflow. Local contractors will, as needed, determine,
based on their review of the published, peer-reviewed medical literature, the equivalent test result criteria
corresponding to the required AHI or RDI for Type IV devices measuring 3 or more channels that do not
measure AHI or RDI directly.

e The AHI or RDI is calculated on the average number of events of per hour. If the AHI or RDI is
calculated based on less than 2 hours of continuous recorded sleep, the total number of recorded events

— Continued on next page
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to calculate the AHI or RDI during sleep testing is at least the number of events that would have been
required in a 2-hour period.

e CMS is deleting the distinct requirements that an individual have moderate to severe OSA and that
surgery is a likely alternative.

e CPAP based on clinical diagnosis alone or using a diagnostic procedure other than PSG or Type II, Type
II1, or a Type IV HST measuring at least 3 channels is covered only when provided in the context of a

clinical study and when that study meets the standards outlined in the NCD manual revision attached
to CR 6048.

Medicare will process claims according to Coverage with Evidence Development (CED)/clinical trials
criteria at Section 310.1 of the NCD Manual and Chapter 32 and Sections 69.6-69.7 (Pub 100-04) of the
Medicare Claims Processing Manual. These manuals are available at
http://www.cms.hhs.gov/manuals/IOM/list.asp.

Note: The following HST portable monitoring G codes effective March 13, 2008, are provided for your
information only, are not included in the CPAP for OSA NCD at section 240.4 of the NCD Manual, and
do not necessarily convey coverage, which is determined at local contractor discretion.

HCPCS Long Description Short Description
Code
G0398 Home sleep study test (HST) with type II portable monitor, | Short Descriptor: Home

unattended; minimum of 7 channels: EEG, EOG, EMG, ECG/ | sleep test/type 2 Porta
heart rate, airflow, respiratory effort and oxygen saturation.

G0399 Home sleep test (HST) with type III portable monitor, | Short Descriptor: Home
unattended; minimum of 4 channels: 2 respiratory movement/ | sleep test/type 3 Porta
airflow, 1 ECG/heart rate and 1 oxygen saturation.

G0400 Home sleep test (HST) with type IV portable monitor, | Short Descriptor: Home
unattended; minimum of 3 channels sleep test/type 4 Porta

Additional Information
To see the official instruction (CR 6048) issued to your Medicare A/B MAC, FI , carrier, or DME MAC
visit http://www.cms.hhs.gov/Transmittals/downloads/R96NCD.pdf.

If you have questions, please contact our Provider Contact Center at our toll free number, 1-866-332-
7025.
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Manual Lymphatic Drainage Therapy

Providers are responsible for documenting the medical necessity of services performed in relation to
lymphedema therapy. The following information should be maintained to document the medical necessity
of services for lymphedema:

* A physician documented diagnosis of lymphedema

» Astatement as to the ability of the patient/caregiver to follow through with the continuation of treatment
on a long term home treatment plan; a history and physical which addresses the cause of the lymphedema
and any prior treatment;

* Symptoms that necessitate treatment

* Measurement of the body part/extremity prior to treatment;

* Report of the progress of the therapy including additional measurements, expected outcome of treatment
and the expected duration of treatment; and

* Response of the patient/caregiver to education and their ability to take over the responsibilities of the
treatments.

Palmetto GBA has determined that there is insufficient evidence-based peer-reviewed literature to conclude
that the technique known as manual lymphatic drainage therapy improves health outcome for diagnoses
other than the treatment of lymphedema (ICD-9 codes 457.0, 457.1, and 757.0). When lymphedema is
documented, manual drainage therapy may be submitted with CPT code 97140. Manual lymphatic drainage
therapy performed for other diagnoses is not considered reasonable and necessary for the treatment of
Medicare patients and is not billable to Medicare under any existing CPT or HCPCS codes.

CPT codes, descriptors and other data only are copyright 1999 American Medical Association (or such other date of publication of CPT). All Rights Re-
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Medical Director’s Desk Robert R. Kamps, M.D.

New and revised Local Coverage Determinations (LCDs) will be published or referenced in this section of
the Medicare Advisory. LCDs contain only “reasonable and necessary” information. LCDs will not contain
statutory exclusions, coding provisions, or National Coverage Determinations (NCDs). LCDs may have an
accompanying article to explain coding guidelines needed to submit the claim. The Internet-Only Manual
(IOM) needs to be referenced for the most current guidelines from CMS. The IOM can be viewed on the
CMS Web site at http://www.cms.hhs.gov/manuals.

Within each policy, we include all applicable CPT procedure codes and ICD-9 diagnosis codes. We will
publish or reference a revised policy when Medicare coverage is revised. However, we do not publish
revised medical policies solely to update a CPT procedure or ICD-9 diagnosis code that has been revised
or deleted. It a CPT or ICD-9 code is deleted and replaced with a new code, the medical policy in effect
will apply to the new code. Our claims processing system will be updated with these coding changes as
necessary. If you have any questions concerning a coding change, please contact the Medicare Part B
Provider Call Center at 1-866-332-7025.

Providers will need to review the LCD revisions that are referenced in the LCD Updates chart. The entire
revised LCD can be accessed on our Web site at http://www.PalmettoGBA.com/boh/lcd for Ohio or
http://www.PalmettoGBA.com/bwv/lcd for West Virginia. New or revised LCDs that result in coverage
restrictions will become effective 45 days after publishing the information either in the Medicare Advisory
or on the Web site. The Palmetto GBA Web site also contains the articles listing the coding guidelines for
the LCDs. National coverage which includes NCDs and coverage provisions in interpretative manuals
that have been assigned specific CPT/HCPCS codes and ICD-9 codes by this contractor are also listed on
the Ohio/ West Virginia Palmetto GBA Web site. NCDs, LCDs and related articles are also posted on the
CMS Web site at: http://www.cms.hhs.gov/coverage.

The Centers for Medicare & Medicaid Services (CMS) requires contractors to review all LCDs annually to
ensure the LCDs remain accurate and up to date. We also review statistics to evaluate LCD effectiveness
as well as whether or not we are noting any aberrant billing practices. When statistics reveal that we are
not having a generalized problem with the codes that are listed in a LCD, we can elect to retire the LCD.
When LCDs are retired, the services are still covered and any related NCDs or coverage listed in the IOM
will continue to apply. Although a policy may be retired, services must still be “medically reasonable and
necessary” (Title XVIII of the Social Security Act, section 1862(a)(1)(A)). The medical necessity for services
provided must still be documented in the medical record. Claims submitted for services on or after the date
the policy is retired, remain subject to monitoring by claims review, data analysis and periodic reviews.
These reviews may result in Progressive Corrective Action (PCA) studies, followed by education and more
intense audits of specific providers. Additionally, if data analysis shows widespread inappropriate billings,
the Local Coverage Determination may be considered for reinstatement.

— Continued on next page
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Local Coverage Determination Updates

LCD Change Effective
Date

Non-covered | Revision Made: Removal of CPT code 0177T. 10/01/2008
Category III CPT
Codes
2007-01LR5
Chemotherapy & | Revision Made: Addition of ICD-9 codes 173.0-173.9, 183.5, 183.9, | 10/01/2008
Biologicals and 239.2 as supporting medical necessity for HCPCS code J9350
2002-29LR45 Topotecan, addition of ICD-9 codes 150.0-150.9, 158.0, 158.8, 158.9,

179, 180.0, 180.1, 180.8, 180.9, 182.0, 182.1, 182.8, and 238.1 as

supporting medical necessity for HCPCS code J9178 Epirubicin,

addition of ICD-9 codes 147.0-147.3, 147.8, 147.9, 149.0, 149.1,

149.9, 164.0, 171.0, 171.2, 171.3, 171.5, 171.8, 171.9, 179, 180.0,

180.1, 180.8, 180.9, 185, 212.6, 233.7, 235.1, 238.1, 239.0-239.2,

239.6, 239.8, and 239.9 as supporting medical necessity for J9201

Gemcitabine, addition of ICD-9 codes 158.0, 158.8, 158.9, 171.0,

171.2,171.3,171.5, 171.8, 171.9, 179, 182.1, 182.8, 183.3-183.5,

183.9,199.0,199.1, 233.7,235.1,238.1, 239.0-239.2, 239.6, 239.8,

and 239.9 as supporting medical necessity for J9170 Docetaxel.

— Continned on next page
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LCD Change Effective
Date

Chemotherapy & | Revision Made: Addition of ICD-9 codes as supporting medical | 11/01/2008
Biologicals necessity per NCCN compendia; J9263 (Oxaliplatin) ADD: 150.0-
2002-29LR46 150.9, 157.0-157.3, 157.8, 157.9, 183.0-183.9, 186.0, 186.9,
200.30-200.38, 200.40-200.48, 200.70-200.78, 202.01-202.08,
202.80-202.88. J9181 & J9182 (Etoposide) ADD: 162.0, 164.0,
173.0-173.9, 183.3-183.5,203.10, 203.80, 212.6, 238.6, 239.0-239.2,
239.6,239.8,239.9. J9000 (Doxorubicin HCL) ADD: 158.0, 158.8,
158.9,162.0, 179, 182.1, 182.8,203.10,203.80,211.7,212.6,233.7,
238.1, 238.6, 239.2, 998.9, V23.89. J9001 (Doxorubicin HCL all
lipid formulations) ADD: 158.0, 171.0, 171.2, 171.3, 171.5, 171.8,
171.9, 201.40-201.48, 201.50-201.58, 201.60-201.68, 201.70-
201.78, 201.90-201.98, 202.10-202.18, 202.20-202.28, 203.10,
203.80, 238.1, 238.6. J9035 (Bevacizumab) ADD: 183.0, 183.2-
183.5, 183.8, 183.9. J9045 (Carboplatin) ADD: 164.0, 183.3-183.5,
212.6,233.7, 235.1, 235.6, 239.0-239.2, 239.6, 239.8, 239.9.
J9055 (Cetuximab) ADD: 162.0, 162.2-162.5, 162.8, 162.9, 173.0,
235.1,235.6. J9070-J9097 (Cyclophosphamide) ADD: 162.0, 183.3-
183.5,202.20-202.28,203.10, 203.80, 212.6, 238.6, 998.9, V23.89.
J9190 (Fluorouracil) ADD: 164.0, 199.0, 199.1, 211.7,212.6, 232.0-
232.9,235.1,235.6,239.0-239.2,239.6, 239.8, 239.9, 702.0, 998.9,
V23.89. 19206 (Irinotecan HCL) ADD: 183.0, 183.2-183.5, 183.8,
183.9. J9208 (Ifosfamide) ADD: 158.0, 158.8, 158.9, 162.0, 173.0,
179, 180.0, 180.1, 180.8, 180.9, 182.1, 182.8, 183.3-183.5, 201.40-
201.48, 201.50-201.58, 201.60-201.68, 201.70-201.78, 201.90-
201.98, 212.6, 235.1, 238.1. J9209 (Mesna) ADD: 158.0, 158.8,
158.9, 162.0, 179, 182.1, 182.8, 238.1. J9060 & J9062 (Cisplatin)
ADD: 183.3-183.5,201.40-201.48,201.50-201.58, 201.60-201.68,
201.70-201.78,201.90-201.98, 203.00, 203.10, 203.80, 212.6, 233.7,
235.1,235.6,273.3, 238.6, 239.0-239.2,239.6, 239.8, 239.9. 19265
(Paclitaxel) ADD: 162.0, 164.0, 171.0, 171.2, 171.5, 171.9, 173.0,
179, 182.1, 182.8, 183.3-183.5 212.6, 233.7, 235.1, 235.6, 239.0-
239.2,239.6,239.8,239.9. 19305 (Pemetrexed) ADD: 162.0, 164.0,
212.6. J9390 (Vinorelbine tartrate) ADD: 158.0, 158.8, 158.9, 171.0,
171.2,171.3, 171.5, 171.9, 183.9.
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MEDICARE

Part A Intermediary
Part B Carrier

Palmetto GBA.

MEDICARE PUBLICATIONS SUBSCRIPTION FORM
Subscription: October 2008 through September 2009

Please type or print legibly.

NAME

PRACTICE OR BUSINESS NAME

ADDRESS

CITY

STATE 71pP

AREA CODE & PHONE NUMBER

D Yes, [ want to stay current with Medicare Part B developments. My $100.00 payment for a twelve-month
subscription to Medicare Advisories and Special Bulletins is enclosed.

Please make your check or money order payable to:
PALMETTO GBA
Complete this form and send it and your $100 payment to:

ATTN DALE BATES / DISCLOSURE
MEDICARE PART B SUBSCRIPTIONS
PALMETTO GBA

PO BOX 182934

COLUMBUS OH 43218 —2934

If you want to receive more than one subscription, please copy this form and submit a separate form
for each subscription. Thank you.

CPT codes, descriptors and other data only are copyright 1999 American Medical Association (or such other date of publication of CPT). All Rights Re-
served. Applicable FARS/DFARS apply. Current Dental Terminology, fourth edition (CDT) (including procedure codes, nomenclature, descriptors and
other data contained therein) is copyright by the American Dental Association. ©2002, 2004 American Dental Association. All rights reserved. Applicable
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Redetermination/Reopening Request For Medicare
CMJ/ Part B Claims For Ohio & West Virginia

mhm&mm/ Requests must be filed within 120 days of the date of initial determination.

If you received a Medicare Redetermination on this claim DO NOT use this form to request further
appeal. Your next level of appeal is a Reconsideration by a Qualified Independent Contractor (QIC). Use
the form with your decision letter or use the appropriate reconsideration request form found on our Web
site at http://www.PalmettoGBA.com/boh/forms (Ohio) or http:/www.PalmettoGBA.com/bwv/forms
(West Virginia).

If you received message MA-130 on the Medicare Remittance Notice for this claim, no appeal or reopening
rights are available. Please submit a NEW claim with the appropriate corrections.

General Information
*Patient’s name: * Indicates required fields.

Provider Name:

*Health Insurance Claim (HIC) number:
Billing provider number:

Claim Number (ICN): Provider Phone Number:
Who are you:
Date of initial determination: ___ Provider
*Date of Service: __ Provider’s 1Il{Iei/}i)rzs.entative
. Patient with Medicare
“CPT code(s): __ Patient’s Representative
ICD-9 code(s): ~ Other
Billed Charge: _
___This is a Reopening for:
__Incorrect unit(s) __Procedure code(s) ___Diagnostic code(s)
__Inaccurate data entry __ Computer error(s) __ Other, please specify below

___Incorrect data items, such as provider identifiers, use of modifier or date of service

___Thisis a Redetermination; the following must be submitted with the appeal request, if applicable:

__Remittance Notice (please attach) ~ Medical Necessity Statement __ Radiology Report
___Advance Notice Statement ___Office Notes ___Treatment Plan
__Claim Copy ___Operative Report

Reason for request:

* Requestor (signature required); Current Date:

(First initial & full last name)
Name of Requestor:

Palmetto GBA,

(Please print) Medicare Appeals, QA-555
Name: P.O. Box 182933
Address: Columbus, OH 43218-2933
City: State: Zip Code:

Phone Number:

CPT codes, descriptors and other data only are copyright 1999 American Medical Association (or such other date of publication of CPT). All Rights Re-
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MEDICARE
CM 5 Part A Intermediary
Part B Carrier
CENTERS for MEDICARE & MEDICAID SERVICES

Reconsideration Request Form - QIC North (Ohio)

Directions: If you wish to appeal a redetermination decision, please fill out the required information below and mail this form
to the address shown below. At a minimum, you must complete/include information for items 1, 2a, 6, 7, 11, & 12 but to help
us serve you better, please include a copy of the redetermination notice with your reconsideration request.

FCSO QIC Part B North
PO Box 45208
Jacksonville, FL: 32232-5208

1. Name of Beneficiary:

2 a. Medicare Number:

b.  Claim Number (ICN/DCN, if available):

(The appeal number can be found on the redetermination decision letter after “In Any Inquiry Refer To™)

3. Provider Name & Number:

4. Person Appealing: ~ Beneficiary __ Provider of Service _ Representative

5. Address of Person Appealing:

6. Item or service you wish to appeal:

7. Date of service: From / / To / /

8. Does this appeal involve an overpayment?  Yes  No

9. Why do you disagree? Or, what are your reasons for your appeal? (Attach additional pages,
if necessary.)

10.  You may also include any supporting material to assist your appeal. Examples of supporting ma-
terials include:
__ Copy of Claim __Medical Records _ Office Notes / Progress Notes

_Certificate of Medical Necessity _ Treatment Plan

11. Printed Name of Person Appealing:

12. Signature of Person Appealing: Date:

13. Phone Number of Person Appealing:

Contractor Number: 00883

Palmetto GBA —Ohio Medicare Part B Carrier
Post Office Box 182934 « Columbus, Ohio « 43218-2934
Beneficiary Service Center: (800) MEDICARE -« Provider Service Center: (866) 332-7025
A CMS Contracted Intermediary and Carrier

CPT codes, descriptors and other data only are copyright 1999 American Medical Association (or such other date of publication of CPT). All Rights Re-
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CMJ Part A Intermediary
Part B Carrier

mvmfum&mmmm'

Reconsideration Request Form - QIC South (West Virginia)

Directions: If you wish to appeal a redetermination decision, please fill out the required information below and mail this form
to the address shown below. At a minimum, you must complete/include information for items 1, 2a, 6, 7, 11 & 12 but to help
us serve you better, please include a copy of the redetermination notice with your reconsideration request.

Q2 Administrators, LL.C Part B South Operations
PO Box 183092
Columbus, Ohio 43218-3092

1. Name of Beneficiary:

2 a. Medicare Number:

b.  Claim Number (ICN/DCN, if available):

(The appeal number can be found on the redetermination decision letter after “In Any Inquiry Refer To™)

3. Provider Name & Number:

4. Person Appealing: ~_ Beneficiary _ Provider of Service ~_ Representative

5. Address of Person Appealing:

6. Item or service you wish to appeal:

7. Date of service: From / / To / /

8. Does this appeal involve an overpayment?  Yes _ No

9. Why do you disagree? Or, what are your reasons for your appeal? (Attach additional pages,
if necessary.)

10.  You may also include any supporting material to assist your appeal. Examples of supporting ma-
terials include:
___ Copy of Claim ___Medical Records _ Office Notes / Progress Notes

__ Certificate of Medical Necessity _ Treatment Plan

11. Printed Name of Person Appealing:

12. Signature of Person Appealing: Date:

13. Phone Number of Person Appealing:

Contractor Number: 00884

Palmetto GBA — West Virginia Medicare Part B Carrier
Post Office Box 182934 « Columbus, Ohio » 43218-2934
Beneficiary Service Center: (800) MEDICARE -« Provider Service Center: (877) 332-7025
A CMS Contracted Intermediary and Carrier

CPT codes, descriptors and other data only are copyright 1999 American Medical Association (or such other date of publication of CPT). All Rights Re-
served. Applicable FARS/DFARS apply. Current Dental Terminology, fourth edition (CDT) (including procedure codes, nomenclature, descriptors and
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CMS Offers FREE Medicare Training for Providers

CMS Web Training

The Centers for Medicare & Medicaid Services (CMS) has launched a series of education and training
programs designed to leverage emerging Internet and satellite technologies to offer just-in-time training
to Medicare providers and suppliers throughout the United States. Many of these programs include free,
downloadable computer/Web based training courses. These courses are also available on CD-ROM.

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

Palmetto GBA Medicare Customer Information and Outreach

Important Telephone Numbers FREE Training Available
Provider Contact Center To request a Medicare Provider Education meeting/
1-866-332-7025 CSR (Toll-Free) seminar at no cost to you, complete and fax the form
1-877-567-9232 IVR (Toll-Free) located on the http://www.PalmettoGBA.com/boh/Forms
FAX (614) 473-6805 or http://www.PalmettoGBA.com/bwv/Forms. You may

also contact 1-877-567-9232 (Toll-Free).
TTY 1-877-391-9739
Palmetto GBA
Provider Enrollment Support Line 4249 Easton Way

1-866-308-5439 Columbus, OH 43219

Electronic Data Interchange (EDI)
Technical Support

1-866-308-5438 http://www.PalmettoGBA.com

Telephone Reopenings Important Sources For You
1-866-308-5441 e http://www.cms.hhs.gov
Medicare Fraud Hotline *  http://www.cms.hhs.gov/MLNGenlInfo
1-888-619-5316 *  http://www.cms.hhs.gov/CMSforms/CMSforms/list,
Medicare Beneficiary Call Center el

e http://www.cms.hhs.gov/QuarterlyProviderUpdates
*  http://www.cms.hhs.gov/MedicareProviderSupEnroll/

1-800-MEDICARE (1-800-633-4227)

TTY 1-877-486-2048
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