
NOTE: Should you have landed here as a result of a search engine (or 
other) link, be advised that these files contain material that is copyrighted 
by the American Medical Association. You are forbidden to download 
the files unless you read, agree to, and abide by the provisions of the 
copyright statement. Read the copyright statement now and you will 
be linked back to here. 

http://www.palmettogba.com/viewamalicense
http://www.palmettogba.com/viewamalicense


http://www.PalmettoGBA.com




New Year, New Medicare Options for Patients
 

In addition to the many changes in Medicare for 2008, many patients have elected new plans for their 
Medicare benefi ts.  Please follow these tips to ensure that your Medicare claims are processed smoothly 
into the New Year. 

•	 	 The Palmetto GBA IVR can now provide information on Medicare Advantage (MA) plan enrollment and 
the name of the specific plan.  Call the IVR at 877-567-9232. Important: please verify this information 
with your patients directly, since there can be delays in updating the eligibility fi le (Common Working 
File) when a patient changes plans. 

• 	 	 Consider asking patients, even established ones, to provide their “insurance cards.” Patients that enroll 
in MA plans still have their traditional red, white and blue Medicare cards.  Asking for all insurance 
cards increases the chances that you will be able to identify and file your claim with the correct plan. 

• 	 	 Please keep in mind that submitting a claim is not the best way to verify a patient’s enrollment.  There 
can be a lag time between the effective date of a patient’s change in coverage (e.g., from traditional 
Medicare to an MA Plan) and Medicare records being updated.  Checking eligibility before you fi le a 
claim helps prevent overpayments and delays in reimbursement. 

• 	 	 If a patient insists that his Medicare coverage is wrong (he believes he should have traditional Medicare 
and not an MA Plan), the patient must call 1-800-MEDICARE to correct his enrollment. 

Resources: 
• 	 	To access the MA Plan Directory and CMS instructions for MA Plans, refer to the CMS Web site: 

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

Notice of New Interest Rate for Medicare 
Overpayments & Underpayments: 

2nd Update FY 2008 
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 12.125 percent effective January 18, 2008. 
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Have a Medicare Question?
 

Chances are, the answer is easily accessible on the Palmetto GBA Web site.  Go directly to the Ohio or 
West Virginia home page to search within each specifi c state: 

• 			Ohio: http://www.PalmettoGBA.com/boh 

• 			West Virginia: http://www.PalmettoGBA.com/bwv 

We welcome your questions via e-mail.  If you e-mail us with a specific question, please follow these tips 
so that we can respond completely to your issue: 

• 	 	Try the Palmetto GBA Web site fi rst.  If you cannot locate the information you need, let us know by 
clicking on the “Web site feedback” link from the Ohio or West Virginia Tools section.  Our goal is to 
put the information you need at your fi ngertips. 

• 	 	Please include your name and telephone number.  We may need to contact you in order to clarify the 
issue. 

• 	 	Please include as much detail as possible. If you are asking about whether Palmetto GBA covers a 
service, for example, let us know the type of provider, place of service, CPT or HCPCS code, etc. 
Providing more specific information allows us the opportunity to ensure our response addresses your 
needs. 

• 	 	 If your question is in reference to a specific claim, we suggest that you call the Provider Contact Center 
at 877-567-9232 so that we can respond more quickly. 

•	 	 If your question requires an immediate response, please call the Provider Contact Center.  More complex 
issues may take more time; however, we are generally able to respond more quickly to your calls than 
to e-mail. 

• 	 	 It may take up to 45 days to respond to your e-mail question. Please know that we are committed to 
responding as accurately and completely as possible, and we address all questions in the order in which 
they are received. Due to the volume of questions we receive, we ask your patience so that we can give 
each question the time and attention required. 

• 	 	Please do not submit any personally identifiable information, including Medicare Health Insurance 
Claim Numbers (HIC), via e-mail. 
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Need a Quick Answer?
 

If you need a quick answer to your Medicare question, you may be able to find it more quickly on the 
Palmetto GBAWeb site than if you call the Provider Contact Center.  With our upgraded search capabilities, 
a simple search from the Ohio or West Virginia home pages takes only seconds.  Use these shortcuts to go 
directly to your state-specifi c information: 

• Ohio: http://www.PalmettoGBA.com/boh 

• West Virginia: http://www.PalmettoGBA.com/bwv 

Based on your telephone calls to us during December 2007, we know that your top questions include 
these: 

Question Resources 
Is my patient enrolled in a Medicare 
Advantage plan (HMO)? 

The Palmetto GBA IVR can now tell you if a patient is enrolled in 
a Medicare Advantage plan and the name of the plan.  

Important: please verify this information with your patients 
directly, since there can be delays in updating the eligibility fi le 
(Common Working File) when a patient changes plans through 
Social Security. 

Is Medicare primary or secondary 
for my patient? 

Before calling, verify the patient’s insurance information, then use 
the Palmetto GBA MSP Lookup tool to find out whether Medicare 
should be primary or secondary.  Access the tool directly from the 
Ohio or West Virginia home page. 

Important: if changes are needed in a patient’s insurance records 
through Medicare, please ask the patient to contact the Coordination 
of Benefi ts Contractor at 1-800-999-1118. 

My claims are being denied or 
rejected due to NPI problems-
why? 

Please access the NPI Resource link on the Palmetto GBA Web site 
for information on specific NPI questions. 

Continued on next page 
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Continued from previous page 
 


Question Resources 
Why was I paid less than the fee 
schedule amount? 

Reimbursement can be reduced for many reasons, including: 
• The Correct Coding Initiative (bundling) 
• Multiple procedure reductions for some surgeries, imaging 

studies, and other diagnostic procedures 
• The global surgical package reimbursement 
• Mental health related services 

For detailed information about these and other reasons for reduced 
reimbursement, refer to the FAQ located on the Palmetto GBAWeb 
site “Why was my payment reduced or denied?” 

The IVR says my claim is not on 
file.  Will you verify that? 

Palmetto GBA representatives and the IVR use the same computer 
system to verify receipt of your claim. Because the status of your 
claim is available through the IVR, CSRs are unable to assist with 
these questions. 

Tip: if you have submitted multiple claims for the same service, 
follow the steps. 
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National Provider Identifier (NPI): How to 
 

Handle for Ordering/Referring and Attending/
 


Operating/Other/Service Facility
 

Note: This article was revised on December 18, 2007, to add DME MACs as affected providers.  In 
addition, references to CR5328, CR5416 and CR4169 at the end of the article were removed. These CRs 
were incorrect. All other information remains unchanged.  

What Providers Need to Know 
Be cognizant of the fact that in accordance with the NPI final rule, when an identifier is reported on a claim 
for ordering/referring/attending provider, operating/other/service facility provider, or for any provider that 
is not a billing, pay-to or rendering provider, that identifi er must be an NPI. For Medicare purposes, 
this means that submission of an NPI for an ordering/referring provider is mandatory effective May 
23, 2008. Legacy numbers cannot be reported on any claims sent to Medicare on or after May 23, 
2008. 

Medicare has always required that a provider identifier be reported for ordering/referring providers. Effective 
May 23, 2008, that number must be an NPI, regardless of whether that referring or ordering provider 
participates in the Medicare program or not or is a covered entity.  

Key Points 
• 	 	Medicare will not pay for referred/ordered services or items unless the name and NPI number of the 

referring/ordering/attending/operating/other/service facility provider is on the claim. 
• 	 	 It is the responsibility of the claim/bill submitter to obtain the ordering/referring/attending/operating/ 

other/service facility NPI for health care providers. 
• 	 Providers whose business is largely based upon provision of services or items referred/ordered by 

other providers must be careful furnishing such services/items unless they fi rst obtain the NPI of the 
referring/ordering individual. If they furnish services/items and do not obtain that person’s NPI prior 
to billing Medicare, their claim will be denied. 

•	 	 If the NPI is not directly furnished by the ordering/referring provider at the time of the order, the provider 
expected to furnish the services or items should contact that provider for his/her NPI prior to delivery 
of the services/items. 

• 	 	 Providers who have not obtained an NPI by May 23, 2008, are not permitted to refer/order services or 
items for Medicare benefi ciaries. 

• 	 	Legacy numbers, such as provider identification numbers (PINs) or unique physician identifi cation 
numbers (UPINs), cannot be reported on any claims sent to Medicare on or after May 23, 2008. 

• 	 	Physicians and the following non physician practitioners are the only types of providers allowed to 
refer/order services or items for benefi ciaries: 
• 	 	 Nurse practitioners (NP); 
• 	 	 Clinical nurse specialists (CNS); 
• 	 Physician assistants (PA); and  
 
• 	
Certified nurse midwives (CNM). 

Continued on next page 
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National Provider Identifier (NPI): Ordering/
 

Referring & Attending/Operating/Other/
 


Service Facility for Medicare Claims
 


Provider Action Needed 
Impact to You 
Effective with claims received on or after May 23, 2008, Medicare will not pay for referred or ordered 
services or items; unless the fields for the name and NPI of the ordering, referring and attending, operating, 
other, or service facility providers are completed on the claims. 

What You Need to Know 
CR 5890, from which this article is taken, provides that it is the claim/bill submitter‘s responsibility to 
obtain the ordering, referring and attending, operating, other, service facility providers, or purchased service 
providers NPIs for claims. Further, it requires that the provider or supplier who is furnishing the services 
or items, after unsuccessfully attempting to obtain the NPI from these providers; report their own name 
and NPI in the ordering/referring/attending/operating/other/service facility provider/purchased service 
provider fields of the claims. 

What You Need to Do 
Make sure that your billing staffs are aware of this requirement to place the “furnishing” provider or supplier’s 
name and NPI in the appropriate fields and to use your name and NPI if those of the ordering/referring and 
attending/operating/other/service facility provider/purchased service providers are not obtainable. 

Background 
The Administrative Simplification provisions of the Health Insurance Portability and Accountability Act 
of 1996 (HIPAA) mandate the adoption of a standard unique health identifier for each health care provider. 
The National Provider Identifier (NPI) final rule (45 CFR Part 162, CMS-045-F), published on January 23, 
2004, established the NPI as this standard; and mandates that all entities covered under HIPAA (including 
health care providers) comply with the requirements of this NPI final rule.  

Medicare previously required a unique physician identification number (UPIN) be reported on claims for 
any ordering, referring/attending, operating, other, and service facility providers (i.e., or for any provider 
that is not a billing, pay-to, or rendering provider). Further, in accordance with the NPI final rule; effective 
May 23, 2008, when reported on a claim, the identifier for such a provider must be an NPI, regardless of 
whether the provider is a covered entity, or participates in the Medicare program. Therefore, Medicare will 
not pay for referred or ordered services, or items, unless the name and NPI number of the ordering, 
referring and attending, operating, other, or service facility provider are on the claim. 

Continued on next page 
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Individuals Authorized Access to CMS Computer 
 

Services: Provider Community (IACS-PC): 
 


Second In A Series of IACS Articles 
 

Note: This article was revised on January 15, 2008, to add another question and answer to empha­
size that potential users should only register once in IACS. 

This article contains: 
• 	 	4 questions and answers about the registration process for provider organizations. (See NOTE 

below.) 
• 	 	Links to the Quick Reference Guides for completing the registration process for provider organizations. 

(See NOTE below.) 

NOTE: For purposes of the IACS-PC, “Provider Organizations” include individual practitioners who will 
delegate IACS-PC work to staff as well as their staff using IACS-PC. 

Provider Types Affected 
Physicians, providers, and suppliers (collectively referred to as providers) who submit fee-for-service 
claims to Medicare contractors (carriers, fiscal intermediaries (FIs), Regional Home Health Intermediaries 
(RHHIs), and Medicare Administrative Contractors (A/B MACs)).  

Special Note for Durable Medical Equipment, Prosthetics, Orthotics, and Supplies (DMEPOS) 
suppliers. Do not register for IACS -PC at this time. DMEPOS suppliers may want to review the fi rst 
MLN Matters article in this new series on IACS-PC, which can be found at 
http://www.cms.hhs.gov/MLNMattersArticles/downloads/SE0747.pdf. 

Provider Action Needed 
Even though these new Internet applications are not yet available, CMS recommends that providers take the 
time now to set up their online account so they can access these applications as soon as they are available. 
The first step is for the provider and/or appropriate staff to register for access through a new CMS security 
system known as the Individuals Authorized Access to CMS Computer Services - Provider Community 
(IACS-PC). 

What Providers Need to Know 
In the near future, the CMS will be announcing new online enterprise applications that will allow Medicare 
fee-for-service providers to access, update, and submit information over the Internet. CMS enterprise 
applications are those hosted and managed by CMS and do not include FI/Carrier/MAC Internet applications. 
Details of these provider applications will be announced as they become available. 

Registering in IACS-PC 

Continued on next page 

The provider community is the first in a series of IACS communities which are the front-door to protecting 
and allowing access to CMS enterprise applications. Communities are comprised of groups of users who 
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Individuals Authorized Access to CMS Computer 
 

Services - Provider Community (IACS-PC): The 
 


Third in a Series of Articles on the IACS-PC  
 

This article contains 3 steps to accessing a CMS Enterprise Provider Application including how to 
request a provider application role in IACS-PC (See step 2). 

Provider Action Needed 
CMS enterprise applications to be made available via the web soon include the Provider Enrollment, Chain 
and Ownership System (PECOS) and the Provider Statistical and Reimbursement Report (PS&R) System. 
Even though these new Internet applications are not yet available, CMS recommends that providers take the 
time now to set up their online account so they can access these applications as soon as they are available. 
The first step is for the provider or appropriate staff to register for access through a new CMS security 
system known as the Individuals Authorized Access to CMS Computer Services - Provider Community 
(IACS-PC). 

What Providers Need to Know 
In the near future, the CMS will be formally announcing new online enterprise applications that will allow 
Medicare Fee-For-Service (FFS) providers to access, update, and submit information over the Internet.  

CMS enterprise applications are those hosted and managed by CMS and for the most part do not include 
internet applications offered by FI/carrier/MAC. Details of these provider applications will be announced 
as they become available. 

The first article in this series provided an overview of the IACS-PC registration process as well as registration 
instructions for Security Officials (SOs) and individual practitioners. This article can be found at 
http://www.cms.hhs.gov/MLNMattersArticles/downloads/SE0747.pdf. 

The second article addressed questions and gave remaining instructions for registering provider organizations 
including registering as a Backup Security Official (BSO), User Group Administrator (UGA), and End 
User (EU). It also discussed approving user requests. This article can be found at 
http://www.cms.hhs.gov/MLNMattersArticles/downloads/SE0753.pdf. 

Note: IACS Provider Community (IACS-PC)  includes individual practitioners who will be working on 
their own accord and will not have any other company staff (they may have surrogates or “contractors” 
who are not their employees  which they may contract with to work on their behalf), and also includes 
“Provider Organizations” defined in IACS  as practices, groups, single and multi-specialty offi ces etc. 
where the provider may have additional staff in IACS and delegate IACS-PC work to staff as well as their 
staff using IACS-PC. 

Continued on next page 
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Pre-administration-Related Services Associated 
 

with Intravenous Immune Globulin (IVIG) 
 


Administration: CY 2008 Payment Extended 
 


Provider Action Needed 
STOP – Impact to You 
In 2006 and 2007, Medicare made a separate payment to physicians and hospital outpatient departments for 
pre-administration-related services associated with administration of IVIG, Healthcare Common Procedure 
Coding System (HCPCS) code G0332. 

CAUTION – What You Need to Know 
CR 5713, from which this article was taken, states that the Centers for Medicare & Medicaid Services 
(CMS) is extending the temporary IVIG pre-administration-related services payment to hospital outpatient 
departments and physicians that administer IVIG through calendar year (CY) 2008. This IVIG pre-
administration service can only be billed by the physician or outpatient hospital providing the IVIG infusion 
once per patient per day of IVIG administration. For services on or after January 1, 2008, the service must 
be billed on the same claim form as the IVIG product (HCPCS codes J1566, J1568, J1569, J1561 and/or 
J1572) and have the same date of service as the IVIG product and a drug administration service. 

GO – What You Need to Do 
Make certain that your billing staff is aware of these billing requirements. 

Background 
Under Section 1861(s)(1) and 1861(s)(2), Medicare Part B covers IVIG administered by physicians in 
physician offices and by hospital outpatient departments. More specifically, when you administer IVIG 
to a Medicare beneficiary in the physician office or hospital outpatient department, Medicare makes 
separate payments to the physician or hospital for both the IVIG product itself and for its administration 
via intravenous infusion. 

This payment is for the additional pre-administration-related services required to locate and acquire adequate 
IVIG product during this current period where there may be potential market issues. 

As a reminder, here are some important details that you should know:  

• 	 	 The policy and billing requirements concerning the IVIG pre-administration-related services payment 
are the same in 2008 as they were in 2007 and 2006. 

• 	 	 This IVIG pre-administration service payment is in addition to Medicare’s payments to the physician 
or hospital for the IVIG product itself and for its administration by intravenous infusion. 

• 	 Medicare Carriers, FIs, or A/B MACs will pay for these services, that are provided in a physician 
office, under the physician fee schedule; and FIs or A/B MACs will pay for them under the outpatient 
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Quarterly Average Sales Price (ASP) Medicare 
 

Part B Drug Pricing Files: January 2008 
 


& Revisions to Prior Pricing Files 
 


What You Need to Know 
CR 5852, from which this article is taken, instructs Medicare contractors to download and implement the 
January 2008 Average Sales Price (ASP) drug pricing file for Medicare Part B drugs; and if released by 
CMS, also the revised January 2007, April 2007, July 2007, October 2007, April 2006, July 2006, and 
October 2006 fi les. 

Background 
Section 303(c) of the Medicare Modernization Act of 2003 revised the payment methodology for Part B 
covered drugs and biologicals that are not paid on a cost or prospective payment basis. Beginning January 
1, 2005, the vast majority of drugs and biologicals not paid on a cost or prospective payment basis are 
paid based on the average sales price (ASP) methodology, and pricing for compounded drugs has been 
performed by the local contractor.   

Additionally, beginning in 2006, all end-stage renal disease (ESRD) drugs (that both independent and 
hospital-based ESRD facilities furnish), as well as specified covered outpatient drugs, and drugs and 
biologicals with pass-through status under the Outpatient Prospective Payment System (OPPS), are paid 
based on the ASP methodology.   

The ASP methodology is based on quarterly data that drug manufacturers submit to the Centers for Medicare 
& Medicaid Services (CMS), which CMS then provides (quarterly) to Medicare contractors (carriers, DME 
MACs, FIs, A/B MACs, and/or RHHIs) through the ASP drug pricing files for Medicare Part B drugs. 
As announced in late 2006, CMS has been working further to ensure that accurate and separate payment 
is made for single source drugs and biologicals as required by Section 1847A of the Social Security Act. 
As part of the effort to ensure compliance with this requirement, CMS has also reviewed how the terms 
“single source drug,” “multiple source drug,” and “biological product” have been operationalized in the 
context of payment under section 1847A. 

For the purpose of identifying “single source drugs” and “biological products” subject to payment under 
section 1847A, CMS (and its contractors) will generally utilize a multi-step process that will consider: 

1. The FDA approval,  
2. Therapeutic equivalents as determined by the FDA, and 
3. The date of first sale in the United States.  

The payment limit for the following will be based on the pricing information for products marketed or sold 
under the applicable FDA approval:  
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Revision to Certifi cation for Hospital Services 
 

Pertaining to Ambulance Services and Covered by 
 


the Supplementary Medical Insurance Program 
 


Note: CR 5833 rescinds and fully replaces CR 5684. 
Provider Action Needed 
The article is based on Change Request (CR) 5833, which updates the Section 20 of Chapter 4 of the 
Medicare General Information, Eligibility, and Entitlement Manual as it pertains to Physician Certifi cation 
Statement requirements for all ambulance providers. CR 5833 deletes from that manual section the paragraph 
that requires a physician certifi cation of ambulance services provided by a hospital to transport a patient 
during an emergency situation, such as transport from the scene of an accident.  

Background 

The Centers for Medicare & Medicaid Services (CMS) discovered there was a problem with a paragraph 
in the Medicare General Information, Eligibility, and Entitlement Manual, Chapter 4, Section 20 regarding 
language not allowing the current exception under Physician Certifi cation Statement (PCS), i.e., that the 
PCS is NOT required during an emergency situation (such as the scene of an accident). 

Therefore, Change Request (CR) 5833 deleted the following paragraph in Chapter 4 (Section 20) of the 
Medicare General Information, Eligibility, and Entitlement Manual (Pub 100-01) that pertained to Physician 
Certification and Recertification of Services and Ambulance Services because it conflicted with Title 42 of 
the Code of Federal Regulations (CFR), Sections 410.40(d) (2) and (3): 

Certification by a physician in connection with ambulance services furnished by a participating hospital 
is required. In cases in which the hospital provides ambulance service to transport the patient from the 
scene of an accident and no physician is involved until the patient reaches the hospital, any physician in 
the hospital who examines the patient or has knowledge of the case may certify as to the medical need for 
the ambulance service. 

Deletion of this paragraph brings the manual into alignment with current regulations, which eliminate the 
PCS requirement in these emergency situations. 

Additional Information 
The official instruction, CR 5833, issued to your Medicare carrier, FI, and A/B MAC regarding this change 
may be viewed at http://www.cms.hhs.gov/Transmittals/downloads/R50GI.pdf. 

If you have any questions, please contact our office at 1-877-567-9232. 
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Hematocrit or Hemoglobin Levels on All 
 

Claims for the Administration of Erythropoiesis 
 


Stimulating Agents (ESAs)
 


• Implementation of New Modifiers for Non-ESRD ESA Indications 
• Reporting of Hematocrit or Hemoglobin Levels on all Non-ESRD 
• Non-ESA Claims Requesting Payment for Anti-Anemia Drugs   

Impact on Providers 
Effective for services on or after January 1, 2008, you must report the most recent hemoglobin or hematocrit 
levels on any claim for a Medicare patient receiving: 

(1) ESA administrations, or 
(2) Part B anti-anemia drugs other than ESAs used in the treatment of cancer that are not self-administered. 

In addition, non-ESRD claims for the administration of ESAs must also contain one of three new 
Healthcare Common Procedure Coding System (HCPCS) modifiers effective January 1, 2008.  

Failure to report this information will result in your claim being returned as unprocessed. (Note that renal 
dialysis facilities are already reporting this information on claim types 72X, so CR5699 applies to 
providers billing with other types of bills.) See the rest of this article for reporting details. 

Background 
Medicare Part B provides payment for certain drugs used to treat anemia caused by the cancer itself or 
by various anti-cancer treatments, including chemotherapy, radiation, and surgical therapy. The treatment 
of anemia in cancer patients commonly includes the use of drugs, specifically ESAs such as recombinant 
erythropoietin and darbepoetin. 

Emerging data and recent research has raised the possibility that ESAs administered for a number of clinical 
indications may be associated with significant adverse effects, including a higher risk of mortality in some 
populations. 

Most recently, section 110 of Division B of the Tax Relief and Health Care Act (TRHCA) of 2006 directs 
the Secretary to amend Section 1842 of the Social Security Act by adding at the end the following new 
subsection: “Each request for payment, or bill submitted, for a drug furnished to an individual for the 
treatment of anemia in connection with the treatment of cancer shall include (in a form and manner specifi ed 
by the Secretary) information on the hemoglobin or hematocrit levels for the individual.”  

In light of the health and safety factors and the TRHCA legislation, effective January 1, 2008, the Centers 
for Medicare & Medicaid Services (CMS) is implementing an expanded reporting requirement for all claims 
billing for administrations of an ESA. Hematocrit and /or hemoglobin readings are already required for 
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Mammography: Change Certifi cation-
 

Based Action from Return to Provider (RTP)/
 


Return as Unprocessable to Denial
 

Note: This article was revised on January 15, 2008, to correct the RA reason code for carriers/B MACs for 
claims that contain a film mammography HCPCS code and the facility is certified for digital mammography 
only (page 4). The correct RA code is 171 and not B6 as previously stated.  All other information remains 
unchanged. 

What You Need to Know 
CR 5577, from which this article is taken, instructs FIs, carriers and A/B MACs to deny claims for 
mammography services (rather than returning them as unprocessable) if the appropriate Food and Drug 
Administration (FDA) certification status is not listed on the FDA-created, CMS-supplied, Mammography 
Quality Standard Act (MQSA) data file.   

You should make sure that your billing staffs list the FDA certification status as required. 

Background 
Depending on which contractor you bill, FIs and A/B MACs return to provider (RTP), and carriers or A//B 
MACs return as unprocessable, claims for mammography services when: 

• 	 	A film mammography Healthcare Common Procedure Coding System (HCPCS) code is submitted 
on a claim, and the facility is Food and Drug Administration (FDA)-certified for only digital 
mammography; 

• 	 	A digital mammography HCPCS code is submitted on a claim, and the facility is FDA certified for only 
film mammography; or  

• 	 	Either a fi lm or digital mammography HCPCS code is submitted (carriers/B MACs only) on a claim 
and there is no FDA certification number on the claim’s Mammography Quality Standard Act (MQSA) 
data fi le. 

In order to ensure that the facility has a right to appeal an inappropriate denial based on the status of its FDA 
certification, CR 5577, from which this article is taken, instructs Medicare FIs, carriers and A/B MACs to 
deny all claims for screening or diagnostic mammography services (rather than return them to the provider, 
or return as unprocessable to the supplier), if the appropriate FDA certifi cation status is not listed on the 
claim. Please note, however, that carriers/B MACs will continue to return the claim as unprocessable if 
the facility’s FDA-assigned certification number is missing from the claim.   

The MQSA requires that all facilities providing mammography services meet national quality standards, 
and provides the specific standards for those qualified to perform screening and diagnostic mammograms 
and how they should be certified.   

Continued on next page 

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. 

80 	 	 2-08
 









http://www.cms.hhs




http://www.cms.hhs.gov/Transmittals/downloads/R1414CP.pdf


http://www.cms.hhs.gov/manuals
http://www.PalmettoGBA.com
http://www.cms.hhs.gov/coverage


http://www.PalmettoGBA.com/boh/forms
http://www.PalmettoGBA.com/bwv/forms






http://www.cms.hhs.gov/MLNGenInfo
http://www.PalmettoGBA.com/boh/Forms
http://www.PalmettoGBA.com/bwv/Forms
http://www.PalmettoGBA.com
http://www.cms.hhs.gov
http://www.cms.hhs.gov/MLNGenInfo
http://www.cms.hhs.gov/forms
http://www.cms.hhs.gov/QuarterlyProviderUpdates
http://www.cms.hhs.gov/MedicareProviderSupEnroll/



