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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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Interest Rate for
Overpayments &
Underpayments Revised

in effect until further notice.

current value of funds (CVF) rate.

e The interest rate for overpayments and
underpayments was revised to 12.375%,
effective October 18, 2006. This will remain

o The interest rate is assessed at the higher rate
of the private consumer rate (PCR) or the

New EDI Technical
Support Office Hours!

Effective November 1, 2006, EDI Technical Support
office hours are 7:30 a.m. to 12:30 p.m. and then
1:30 p.m. to 4:30 p.m, Monday through Friday.
(Previous office hours were 7:30 a.m. to 4:30 p.m.)
This change allows the EDI area to better serve you
with your technical issues and concerns during peak
call times. The EDI Technical Support area can be
reached TOLL FREE at: 1-866-308-5438.

E-mail Inquiries Now
Easier to Send!

It is now easier to send an email question to Palmetto
GBA.

Click on “Contact Us” at the top of http://www.
PalmettoGBA.com/boh (Ohio) or http://www.
PalmettoGBA.com/bwv (West Virginia) Web page
to submit questions or comments about a specific
Medicare topic. There are different areas to direct
your inquiries. Please choose the most appropriate
area for handling your inquiry. To accurately assist
you and to ensure that your inquiry is not delayed,
please review the entire listing available before
making your selection.

Please do not submit any personally identifiable
information, including a Medicare Health Insurance
Claim Number (HIC), by e-mail.

Note: Old e-mail addresses will be discontinued after
November 1, 2006.
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Interactive Voice Response (IVR) User Guide

The Interactive Voice Response (IVR) enables providers to receive routine Medicare Part B information
without having to wait for a customer service representative. The IVR can be reached at 1-877-567-9232.
The customer service representatives are available from 8:30 a.m. — 4:30 p.m., Monday through Friday
to assist you with more complex questions or concerns. With a touch-tone phone, you can obtain the
latest information on your claims and other Medicare issues, through this system. By utilizing the IVR,
representatives will be freed to spend time with providers on more difficult claims issues.

Note: Periodically we will be making enhancements to the IVR based on feedback from the provider
community. Please listen closely to the options as they are presented.

What Information Can Be Obtained From The IVR?

You may use the IVR to obtain information concerning assigned and non-assigned claims. However, there
is more information available on assigned claims. This is another advantage to becoming a participating
physician with Medicare. The IVR is available 24 hours a day to obtain general information. Beneficiary
eligibility and claim status information is available between the hours of 6:00 a.m. and 9:00 p.m.

The following information is currently available for the provider community as self-service options:
Information on the Medicare Replacement Drug demonstration

Appeal Rights

New legislation

Information on frequently asked questions

Beneficiary eligibility

Information on frequently denied claims

The ability to request a seminar/meeting with a Provider Education staff member

Claim status information

O O O O 0O O O O

Assigned Claims

Amount paid

Amount applied to the deductible

Adjustments made as the result of a Redetermination or Reconsideration
Claim denial information

Claim pending information

Previously issued Provider Remittance Notice(s)

O O O O O O

Non-assigned Claims.

o Verification of claim receipt

o Status of processing. The IVR will only state whether or not the claim was processed. Contact the
patient to determine if the claim was paid or denied.
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Cont if .
What Information Do I Need To Use The IVR?

You have a full 15 minutes for each IVR call. Please have the information detailed below ready before
you begin the call:

1. Your Medicare Provider Identification Number (PIN)

TIPS for entering your PIN:

o Ifyou are in a group practice, please enter the Group PIN that was billed on the claims.

o Enter only the seven numeric characters of your PIN. Do not enter the two leading alpha characters.
For example, if your PIN is AB0123456, you should enter 0123456. (PIN numbers usually consist of
two alpha characters followed by seven numeric characters.)

o Ifyour PIN contains more than two alpha characters, i.e., ABCP12345, listen to the IVR for additional
instructions on how to enter these alpha characters, (i.e., SW, CP, NP, PA).

2. Your Patient’s Identification Information

o The beneficiary’s last name with no special characters. The name must be entered exactly as it appears
on the beneficiary’s Medicare card. Include suffixes (i.e., Jr, Sr) and abbreviations of titles (i.e., Fr for
Father, Sr for Sister).

o The beneficiary’s first name.

o The beneficiary’s current or previously assigned Medicare Health Insurance Claim (HIC) number,
which includes both alpha and numeric characters. This number is sometimes the same as the patient’s
Social Security Number with a letter at the end.

o The beneficiary’s date of birth, using the following format — MM/DD/YYYY.

3. The Date of Service

Please use the following format — MM/DD/YY.
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Free Therapy Services Medicare Part B Seminars

Palmetto GBA is presenting FREE Therapy Services Seminars in Ohio designed for Physical Therapists,
Occupational Therapists, and Speech Language Pathologists. Representatives from Palmetto GBA will
provide the latest Medicare documentation guidelines for Therapy Services and the Therapy CAP Exception
Process.

Seating is limited. Reservations are required and will be accepted on a first-come, first-served basis.

Ohio Seminars

Date Location Time
Tuesday, Spring Hollow Lodge 1:00 p.m. - 3:00 p.m.
November 28, 2006 1069 W. Main St.

Westerville, OH 43081

Cannot be accessed from Sharon Woods
entrance. Continue north on Cleveland
Avenue, past the main park entrance to
Main Street and turn left. Go about 1.5
miles and turn left into the park. Follow
the park signs.

Registration:

To Register for a seminar please go to:

* http://www.PalmettoGBA.com/boh/education for Ohio
»  Workshops

You will need to login with your username and password to register. In order to register for a seminar, you
must first create a username and password. If you have questions, please call 1-877-567-9232 and then
select the option for education.
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Free Chiropractic Services Medicare Part B Seminar

Palmetto GBA is presenting a FREE Chiropractic Services Seminar in Ohio designed for Chiropractors.
Representatives from Palmetto GBA will provide the latest Medicare documentation guidelines for
Chiropractic Services.

Seating is limited. Reservations are required and will be accepted on a first-come, first-served basis.

Ohio Seminars

Date Location Time
Tuesday, Spring Hollow Lodge 9:30 a.m. - 11:30 a.m.
November 28, 2006 1069 W. Main St.

Westerville, OH 43081

Cannot be accessed from Sharon Woods
entrance. Continue north on Cleveland
Avenue, past the main park entrance to
Main Street and turn left. Go about 1.5
miles and turn left into the park. Follow
the park signs.

Registration:

To Register for a seminar please go to:

* http://www.PalmettoGBA.com/boh/education for Ohio
»  Workshops

You will need to login with your username and password to register. In order to register for a seminar, you
must first create a username and password.

If you have questions, please call 1-877-567-9232 and then select the option for education.
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2007 Medicare Participation Enroliment
& Medicare Part B Information

We are again excited to provide you with a CD-ROM packed full of useful information, which will include
the 2007 Medicare Participation Enrollment form along with some valuable additional information. We
anticipate that the CD-ROM will be mailed in November 2006 and will contain the following:

Cover letter

Fact Sheet

Resource & contact listing

CY 2007 Medicare Participation Enrollment announcement and agreement

Note: Fee schedule information for Ohio, South Carolina and West Virginia will only be available on our
Web site at www.PalmettoGBA.com.

As a further bonus, the CD-ROM will contain a great deal of information that will not be available in the
requested print version including:

* CMS 855 application information

* Electronic Data Interchange (EDI) information

» Electronic Funds Transfer (EFT) information

* Claim submission

* Deductible/co-insurance rates

* Deleted, invalid and non-covered codes

*  Much more!

We will distribute the information on a CD-ROM so that you will be able to:
* Print paper copies as needed

* View the portions that are applicable to your practice

» Copy information from computer to computer

+ Store for easy retrieval

The CD-ROM should be readable by any system with Microsoft Windows or Macintosh OS 8 or greater.
If you do not have a computer or if your computer lacks a CD-ROM drive, you can request a printed copy
at no charge by returning the detachable post card that will accompany the CD-ROM.

Further information regarding the 2007 Participation Enrollment and Physician Fee Schedule may be
available in future editions of the Medicare Advisory and on our Web site, www.PalmettoGBA.com.

You may also call the Palmetto GBA Provider Contact Center at 1-877-567-9232.

In addition, you can register to receive email notifications informing you when our Web site has been
updated. This can be done by going to www.PalmettoGBA.com, clicking on E-mail Updates and following
the instructions
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Medicare Participating Physicians Directory (MEDPARD)

The Medicare Participating Physicians Directory (MEDPARD) containing the list of names, addresses,
phone numbers, and specialties of all participating providers within the Medicare Part B Program may be
accessed through the following state Web sites:

Ohio:
http://www2.palmettogba.com/medpard/ECom_MedPard_OH.jsp
West Virginia:
http://www2.palmettogba.com/medpard/ECom_MedPard_WV .jsp
South Carolina:
http://www2.palmettogba.com/medpard/ECom_MedPard_SC.jsp

You may also visit the CMS MEDPARD listing (physicians only) Web site at http://www.cms.hhs.gov/
center/physician.asp . If you have questions regarding the MEDPARD directory information, please call
Brenda Knox at 614-473-7169. MEDPARD Paper requests by locality may be submitted to:

Medicare Disclosure
Palmetto GBA

Medicare Part B Operations
P.O. Box 182934
Columbus, OH 43218-2934
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Emergency Preparedness and Medicare

Recently, a number of emergencies and natural disasters, such as Hurricanes Rita and Katrina, have impacted
our country. Unfortunately, these emergencies often impact the business of the country, including your
interactions with Medicare. The Centers for Medicare & Medicaid Services (CMS) is working to strengthen
its emergency preparedness. Part of the CMS plan includes electronic distribution of emergency messages.
Medicare contractors’ listservs (e-mail updates) are the primary vehicle CMS will use to communicate
important information to all Medicare providers about emergencies that may affect their interactions with
Medicare.

What You Can Do

o In order for the CMS emergency preparedness plan to be effective, it is imperative that each Medicare
provider designate a primary and alternate contact person. These individuals should subscribe to the
Palmetto GBA listserv, to allow them to receive any emergency messages that are posted on the Palmetto
GBA Web site and distributed through the listserv. There is no limit on the number of individuals that can
register for the listserv; however, we recommend that at least two people from each office register.

o You may register for the listserv at any time through our Web site, http://www.PalmettoGBA.com, by
selecting “E-Mail Updates” from the top navigation bar, then “Register Now.” You may also register
by completing the attached form and faxing it to 614-473-6812. Be sure to select the topics or areas
of interest that apply specifically to your practice or business.

While we hope that we will never have to deploy an emergency preparedness plan, we realize that we must
all take steps to ensure that we are informed if an emergency does occur. If you have any questions about
registering for the Palmetto GBA listserv, we invite you to call our Provider Contact Center at 877-567-
9232. We thank you in advance for your attention to this very important issue.
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Overpayment Requests: Reason for Overpayment

Palmetto GBA has changed the information contained in overpayment request letters (sometimes called
“demand letters”). We have made these changes in preparation for our transition to a new Medicare
accounting system that we will begin using in December 2006.

Previously, overpayment request letters contained the specific reason that the service was considered an
overpayment. Now, the reason for the overpayment is not identified in the letter. To identify the reason for
the overpayment, check the adjustment codes on your Standard Provider Remittance (SPR) or Electronic
Remittance Advice. Refer to the chart below for a list of the most common reasons for overpayments and

the corresponding adjustment codes.

Reason for Previous Explanation Adjustment
Overpayment Code
SNF Consolidated In this situation, you received Medicare Part B payments | 580, 694, &
Billing for the claims on the attached list when the patients were in | 615
skilled nursing facilities (SNFs). The SNFs are responsible
for payment of outside providers who furnish certain services
to its residents.
Managed Care The beneficiary on the attached document was enrolled in | 627
Organization or HMO XXX, arisk-based Managed Care Organization (MCO), for
the date(s) of service listed. You must contact the MCO for
payment of these services. A list that provides the MCO
name and address is available on the Internet on the CMS
Web site.
Home Health In this situation, you received payment for a service you | 571
Consolidated Billing provided to the patient on the attached document when the
patient was enrolled in a Home Health (HH) plan of care.
Payment for services for patients in an HH plan of care are
covered under the Home Health Prospective Payment System
rate and should be billed to the HH Agency instead.
Ambulance Ambulance transportation that is provided within the | 673
transportation for admission and discharge dates for hospital inpatients by an
inpatients independent supplier of ambulance services shall not be paid
separately as a Part B service.
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Prison/Correctional Facility: Place of
Service (POS) Code Set Added

Key Points New Place of Service (POS) Code

A new Place of Service (POS) code “09” for prison/correctional facilities was added effective July 1,
2006. This POS code is described in the Medicare Claims Processing Manual, Chapter 26, Section 10.5
as: “09 Prison/Correctional Facility (July 1, 2006) - A prison, jail, reformatory, work farm, detention
center, or any other similar facility maintained by either Federal, State or local authorities for the purpose
of confinement or rehabilitation of adult or juvenile criminal offenders.”

Claims Paid at Nonfacility Rate

Claims for covered services on the Medicare Physician Fee Schedule in this place of service/setting, if
payable by Medicare, will be paid at the nonfacility rate, and Medicare carriers will develop policies as
needed to adjudicate claims containing this new code.

New Code Does Not Supercede Medicare Policy

The addition of code 09 to the POS code set for a prison/correctional facility setting and Medicare claims
processing reflects Medicare’s compliance with HIPAA laws and regulations and in no way supersedes
existing Medicare policy. Carriers will continue to abide by current policy that does not allow for payment
for Medicare services in a penal institution in most cases. This policy is supplied in the Medicare Claims
Processing Manual, Chapter 1, Section 10.4, located at http://www.cms.hhs.gov/Manuals/IOM/list.
asp#TopOfPage on the CMS site.

Background

As an entity covered under the Health Insurance Portability and Accountability Act of 1996 (HIPAA),
Medicare must comply with standards and their implementation guides adopted by regulation under this
statute. The currently adopted professional implementation guide for the ASC X 12N 837 standard requires
that each electronic claim transaction include a Place of Service (POS) code from the POS code set maintained
by the Centers for Medicare & Medicaid Services (CMS). Medicare must be able to recognize any valid
code from the POS code set that appears on the HIPAA standard claim transaction.

Additional Information

The POS code set provides setting information necessary to appropriately pay Medicare and Medicaid
claims. At times, Medicaid has had a greater need for specificity than has Medicare, and many of the new
codes developed over the past few years have been developed to meet Medicaid’s needs. While Medicare
does not always need this greater specificity to appropriately pay claims, it nevertheless adjudicates claims
with the new codes to ease coordination of benefits and to give Medicaid and other payers the setting
information they require.

Note: Medicare’s Durable Medical Equipment Regional Carriers (DMERCs) and Durable Medical
Equipment Administrative Contractors (DME MACs) will implement this change at a later date and a
separate notice will be provided when that implementation is scheduled. CR 4316 is the official instruction
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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Cont if .
issued to your carrier, regarding changes mentioned in this article. CR 4316 may be found at http://www.
cms.hhs.gov/Transmittals/downloads/R1049CP.pdf on the CMS Web site.

Please contact our office at 1-877-567-9232 if you have any questions about this article
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2007 Annual Update of HCPCS Codes for Skilled
Nursing Facility (SNF) Consolidated Billing (CB)

Provider Action Needed

Impact to You

This article is based on Change Request (CR) 5283, which provides the 2007 annual update of HCPCS
Codes for SNF CB and how the updates affect edits in Medicare claims processing systems.

CR 5283 provides updates to HCPCS codes that will be used to revise CWF edits to allow carriers and Fls
to make appropriate payments in accordance with policy for SNF CB in the Medicare Claims Processing
Manual (Publication 100-04), Chapter 6, Section 110.4.1 for carriers and Chapter 6, Section 20.6 for FIs.

What You Need to Do
See the Background and Additional Information sections of this article for further details regarding this
update.

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, DMERCs/DME MACs, and FIs to make appropriate payments

in accordance with policy for SNF CB contained in the Medicare Claims Processing Manual. These edits

only allow services that are excluded from CB to be separately paid by carriers and FIs.

e For physicians and providers billing carriers: By the first week in December 2006, new code files
will be posted at http://www.cms.hhs.gov/SNFConsolidatedBilling/ on the CMS Web site.

e For those providers billing FIs: By the first week in December 2006, new Excel® and PDF files will
be posted at http://www.cms.hhs.gov/SNFConsolidatedBilling/ on the CMS Web site.

Note: 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/ on the CMS Web site in order to understand the Major Categories including
additional exclusions not driven by HCPCS codes.

Implementation
The implementation date for CR 5283 is January 2, 2007.

Additional Information

For complete details, please see the official instruction issued to your carrier, DMERC, DME MAC or
intermediary regarding this change. That instruction may be viewed at http://www.cms.hhs.gov/Transmittals/
downloads/R1068CP.pdf on the CMS Web site.

If you have any questions, please contact our office at 1-877-567-9232.
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CMS Claim Filing Instructions

The following instructions apply to both electronic and paper claim submitters.
Instructions include requirements for each item of the CMS-1500 claim form. Also
included, in italics, are additional coding instructions.

The CMS-1500 claim form answers the needs of many insurers. It is the basic form
prescribed by the Centers of Medicare & Medicaid Services (CMS) for the Medicare
program for claims from physicians and suppliers, except for ambulance services. It has
been adopted by the Office of Civilian Health and Medical Program of the Uniformed
Services (OCHAMPUS) and has received the approval of the American Medical
Association (AMA) Council on Medical Services.

There are currently two versions of the Form CMS-1500. The current approved version
of the form as of 2005 is the Form CMS-1500 (12/90). The current version is approved
under the Office of Management and Budget (OMB) collection 0938-0008. The revised
version of the form is Form CMS-1500 (08/05) and is approved under the OMB
collection 0938-0999. The current claim form was revised to accommodate
implementation of the National Provider Identifier (NPI) which will be implemented for
Medicare in May 2007.

Between January 1, 2007, and March 31, 2007, either version of the Form CMS-1500
will be accepted. Therefore, the instructions listed in this article will contain information
for submitting both versions.

Reminder: The Administrative Simplification and Compliance Act (ASCA) prohibits
Medicare from making payments on claims not submitted electronically on or after
October 16, 2003, unless a provider is small (fewer than 10 full-time equivalent
employees for providers required to bill Medicare carriers), or meets one of the very few
limited exceptions to this requirement.

You must submit your claims electronically unless you meet the exceptions criteria
established by the ASCA law.

Use these instructions for completing this form. The CMS-1500 claim form has space for
physicians and suppliers to provide information on other types of health insurance. Use
this information to determine whether the Medicare patient has other coverage, which
must be submitted prior to Medicare payment, or whether there is a Medigap policy
under which payments are made to a participating physician or supplier.
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Claim Filing Requirements

e All physicians’ and suppliers’ claims MUST BE submitted in accordance with these
instructions. Assigned and non-assigned claims not submitted in accordance with
these instructions will be returned or rejected. Claims must be submitted on an
original CMS-1500 claim form. Copies will not be accepted and will be returned for
both assigned and non-assigned claims.

e Superbills will not be accepted. Assigned and non-assigned claims submitted with
superbills will be returned.

e All CMS-1500 claim forms must be bar coded in the upper left-hand corner.

e Do not print or write any data on the top portion of the CMS-1500 claim form. This
area is to be left blank.

e Attachments may be necessary when providing additional documentation, e.g.,
operative reports, etc. (Attachments should only be provided when necessary.)

= Physicians and suppliers are not required to file claims on behalf of Medicare patients
for services that are always non-covered or for other health insurance benefits.

CMS-1500 Claim Form Reminders

Through the use of Optical Character Recognition (OCR), claims will be entered into the
processing system more rapidly. In addition, OCR minimizes the manual intervention
required to correctly process your Medicare Part B claims. Successful scanning begins
with the proper submission of claim data. In addition to the CMS-1500 claim form filing
requirements, listed here are reminders to ensure that all items on your claim forms and
attachments can be identified through OCR.

e Computerized or typed claim forms with 10 or 12 point Courier font.

e Forms printed with a dot matrix printer must be clear and legible (make sure the
ribbon is printing clearly and that the font is not too light.)

= Ink that is too light will not be scanned.

e The format used for the date of service (e.g.: MM/DD/CCYY) should be consistent
throughout the claim form.

e Submit only six line items per claim. Do not compress two lines of information on
one line.

e Submit information within the blocks on the CMS-1500 claim form.

e Do not bold the font.

e Do not use pre-labeled forms or add labels or addresses to the header (bar code area)
of the CMS-1500 claim form.

e Do not fold claim forms.

= Do not stamp information on the claim form since it cannot be scanned.

e Do not use whiteout or correction tape on the claim forms.

e Do not highlight items on the CMS-1500 claim form.

» Do not add miscellaneous information in the fields of the claim form.
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Attachment Reminders

Attachments must be a full page (8 % X 11) in size. (No half sheet or legal sized
attachments.)

Information should only appear on one side of the attachment (back side of sheet is
not scanned.)

All attachments must identify the patient’s name, HIC number, date of service and
other pertinent information.

Medicare Secondary Paper claims: Only attach the summary notice from the primary
insurer that specifically corresponds to the claim you are submitting.

Operative reports, radiology reports, etc. should be submitted with claims only when
either the coding guidelines indicate these reports are needed to process the service(s)
or when a Medicare representative requests this additional information.

Underline information on attachments that you want to bring to Medicare’s attention
instead of using a highlighter.

Do not glue, tape, and paper clip or staple attachments to the CMS-1500 claim form -
leave loose.

Do not tear, bend or fold corners of the claim forms with attachments.

Claims submitted with Multiple Pages

DO NOT complete Item 28 for each CMS-1500 claim form. The total for Item 28 must
be completed on the last CMS-1500 claim form. This only applies when there are more
than six detail lines for one claim.

If multiple CMS-1500 claim forms are submitted with totals on each claim form, the
claims will be scanned as separate claims and not as a multi-page claim.

The following instructions for Items 1 — 13 are valid if you are submitting claims on
either version of the Form CMS 1500. The first set of instructions for 14 — 33 is for Form
CMS-1500 (12/90) and the second set of instructions is for Form CMS-1500 (08/05).

ITEM || INFORMATION

1 Medicare:
Show the type of health insurance coverage applicable to this claim by
checking the appropriate box, e.g., if a Medicare claim is being filed, check
the Medicare box.

la Insured's 1.D. Number:
Enter the patient's Medicare Health Insurance Claim Number (HICN), whether
Medicare is primary or secondary payer.

2 Patient's Name:

Enter the patient's last name, first name, and middle initial, if any, as shown on
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the patient's Medicare card.

3 Patient's Birth Date:
Enter the patient's 8-digit birth date (MM/DD/CCYY) and sex.

4 Insured’'s Name:

If there is insurance primary to Medicare, either through the patient or
spouse's employment or any other source, list the name of the insured here.
When the insured and the patient are the same, enter the word SAME. If
Medicare is primary, leave blank.

5 Patient's Address:

Enter the patient's mailing address and telephone number. On the first line
enter the street address; the second line, the city and state; the third line, the
ZIP code and phone number.

6 Patient's Relationship To Insured:
Check the appropriate box to indicate the patient's relationship to the insured
when Item 4 is completed.

7 Insured's Address:

Enter the insured's address and telephone number. When the address is the
same as the patient's, enter the word SAME. Complete this Item only when
Items 4, 6 and 11 are completed.

8 Patient Status:
Check the appropriate box for the patient's marital status and whether
employed or a student.

9 Other Insured’s Name:

Enter the last name, first name, and middle initial of the enrollee in a Medigap
policy, if it is different from that shown in Item 2. Otherwise, enter the word
SAME. If no Medigap benefits are assigned, leave blank.

Note: Only participating physicians and suppliers are to complete Item 9 and
its subdivisions, and only when the patient wishes to assign his/her benefits
under a Medigap policy to the participating physician or supplier.

Participating physicians and suppliers must enter information required in Item
9 and its subdivision if requested by the patient. Participating
physicians/suppliers sign an agreement with Medicare to accept assignment of
Medicare benefits for all Medicare patients. A claim for which a patient elects
to assign his/her benefits under a Medigap policy to a participating
physician/supplier is called a mandated Medigap transfer. (See Pub. 100-04,
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Chapter 28 of the Internet Only Manual [IOM].)

Medigap: A Medigap policy meets the statutory definition of a "Medicare
supplemental policy" contained in Section 1882 (g) (1) of Title XVIII of the
Social Security Act and the definition contained in the NAIC Model
Regulation, which is incorporated by reference to the statute. It is a health
insurance policy or other health benefit plan offered by a private entity to
those persons entitled to Medicare benefits and is specifically designed to
supplement Medicare benefits. It fills in some of the "gaps™ in Medicare
coverage by providing payment for some of the charges for which Medicare
does not have responsibility due to the applicability of deductibles,
coinsurance amounts, or other limitations imposed by Medicare. It does not
include limited benefit coverage available to Medicare beneficiaries such as
"specified disease" or "hospital indemnity" coverage. Also, it explicitly
excludes a policy or plan offered by an employer to employees or former
employees, as well as that offered by a labor organization to members or
former members.

Do not list other supplemental coverage in Item 9 and its subdivisions at the
time a Medicare claim is filed. Other supplemental claims are forwarded
automatically to the private insurer if the private insurer contracts with the
carrier to send Medicare claim information electronically. If there is no such
contract, the beneficiary must file his/her own supplemental claim.

9a

Other Insured's Policy Or Group Number:
Enter the policy and/or group number of the Medigap enrollee preceded by
MEDIGAP, MG, or MGAP.

NOTE: Item 9d must be completed if you enter a policy and/or group number
in Item 9a.

9b

Other Insured’s Date Of Birth:
Enter the Medigap insured's 8-digit birth date (MM/DD/CCYY) and sex.

9c

Employer’s Name Or School Name:

Disregard the "Employer's Name or School Name" which is printed on the
form. Enter the claims processing address or the Medigap insurer. Use the
abbreviated street address, two letter State postal code, and zip code copied
from the Medigap enrollee's Medigap identification card. For example:

1257 Anywhere Street
Baltimore, Maryland 21204
is shown as "1257 Anywhere St. Baltimore, MD 21204"
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Note: If a carrier assigned unique physician identifier of a Medigap
insurer appears in Item 9d, Item 9c may be left blank.

9d

Insurance Plan Name Or Program Name:
Enter the name of the Medigap enrollee's insurance company or the Medigap
insurer's unique identifier provided by the local Medicare carrier.

If you are a participating physician or supplier and the beneficiary wants
Medicare payment data forwarded to a Medigap insurer under a mandated
Medigap transfer, all of the information in Item 9, 9a, 9b, 9¢c, and 9d must be
complete and accurate. Otherwise, the Medicare carrier cannot forward the
claim information to the Medigap insurer.

10a-
10c

Is The Patient's Condition Related To:

Check "YES" or "NO" to indicate whether employment, auto liability, or other
accident involvement applies to one or more of the services described in Item
24. Enter the State postal code. Any items checked "YES," indicates there may
be other insurance primary to Medicare. Identify primary insurance
information in Item 11.

10d

Reserved For Local Use:
Use this item exclusively for Medicaid (MCD) information. If the patient is
entitled to Medicaid, enter the patient's Medicaid number preceded by MCD.

Currently, Palmetto GBA receives an eligibility tape from Medicaid. This
procedure will continue and this will not be a required item at this time.

11

Insured's Policy Group Or Feca Number:

This item must be completed. By completing this item, the
physician/supplier acknowledges having made a good faith effort to
determine whether Medicare is the primary or secondary payer.

Important: This item must NOT be left blank or the claim will be rejected.

e If there is insurance primary to Medicare, enter the insured's policy or
group number and proceed to Items 11a-11c. Items 4, 6 and 7 must also be
completed.

e Note: Enter the appropriate information in Item 11c if insurance primary
to Medicare is indicated in Item 11.

e If there is NO insurance primary to Medicare, enter the word "NONE" and
proceed to Item 12,

e If the insured reports a terminating event with regard to insurance which
had been primary to Medicare (e.g., insured retired), enter the word
"NONE" and proceed to Item 11b.
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e |If a lab has collected previously and retained MSP information for a
beneficiary, the lab may use that information for billing purposes of the
non-face-to-face lab service. If the lab has no MSP information for the
beneficiary, the lab will enter the word “None” in Block 11 of Form CMS-
1500, when submitting a claim for payment of a reference lab service.
Where there has been no face-to-face encounter with the beneficiary, the
claim will then follow the normal claims process. When a lab has a face-
to-face encounter with a beneficiary, the lab is expected to collect the MSP
information and bill accordingly.

e Insurance primary to Medicare: Circumstances under which Medicare
payment may be secondary to other insurance include:

- Group Health Plan coverage
=  Working Aged
= Disability (large group health plan)
= End stage renal disease

- No fault and/or other liability
- Work-related illness/injury

=  Workers' Compensation
= Black Lung
= Veterans Benefits

Note: For a paper claim to be considered for Medicare Secondary Payer
benefits, a copy of the primary payer's explanation of benefits (EOB) notice
must be forwarded along with the claim form. (See Pub. 100-05, Chapter 3,
Medicare Secondary Payer Manual.)

1la Insured’s Date Of Birth:
Enter the insured's 8-digit birth date (MM/DD/CCYY) and sex if different
from Item 3.

11b Employer's Name Or School Name:
Enter employer's name, if applicable. If there is a change in the insured's
insurance status, e.g., retired, enter either a 6-digit (MM/DD/YY) or 8-digit
(MM/DD/CCYY) retirement date preceded by the word "RETIRED."

1lic Insurance Plan Name Or Program Name:

Enter the 9-digit PAYERID number for the primary insurer. If no PAYERID
exists, then complete insurance primary payer's program or plan name (e.g.,
Blue Shield of (State)). If the primary payer's EOB does not contain the claims
processing address, record the primary payer's claims processing address
directly on the EOB. This is required if there is insurance primary to Medicare

20 11-06

CPT codes, descriptors and other data only are copyright 1999 American Medical Association (or such
other date of publication of CPT). All Rights Reserved. Applicable FARS/DFARS apply.




that is indicated in ltem 11.

11d

Is There Another Health Benefit Plan?
Leave blank. Not required by Medicare.

12

Patient's Or Authorized Person's Signature:

The patient or authorized representative must sign and enter either a 6-digit
date (MM/DD/YY), 8-digit date (MM/DD/CCYY), or an alphanumeric date
(e.g., January 1, 2006) unless the signature is on file. In lieu of signing the
claim, the patient may sign a statement to be retained in the provider,
physician, or supplier file in accordance with Chapter 1, "General Billing
Requirements.” If the patient is physically or mentally unable to sign, a
representative as specified in Pub. 100-4, Chapter 1, "General Billing
Requirements,” may sign on the patient's behalf. In this event, the statement's
signature line must indicate the patient's name followed by "by" the
representative's name, address, relationship to the patient, and the reason the
patient cannot sign. The authorization is effective indefinitely unless the
patient or the patient's representative revokes this arrangement.

The patient's signature authorizes release of medical information necessary to
process the claim. It also authorizes payment of benefits to the provider of
service or supplier, when the provider of service or supplier accepts
assignment of the claim.

Signature by mark (X): When an illiterate or physically handicapped
enrollee signs by mark, a witness must enter his/her name and address next to
the mark.

13

Insured's Or Authorized Person's Signature:

The signature in this item authorizes payment of mandated Medigap benefits
to the participating physician or supplier if required Medigap information is
included in Item 9 and its subdivisions. The patient or his/her authorized
representative signs this item or the signature must be on file as a separate
Medigap authorization. The Medigap assignment on file in the participating
provider or service or supplier's office must be insurer specific. It may state
that the authorization applies to all services until it is revoked.

14

Date Of Current:

Enter either a 6-digit (MM/DD/YY) or 8-digit (MM/DD/CCYY) date of
current illness, injury, or pregnancy. For chiropractic services, enter either a 6-
digit (MM/DD/YY) or 8-digit (MM/DD/CCY'Y) date of the initiation of the
course of treatment and enter a 6- digit (MM/DD/CCYY) or 8- digit
(MM/DD/CCYY) date of the X-ray to document subluxation in Item 19.
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15

If The Patient Has Had Same Or Similar Services IlIness Give First Date:
Leave blank. Not required by Medicare.

16

Dates Patient Unable To Work In Current Occupation:

If the patient is employed and is unable to work in current occupation, enter
either a 6-digit (MM/DD/YY) or 8-digit (MM/DD/CCYY) dates patient is
employed and unable to work in current occupation. An entry in this field may
indicate employment related insurance coverage.

17

Name Or Referring Physician Or Other Source:
Enter the name of the referring or ordering physician if the service or item was
ordered or referred by a physician.

Referring Physician: a physician who requests an item or service for the
beneficiary for which payment may be made under the Medicare Program.

Ordering Physician: a physician or, when appropriate, a non-physician
practitioner who orders non-physician services for the patient. See Pub. 100-
02, Chapter 15 for non-physician practitioner rules. Examples of service that
might be ordered include diagnostic laboratory tests, clinical laboratory tests,
pharmaceutical services, or durable medical equipment, and services incident
to that physician's or non-physician practitioner's service.

The ordering/referring requirement became effective January 1, 1992, and is
required by Section 1833 (q) of the Social Security Act. All claims for
Medicare covered services and items that are the result of physician's order or
referral must include the ordering/referring physician's name and Unique
Physician Identification Number (UPIN). This includes:

- Parenteral and enteral nutrition
» Immunosuppressive drug claims
- Diagnostic radiology services

- Diagnostic laboratory services

» Consultative services

» Durable medical equipment

- Hepatitis B vaccine

- Portable x-ray services

Claims for other ordered/referred services not included in the preceding list
must also show the ordering/referring physician's name and UPIN. For
example, a surgeon must complete Items 17 and 17a when a physician refers
the patient. When the ordering physician is also the performing physician (as
often is the case with in-office clinical laboratory tests), the performing
physician's name and assigned UPIN must appear in Items 17 and 17a.
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When a service is incident to the service of a physician or non-physician
practitioner, the name and assigned UPIN of the physician or non-physician
practitioner who performs the initial service and orders the non-physician
service must appear in Items 17 and 17a.

All physicians who order or refer Medicare beneficiaries or services must
obtain a UPIN even though they may never bill Medicare directly. A
physician who has not been assigned a UPIN must contact the Medicare
carrier.

When a physician extender or other limited licensed practitioner refers a
patient for consultative services, the name and UPIN of the physician
supervising the limited licensed practitioner must appear in Items 17 and 17a.

When a patient is referred to a physician who also orders and performs a
diagnostic service, a separate claim form is required for the diagnostic service.

- Enter the original ordering/referring physician's or name and UPIN in
Items 17 and 17a of the first claim form.

- Enter the ordering (performing) physician's name and UPIN in Items
17 and 17a of the second claim form (the claim for reimbursement for
the diagnostic service).

Surrogate UPINS:

If the ordering/referring physician has not been assigned a UPIN, one of the
surrogate UPINSs listed below must be used in Item 17a. The surrogate UPIN
used depends on the circumstances, and is used only until the physician is
assigned a UPIN. Enter the physician's name in Item 17 and the surrogate
UPIN in Item 17a. All surrogate UPINSs, with the exception of retired
physicians (RET000), are temporary and may be used only until a UPIN is
assigned. The Medicare carriers will monitor claims with surrogate UPINS.

The term "physician," when used within the meaning of Section 1861 (r) of
the Social Security Act, and used in connection with performing any function
or action, refers to:

- A doctor of medicine or osteopathy legally authorized to practice
medicine and surgery by the State in which he/she performs such
function or action;

» A doctor of dental surgery or dental medicine who is legally
authorized to practice dentistry by the State in which he/she performs
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such functions, and who is acting within the scope of his/her license
when performing such functions;

« A doctor of podiatric medicine for purposes of subsections (k), (m),
(p), (I), and (s) and Sections 1814 (a), 1832 (a) (2) (F)(ii) and 1835 of
the Social Security Act, but only with respect to functions which
he/she is legally authorized to perform as such by the State in which
he/she performs them;

- A doctor of optometry, but only with respect to the provision of items
or services described in Section 1861 (s) of the Social Security Act
which he/she is legally authorized to perform as a doctor of optometry
by the State in which he/she performs them; or

= A chiropractor who is licensed as such by a State (or in a State which
does not license chiropractors as such), and is legally authorized to
perform the services of a chiropractor in the jurisdiction in which
he/she performs such services, and who meets uniform minimum
standards specified by the Secretary, but only for the purpose of
Subsection 1861 (s) (I) and 1861 (s) (2) (A) of the Social Security Act,
and only with respect to treatment by means of manual manipulation
of the spine (to correct a subluxation demonstrated by x-ray to exist).
For the purposes of Section 1862 (a) (4) of the Social Security Act and
subject to the limitations and conditions provided above, chiropractor
includes doctor of one of the arts specified in the statute and is legally
authorized to practice such art in the country in which the inpatient
hospital services (referred to Section 1862 (a) (4) of the Social
Security Act) are furnished.

17a 1.D. Number Of Referring Physician:

Enter the CMS assigned UPIN of the referring/ordering physician listed in
Item 17. The first position of the UPIN must be alpha, the second and third
alpha or numeric, and the last three, numeric.

When a claim involves multiple referring and/ordering physicians, a separate
CMS-1500 must be used for each ordering/referring physician.

Use the following surrogate UPINs for physicians who have not been assigned
individual UPINSs. Claims received with surrogate numbers will be tracked
and possibly audited.

» Residents who are issued a UPIN in conjunction with activities outside
of the residency status must use that UPIN. For interns and residents
without UPINS, use the six (6) character surrogate UPIN RES000 for
residents;

» Retired physicians who were not issued a UPIN may use the surrogate
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RETOO00;

Physicians serving in the Department of Veterans Affairs or the U.S.
Armed Services may use VADO0OO;

Physicians serving in the Public Health or Indian Health Services may
use PHS000; and

When the ordering/referring physician has not been assigned a UPIN
and does not meet the criteria for using one of the surrogate UPINS,
the biller may use the surrogate UPIN "OTHO000" until an individual
UPIN is assigned.

18 Hospitalization Dates Related To Current Services:
Enter either a 6-digit (MM/DD/YY) or 8-digit (MM/DD/CCYYY) date when a
medical service is furnished as a result of, or subsequent to, a related
hospitalization.

19 Reserved For Local Use:

Unless otherwise indicated, the following information must be submitted in
Item 19 or in the appropriate documentation record.

Enter either a 6-digit (MM/DD/YY) or 8-digit (MM/DD/CCYY) date
the patient was last seen and the UPIN of his/her attending physician
when a physician providing routine foot care submits claims.

Enter either the 6-digit (MM/DD/YY) or 8-digit (MM/DD/CCYY) x-
ray date for chiropractor services (if an x-ray, rather than a physical
examination was the method used to demonstrate the subluxation). By
entering an x-ray date and the initiation date for course of chiropractic
treatments in Item 14, the chiropractor is certifying that all the relevant
information requirements (including level of subluxation) of Pub. 100-
02, Chapter 15, Section 240-240.1.5 of the Medicare Benefits Policy
Manual, is on file, along with the appropriate x-ray, and all are
available for carrier review. The most recent x-ray date meets the
definition of appropriate x-ray date.

Enter the drug's name and dosage when submitting a claim for Not
Otherwise Classified (NOC) drugs.

Enter a concise description of "unlisted procedure codes,” or a NOC
code if one can be given within the confines of this box. Otherwise, an
attachment must be submitted with the claim.

Enter all applicable modifiers when CPT modifier 99 (multiple
modifiers) is entered in Item 24D. If CPT modifier 99 is entered on
multiple line items of a single claim form, all applicable modifiers for
each line item containing a CPT modifier 99 must be listed as follows:
1=(mod), where the number 1 represents the line item and "mod"
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represents all modifiers applicable to the referenced line item.

CPT modifier 99 is only appropriate when more than four modifiers are
necessary per line item. When only four modifiers apply, enter each
modifier in the existing space in ltem 24D.

- Enter the statement "Homebound" when an independent lab renders an
EKG tracing or obtains a specimen from a homebound or
institutionalized patient. (See Pub. 100-02, Chapter 15, Pub. 100-04,
Chapter 16, and Pub. 100-01, Chapter 5, respectively for the definition
of "homebound" and a more complete definition of a medically
necessary laboratory service to a homebound or an institutional
patient.)

- Enter the statement; "Patient refuses to assign benefits" when the
patient absolutely refuses to assign benefits to a participating provider.
In this case, no payment may be made on the claim.

- Enter the statement, "Testing for hearing aid" when submitting
services involving the testing of a hearing aid(s) is used to obtain
intentional denials when other payers are involved.

- When dental exams are billed, enter the specific surgery for which the
exam is being performed. Note: A dental exam is covered for limited
services when it is part of a comprehensive evaluation and
management service.

- Enter the specific name and dosage amount when low osmolar contrast
material is billed, but only if HCPCS codes do not cover them.

- Enter demonstration ID number "30" for all national emphysema
treatment trial claims.

- Enter either a 6-digit (MM/DD/YY) or 8-digit (MM/DD/CCYY)
assumed or relinquished date for a global surgery claim when
providers share post-operative care.

The physician billing CPT modifier 54 will indicate the relinquished date of
care and responsibility. The provider billing CPT modifier 55 will indicate
the date the post-operative care and responsibility is assumed.

Method Il suppliers must enter the most current HCT value for the description
of Aranesp for ESRD beneficiaries on dialysis. (See Pub. 100-04, Chapter 8,
section 60.7.2.

Unless indicated on the previous pages, no other documentation is to be
entered in Item 19 of the CMS-1500 claim form. Only the information, as
listed on the previous pages, will be accepted in Item 19. Claims will be
rejected if above instructions are not followed.

26 11-06

CPT codes, descriptors and other data only are copyright 1999 American Medical Association (or such
other date of publication of CPT). All Rights Reserved. Applicable FARS/DFARS apply.




20 Outside Lab? -$Charges:

Complete this item when billing for diagnostic tests subject to purchase price
limitations. Enter the purchase price under charges if the "YES" block is
checked. A "YES" check indicates that an entity other than the entity billing
for the services performed the diagnostic test. A "NO" check indicates, "no
purchased tests are included on the claim.” When "YES" is annotated, Item 32
must be completed.

When billing for multiple purchased diagnostic tests, each test must be
submitted on a separate CMS-1500 claim form.

21 Diagnosis Or Nature Or lllness Or Injury:

Enter the patient's diagnosis/condition. With the exception of claims submitted
by ambulance suppliers (specialty type 59), all physician and non-physician
specialties (i.e., PA, NP, CNS, CRNA) must use an ICD-9-CM code number
and code to the highest level of specificity. Enter up to four codes in priority
order (primary, secondary condition). An independent laboratory must enter a
diagnosis only for limited coverage procedures.

Only ICD-9-CM code numbers should be listed in Item 21. Narrative
descriptions/diagnoses could cause the claim to deny.

All narrative diagnoses for non-physician specialties must be submitted on the
attachment.

22 Medicaid Resubmission Code:
Leave blank. Not required by Medicare.

23 Prior Authorization Number:

Enter the Quality Improvement Organization (QIO) prior authorization

number for those procedures requiring PRO prior approval.

= Enter the 7-digit Investigational Device Exemption (IDE) number when an
investigational device is used in a FDA-approved clinical trial. Post
Market Approval number should also be placed here when applicable.

= For physicians performing care plan oversight services, enter either the 6-
digit Medicare provider number of the home health agency (HHA) or
hospice when HCPCS code GO0181 (HH) or HCPCS code G0182
(Hospice) is billed.

= Enter the 10-digit Clinical Laboratory Improvement Act (CLIA)
certification number for laboratory services billed by an entity performing
CLIA covered procedures.

= Ambulance providers must enter the five-digit zip code for the point of
pickup.
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24a

Date(S) Of Service:

Enter either a 6-digit (MM/DD/YY) or 8-digit (MM/DD/CCYYY) date for each
procedure, service, or supply. When "from" and "to™ dates are shown for a
series of identical services, enter the number of days or units in Column 24g.

24b

Place Of Service:

Enter the appropriate place of service code from the list provided in Pub. 100-
4, Chapter 26, Section 10.5. Identify the location where the item is used or the
service is performed.

Note: When a service is rendered to a hospital inpatient, use the “inpatient
hospital™ code.

24c

Type Of Service:
Medicare providers are not required to complete this item.

24d

Procedures, Services, Or Supplies:

Enter the procedures, services, or supplies using the CMS Healthcare
Common Procedure Coding System (HCPCS) and Current Procedural
Terminology (CPT). When applicable, show HCPCS/CPT modifiers with the
HCPCS/CPT code.

Enter the specific procedure code without a narrative description. However,
when you enter a "not otherwise classified: (NOC) code, include a narrative
description in Item 19 if a coherent description can be given within the
confines of that box. Otherwise, an attachment must be submitted with the
claim.

24e

Diagnosis Code:

Enter the diagnosis code reference number as shown in Item 21, to relate the
date of service and the procedures performed to the primary diagnosis. Enter
only one reference number per line. When multiple services are performed,
enter the primary reference number for each service; a1, 2, 3, or 4.

If a situation arises where two or more diagnoses are required for a procedure
code (e.g., Pap smears), you must reference only one of the diagnoses in Item
21.

24f

Charges:
Enter the charge for each listed service.

249

Days Or Units:
Enter the number of days or units. This field is most commonly used for
multiple visits, units of supplies, anesthesia minutes, or oxygen volume. If
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only one service is performed, the numeral 1 must be entered.

Some services require that the actual number or quantity billed be clearly
indicated on the claim form (e.g., multiple ostomy or urinary supplies,
medication dosages, or allergy testing procedures). When multiple services are
provided, enter the actual number provided.

For anesthesia, show the elapsed time (minutes) in Item 24g. Convert hours
into minutes, and enter the total minutes required for this procedure.

For instructions on submitting units for oxygen claims, see the Medicare
Claims Processing Manual, Pub. 100-4, Chapter 20, section 130.6.

24h EPSDT Family Plan:
Leave blank. Not required by Medicare.

24i EMG:
Leave blank. Not required by Medicare.

24j COB:
Leave blank. Not required by Medicare.

24k Reserved For Local Use:
Enter the carrier assigned Provider Identification Number (PIN) when the
performing provider of service or supplier is a member of a group practice.
When several different physicians or suppliers within a group are billing on
the same CMS-1500 claim form, show the individual PIN in the
corresponding line item.
In the case of a service provided incident to the service of a physician or
non-physician practitioner, when the person who ordered the service is
not supervising, enter the PIN of the supervisor in Item 24k.

25 Federal Tax I.D. Number:
Enter your provider of service or supplier Federal Tax 1.D. (Employer
Identification Number) or Social Security Number. The participating provider
of service/supplier's Federal Tax I.D. Number is required for mandated
Medigap transfer.
Carriers maintain this information in their provider files. This procedure
will continue and this will not be a required item.

26 Patient's Account Number:
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Enter the patient's account number assigned by the provider of service or
supplier's accounting system. This field is optional to assist you in patient
identification.

Completing this field is a benefit to electronic and paper claim billers.

27 Accept Assignment:
Check the appropriate block to indicate whether the provider of service or
supplier accepts assignment of Medicare benefits. If MEDIGAP is indicated in
Item 9 and Medigap payment authorization is given in Item 13, the provider of
service or supplier must also be a Medicare participating physician or supplier
and must accept assignment of Medicare benefits for all covered charges for
all patients.
The following providers of service or supplier and claims can only be paid on
an assigned basis:

» Clinical diagnostic laboratory services.

« Physician services to individuals dually entitled to Medicare and
Medicaid.

- Ambulatory surgical center services.

- Participating physician/supplier services.

- Home dialysis supplies and equipment paid under Method II.

- Services of physician assistant, nurse practitioners, clinical nurse
specialists, nurse midwives, certified registered nurse anesthetists,
clinical psychologists, clinical social workers, and registered
dietician/nutrition professionals.

- Drugs and Biologicals.

- Ambulance services.

- Simplified Billing Roster for influenza virus vaccine/pneumococcal
vaccine.

28 Total Charges:
Enter total charges for the services (i.e., total of all charges in Item 24f).

29 Amount Paid:
Enter the total amount the patient paid on the covered services only.
Following these instructions will prevent incorrect payment to the
beneficiary.

30 Balance Due:

Leave blank. Not required by Medicare.
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31

Signature Of Physician Or Supplier:

Enter the signature of the provider of service or supplier, or his/her
representative, and either the 6-digit date (MM/DD/YY or 8-digit
(MM/DD/CCYY), or alphanumeric date (January 1, 2006) the form was
signed.

In the case of a service is provided incident to the service of a physician/non-
physician practitioner, when the ordering physician/non-physician practitioner
is directly supervising the service as in 42 CFR 410.32, the signature of the
ordering physician/non-physician must be entered in Item 31.

When the ordering physician/non-physician is not supervising the service,
enter the signature of the physician/non-physician practitioner providing direct
supervision in Item 31.

32

Name And Complete Address Of Facility (Including Zip Code) Where
Services Were Rendered:

Enter the name, address and zip code of service location for all services other
than those furnished in place of service home (POS12). On the first line enter
Name/Facility (service location); the second line, enter the street address; the
third line, the city, state and zip code. For example:

Health Care Hospital
30 Main Street
Anytown, WV 11111

Note: PO Box is not an acceptable address.

- Only one name, address and zip code may be entered in this item. If
additional entries are needed, separate CMS-1500 forms must be
submitted.

» Providers of service (namely physicians) must identify the supplier's
name, address, zip code and carrier assigned PIN when billing for
purchased diagnostic tests.

- For foreign claims, only the enrollee can file for Part B benefits
rendered outside of the United States. These claims will not include a
valid zip code. When a claim is received for these services on a
beneficiary submitted CMS-1490S, before the claim is entered in the
system, it will be determined if it is a foreign claim. The carrier
processing the foreign claim will make necessary accommodations to
verify that the claim is not returned as unprocessable due to the lack of
a zip code.

- When more than one supplier is used, a separate CMS-1500 form must
be used to bill for each supplier.
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- This item is completed whether the supplier's personnel performs the
work at the physician's office or at another location.

- If a QB or QU HCPCS modifier is billed, indicating the service was
rendered in a Health Professional Shortage Area (HPSA), the physical
location where the service was rendered must be entered if other than
home.

- If the supplier is a certified mammography screening center, enter the
6-digit FDA approved certification number. The 6-digit FDA approved
certification number is required for all mammograms.

» Complete this item for all laboratory work performed outside a
physician's office. If an independent laboratory is billing, enter the
place where the test was performed and the carrier assigned PIN.

33

Physician’s Supplier’s Billing Name, Address, Zip Code & Phone
Number:

Enter the provider of service or supplier's billing name, address, zip code, and
telephone number. On the first line enter provider of service or supplier's
name; the second line, enter the street address; the third line, the city, state and
zip code. For example:

Health Care Hospital
30 Main Street
Anytown, WV 11111

Enter the carrier assigned PIN (not the CMS assigned UPIN) for the provider
of service or supplier who is not a member of a group practice.

Enter the group number for the provider of service or supplier who is a
member of a group practice.

Do not type a telephone number in the PIN and/or Group portion of the field.
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These instructions apply if you are submitting

claims on Form CMS-1500 (08/05).

14

Date Of Current:

Enter either an 8-digit (MM | DD | CCYY) or 6-digit (MM | DD | YY) date of
current illness, injury, or pregnancy. For chiropractic services, enter an 8-digit
(MM | DD| CCYY) or 6-digit (MM | DD | YY) date of the initiation of the
course of treatment and enter an 8-digit (MM | DD | CCYY) or 6-digit (MM |
DD | YY) date of the X-ray to document subluxation in item 19.

15

If The Patient Has Had Same Or Similar Services lliness Give First Date:
Leave blank. Not required by Medicare.

16

Dates Patient Unable To Work In Current Occupation:

If the patient is employed and is unable to work in his/her current occupation,
enter an 8-digit (MM | DD | CCYY) or 6-digit (MM | DD | YY) date when
patient is unable to work. An entry in this field may indicate employment
related insurance coverage.

17

Name Or Referring Physician Or Other Source:
Enter the name of the referring or ordering physician if the service or item was
ordered or referred by a physician.

The term "physician” when used within the meaning of 81861(r) of the Act
and used in connection with performing any function or action refers to:

1. A doctor of medicine or osteopathy legally authorized to practice
medicine and surgery by the State in which he/she performs such
function or action;

2. A doctor of dental surgery or dental medicine who is legally
authorized to practice dentistry by the State in which he/she performs
such functions and who is acting within the scope of his/her license
when performing such functions;

3. A doctor of podiatric medicine for purposes of §8(k), (m), (p)(1), and
(s) and 881814(a), 1832(a)(2)(F)(ii), and 1835 of the Act, but only
with respect to functions which he/she is legally authorized to perform
as such by the State in which he/she performs them;

4. A doctor of optometry, but only with respect to the provision of items
or services described in §1861(s) of the Act which he/she is legally
authorized to perform as a doctor of optometry by the State in which
he/she performs them; or

5. A chiropractor who is licensed as such by a State (or in a State which
does not license chiropractors as such), and is legally authorized to
perform the services of a chiropractor in the jurisdiction in which
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he/she performs such services, and who meets uniform minimum
standards specified by the Secretary, but only for purposes of
881861(s)(1) and 1861(s)(2)(A) of the Act, and only with respect to
treatment by means of manual manipulation of the spine (to correct a
subluxation). For the purposes of 8§1862(a)(4) of the Act and subject to
the limitations and conditions provided above, chiropractor includes a
doctor of one of the arts specified in the statute and legally authorized
to practice such art in the country in which the inpatient hospital
services (referred to in §1862(a)(4) of the Act) are furnished.

Referring physician - is a physician who requests an item or service for the
beneficiary for which payment may be made under the Medicare program.

Ordering physician - is a physician or, when appropriate, a non-physician
practitioner who orders non-physician services for the patient. See Pub 100-
02, Medicare Benefit Policy Manual, chapter 15 for non-physician practitioner
rules. Examples of services that might be ordered include diagnostic
laboratory tests, clinical laboratory tests, pharmaceutical services, durable
medical equipment, and services incident to that physician’s or non-physician
practitioner’s service.

The ordering/referring requirement became effective January 1, 1992, and is
required by §1833(q) of the Act. All claims for Medicare covered services and
items that are the result of a physician's order or referral shall include the
ordering/referring physician's name. See Items 17a and 17b below for further
guidance on reporting the referring/ordering provider’s UPIN and/or NPI. The
following services/situations require the submission of the referring/ordering
provider information:

0 Medicare covered services and items that are the result of a physician's
order or referral;
Parenteral and enteral nutrition;
Immunosuppressive drug claims;
Hepatitis B claims;
Diagnostic laboratory services;
Diagnostic radiology services;
Portable x-ray services;
Consultative services;
Durable medical equipment;
When the ordering physician is also the performing physician (as often
is the case with in-office clinical laboratory tests);
When a service is incident to the service of a physician or non-
physician practitioner, the name of the physician or non-physician
practitioner who performs the initial service and orders the non-
physician service must appear in item 17,

OO0OO0O0O0O0OO0O0O0

@]

34 11-06

CPT codes, descriptors and other data only are copyright 1999 American Medical Association (or such
other date of publication of CPT). All Rights Reserved. Applicable FARS/DFARS apply.




0 When a physician extender or other limited licensed practitioner refers
a patient for consultative service, submit the name of the physician
who is supervising the limited licensed practitioner;

17a

1.D. Number Of Referring Physician:

Enter the CMS assigned UPIN of the referring/ordering physician listed in
item 17. The UPIN may be reported on the Form CMS-1500 until May 22,
2007, and MUST be reported if an NPI is not available.

Note: Field 17a and/or 17b is required when a service was ordered or referred
by a physician. Effective May 23, 2007, and later, 17a is not to be reported but
17b MUST be reported when a service was ordered or referred by a physician.

When a claim involves multiple referring and/or ordering physicians, a
separate Form CMS-1500 shall be used for each ordering/referring physician.
All physicians who order or refer Medicare beneficiaries or services must
report either an NPI or UPIN or both prior to May 23, 2007. After that date, an
NPI (but not a UPIN) must be reported even though they may never bill
Medicare directly. A physician who has not been assigned a UPIN shall
contact the Medicare carrier. Refer to Pub 100-08, Chapter 14, and Section
14.6 for additional information regarding UPINS.

17b

NPI Number of Referring Physician:

Enter the NPI of the referring/ordering physician listed in item 17 as soon as it
is available. The NPI may be reported on the Form CMS-1500 (08-05) as
early as January 1, 2007.

NOTE: Field 17a and/or 17b is required when a service was ordered or
referred by a physician. Effective May 23, 2007, and later, 17a is not to be
reported but 17b MUST be reported when a service was ordered or referred by
a physician.

18

Hospitalization Dates Related To Current Services:

Enter either an 8-digit (MM | DD | CCYY) or a 6-digit (MM | DD | YY) date
when a medical service is furnished as a result of, or subsequent to, a related
hospitalization.

19

Reserved For Local Use:

Enter either a 6-digit (MM | DD | YY) or an 8-digit (MM | DD | CCYY) date
patient was last seen and the UPIN (NPI when it becomes effective) of his/her
attending physician when a physician providing routine foot care submits
claims.

For physical therapy, occupational therapy or speech-language pathology
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services, effective for claims with dates of service on or after June 6, 2005, the
date last seen and the UPIN/NPI of an ordering/referring/attending/certifying
physician or non-physician practitioner are not required. If this information is
submitted voluntarily, it must be correct or it will cause rejection or denial of
the claim. However, when the therapy service is provided incident to the
services of a physician or nonphysician practitioner, then incident to policies
continue to apply. For example, for identification of the ordering physician
who provided the initial service, see Item 17 and 17a, and for the
identification of the supervisor, see item 24K of this section.

Enter either a 6-digit (MM | DD | YY) or an 8-digit (MM | DD | CCYY) x-ray
date for chiropractor services (if an x-ray, rather than a physical examination
was the method used to demonstrate the subluxation). By entering an x-ray
date and the initiation date for course of chiropractic treatment in item 14, the
chiropractor is certifying that all the relevant information requirements
(including level of subluxation) of Pub. 100-02, Medicare Benefit Policy
Manual, chapter 15, is on file, along with the appropriate x-ray and all are
available for carrier review.

Enter the drug's name and dosage when submitting a claim for Not Otherwise
Classified (NOC) drugs.

Enter a concise description of an "unlisted procedure code™ or an NOC code if
one can be given within the confines of this box. Otherwise an attachment
shall be submitted with the claim.

Enter all applicable modifiers when modifier -99 (multiple modifiers) is
entered in item 24d. If modifier -99 is entered on multiple line items of a
single claim form, all applicable modifiers for each line item containing a -99
modifier should be listed as follows: 1=(mod), where the number 1 represents
the line item and "mod" represents all modifiers applicable to the referenced
line item.

CPT modifier 99 is only appropriate when more than four modifiers are
necessary per line item. When only four modifiers apply, enter each
modifier in the existing space in Item 24D.

Enter the statement "Homebound" when an independent laboratory renders an
EKG tracing or obtains a specimen from a homebound or institutionalized
patient. (See Pub. 100-02, Medicare Benefit Policy Manual, Chapter 15,
"Covered Medical and Other Health Services,” and Pub. 100-04, Medicare
Claims Processing Manual, Chapter 16, "Laboratory Services From
Independent Labs, Physicians and Providers,” and Pub. 100-01, Medicare
General Information, Eligibility, and Entitlement Manual, Chapter 5,
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"Definitions," respectively for the definition of "homebound” and a more
complete definition of a medically necessary laboratory service to a
homebound or an institutional patient.)

Enter the statement, "Patient refuses to assign benefits” when the beneficiary
absolutely refuses to assign benefits to a non-participating physician/supplier
who accepts assignment on a claim. In this case, payment can only be made
directly to the beneficiary.

Enter the statement, "Testing for hearing aid" when billing services involving
the testing of a hearing aid(s) is used to obtain intentional denials when other
payers are involved.

When dental examinations are billed, enter the specific surgery for which the
exam is being performed. Note: A dental exam is covered for limited services
when it is part of a comprehensive evaluation and management service.

Enter the specific name and dosage amount when low osmolar contrast
material is billed, but only if HCPCS codes do not cover them.

Enter a 6-digit (MM | DD | YY) or an 8-digit (MM | DD | CCYY) assumed
and/or relinquished date for a global surgery claim when providers share post-
operative care. Note: The physician billing CPT modifier 54 will indicate the
relinquished date of care and responsibility. The provider billing CPT
modifier 55 will indicate the date the post-operative care and responsibility
IS assumed.

Enter demonstration ID number "30" for all national emphysema treatment
trial claims. Method Il suppliers shall enter the most current HCT value for the
injection of Aranesp for ESRD beneficiaries on dialysis. (See Pub. 100-04,
Chapter 8, Section 60.7.2.)

Unless indicated on the previous pages, no other documentation is to be
entered in Item 19 of the CMS-1500 claim form. Only the information, as
listed on the previous pages, will be accepted in Item 19. Claims will be
rejected if above instructions are not followed.

20

Outside Lab? -$Charges:

Complete this item when billing for diagnostic tests subject to purchase price
limitations. Enter the purchase price under charges if the "yes" block is
checked. A "yes" check indicates that an entity other than the entity billing for
the service performed the diagnostic test. A "no" check indicates "no
purchased tests are included on the claim." When "yes" is annotated, item 32
shall be completed.
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When billing for multiple purchased diagnostic tests, each test shall be
submitted on a separate claim Form CMS-1500.

NOTE: This is a required field when billing for diagnostic tests subject to
purchase price limitations.

21

Diagnosis Or Nature Or Illness Or Injury:

Enter the patient's diagnosis/condition. With the exception of claims submitted
by ambulance suppliers (specialty type 59), all physician and nonphysician
specialties (i.e., PA, NP, CNS, CRNA) use an ICD-9-CM code number and
code to the highest level of specificity for the date of service. Enter up to four
diagnoses in priority order. All narrative diagnoses for nonphysician
specialties shall be submitted on an attachment.

Only ICD-9-CM code numbers should be listed in Item 21. Narrative
descriptions/diagnoses could cause the claim to deny.

22

Medicaid Resubmission Code:
Leave blank. Not required by Medicare.

23

Prior Authorization Number:
Enter the Quality Improvement Organization (QIO) prior authorization
number for those procedures requiring QIO prior approval.

Enter the 7-digit Investigational Device Exemption (IDE) number when an
investigational device is used in a FDA-approved clinical trial.

For physicians performing care plan oversight services, enter the 6-digit
Medicare provider number (or NPl when effective) of the home health agency
(HHA) or hospice when CPT code G0181 (HH) or G0182 (Hospice) is billed.
Enter the 10-digit Clinical Laboratory Improvement Act (CLIA) certification
number for laboratory services billed by an entity performing CLIA covered
procedures.

Ambulance providers must enter the five-digit zip code for the point of
pickup.

24

The six service lines in section 24 have been divided horizontally to
accommodate submission of both the NPI and legacy identifier during the NPI
transition and to accommodate the submission of supplemental information to
support the billed service. The top portion in each of the six service lines is
shaded and is the location for reporting supplemental information. It is not
intended to allow the billing of 12 service lines. At this time, the shaded area
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in 24a through 24h is not used by Medicare. Future guidance will be provided
on when and how to use this shaded area for the submission of Medicare
claims.

24A

Date(s) Of Service:

Enter a 6-digit or 8-digit (MMDDCCYY) date for each procedure, service, or
supply. When "from" and "to" dates are shown for a series of identical
services, enter the number of days or units in column 24G.

24B

Place Of Service:

Enter the appropriate place of service code(s) from the list provided in Pub.
100-4, Chapter 26, Section 10.5. Identify the location, using a place of service
code, for each item used or service performed.

Note: When a service is rendered to a hospital inpatient, use the “inpatient
hospital” code.

24C

Type Of Service:
Medicare providers are not required to complete this item.

24D

Procedures, Services, Or Supplies:

Enter the procedures, services, or supplies using the CMS Healthcare
Common Procedure Coding System (HCPCS) code. When applicable, show
HCPCS code modifiers with the HCPCS code. The Form CMS-1500 (08-05)
has the ability to capture up to four modifiers.

Enter the specific procedure code without a narrative description. However,
when reporting an "unlisted procedure code” or a "not otherwise classified"
(NOC) code, include a narrative description in item 19 if a coherent
description can be given within the confines of that box. Otherwise, an
attachment shall be submitted with the claim.

24E

Diagnosis Code:

Enter the diagnosis code reference number as shown in item 21 to relate the
date of service and the procedures performed to the primary diagnosis. Enter
only one reference number per line item. When multiple services are
performed, enter the primary reference number for each service, either a 1, or
az2,orag,oraé.

If a situation arises where two or more diagnoses are required for a procedure
code (e.g., pap smears), the provider shall reference only one of the diagnoses
in item 21.

24F

Charges:
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Enter the charge for each listed service.

24G Days Or Units:
Enter the number of days or units. This field is most commonly used for
multiple visits, units of supplies, anesthesia minutes, or oxygen volume. If
only one service is performed, the numeral 1 must be entered.
Some services require that the actual number or quantity billed be clearly
indicated on the claim form (e.g., multiple ostomy or urinary supplies,
medication dosages, or allergy testing procedures). When multiple services are
provided, enter the actual number provided.
For anesthesia, show the elapsed time (minutes) in item 24g. Convert hours
into minutes and enter the total minutes required for this procedure.
For instructions on submitting units for oxygen claims, see Pub. 100-4,
Chapter 20, Section 130.6.

24H EPSDT Family Plan:
Leave blank. Not required by Medicare.

241 Legacy Qualifier Rendering Provider:
Enter the ID qualifier 1C in the shaded portion.

24 Legacy Provider Number Rendering Provider:
Prior to May 23, 2007, enter the rendering provider’s PIN in the shaded
portion. In the case of a service provided incident to the service of a physician
or non-physician practitioner, when the person who ordered the service is not
supervising, enter the PIN of the supervisor in the shaded portion.
Effective May 23, 2007 and later, do not use the shaded portion. No earlier
than January 1, 2007, enter the rendering provider’s NPl number in the lower
portion. In the case of a service provided incident to the service of a physician
or non-physician practitioner, when the person who ordered the service is not
supervising, enter the NP1 of the supervisor in the lower portion.

24K Reserved For Local Use:
There is no Item 24K on this version.

25 Federal Tax I.D. Number:
Enter the provider of service or supplier Federal Tax ID (Employer
Identification Number) or Social Security Number.

26 Patient's Account Number:
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Enter the patient's account number assigned by the provider's of service or
supplier's accounting system. This field is optional to assist you in patient
identification.

27 Accept Assignment:

Check the appropriate block to indicate whether the provider of service or
supplier accepts assignment of Medicare benefits. If Medigap is indicated in
item 9 and Medigap payment authorization is given in item 13, the provider of
service or supplier shall also be a Medicare participating provider of service or
supplier and accept assignment of Medicare benefits for all covered charges
for all patients.

The following providers of service/suppliers and claims can only be paid on

an assignment basis:

o Clinical diagnostic laboratory services;

0 Physician services to individuals dually entitled to Medicare and
Medicaid,;

o Participating physician/supplier services;

0 Services of physician assistants, nurse practitioners, clinical nurse
specialists, nurse midwives, certified registered nurse anesthetists, clinical
psychologists, and clinical social workers;

o Ambulatory surgical center services for covered ASC procedures;

0 Home dialysis supplies and equipment paid under Method II;

0 Ambulance services;

o Drugs and biologicals; and

o Simplified Billing Roster for influenza virus vaccine and pneumococcal
vaccine.

28 Total Charges:
Enter total charges for the services (i.e., total of all charges in item 24f).
29 Amount Paid:
Enter the total amount the patient paid on the covered services only.
30 Balance Due:
Leave blank. Not required by Medicare.
31 Signature Of Physician Or Supplier:

Enter the signature of provider of service or supplier, or his/her representative,
and either the 6-digit date (MM | DD | YY), 8-digit date (MM | DD | CCYY),
or alpha-numeric date (e.g., January 1, 2006) the form was signed.

In the case of a service that is provided incident to the service of a physician
or non-physician practitioner, when the ordering physician or non-physician
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practitioner is directly supervising the service as in 42 CFR 410.32, the
signature of the ordering physician or non-physician practitioner shall be
entered in item 31. When the ordering physician or non-physician practitioner
IS not supervising the service, then enter the signature of the physician or non-
physician practitioner providing the direct supervision in item 31.

32

Name & Complete Address of Facility (including Zip Code) Where
Services Were Rendered

Enter the name and address, and ZIP code of the facility if the services were
furnished in a hospital, clinic, laboratory, or facility other than the patient's
home or physician's office. Effective for claims received on or after April 1,
2004, enter the name, address, and zip code of the service location for all
services other than those furnished in place of service home — 12. Effective for
claims received on or after April 1, 2004, on the Form CMS-1500, only one
name, address and zip code may be entered in the block. If additional entries
are needed, separate claim forms shall be submitted.

Note: A PO Box is not an acceptable address.

Providers of service (namely physicians) shall identify the supplier's name,
address, and ZIP code when billing for purchased diagnostic tests. When more
than one supplier is used, a separate Form CMS-1500 shall be used to bill for
each supplier.

For foreign claims, only the enrollee can file for Part B benefits rendered
outside of the United States. These claims will not include a valid ZIP code.
When a claim is received for these services on a beneficiary submitted Form
CMS-1490S, before the claim is entered in the system, it should be determined
if it is a foreign claim. If it is a foreign claim, follow instructions in chapter 1
for disposition of the claim. The carrier processing the foreign claim will have
to make necessary accommodations to verify that the claim is not returned as
unprocessable due to the lack of a ZIP code.

If a modifier is billed, indicating the service was rendered in a Health
Professional Shortage Area (HPSA) or Physician Scarcity Area (PSA), the
physical location where the service was rendered shall be entered if other than
home.

If the supplier is a certified mammography screening center, enter the 6-digit
FDA approved certification number.

Complete this item for all laboratory work performed outside a physician's
office. If an independent laboratory is billing, enter the place where the test
was performed.
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32a Facility NP1 Number
Enter the NPI of the service facility as soon as it is available. The NPI may be
reported on the Form CMS-1500 (08-05) as early as January 1, 2007, and
must be reported May 23, 2007, and later.

32b Facility Qualifier and Legacy Number
Enter the ID qualifier 1C followed by one blank space and then the PIN of the
service facility. Effective May 23, 2007, and later, 32b is not to be reported.
Providers of service (namely physicians) shall identify the supplier's PIN
when billing for purchased diagnostic tests.

33 Physician’s Supplier’s Billing Name, Address, Zip Code and Phone
Number
Enter the provider of service/supplier's billing name, address, ZIP code, and
telephone number.

33a Billing Provider NP1 Number
Effective May 23, 2007, and later, you MUST enter the NPI of the billing
provider or group. The NPI may be reported on the Form CMS-1500 (08-05)
as early as January 1, 2007.

33b Billing Provider Qualifier and Legacy Number

Enter the ID qualifier 1C followed by one blank space and then the PIN of the
billing provider or group. Effective May 23, 2007, and later, 33b is not to be
reported.
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CMS-1500 Claim Form Crosswalk to ANSI 4010A1

CMS-

1500 HIPAA ANSI 4010A1

Item # Description Loop, Segment, Element

la Medicare Number Loop 2010BA, NM1/IL, 09

2 Patient Last Name Loop 2010BA, NM1/IL, 03
Patient First Name Loop 2010BA, NM1/IL, 04

3 Patient Birth Date Loop 2010BA, DMG, 02
Patient Sex Loop 2010BA, DMG, 03

4 Insured Last Name Loop 2330A, NM1/IL, 03
Insured First Name Loop 2330A, NMI/IL, 04

5 Patient Address Line 1 Loop 2010BA, N3, 01
Patient City Loop 2010BA, N4, 01
Patient State Loop 2010BA, N4, 02
Patient Zip Code Loop 2010BA, N4, 03
Patient Relationship to Insured Loop 2000B, SBR, 02
Insured’s Address and Phone Number Use only if insured is different than

patient

9 Other Insured Last Name Loop 2330A, NM1/IL, 03

Medigap | Other Insured First Name Loop 2330A, NM1/IL, 04
Other Insured Middle Initial Loop 2330A, NMI/IL, 05

9a Other Insurance Policy or Group # Loop 2330A, NM1/IL, 09

9b Other Insurance Date of Birth Loop 2320, DMG, 02

9c Employer Name or School Name Loop 2330B, NM1/PR, 03

9d Insurance Plan Name or Program Name Loop 2330B, NM1/PR, 09
(Medigap 5-digit Insurer Code)

10a,b,c Is Patient’s Condition Related To: Loop 2300, CLM, 11
Employment, Auto Accident, Other Accident

11 Insured Group or Policy Number Loop 2320, SBR, 03

MSP Claim Filing Indicator Loop 2320, SBR, 09

Claims
Insurance Type Code Loop 2320, SBR, 05

11a Insured Date of Birth Loop 2320, DMG, 02
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CMS-
1500 HIPAA ANSI 4010A1
Item # Description Loop, Segment, Element
11b Employer Name or School Name Loop 2330B, NM1/PR, 03
Ilc Other Insured Group Name Loop 2320, SBR, 04
11d Is there another Health Benefit Plan? When Medicare is the Secondary
Payer or the patient has a Medigap
Policy, Loop 2320 and 2330 must be
provided. The presence of these loops
indicates the patient has another
Health Benefit Plan.
12 Patient Signature Source Code Loop 2300, CLM, 10
Release of Information Indicator Loop 2300, CLM, 09
14 Accident Date Loop 2300, DTP/439, 03
Initial Treatment Date Loop 2300 or 2400, DTP/454, 03
15 Same/Similar Symptom Indicator Not Used
Onset of Similar Symptoms or Illness Loop 2300 or 2400, DTP/438, 03
17 Onset of current illness or injury Loop 2300 or 2400, DTP/438, 03
Referring Provider Last Name Loop 2310A or 2420F, NM1/DN,
03
Referring Provider First Name Loop 2310A or 2420F, NM1/DN,
04
Ordering Provider Last Name Loop 2420E, NM1/DK, 03
Ordering Provider First Name Loop 2420E, NM1/DK, 04
17a Ordering Provider Secondary Identifier (UPIN) Loop 2420E, REF/1G, 02
Referring Provider Secondary Identifier (UPIN) Loop 2310A or 2420F, REF/1G, 02
17b Ordering Provider National Provider Identifier | Loop 2420E, NM1/DK, 09
(NPI)
Referring Provider National Provider Identifier | Loop 2310A or 2420F, NM1/DN,
(NPI)) 09

—Continued on next page
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CMS-

1500 HIPAA ANSI 4010A1

Item # Description Loop, Segment, Element

19 Ordering Provider Primary Identifier (SSN or EIN) | Loop 2420E, NM1/DK, 09
Referring Provider Primary Identifier (SSN or EIN) | Loop 2310A or 2420F, NM1/DN,

09

Referring Provider Secondary Identifier (UPIN) Loop 2310A or 2420F, REF/1G, 02
Narrative Loop 2300, or 2400, NTE, 02
Date Last Seen and X-ray Loop 2300 or 2400, DTP/304, 03
Supervising UPIN Loop 2310E or 2420D, REF/1G, 02
Anesthesia Minutes Loop 2400, SV1, 04 (03=MJ)
Homebound Indicator Loop 2300, CRC/75, 03
Hospice Employed Provider Indicator Loop 2400, CRC/70, 02
Assumed & Relinquished Care Dates Loop 2300, DTP/90 or 91, 03

20 Purchased Service Charges Loop 2400, PS1, 02

21 Diagnosis 1 Loop 2300, HI, 01-2
Diagnosis 2 Loop 2300, HI, 02-2
Diagnosis 3 Loop 2300, HI, 03-2
Diagnosis 4 Loop 2300, HI, 04-2

23 CLIA Number Loop 2300 or 2400, REF/X4, 02
Prior Authorization Number Loop 2300 or 2400, REF/G1, 02
Hospice (Home Health Agency or Care Plan | Loop 2310D, REF/LU, 02 or Loop
Oversight Numbers) NPI 2310D, NM1/FA, 09 for NPI
Investigational Device Exemption Loop 2300, REF/LX, 02
Point of Pick-up Zio Code Loop 2310D, N4, 03

24a Dates of Service (From Dates) Loop 2400, DTP/472, 03
Dates of Service (To Dates) Loop 2400, DTP/472, 03

24b Place of Service Loop 2300, CLM, 05 or

Loop 2400, SV1, 05

24d Procedure Code Loop 2400, SV1, 01-2

24e Diagnosis Pointer Loop 2400, SV1, 07-1

24f Charges Loop 2400, SV1, 02

—Continued on next page
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CMS-
1500 HIPAA ANSI 4010A1
Item # Description Loop, Segment, Element
24¢g Days or Units of Service Loop 2400, SV1, 04 (03=UN)
Anesthesia Minutes Loop 2400, SV1, 04 (03=MJ)
241 Legacy Qualifier Rendering Provider: Enter the ID | Loop 2310B or 2420A, REF/1C, 01
qualifier IC in the shaded portion.
24 Legacy Provider Number (Use prior to May 23,2007) | Loop 2310B or 2420A, REF/1C, 02
(Effective 01/01/2007 NPI number of supervisor.) | or Loop 2310B or 2420A, NM1/82,
09 for NPI
24k Rendering Provider Primary Identifier Loop 2310B or 2420A, REF/1C, 02
25 Provider SSN# or EIN# Loop 2010AA or 2010AB, NM1/85
or 87,09 (NM108 = 24 or 34)
26 Patient’s Account Number Loop 2300, CLM, 01
27 Accept Assignment Loop 2300, CLM, 07
28 Total Charges Loop 2300, CLM, 02
29 Amount Paid Loop 2300, AMT/F5, 02
31 Provider Signature Indicator Loop 2300, CLM, 06
32 Facility Lab Name Loop 2310D, NM1/FA, 03
Facility Lab PIN Loop 2310D, REF/LU, 02
Place of Service Address Loop 2310D, N3, 01
Place of Service City Loop 2310D, N4, 01
Place of Service State Loop 2310D, N4, 02
Place of Service Zip Code Loop 2310D, N4, 03
Lab ID Loop 2400, PS1, 01
Mammography Certification Number Loop 2300 or 2400, REF/EW, 02
32a Facility NPI Number Loop 2310D, NM1/FA, 09
32b Facility Qualifier and Legacy Number Loop 2310D, REF/LU, 02
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33

Organization Name

Loop 2010AA or 2010AB, NM1/85
or 87, 03

Provider’s Last Name

Loop 2010AA or 2010AB, NM1/85
or 87,03

Provider’s First Name

Loop 2010AA or 2010AB, NM1/85
or 87, 04

Address Loop 2010AA or 2010AB, N3, 01
City Loop 2010AA or 2010AB, N4, 01
State Loop 2010AA or 2010AB, N4, 02
Zip Code Loop 2010AA or 2010AB, N4, 03

Provider Identification Number (Group or Individual
PIN)

Loop 2010AA or 2010AB, REF/1C,
02
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Unprocessable/Rejected Claims

Assigned and non-assigned services are considered unprocessable when incomplete or invalid information
is detected in our claims processing system.

Identifying Unprocessable services:
An unprocessable service is rejected using one of the following methods:

e Message Code MA130 appears on your Remittance Advice indicating the claim is unprocessable.
e The claim is returned to you with a form letter indicating the incomplete or invalid information.

In addition to Message Code MA130, your Remittance Advice may also include other message codes
informing you what information is missing/invalid/incomplete. Reason and Remark Code lists are available
at the following Web site: http://www.wpc-edi.com. A handy look-up is available on our Web site under
Topics, Reason/Remark Code Look-up.

If a claim contains processable and unprocessable services, the unprocessable services are split onto a
separate claim and rejected (noncovered).

Correcting Unprocessable Claims:
Rejected claims must be corrected and retransmitted/resubmitted as NEW claims. There are no appeal
rights on rejected claims. A Reconsideration or Telephone Reopening should not be requested.

Unprocessable Requirements:

Detailed information regarding Unprocessable Claims, including a listing of the claim field requirements,
is available on the Centers for Medicare and Medicaid Services (CMS) Web site under Publication 100-4,
Chapter 1, Section 80.3.1 through 80.3.2.1.3 at

http://www.cms.hhs.gov/manuals/downloads/clm104c01.pdf

Unprocessable Examples:

This table includes examples of unprocessable claim situations. Returned or rejected claims due to one
or more of the following situations (or any unprocessable situation) must be corrected and retransmitted/
resubmitted as NEW claims.

THIS LIST IS NOT ALL-INCLUSIVE.

C M S -  Field Requirement Unprocessable Situation Remark Code(s)
1500
Field
la Insured’s ID (Health Field is blank or contains an invalid | MA61
Insurance Claim Number) Medicare Health Insurance Claim
Number (HICN)
— Continued on next page
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C M S -  Field Requirement Unprocessable Situation Remark Code(s)

1500

Field

2&3 Patient’s Name Field is blank or contains an invalid | MA36

patient’s last and first name

11 Group Number (or the | Field is blank or contains something A MAS3
word “NONE” if Medicare | other than the Group Number or the word | MAS8S
is Primary) “NONE” MA92

12 Patient’s or authorized # Field is blank or contains invalid | MA75
person’s Signature (some | information
exceptions apply)

17 Referring/Ordering Field is blank or does not contain the | M33
Physician Name if the | Referring/Ordering Physician Name MAS2
service was referred or MA102
ordered

17a Referring/Ordering | Field is blank or does not contain the | M33
Physician UPIN/NPI if | Referring/Ordering Physician UPIN/ | MAS&2
the service was referred or | NPI MA102
ordered

19 Miscellaneous A drug “unlisted procedure code” or  M51
Requirements a “not otherwise classified” (NOC)  MA104

code is indicated in Item 24d but an
accompanying narrative is not present
in Item 19.

For other NOCs, the accompanying
narrative is not present in Item 19 or on
an attachment.

For routine foot care claims, the date the
patient was last seen and the attending
physician’s PIN/NPI was not indicated.

20 Purchased Service “Yes” is indicated, but the purchase price | MA111

and Item 32 are blank or incomplete

21 Diagnosis Code The Field is blank or contains an invalid | M81

or truncated diagnosis code(s). All
diagnosis codes submitted must be valid
and to the highest level of specificity or
the entire claim will be rejected.
— Continued on next page
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C M S -  Field Requirement Unprocessable Situation Remark Code(s)
1500
Field
24a Date of Service Field is blank or contains an invalid date | M52
of service M59
24b Place of Service Field is blank or contains an invalid place | M77
of service
24d CPT or HCPCS Code | Field is blank or contains an invalid or | M20
Modifier obsolete CPT/HCPCS Procedure Code | M51
or Modifier
24k Performing Provider (if | Field is blank or contains an invalid | MA112
a member of a group PIN/NPI
practice)
31 Provider Signature (some | Field is blank or contains invalid | MA70
exceptions apply) information MAS1
32 Name and address | Field does not contain the complete | MA111
(including ZIP Code) of | information required MA114
facility where services MAI115
were performed
33 Billing Provider name, | Field is blank or does not contain the | M57
address, and Provider | required information MAS2
Number (PIN/NPI) MA112
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Holding of Pancreas Transplant Alone (PA) Claims:
Amendment to MLN Matters Article MM 5093

These claims will only be held for claims submitted to Palmetto GBA for the Part A Fiscal Intermediary.

Key Points

e The held PA claims, described above, will not process correctly through the claims processing system
beginning on October 2, 2006.

e Until further notice, PA claims will be held. You will be notified once the PA claims are released for
processing.

Background

The Centers for Medicare & Medicaid Services (CMS) is publishing this Special Edition (SE) article to
amend a prior notice to providers on May 19, 2006, Change Request (CR) 5093 (see Additional Information
section for the Web address). That prior notice announced that PA claims for discharges on or after April
26, 2006, through September 30, 2006, would be held until further notice. The PA claims were scheduled
to be released October 2, 2006.

Additional Information
If you have questions, please contact our office at 1-877-567-9232
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Key Medicare News for 2007 for Physicians
and Other Health Care Professionals

Introduction

This Special Edition article is being provided to keep you, the Medicare physician and health care
professional, informed about important Medicare initiatives and new Medicare benefits available in Calendar
Year (CY) 2007.

As you once again make your decision to enroll in or terminate enrollment in the Medicare participation
program, the Centers for Medicare & Medicaid Services (CMS) would like to take this opportunity to review
some important news for 2007. CMS believes this information provides significant benefits to providers
and their Medicare patients. It encourages providers to enroll or stay in the Medicare participation program
in order to take full advantage of the upcoming changes.

Information You Need to Know National Provider Identifier (NPI) - Get it! Share it! Use it!

The Health Insurance Portability and Accountability Act of 1996 (HIPAA) mandated that the Secretary of
Health and Human Services adopt a standard unique health identifier for health care providers. As such,
health care providers who are covered entities under HIPAA need to apply for a National Provider Identifier
(NPI). The NPI replaces all of the health care provider identifiers you use today (such as UPIN, OSCAR,
Provider Identification Number (PIN), and National Supplier Clearinghouse or NSC) in standard health
care transactions.

This NPI (a ten-digit number) is permanent, remains with you regardless of job or location changes, and
eliminates the need to use different identification numbers to identify yourself when conducting HIPAA
standard transactions with multiple health plans or at multiple locations. For Medicare to pay you for your
services after May 23, 2007, you must get the NPI.

Currently, providers can submit their NPI on electronic claims to CMS and CMS will use a new crosswalk
system to validate the NPI against legacy numbers. Soon, CMS plans to begin testing the new software
that has been developed to use the NPI in the existing Medicare fee-for-service claims processing systems.
Providers have until May 23, 2007, before you are required to submit claims with only an NPI.

Until testing is complete within the Medicare processing systems, CMS urges providers to continue
submitting Medicare fee-for-service claims in one of two ways:

e Use your legacy number, such as your PIN or UPIN; or

e Use both your NPI and your legacy number.

Until testing of the new software that uses the NPI in the Medicare systems is complete and until further
notice from CMS, the following may occur if you submit Medicare claims with only an NPI:
e (laims may be processed and paid, or
e (laims for which Medicare systems are unable to properly match the incoming NPI with a legacy
number (e.g., PIN) may be rejected to the provider, and then you will need to resubmit the claim with
the appropriate legacy number.
— Continued on next page
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On May 23,2007, the NPI will become the only means Medicare will use in identifying you in all standard
transactions. All former numbers, often called legacy numbers, which you use to identify yourself to Medicare
will be replaced by your new NPI. The NPI will also replace the numbers you use in communicating with
other payers as well. All HIPAA-covered entities except small health plans must begin using NPIs in standard
transactions by May 23, 2007 (small health plans have until May 23, 2008). You can learn more about the
NPI by going to http://www.cms.hhs.gov/NationalProvldentstand/ on the CMS Web site.

Physician Voluntary Reporting Program (PVRP)

In January 2006, CMS launched the PVRP as part of its overall quality improvement efforts. PVRP builds
on Medicare’s comprehensive efforts to substantially improve the health and function of our beneficiaries
by:

e Preventing chronic disease complications;

¢ Avoiding preventable hospitalizations; and

e Improving the quality of care delivered.

Physicians who choose to participate in this voluntary reporting program will help capture data about the
quality of care provided to Medicare beneficiaries. This enables CMS to identify the most effective ways
to use the quality measures in routine practice and to support overall physician efforts to improve quality
of care.

From the total number of 36 physician and medical specialty society endorsed, evidence-based, clinically
valid measures, CMS has currently identified a core starter set of 16 PVRP measures you can use as the
program begins.

You can download these measures (which were updated on July 1, 2006) by going to http://www.cms.hhs.
gov/PVRP/ on the CMS Web site. The next measure update is scheduled for January 2007. You can learn
more about the PVRP by going to http://www.cms.hhs.gov/PVRP/, and if you have questions about the
PVRP, you can direct them to pvrp@cms.hhs.gov.

In December 2006, CMS will begin providing you with confidential feedback reports to allow you to assess
your reporting and performance rates for the PVRP measures that you’ve submitted data on. In addition,
CMS will also begin to reach out to you on how to improve the reporting process. Ultimately, these feedback
reports are intended to help all physicians improve their data accuracy and reporting rate.

CMS Listservs
CMS has instituted electronic mailing lists (listservs) that enable you to receive e-mails about the latest CMS
Fee-for-Services initiatives. These listservs let you automatically receive timely, consistent, and accurate
information regarding recent news, policy changes and updates, sent directly to your PC or laptop. They
provide information in the following areas:
e Medicare Learning Network
e MLN Matters Articles
e Medicare Providers

— Continued on next page
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e Open Door Forums

e Partnerships
e Prescription Drug Benefit (PDB).

These automatic e-mail updates can help you spend less time researching recent Medicare coverage updates,
re-filing claims, and trying to keep updated on the latest happenings at CMS. They are the single best way
to learn about CMS information as soon as it is made available.

To obtain access to the CMS Listservs, subscribe to the CMS Listervs on the CMS Mailing Lists Web Page
at http://www.cms.hhs.gov/apps/mailinglists, and provide your name and e-mail address.

Medicare Contracting Reform

The Medicare Prescription Drug, Improvement, and Modernization Act of 2003 (MMA, Section 911)
requires CMS to implement Medicare Contracting Reform by October 2011. Medicare Contracting Reform
will bring standard contracting principles to Medicare, such as competition and performance incentives that
the government has long applied to other federal programs under the Federal Acquisition Regulation.

With full implementation, CMS will replace its current claims payment contractors - Fiscal Intermediaries
and carriers - with new contract entities called Medicare Administrative Contractors (MACs). CMS believes
the full implementation of the MACs will mean better service to providers and beneficiaries.

CMS plans to award a total of 23 MAC contracts, fifteen of which will be with A/B MACs that will administer
both the Part A and Part B work, currently being handled by Fiscal Intermediaries (FI) and carriers, in 15
designated geographical jurisdictions.

Four home health/hospice MACs will perform work currently performed by Regional Home Health
Intermediaries (RHHISs) in four designated geographical jurisdictions, and four Durable Medical Equipment
(DME) MACs will perform the work previously performed by the Durable Medical Equipment Regional
Carriers (DMERC:s). The four designated geographical jurisdictions for the DME MACs correspond to the
jurisdictions of the home health/hospice MACs.

CMS announced on January 6, 2006, that it had awarded four MAC contracts for the administration of the
DME claims workload, with each award being for a distinct geographical jurisdiction. Protests were filed
concerning two of the DME MAC awards. The DME MACs whose awards were not protested, National
Heritage Insurance Company as DME MAC for Jurisdiction A and AdminaStar Federal as DME MAC
for Jurisdiction B, became operational effective July 1, 2006, assuming full responsibility for servicing
suppliers billing for services in their respective jurisdictions.

The protest of the award of Jurisdiction D DME MAC was denied and Noridian Administrative Services
assumed full responsibility for the Jurisdiction D DME MAC workload on September 30, 2006. The
protest of the Jurisdiction C DME MAC award was sustained, requiring CMS to take corrective action
that resulted in a return to an active procurement for the offers in the competitive range. As a result, on
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September 28, 2006, CMS awarded the DME MAC contract for Jurisdiction C to CIGNA. However, on
October 6, 2006, another protest was filed. CMS expects a ruling from the Government Accountability

Office (GAO) on that protest by January 16, 2007. Until GAO delivers that ruling, implementation for
Jurisdiction C is suspended.

On July 31, 2006, CMS announced it awarded the first contract for a Part A/Part B MAC (A/B MAC) to
Noridian Administrative Services (NAS). NAS will be the A/B MAC for Jurisdiction 3 (J3), comprised
of Arizona, Montana, North Dakota, South Dakota, Utah, and Wyoming. It will immediately begin
implementation activities and will assume full responsibility for the work no later than March 2007.

For the most current information available, including the acquisition schedule for each MAC jurisdiction,
visit the Medicare Contracting Reform Web Page at
http://www.cms.hhs.gov/medicarereform/contractingreform on the CMS Web site.

Medicare Prescription Drug Coverage

Beginning January 1, 2006, Medicare Prescription Drug Coverage became available to all people with
Medicare. As of June 2006, over 32 million beneficiaries have enrolled in the program. Individuals who
did not join for 2006 may enroll for 2007 beginning on November 15, 2006. You can learn more about this
program by going to http://www.cms.hhs.gov/PrescriptionDrugCovGenin/01 _Overview.asp#TopOfPage
on the CMS Web site.

Competitive Acquisition Program for Certain Drugs

The Medicare Prescription Drug, Improvement, and Modernization Act of 2003 (MMA, Section 303 (d))
requires the implementation of a Competitive Acquisition Program (CAP) for Medicare Part B drugs and
biologicals not paid on a cost or prospective payment system (PPS) basis. Physicians are given a choice
between buying and billing these drugs under the Average Sales Price (ASP) system or selecting a Medicare-
approved CAP vendor that will supply these drugs.

Each year, Medicare physicians will be given an opportunity to elect to participate in the CAP. Those who
do participate will obtain drugs through CAP vendors; the vendors will bill Medicare for the administered
drug and the vendors will bill the beneficiary for any applicable co-insurance or deductible.

Noridian Administrative Services (http://www.noridianmedicare.com/cap drug/index.html) is the CAP
designated carrier, responsible for vendor enrollment, processing CAP drug claims, answering inquiries,
and conducting dispute resolution. BioScrip, Inc. (http://www.bioscrip.com/) has been selected as the
vendor for the initial phase of CAP.

The 2007 CAP physician election period will take place from October 1, 2006, to November 15, 2006.
The CAP Physician Election Agreement form and additional details about the physician election period are
available at http://www.cms.hhs.gov/CompetitiveAcquisforBios/02 infophys.asp#TopOfPage.

All physicians and physician groups who plan to participate in the CAP in 2007 must submit an election
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form to their local carrier or A/B MAC on an annual basis. This requirement applies to physicians who
are not yet participating in the CAP, physicians who are participating in the CAP and who wish to reelect
to participate in the CAP, and physicians who wish to terminate their participation in the CAP effective
December 31, 2006. Physicians who are not participating in the CAP and do not want to participate in the
CAP are not required to fill out the Physician Election Agreement form or to take any other action.

You can learn more about the CAP by going to http://www.cms.hhs.gov/CompetitiveAcquisforBios/O1
overview.asp#TopOfPage on the CMS Web site. You can also obtain information from the Special Edition
MLN Matters article at http://www.cms.hhs.gov/MLNMattersArticles/downloads/SE0672.pdf on the CMS
Web site.

Competitive Acquisition Program for Durable Medical Equipment, Prosthetics, Orthotics, and Supplies
(DMEPOS) Section 302 of the Medicare Prescription Drug, Improvement, and Modernization Act of
2003 (MMA) (Pub. L. 108-173) authorizes the Secretary to utilize our competitive acquisition authority,
as outlined in the U.S. Code Section 1847(a).

Section 302(b)(1) of the Medicare Modernization Act, requires Medicare to replace the current durable
medical equipment (DME) payment methodology for certain items with a competitive acquisition process
to improve the effectiveness of its methodology for setting DME payment amounts. This new bidding
process will establish payment amounts for certain DME, enteral nutrition, and off-the-shelf orthotics.
Competitive bidding provides a way to harness marketplace dynamics to create incentives for suppliers to
provide quality items and services in an efficient manner and at reasonable cost.

The Medicare DME Competitive Bidding Program has five objectives:

1. To operationalize competitive bidding for DME and to use this to determine appropriate prices for
categories of DME covered by Medicare Part B;

2. To protect beneficiary access to quality DME throughout the program;

3. To reduce the amount Medicare pays for DMEPOS and bring the reimbursement amount more in line
with that of a competitive market;

4. To limit the burden on beneficiaries by reducing their out-of-pocket expenses; and

5. To mitigate proliferation of use of certain items of DMEPOS by contracting with suppliers who engage
in a business model that is beneficial for the program and for Medicare beneficiaries.

In the coming months CMS will be publishing more information and resources related to this provision.

Medicare Physician Fee Schedule Database

CMS projects that it will pay approximately $61.5 billion to 875,000 physicians and other health care
professionals in 2007 under a recently released proposed rule that would revise payment rates and policies
under the Medicare Physician Fee Schedule. Next year, for example, under this proposal preventive services
will continue to expand.

For example, abdominal aortic aneurysm (AAA) screening will be added to the growing list of preventive
services covered by Medicare. In addition, the colorectal cancer screening benefit would be exempted
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from the Part B deductible, eliminating a potential financial barrier to using this benefit. Also, the number
of beneficiaries who qualify for bone mass measurement due to long time steroid therapy would be
expanded.

Under the proposed rule, diabetes outpatient self-management training and medical nutrition therapy
services would be added to the list of covered and separately payable services included in the Federally
Qualified Health Center benefit. This is intended to make these services more available to beneficiaries in
underserved areas, whether rural or urban.

The Medicare law includes a statutory formula that will require CMS to implement an expected minus 5.1%
update in payment rates for physician-related services. This formula compares the actual rate of growth
in spending to a target rate, which is based on such factors as the growth in number of Medicare fee-for-
service beneficiaries and statutory or regulatory changes in benefits. If the actual rate of growth exceeds
the target rate, the update is decreased; if it is less, the update is increased.

The negative update is projected for 2007 because spending on physicians’ services and other Part B
services has been growing at a much faster rate than target spending. Expenditures for physicians’ services
in 2005 increased 10% over 2004, even faster than had been previously projected. This was mainly due
to an increase in the number and complexity (or volume and intensity) of services furnished to Medicare
beneficiaries, including more frequent and intensive office visits and rapid growth in the use of imaging
techniques, laboratory services, and physician-administered drugs. Physician-related expenditures are also
a principal contributing factor to the projected growth of Part B services in 2006 of 10.6%.

You can find more information about recent expenditure growth in Part B and the impact of growth in
physician-related spending at http://www.cms.hhs.gov/center/physician.asp on the CMS Web site.

Revised Medicare Enrollment Form (CMS-855)

In May 2006, CMS instituted a revised enrollment form (CMS-855) to be used by physicians and providers
wishing to enroll in the Medicare program. (Details about the new form and the key changes for physicians
are summarized in MLN Matters article SE 0632, available at http://www.cms.hhs.gov/MLNMattersArticles/
downloads/SE0632.pdf on the CMS Web site.)

Please note that as a result of this new form, you will be required to submit the NPI notification letter
issued to you by the NPl Enumerator when enrolling (with the CMS-855), making changes to your
enrollment information, or changing your participation status (using CMS-460 form) with Medicare.
(See the MLN Matters article, SE 0634 (Facilitating your Medicare Enrollment), for more details. This
article is posted at http://www.cms.hhs.gov/MLNMattersArticles/downloads/SE0634.pdf on the CMS
Web site.)

Remittance Advice Print Software
During 2006, CMS made software available, through its Medicare carriers, to physicians that enable them
to efficiently receive and print their electronic remittance advice.
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Information on this software is available in MLN Matters article SE 0611 at http://www.cms.hhs.gov/
MLNMattersArticles/downloads/SE0611.pdf on the CMS Web site.

Medicare Contractor Provider Satisfaction Survey (MCPSS)

CMS would like to provide a channel for you to voice your opinions about the services you receive from your
Fee-for-Service (FFS) claims-payment contractors. The Medicare Contractor Provider Satisfaction Survey
(MCPSS) is the vehicle designed to garner objective, quantifiable data on provider satisfaction with the
performance of the Contractors. The MCPSS is one of the tools CMS will use to carry out the measurement
of satisfaction levels, as a result of the Medicare Modernization Act (MMA) of 2003. Specifically, the
survey will enable CMS to gauge provider satisfaction with key services performed by the 42 contractors
that process and pay more than $280 billion in Medicare claims each year. Those Medicare contractors
will use the results to improve their service to you.

The CY 2006 administration of MCPSS was sent to more than 25,000 providers randomly selected,
including physicians, suppliers, health care practitioners and institutional facilities that serve Medicare
beneficiaries across the country. The 2006 MCPSS results revealed that 85 percent of respondents rated
their contractors between 4 and 6 on a 6-point scale. Overall, scores for physicians averaged 4.6. Key
predictors of satisfaction with carrier contractors included provider inquiries and claims processing. For
more detail information on the results, please visit http://www.cms.hhs.gov/mcpss/.

MCPSS will be administered on an annual basis. MCPSS will be distributed to a new sample of Medicare
providers in January 2007. CMS urges you, if selected, to participate in the MCPSS to complete and return
the surveys. The view of every Medicare physician and health care professional asked to participate are
very important to the success of this study, as each one represents many other organizations that are similar
in size, practice type and geographical location.

Education Updates The Medicare Learning Network

The Medicare Learning Network (MLN), the brand name for official CMS provider educational products, is
designed to promote national consistency in Medicare provider information developed for CMS initiatives.
The MLN products available on the MLN web page provide easy access to web-based training courses,
comprehensive training guides, brochures, fact sheets, CD-ROMs, videos, educational web guides, electronic
listservs, and links to other important Medicare Program information.

All educational products are available free of charge and can be ordered and/or downloaded from the MLN
Web page located at http://www.cms.hhs.gov/MLNGenInfo on the CMS Web site. Some of the new Part
B information for 2006 on the MLN web page is described below.

Medicare Preventive Services

Medicare Preventive Services Web-Based Training Series: Part 1 Adult Immunizations (August
2000)
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Medicare Preventive Services Web-Based Training Series: Part 3 Expanded Benefits (May 2006)

Quick Reference Information: Medicare Preventive Service: Two-sided laminated reference chart
gives Medicare fee-for-service physicians, providers, suppliers, and other health care professionals a quick
reference to Medicare’s preventive services (July 2006). Available by hard copy and download

Quick Reference Information: Medicare Immunization Billing: Two-sided laminated reference chart
gives Medicare fee-for-service physicians, providers, suppliers, and other health care professionals quick
information to assist with filing claims for influenza vaccine, Pneumococcal Polysaccharide vaccine
(PPV), and Hepatitis B (HBV) vaccine and their administration (August 2006). Available by hard copy
and download

Smoking and Tobacco-Use Cessation Counseling Services: Provides an overview of Medicare’s smoking
and tobacco-use cessation counseling service benefit (March 2006).

Medicare Preventive Services Bookmark: Lists the preventive services and screenings covered by
Medicare and provides a message that encourages health care professionals to talk with their Medicare
patients about these preventive services and encourage them to take advantage of these potentially life
saving benefits. This product is appropriate for distribution at health care professional conferences, provider
outreach and education activities, and other appropriate types of provider/supplier events (April 2006).
Available by hard copy and download

Physician Educational Tools

Evaluation and Management Services Guide: offers evaluation and management services information
about medical record documentation, International Classification of Diseases and Current Procedural
Terminology codes, and key elements of service (July 2006). Available by download only

Medicare Physician Guide: A Resource for Residents, Practicing Physicians, and Other Health Care
Professionals: Offers general information about the Medicare Program, becoming a Medicare provider or
supplier, Medicare payment policies, Medicare reimbursement, evaluation and management documentation,
protecting the Medicare Trust Find, inquiries, overpayments, and appeals (April 2006). Available hard
copy, CD ROM, downloadable

Medicare Resident, Practicing Physician, and Other Health Care Professional Training Facilitator’s
Kit: Includes everything needed to prepare for and present a Medicare Resident, Practicing Physician, and
Other Health Care Professional Training Program including instructions for facilitators, customization guide,
two PowerPoint presentations with speaker notes, pre- and post-assessments, master assessment answer
keys, and evaluation tools (previously titled Medicare Resident & New Physician Training Facilitator’s
Kit) (April 2006). Available in hard copy only

Note: If you do not wish to order the entire Facilitator’s Kit, the Facilitator’s Guide is available as a

downloadable product. )
— Continued on next page
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Medicare Guide to Rural Health Services Information for Providers, Suppliers, and Physicians:
Contains rural health services information pertaining to rural health facility types, coverage and payment
policies, and rural provisions under the Medicare Prescription Drug, Improvement and Modernization

Act of 2003. The primary audience includes rural health providers, suppliers, and physicians (June 2006).
Available hard copy, CD ROM, downloadable

Enrollment and Program Integrity

Medicare Enrollment for Durable Medical Equipment, Prosthetics, Orthotics and Supplies (DMEPOS)
Suppliers-Information about Enrolling in the Medicare Program: Includes topics such as how to enroll,
reporting changes, and the enrollment process (May 2006). Available by download only

Medicare Enrollment for Physicians, Non-Physician Practitioners and other Health Care Suppliers -
Information about Enrolling in the Medicare Program: Includes tips and instructions for physicians and
non-physicians for Medicare enrollment (May 2006). Available by download only.

The Medicare Medical Review Program: Gives a general overview of the medical review program. It will
assist Medicare Part B providers in understanding their role in the medical review process (May 2006).

Protecting Your Practice: Highlights some of the steps Medicare physicians and other health care
professionals take to protect their practices from inappropriate Medicare business interactions (May
2006).

What Physicians and Other Suppliers Should Know About Medicare Overpayments: Provides a general
overview of the overpayment process for Medicare Part B providers (May 2006).

Other Educational Resources

Reference Guide for Medicare Institutional Providers Who Submit Part B Claims:

Contains a variety of information to help institutional providers submit accurate and timely Medicare claims.
While providing historical information on Medicare Part A, Medicare Advantage, and a brief introduction
to the new Medicare Part D drug coverage benefits, this guide is focused on providing information and
procedures for institutional entities that provide Part B services in addition to, or instead of, Part A services
(May 20006). Available hard copy, CD ROM, downloadable

Understanding the Remittance Advice: A Guide for Medicare Providers, Physicians, Suppliers, and
Billers:

Serves as a resource on how to read a Remittance Advice; it contains useful information on topics such as
types of RAs, the purpose of the RA, and types of codes that appear on the RA (March 2006). Available
hard copy, CD ROM, downloadable.
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Changes in Medicare Coverage of Power Mobility Devices (PMDs): Power Wheelchairs and Power
Operated Vehicles (POV’s):

Contains a multi-faceted CMS plan to ensure the appropriate prescription of wheelchairs to beneficiaries
who need them. Available as a Fact Sheet and a Brochure (April 2006).

Fistula First Breakthrough Initiative: Provides information about the Fistula First National Vascular
Access Improvement Initiative. The goal of the initiative is to maximize autogenous arteriovenous fistula
(AVF) construction for all eligible hemodialysis patients (March 2006). Available by download only.

Federal Reimbursement of Emergency Health Services Furnished to Undocumented Aliens: Describes
available funding, eligibility and enrollment services to undocumented aliens as detailed in Section 1011
of the Medicare Modernization Act of 2003 (MMA) (May 2006). Available by download only.

CMS — Keeping in Touch with Medicare Fee-for-Service Providers: Alerts providers about the many
provider-specific CMS electronic mailing lists (listservs) to which they can subscribe (March 2006).
Available by download only.

Understanding the Medicare Learning Network (MLN: Explains the Medicare Learning Network (MLN)
Web pages within the CMS Web site. It provides an overview of the MLN and where to access information
and education resources that is available through the MLN (June 2006). Available by Download only.

To see all of the educational products available through the Medicare Learning Network, go to http://www.
cms.hhs.gov/MLNProducts/

Beneficiary Related News MyMedicare.com

Medicare beneficiaries can access Medicare’s free secure online service to view their Medicare information
by registering for MyMedicare.com. At this site, they can access their personalized information about their
Medicare benefits and services, and can:

View claim status (excluding Part D claims);

Order a duplicate Medicare Summary Notice (MSN) or replacement Medicare card;

View eligibility, entitlement, and preventive services information;

View enrollment information including prescription drug plans;

View or modify their drug list and pharmacy information;

View address of record with Medicare and Part B deductible status; and

Access online forms, publications, and messages sent by CMS. Registration is simple. Medicare
beneficiaries should go to https://myportal.medicare.gov/eservice enu/start.swe?SWECmd=GotoV
1lew&SWEView=User+Registration+Legal+Confirmation+View&SWERF=1 and click on Login to
register, using their Medicare Identification Number.

Additional Information
If you have any questions, please contact our office at 1-877-567-9232.
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Drug/Radiopharmaceutical Not Otherwise Classified Codes
National Drug Code Number to be Required
“New Requirement”

Effective January 1, 2007, when a “not otherwise classified” or “unlisted” HCPCS procedure code is
submitted, [J3490, J3590, J9999, A4641, A9699, and/or A9700], the National Drug Code (NDC) number
must be in block 19 or on an attachment to the CMS-1500 claim form. For electronic claims, this information
must be provided in the documentation record.

The name and dosage is still required in block 19 of the CMS-1500 claim form or in the documentation
record for electronic claims.

Services submitted without the NDC number and name & dosage will be rejected. Rejected claims do not
have appeal rights and must be submitted as new claims.
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CMS Announces Part D Low Income Subsidy
(LIS) Redetermination Information

Background

The purpose of this Special Edition (SE) article is to alert providers that SOME people with Medicare
will no longer qualify for extra help with prescription drug coverage in 2007, and SOME will continue to
qualify but the amount of extra help they have may change. Individuals affected by changes in their Part
D extra help (also called the low-income subsidy, or LIS) status will receive information from Medicare
or Social Security beginning late August through early October. The information provided in this SE is
intended to help you counsel your patients affected by these changes and help them understand their options
for getting help paying for Medicare prescription drug coverage.

Key Points
Changes In Qualifying For Extra Help In 2007
A person will no longer automatically qualify for extra help in 2007 if he/she no longer:

e Has both Medicare and Medicaid (full-benefit dual-eligible),
e Belongs to a Medicare Savings Program (partial dual-eligible), or
e Receives Supplemental Security Income (SSI) benefits.

People who will no longer automatically qualify for extra help in 2007 will get a notice and an application
for extra help in the mail from Medicare by the end of September.

If in the coming months a person’s situation changes so that they again automatically qualify for extra help,
Medicare will send them another notice letting them know that they qualify.

Medicare is also mailing notices to people who will continue to automatically qualify for extra help in 2007
but whose co-payment levels will change as of January 1, 2007. Medicare will mail these notices by early
October to let people know their new co-payment level. A change in co-payment level could result when
there is a change in someone’s Medicaid eligibility.

For example, if someone with both Medicare and Medicaid no longer resides in a nursing home, then he
or she will no longer qualify for a $0 co-payment effective January 1, 2007.

People with no changes who continue to automatically qualify for extra help as of January 1, 2007, won’t
get a notice.

Beneficiaries Might Still Save On Their Medicare Prescription Drug Coverage Costs Even If They
Don’t Qualify For Extra Help:
The good news is, even if a person no longer qualifies for extra help, they may still be able to save on
Medicare prescription drug coverage costs. A person who no longer automatically qualifies may still qualify
for extra help based on their income and resources, but will need to apply to Social Security or their State
— Continued on next page
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Medical Assistance (Medicaid) office to find out. Applying early is important so their extra help can be
effective as early as January 1, 2007. Social Security’s application for extra help and a self-addressed
postage free envelope will be included in the mailing they receive. And, if they don’t qualify, there are still
other ways to save on drug costs, as mentioned below.

A beneficiary should apply and qualify for extra help if:

e Yearly income is less than $14,700 (single) or $19,800 (married and living with their spouse), and
e Resources are less than $11,500 (single) or $23,000 (married and living with their spouse). Resources
include savings and stocks but not home or car.

The above amounts are for 2006 and may change in 2007. If a beneficiary lives in Alaska or Hawaii, or pay
at least half of the living expenses of dependent family members, income limits are higher.

How To Apply For Extra Help:
Use the Web, phone, mail, or in person but apply as soon as possible:

e Apply for extra help online through Social Security at: http://www.socialsecurity.gov/_on the web. To
apply by phone, get a paper application mailed, or make an appointment at the local Social Security
office, call 1-800-772-1213. TTY users should call 1-800-325-0778.

e To apply for extra help through the State Medical Assistance (Medicaid) office, visit http://www.
medicare.gov/ or call 1-800-MEDICARE (1-800-633-4227) for their telephone number. TTY users
should call 1-877-486-2048.

e Remind beneficiaries to apply or reapply for extra help if income and/or resources change.

If patients still don’t qualify for extra help, encourage them to review the following options for lowering
prescription drug coverage costs:

e The state may have programs that provide help paying prescription drug costs. The patient should
contact their State Medical Assistance (Medicaid) office for more information. They can call 1-800-
MEDICARE or visit http://www.medicare.gov/ for the Medicaid telephone number.

e There may be Medicare drug plans available in your area for 2007 with no premiums and no deductibles.
Encourage patients to compare these plans to their current plan. New Medicare drug plans can begin
advertising as of October 1. Beneficiaries have the opportunity to switch Medicare drug plans from
November 15 through December 31 each year. New coverage would begin January 1 of the following
year.

Encourage patients to enroll early. If they’re switching plans, joining the new Medicare drug plan as soon
as possible gives the plan time to mail a membership card, acknowledgement letter, and welcome package
before the new coverage becomes effective.

— Continued on next page
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People who applied and qualified for extra help in 2006

Social Security Administration (SSA) is reviewing the eligibility of people who applied and qualified
for extra help prior to May 2006. This review will ensure these people are still eligible and receiving the
appropriate amount of extra help. SSA mailed these individuals a letter at the end of August telling them
what the SSA’s records show for their income, resources and household size. A cost of living increase in
their Social Security benefit won’t be considered a change in their situation.

e People who have no changes to their income, resources or household size should do nothing.

e People who have any changes to their income, resources, or household size will need to return a one-
page letter (L.1026) in the envelope enclosed with the mailing within 15 days. SSA will then mail them a
form called “Social Security Administration Review of Your Eligibility for Extra Help” (Form 1026B).
If these individuals fill out and return the form within 30 days, any change to the amount of extra help
they qualify for will be effective in January 2007 unless their marital status changed. Changes in marital
status may result in changes to the amount of extra help in the following month.

SSA will also send the eligibility review form (1026B) directly to some people to complete because SSA
already has information about a change in their income, resources or household composition. The Medicare
beneficiary needs to return that form to the SSA within 30 days.

SSA will review the eligibility review form (1026B) and send the person a letter explaining its decision.
SSA may decide a person:

Has no change in the amount of extra help they receive, or
Has an increase in the amount of extra help they receive, or
Has a decrease in the amount of extra help they receive, or
No longer qualifies for extra help.

If a beneficiary believes that SSA’s decision is incorrect, they have the right to appeal it. The decision letter
will explain their appeal rights. The following web links at the SSA Web site provide more information:

e Fact Sheet— http://www.socialsecurity.gov/pubs/10111.html

e Mailing (L1026) http://www.ssa.gov/prescriptionhelp/L1026%?20Passive%20Redetermination%20En
glish%20SAMPLE%20 08-25-06%20Systems_.pdf on the Social Security Web site.

e “Social Security Administration Review of Your Eligibility for Extra Help” (1026B) http://www.ssa.
gov/prescriptionhelp/SSA-1026B-OCR-SM-INST.pdf

Additional Information

If you have questions, please contact your Medicare carrier at their toll-free number which may be found
at: http://www.cms.hhs.gov/MLNProducts/downloads/CallCenterTolINumDirectory.zip_on the CMS Web
site.
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The bulletins and sample notices that will be sent to Medicare beneficiaries can be reviewed by looking
at the following documents at:

» Changes in Qualifying for Extra Help in 2007:Materials for Partners and People with Medicare [PDF,
47KB] on the CMS Web site.

* Re-deeming Notice: Loss of (Extra Help) Status Version [PDF, 58KB] on the CMS Web site.

* Re-deeming Notice: Change in (Extra Help) Copayment Level Version [PDF, 55KB] on the CMS Web
site.

* Information Partners Can Use on: Changes in Qualifying for Extra Help in 2007 [PDF, 48KB] on the
CMS Web site.

You might still save on your Medicare prescription drug coverage costs even if you don’t automatically
qualify for extra help.
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Competitive Acquisition Program (CAP) for Part B
Drugs & Biologicals: Clarification of Requirements

Impact to You

The Centers for Medicare & Medicaid Services (CMS) has determined, through analysis, common
problems with claims submitted by participating Competitive Acquisition Program (CAP) physicians for
the administration of drugs covered under the CAP.

You need to submit claims for drug administration services to your local carrier within 14 calendar days
of the administration of the CAP drug. The claims must include a no-pay claim line for the CAP drug
including the appropriate CAP modifier(s), the approved CAP vendor provided prescription order
number, and a billed charge greater than $0 for the drug. The no-pay claim line for the CAP drug
and the claim line for its administration must be included on the same claim.

What You Need to Do
Read on for further details.

Background

CMS has issued Transmittal 866, Change Request (CR) 4309, MLN Matters Article MM 4309 and
Transmittal 761, CR 4064, MLN Matters Article MM 4064 (December 2005), that provided information
regarding the new requirements of the final rule for the CAP for Medicare Part B drugs.

This article (SE 0672) summarizes key requirements for submission of claims for the administration
of drugs under the CAP. Following these requirements will allow correct and timely processing of
your claims.

Physician Billing — Key Requirements

Submitting a Claim within 14 Days

Physicians who have signed the CAP election form have agreed to submit a claim to Medicare within
14 days of the administration of the CAP drug. This facilitates timely payment to the approved CAP
vendor.

Payment to the approved CAP vendor for the drug is conditioned on verification that the drug was
administered to the Medicare beneficiary. Proof that the drug was administered is established by matching
the participating CAP physician’s claim for drug administration with the approved CAP vendor’s claim
for the drug in the Medicare claims processing system by means of a prescription order number on both
claims. When they are matched in the claims processing system, the approved CAP vendor can be paid in
full. Until drug administration is verified, the approved CAP vendor may not bill the beneficiary and/or his
third party insurance for any applicable coinsurance and deductible.

— Continued on next page
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CAP Modifier Codes
The Medicare carrier will deny any physician Part B claims for drugs included in the CAP unless the

appropriate CAP modifier codes are included when physicians submit claims to their carriers for the
administration of CAP drugs. The CAP HCPCS modifier codes are:

o J1 — Competitive Acquisition Program, no-pay submission for a prescription order number

o J2 — Competitive Acquisition Program (CAP), restocking of drugs used in an emergency (as defined
by the CAP).

o J3 — Competitive Acquisition Program (CAP), drug not available through CAP as written, reimbursed
under average sales price (ASP) methodology.

CAP Prescription Order Number

Participating CAP physicians must use a prescription order number to identify each CAP drug administered.
This number will be matched to the prescription order number(s) on the approved CAP vendor’s claim as
verification that the beneficiary received the drug(s) and that the approved CAP vendor may now be paid
by Medicare. The prescription order number will be found on the information sent to CAP physicians
by the CAP vendor with their drug order.

General Billing Information

When physicians submit claims for the administration of CAP drug(s) to their carriers, they should

include:

o A prescription order number for each CAP drug administered. On paper claims, the prescription
order number is placed in Item 19 on the CMS-1500 form. If you bill electronically, make sure that
billing software is current and transmits this information in the HIPAA 837 claim format;

o The HCPCS code for each CAP drug administered along with the J1 no pay HCPCS modifier;

The billed charge for the CAP drug administered which must be greater than $0;

o The HCPCS code(s) that include the administration of each CAP drug should be listed on separate
lines; and.

o The CPT code for CAP drug administration and/or office visit associated with a CAP drug administration
on the same claim as the CAP drug(s). (The administration services and the no-pay lines must be on the
same claim or your carrier will return the claim as unprocessable and you will see a remittance advice
reason code of 16 denoting “Claim lacks information which is needed for adjudication.”)

O

CAP Drugs Administered In an Emergency Situation

When physicians submit claims for the administration of CAP drug(s) that have been administered from

their office stock in an emergency situation and are to be replaced by the approved CAP vendor, the claim

should be submitted with the:

o Prescription order number for each CAP drug administered;

o HCPCS code for each administered CAP drug along with the J1 no-pay HCPCS modifier and also on
that same line, the J2 HCPCS modifier denoting “Competitive Acquisition Program, (CAP) restocking
of emergency drugs after emergency administration;”
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o The billed charge for the CAP drug administered which must be greater than $0; and

o The HCPCS code(s) that include the administration of each CAP drug which must be entered on separate
lines of the same claim along with the CAP drug administered.

Claims for Drugs outside the CAP Program
When physicians submit claims for “furnish as written” drugs to be paid outside the CAP program:

o Physicians should use only the J3 HCPCS modifier, (no J1or J2 HCPCS modifier should be submitted
in this situation), denoting “Competitive Acquisition Program (CAP) drug not available through CAP
as written, reimbursed under the average sales price (ASP) methodology.” The J3 HCPCS modifier
must be submitted with the HCPCS code for the drug along with the appropriate HCPCS code for the
administration of that drug and the normal billed charges.

Carrier Monitoring

The Medicare carrier will identify physicians who elected to participate in the CAP, will process claims
and will make payment for drug administration services. Payment for CAP drugs will be made to the
approved CAP vendor and not to the physician. Additionally, unless claims for CAP administration include
the CAP drug no-pay, restocking, or “furnish as written” modifier, the claim will be denied and you will
see a remittance advice, N348, stating that ““You chose that this service/supply/drug be rendered/supplied
and billed by a different practitioner/supplier.” Carriers will also monitor drugs:

o Obtained using the “furnish as written” provision to ensure that the participating CAP physician is
complying with Medicare payment rules; and

o Ordered under the emergency replacement provision to ensure that the participating CAP physician is
complying with Medicare payment rules, including the CAP definition of “emergency situation.”

Dedicated CAP Listserv

CMS is in the process of establishing a specific CAP listserv, called CMS-CAP-PHY SICIANS-L, so that
CAP physicians can receive pertinent and timely information regarding the CAP program. Please check
back on the “Information for Physicians CAP Web page” http://www.cms.hhs.gov/CompetitiveAcquis
forBios/02 infophys.asp where you will be able to sign up for this listserv shortly.

Additional Information
Physician billing information on the CAP may be found at: http://www.cms.hhs.gov/Competitive Acquisf
orBios/02_infophys.asp_

A CAP Specific Billing Tip Sheet may be found at: http://www.cms.hhs.gov/CompetitiveAcquisforBios/
Downloads/cap_billtips.pdf.

If you have any questions, please call the Provider Contact Center at 1-877-567-9232.
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Remittance Advice (RA) and Charging for PC
Print, Medicare Remit Easy Print (MREP), and
Duplicate RAs: Ending the Contingency Plan

Impact on Providers

This Change Request (CR) updates the Medicare Claims Processing Manual (Publication 100-04) for ending
the contingency plan for Electronic Remittance Advice (ERA), and instructs contractors about charging for
PC Print, Medicare Remit Easy Print (MREP), and duplicate Remittance Advice (RA).

Background
This article is based on Change Request (CR) 5308 which:

e Updates the Medicare Claims Processing Manual (Chapters 22 and 24) to include the end of the
contingency period for Electronic Remittance Advice (ERA) effective October 1, 2006; and

e Provides instructions to Medicare contractors (A/B MAC:s, carriers, DMERCs, DME MAC:s, Fls, and
RHHIs) regarding charging for:

o Generating and mailing provider requested duplicate remittance advices (RAs). There is no current
CMS instruction for contractors to charge for generating duplicate remittance advice (when provider
has already been sent a remittance advice — either in electronic or paper format) and mailing in
case of paper remittance advice. Therefore, CR 5308 informs Medicare Contractors that they are
now allowed to charge to recoup their cost to generate a duplicate RA if the request comes from a
provider or any entity working on behalf of the provider.

o Making PC Print or Medicare Remit Easy Print software available to providers by CD/DVD or any
other means when the requested software is available for free to download. Contractors may charge
up to $25.00 for each mailing to cover their cost(s).

Under the Health Insurance Portability and Accountability Act (HIPAA) of 1996, an ERA sent to a provider
on or after October 16, 2003, is required to be a standard HIPAA compliant ERA, and the ERA standard
adopted under HIPAA was ANSI ASC X12N transaction 835, Version 004010A1.

CMS implemented a contingency plan (as of October 16, 2003) to continue to accept and send HIPAA-
compliant and non HIPAA-compliant transactions from/to trading partners beyond October 16, 2003, for
a limited time.

CMS ended the contingency period for claims in October 2005, and in a Joint Signature Memorandum
(JSM/TDL-06518) issued on June 28, 2006, CMS instructed Medicare contractors that it is ending the
contingency period for ERAs on September 30, 2006.

CR 5308 instructs Medicare Contractors that, on or after October 1, 2006, all ERAs must be provided in
the standard HIPAA (ANSI ASC X12N 835 version 004010A1) format.

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.

71 11-06



Cont if .
Implementation
The implementation date for CR 5308 is October 23, 2006.

Additional Information

For complete details, please see the official instruction issued to your A/B MAC, carrier, intermediary
regarding this change. That instruction may be viewed at http://www.cms.hhs.gov/Transmittals/downloads/
R1063CP.pdf on the CMS Web site. The revised sections of the Medicare Claims Processing Manual are
attached to CR 5308.

If you have any questions, please contact our office at 1-866-308-5438.
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Electronic Claims: Fax Attachments

Palmetto GBA offers the availability of FAX service for electronic submitters. Information sent via FAX
allows for additional documentation to be provided on claims being sent electronically. Before sending
faxed documentation, please be sure that the information sent is necessary to process your claim. Palmetto
GBA publishes claim requirements in the Medicare Advisory when additional documentation is required
for a procedure code, modifier, or certain circumstance.

FAX Instructions:

e The documentation should be faxed on the same day the electronic claim is submitted or one to two
days prior.

e The FAX cover sheet must accompany each document.

e The cover sheet must be typed or written legibly and completed accurately.

e Be sure to specify the patient’s name, Medicare Health Insurance Claim Number and all other required
information.

e Please limit your FAX to a maximum of 100 pages (including cover sheets).

e  When submitting the claim, the word “FAX” must be indicated in the documentation record. For ANSI
4010A1 formatted claims, the documentation record is the NTE segment, Note Reference Code ADD,
element 02.

Failure to indicate the word “FAX” may result in an incorrect payment or a denial of a claim. If
all FAX instructions are not followed, the faxed documentation might not be matched up with the
electronic claim.

To view the EDI FAX Cover Sheet, located at the end of this publication.

Questions should be directed to the EDI Technical Support Center at 1-866-308-5438.
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Electronic Transactions: Compliance
and Saving the Forests

Palmetto GBA offers several FREE products and services to help you electronically manage your business
transactions with Medicare. By conducting some or all of your transactions with Medicare electronically,
you will see savings in both time and money.

Electronic transactions are the way of the future, and in some cases, a fact of life today. The
Administrative Simplification Compliance Act (ASCA) already requires claims to be submitted electronically
to Medicare, with a few exceptions. Even if you qualify for an exception to submit paper claims, submitting
them electronically can save you time and money.

These products and services can help with almost every aspect of your business, whether you are in a small
office or affiliated with a large organization.

Our Electronic Data Interchange technical support staff is available to assist you with any EDI-related
questions.
o Reach us by telephone at 1-866-308-5438
o E-mail us directly from the Palmetto GBA Web site.
o Ohio providers: go to http://www.PalmettoGBA.com/boh and select Contact Us.
o West Virginia providers: go to http://www.PalmettoGBA.com/bwv and select Contact Us.

Transaction Electronic Options Savings To You
Claim submission | PC-ACE Pro32 Software o Cost of paper claim forms
o Increased processing accuracy versus
To order, complete the having your claims “scanned” by

PC-ACE Pro32 Agreement Letter and Palmetto GBA

Order form from our Web site: Quicker receipt of your claim

Refer to http://www.palmettoGBA. Postage

com/boh/EDI or http://www. Clearinghouse fees

PalmettoGBA.com/bwv/EDI (select Billing service fees

EDI Enrollment) Receive payment for allowed services
as quickly as 14 days from the date of
claim submission

o Claims are “crossed over” to secondary
insurers (trading partners and Medigap
insurers) more quickly

0O O O O O

—Continued on next page
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Transaction Electronic Options Savings To You
Remittance Medicare Remit Easy Print (MREP) | o Storage costs for paper remittance
notices Software notices
o Quicker receipt of your notice from
Medicare

o May enable you to electronically post
information to patient accounts

o May enable you to follow up on
outstanding claims and payments more
quickly

o Savings in Medicare dollars for paper,
printing, and postage

o Quick searches for specific patients,
since you view the remits directly from
your own computer

o Extra benefits: print and export reports
on denied, adjusted, and deductible-
applied claims

Payments Electronic Funds Transfer (EFT) o Quicker receipt of your payments

o Banking time

To request EFT, contact the Provider | o Increased security for your office (paper

Enrollment Support Line at 1-866- checks can be stolen)

308-5439. o May enable you to electronically post
payments to patient accounts

o Savings in Medicare dollars for paper,
printing, and postage
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October Update to the 2006 Medicare Physician
Fee Schedule (MPFS) Database

What you need to know
CR 5272, from which this article was taken, amends the payment files (based upon the November 21, 2005,
Medicare Physician Fee Schedule Final Rule) that were previously issued to your carriers.

Background

Section 1848 (c) (4) of the Social Security Act authorizes the Secretary to establish ancillary policies
necessary to implement relative values for physicians’ services. Carriers, in accordance with the Medicare
Claims Processing Manual (Publication 100-4), Chapter 23, Section 30.1, give providers 30 days notice
before implementing the revised payment amounts, which (unless otherwise stated in the CR 5272) will
be retroactive to January 1, 2006.

You should be aware that carriers will adjust claims that you bring to their attention, but are not required
to search their files to either retract payment for claims already paid or to retroactively pay claims. The
changes made as a result of CR 5272 are as follows:

CPT code Action

15000 Assistant at Surgery Indicator = 0
15001 Assistant at Surgery Indicator =0
47145 Global Period = XXX

Preoperative Time = 0.00
Intraoperative Time = 0.00
Postoperative Time = 0.00

52402 Endoscopic Base Code = 52000
HCPCS code Action
G0289 Multiple Surgery Indicator = 0

In addition, some Type of Service (TOS) Codes have been adjusted, effective for services on or after July
1, 2006. Specifically, carriers will apply TOS 4 to the Category III CPT codes of 0159T, 0159T-TC, and
0159T-26 and they will apply TOS 6 to the Category III CPT codes of 0160T and 0 161T.

Note: TC is a HCPCS modifier and 26 is a CPT modifier.
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Additional Information
You can find the official instruction about the October update to the 2006 Medicare Physician Fee Schedule

Database by going to CR 5272, which is available at CMS’ Web site at http://www.cms.hhs.gov/Transmittals/
downloads/R1047CP.pdf.

If you have any questions, please call the Provider Contact Center at 1-877-567-9232.
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Free Evaluation & Management Medicare Part B Seminars

Palmetto GBA is presenting FREE Evaluation & Management Seminars in Ohio/WV designed for physicians,
medical coders, and office managers. Representatives from Palmetto GBA will provide the latest Medicare
guidelines for selecting and documenting the appropriate level of evaluation and management codes.

Seating is limited. Reservations are required and will be accepted on a first-come, first-served basis.

Ohio Seminars

Date Location Time
Wednesday, Veterans” Memorial Civic & Convention 9:00 a.m. - 12:00 p.m.
November 8, 2006 Center of Lima/Allen County

7 Town Square
Lima, Ohio 45801

Wednesday, Best Western Columbus North 9:00 a.m. — 12:00 p.m.
February 7, 2007 888 E. Dublin Granville Road

Columbus, Ohio 43229
Wednesday, Holiday Inn 9:00 a.m. — 12:00 p.m.
May 16, 2007 5513 Milan Rd.

Sandusky, Ohio 44870
Wednesday, Holiday Inn/Muskingum Valley 9:00 a.m. — 12:00 p.m.
August 1, 2007 Conference Center

4645 East Pike

Zanesville, Ohio 43701

West Virginia Seminars

Date Location Time
Wednesday, The Serbian-American Cultural Center 9:00 a.m. - 12:00 p.m.
November 29, 2006 100 Colliers Way

Weirton, WV 26062
Wednesday, Brier Inn 9:00 a.m. - 12:00 p.m.
May 30, 2007 540 N. Jefterson St.

Lewisburg, WV 24901
Wednesday, Clarion Hotel & Conference Center 9:00 a.m. - 12:00 p.m..
August 29, 2007 233 Lowe Drive

Shepherdstown, WV 25443
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Registration:

To Register for a seminar please go to:

*  http://www.PalmettoGBA.com/boh/education for Ohio or http://www.PalmettoGBA.com/bwv/education
for West Virginia

»  Workshops

You will need to login with your username and password to register. In order to register for a seminar, you
must first create a username and password.

For additional questions, please call 1-877-567-9232 and select the option for education.
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2006 - 2007 Influenza (Flu) Season Resources
For Health Care Professionals

Provder Types Affected

All Medicare fee-for-service (FFS) physicians, non-physician practitioners, providers, suppliers, and other
health care professionals who bill Medicare carriers/Medicare Administrative Contractors (MAC) or fiscal
intermediaries (FI) for flu vaccines and vaccine administration provided to Medicare beneficiaries.

Provider Action Needed

e Keep this Special Edition MLN Matters article and refer to it throughout the 2006 - 2007 flu season.

e Talk with your patients about the flu virus and their risks for complications of the disease and encourage
them to get the flu shot. (Medicare provides coverage of the flu vaccine without any out-of-pocket
costs to the Medicare patient. No deductible or copayment/coinsurance applies.)

e Stay abreast of the latest influenza information and inform your patients.
o Order appropriate provider resources for yourself and your staff.
o Have appropriate literature on hand about influenza that can be handed out to your patients during

the flu season.

e Don’t forget to immunize yourself and your staff — Protect yourself, protect your patients, and protect

your family and friends. Get Your Flu Shot.

Introduction

On average, 36,000 people in the United States die each year from influenza and complications arising from
influenza. Greater than 90% of deaths occur in persons 65 years of age and older. Individuals with chronic
medical conditions such as diabetes and heart disease are particularly at risk of influenza infection, as are
people in nursing, convalescent, or other institutional settings.

Historically, the flu vaccine has been an under-utilized benefit by Medicare beneficiaries. The Centers for
Medicare & Medicaid Services (CMS) needs your help to ensure that Medicare beneficiaries are informed
about this vaccine-preventable disease and get their flu shot this flu season. In addition, unvaccinated health
care workers can spread influenza to patients, family, and friends. CMS encourages you and your staff to
get vaccinated. Protect your patients, protect your family and friends, and protect yourself.

CMS has developed a variety of educational resources, listed in the next section, to ensure that Medicare FFS
health care professionals have the information they need to bill Medicare correctly for the Medicare-covered
vaccines and help promote increased awareness and utilization of the flu vaccine among beneficiaries,
providers, and their staff.

Products

The following products have been developed by CMS to be used by the Medicare FFS health care
community and are not intended for distribution to Medicare beneficiaries.
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o  MLN Matters Articles

o

o

MM4240 ~ Guidelines for Payment of Vaccine (Pneumococcal Pneumonia Virus, Influenza Virus,
and Hepatitis B Virus) Administration http://www.cms.hhs.gov/MLNMattersArticles/downloads/
MM4240.pdf

MM5037 ~ Reporting of Diagnosis Code V06.6 on Influenza Virus and/or PneumococcalPneumonia
Virus (PPV) Vaccine Claims and Acceptance of Current Procedural Terminology (CPT) Code 90660

for the Reporting of the Influenza Virus Vaccine http://www.cms.hhs.gov/MLNMattersArticles/

downloads/MMS5037.pdf_

o MLN Flu Related Products for Health Care Professionals

o

Quick Reference Information: Medicare Immunization Billing ~ This two-sided chart provides
Medicare FFS physicians, providers, suppliers, and other health care professionals with quick
information to assist with filing claims for the flu, pneumococcal, and hepatitis B vaccines and
their administration. This product is currently available as a download. http://www.cms.hhs.gov/
MLNProducts/downloads/qr_immun_bill.pdf.

An Overview of Medicare Preventive Services for Physicians, Providers, Suppliers, and Other
Health Care Professionals ~ This educational video program provides health care professionals
with an overview of Medicare-covered preventive services. The program includes a section on
Medicare’s coverage of flu, pneumococcal, and hepatitis B vaccines. This educational video has
been approved for .1 IACET* CEU for successful completion. This video program can be ordered
through the MLN Product Ordering Web page. http://cms.meridianksi.com/kc/main/kc frame.
asp?kc_ident=kc0001&loc=5_

The Guide to Medicare Preventive Services for Physicians, Providers, Suppliers, and Other
Health Care Professionals ~ This comprehensive guide to Medicare-covered preventive services
and screenings is intended to give Medicare FFS physicians, providers, suppliers, and other health
care professionals information on coverage, coding, billing, and reimbursement to help them file
claims effectively, while also giving providers information that will enable them to encourage
utilization of these benefits as appropriate. Pages 97 — 104 cover the flu vaccine. Pages 117 — 119
include a discussion of mass immunizers and Roster billing. Available in print or as a download.
http://www.cms.hhs.gov/MLNProducts/downloads/mps_guide web-061305.pdf

Medicare Preventive Services Adult Immunizations Brochure ~ This two-sided tri-fold brochure
gives an overview of the coverage information for flu, pneumococcal, and hepatitis B. Available in
print or as a download. http://www.cms.hhs.gov/MLNProducts/downloads/Adult Immunization 06-
08-05.pdf

Medicare Preventive Services Series: Part 1 Adult Immunizations Web-based Training (WBT)
Course ~ This course was updated August 2006 and has been approved for .1 IACET* CEU
for successful completion. This WBT contains four modules that include information about
Medicare’s coverage of flu, pneumococcal, and hepatitis B vaccines. Module four includes lessons
on mass immunizers, roster billing, and centralized billing. This course can be accessed through
the MLN Product Ordering Web page. http://cms.meridianksi.com/kc/main/ke frame.asp?kc
ident=kc0001&loc=1

— Continued on next page
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Quick Reference Information: Medicare Preventive Services ~ This two-sided laminated chart
gives Medicare FFS physicians, providers, suppliers, and other health care professionals a quick
reference to Medicare’s preventive services and screenings, identifying coding requirements,
eligibility, frequency parameters, and copayment/coinsurance and deductible information for each
benefit. This chart includes flu, pneumococcal, and hepatitis B. Available in print or as a download.
http://www.cms.hhs.gov/MLNProducts/downloads/MPS QuickReferenceChart 1.pdf

Medicare Preventive Services Bookmark ~ This bookmark lists the preventive services and
screenings covered by Medicare (including flu) and serves as a handy reminder to health care
professionals about the many preventive benefits covered by Medicare. Available in print or as a
download. http://www.cms.hhs.gov/MLNProducts/downloads/medprevsrvcesbkmrk.pdf

e 2006 - 2007 Influenza (Flu) Season Educational Products and Resources PDF Document ~ This
online PDF document includes links to flu-related educational products developed by CMS for provider
use and links to other resources where clinicians may find useful information and tools for the 2006
- 2007 flu season. The resource document will be updated as new flu information becomes available.
The 2006 - 2007 Influenza (Flu) Season Educational Products and Resources online document can
be accessed by going to the Downloads section of the MLN Preventive Services Educational Products
Web page, located at http://www.cms.hhs.gov/MLNProducts/35 PreventiveServices.asp#TopOfPage
on the CMS site.

e Other CMS Resources

(o}
(o}

o

CMS Adult Immunizations Web Page http://www.cms.hhs.gov/Adultimmunizations/

2006 Administration Fees for Flu and Pneumococcal (PPV) http://www.cms.hhs.gov/
Adultlmmunizations/Downloads/0506vaccreimburs033006.pdf.

CMS Frequently Asked Questions http://questions.cms.hhs.gov/cgi-bin/cmshhs.cfg/php/enduser/
std_alp.php?p sid=I3ALEDhi_

e Other Resources
The following non-CMS resources are just a few of the many available in which clinicians may find useful
information and tools to help increase flu vaccine awareness and utilization during the 2006 flu season.

(o}
(o}

Advisory Committee on Immunization Practices http://www.cdc.gov/nip/acip_

American Lung Association’s Influenza (Flu) Center http://www.lungusa.org/ ~ This site provides
a flu clinic locator http://www.flucliniclocator.org/. Individuals can enter their zip code to find a
flu clinic in their area. Providers can also obtain information on how to add their flu clinic to this
site.

Centers for Disease Control and Prevention http://www.cdc.gov/flu_

Immunization Action Coalition http://www.immunize.org/

Immunization: Promoting Prevention for a Healthier Life http://www.nfid.org/pdf/publications/
naiaw(06.pdf

Medicare Quality Improvement Community http://www.medgqic.org/

National Alliance for Hispanic Health http://www.hispanichealth.org/

National Immunization Program http://www.cdc.gov/nip_

— Continued on next page
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o National Network for Immunization Information http://www.immunizationinfo.org/
o National Vaccine Program http://www.hhs.gov/nvpo
o Office of Disease Prevention and Promotion http://odphp.osophs.dhhs.gov_
o Partnership for Prevention http://prevent.org_
o World Health Organization http://www.who.int/csr/disease/influenza/en/

* The Centers for Medicare & Medicaid Services (CMS) has been reviewed and approved as an Authorized
provider by the International Association for Continuing Education and Training (IACET), 1620 I Street,
NW, Suite 615, Washington, DC 20006. The authors of the video program and Web-based training course
have no conflicts of interest to disclose. The video program and Web-based training course was developed
without any commercial support.
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Termination of HCPCS Code G0107, Colorectal
Cancer Screening, Fecal-Occult Blood Tests
(FOBT), 1-3 Simultaneous Determinations

Provider Action Needed

Impact to You

Do not use HCPCS code GO0107 for screening Fecal Occult Blood Tests (FOBT) on or after January 1,
2007. As of that date, that code is being deleted and replaced by CPT code 82270.

Effective January 1, 2007, HCPCS code G0107 for screening Fecal Occult Blood Tests (FOBT) is being
terminated and replaced by CPT code 82270. If you use HCPCS code G0107 for FOBT on or after this
date, your reimbursement could be impacted as the claim will be returned as unprocessable.

What You Need to Do
Make sure that your billing staffs are aware of this coding change for FOBT.

Background
HCPCS code GO107 will be retired at the next annual release of the clinical diagnostic laboratory fee schedule
effective January 1, 2007, and replaced with Current Procedural Terminology (CPT) code 82270.

Prior to January 1, 2007, use HCPCS code G0107 for billing Medicare for screening FOBT; however on
or after January 1, 2007, (the effective date of the 2007 clinical diagnostic lab fee schedule) use CPT code
82270 for billing Medicare for screening FOBT.

Additional Information

The official instruction issued to your carrier, FI, or A/B MAC is CR 5292, located at http://www.cms.hhs.
gov/Transmittals/downloads/R1062CP.pdf_on the CMS Web site. Revised Medicare Claims Processing
Manual (Publication 100.04), Chapter 18 (Preventive and Screening Services), Section 60 (Colorectal
Cancer Screening), Subsections 60.1-60.7 are included as an attachment to that CR.

If you have any questions, please call the Provider Contact Center at 1-877-567-9232.
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Neulasta (Pegfilgrastim)

To ensure correct payment for Neulasta (Pegfilgrastim), only “one (1)” will be allowed in the quantity billed
field, as this reflects the standard dosage administration for each chemotherapy cycle.

e HCPCS code J2505 is usually administered via a pre-filled syringe of 0.6 ML, which is equivalent to
6 MG of Pegfilgrastim.
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Brain Natriuretic Peptide (BNP) Level Coding Article

The following guidelines are specific to the Brain Natriuretic Peptide Local Coverage Determination.

Definitions
e CPT code 83880, Natriuretic peptide, describes a test that measures Natriuretic peptide levels.

e Natriuretic peptide testing is often recognized as “BNP” or B-Natriuretic peptide.

e BNP measurements are used to distinguish:
» cardiac cause of acute dyspnea from pulmonary or other non-cardiac causes,

» decompensated congestive heart failure (CHF) from exacerbated chronic obstructive pulmonary
disease (COPD).

e Submit CPT code 83880 with ICD-9 code:
» 786.05 — Shortness of Breath or

» 786.09 - Respiratory Abnormality (other)
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X STOP® Interspinous Process Decompression System

Effective November 21, 2005, the FDA approved the use of the X STOP Decompression Device. X STOP
is indicated for patients aged 50 or older suffering from neurogenic intermittent claudication secondary to
a confirmed diagnosis of lumbar spinal stenosis.

Patients with moderately impaired physical function who experience relief in flexion from their symptoms
of leg/buttock/groin pain, with or without back pain and have undergone a regimen of at least 6 months of
nonoperative treatment may be candidates for the X STOP Decompression Device at one or two lumbar
levels.

Palmetto GBA will reimburse X STOP implantation effective November 21, 2005, for Medicare patients
who meet the FDA criteria. If the second level implantation is medically necessary, Palmetto GBA will
apply the multiple procedure discount on the second lumbar level service. Palmetto GBA does NOT
consider an assistant surgeon or assistant to the surgeon as medically necessary for this minimally invasive
procedure.

To bill for the X STOP implantation service, submit the following codes:
= CPT code 22899 — Unlisted procedure spine

= Enter “X STOP” in the Box 19 narrative field

= Enter “1” in the Days/Unit field

= [CD-9-CM code 724.02 — Spinal stenosis lumbar region

To bill for a second lumbar level service, submit the additional following code on a separate line:
= CPT code 22899 — Unlisted procedure spine

= Mod 76 — Repeat procedure by same physician

= Enter “1” in the Days/Unit field

Effective January 1, 2007, two new Category III codes have been approved to replace CPT code 22899.

To bill for the X STOP implantation service on or after 01/01/07, submit the following codes:
= CPT code 0171T —first level X STOP implant

= Enter “1” in the Days/Unit field

= [CD-9-CM code 724.02 — Spinal stenosis lumbar region

To bill for a second lumbar level service on or after 01/01/07, submit the additional following code on a

separate line:

= CPT code 0172T — subsequent level X STOP implant

= Enter “1” in the Days/Unit field

= *CPT code 0172T is an add-on code. The primary CPT code 0171T and the subsequent level CPT
code 0172T, must be billed on the same claim.
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Psychological and Neuropsychological Tests

Impact to You

Effective January 1, 2006, carriers and FIs will pay (under the Medicare physician fee schedule (MPFS)
database) for diagnostic psychological and neuropsychological tests that are within the CPT code range
0f 96101 through 96120.

The Centers for Medicare & Medicaid Services (CMS) announces the revision of the CPT codes for
psychological and neuropsychological tests (codes 96101 through 96120) to include tests performed by
technicians and computers (CPT codes 96102, 96103, 96119 and 96120) in addition to those performed by
physicians, clinical psychologists, independently practicing psychologists and other qualified non-physician
practitioners (as described in Background, below).

What You Need to Do
Make sure that your billing staffs are aware of the CPT code changes.

Background

Medicare Part B coverage of psychological tests and neuropsychological tests is authorized under
section 1861(s)(2)(C) of the Social Security Act, and payment for these tests is authorized under section
1842(b)(2)(A) of the Social Security Act.

The codes for these tests are included in the range of CPT codes from 96101 to 96120. The appropriate
CPT codes when billing for psychological tests are: 96101, 96102, 96103, 96105, 96110, and 96111; and
when billing for neuropsychological tests are: 96116, 96118, 96119 and 96120. All of the tests under this
CPT code range 96101-96120 are covered and indicated as active codes under the MPFS database.

More specifically, CR 5204, from which this article is taken, provides that (effective January 1, 2006) the
CPT codes for psychological and neuropsychological tests include tests performed by technicians and
computers (CPT codes 96102, 96103, 96119 and 96120) in addition to tests performed by physicians, clinical
psychologists, independently practicing psychologists and other qualified nonphysician practitioners.

These changes, made in accordance with the final physician fee schedule regulation, were published in the
Federal Register on November 21, 2005, at 70 FR 70279 and 70280 under Table 29 (AMA, Relative Value
Update Committee (RUC) and Health Care Professional Advisory Committee (HCPAC) Recommendations
and CMS Decisions for New and Revised 2006 CPT Codes).

You should be aware of some supervision requirements for diagnostic psychological and neuropsychological
tests. First, under the diagnostic tests provision, all diagnostic tests are assigned a certain level of supervision.
Generally, regulations governing the diagnostic tests provision allow only physicians to provide the assigned
level of supervision for such tests; however, for diagnostic psychological and neuropsychological tests,
there is a regulatory exception that allows either a clinical psychologist (CP) or a physician to perform the
assigned general supervision.

— Continued on next page
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— Continued on next page
Nonphysician practitioners such as nurse practitioners (NPs), clinical nurse specialists (CNSs), and physician
assistants (PAs), who personally perform diagnostic psychological and neuropsychological tests are excluded

from having to perform these tests under the supervision requirements of the diagnostic psychological and
neuropsychological tests benefit, that is, under the general supervision of a physician or a CP.

In fact, rather than providing them under the requirements for diagnostic psychological and neuropsychological
tests, NPs and CNSs must perform such tests under the requirements of their respective benefit. Therefore,
NPs and CNSs must perform them in collaboration (as defined under Medicare law at section 1861(aa)(6)
of the Act) with a physician. Likewise, PAs must perform these tests under the general supervision of a
physician as required for services furnished under the PA benefit.

To continue, physical therapists (PTs), occupational therapists (OTs) and speech language pathologists
(SLPs) are authorized to bill three test CPT codes (96105, 96110, and 96111) as “sometimes therapy”
codes. However, when PTs, OTs and SLPs perform these three tests, they must do so under the general
supervision of a physician or a CP.

You should also note that expenses for diagnostic psychological and neuropsychological tests are not
subject to the outpatient mental health treatment limitation, which is the payment limitation on treatment
services for mental, psychoneurotic and personality disorders as authorized under Section 1833(c) of the
Social Security Act. Further, the payment amounts that are billed for tests performed by a technician or a
computer reflect a site of service payment differential for the facility and non-facility settings.

Remember that CPs, NPs, CNSs and PAs are required by law to accept assigned payment for psychological
and neuropsychological tests. And although Independently Practicing Psychologists (IPPs) are not required
to accept assigned payment for these tests, they must report the name and address of the physician who
ordered the test on the claim form when billing for tests. (An IPP is any psychologist who is licensed (or
certified) to practice psychology in the State or jurisdiction where furnishing services or, if the jurisdiction
does not issue licenses, if provided by any practicing psychologist. Examples of psychologists (other than
CPs) whose psychological and neuropsychological tests are covered under the diagnostic tests provision
include, but are not limited to, educational psychologists and counseling psychologists.) Additionally, there
is no authorization under Medicare law for payment for diagnostic tests when performed on an “incident
to” basis.

Following is a summary of who may bill for diagnostic psychological and neuropsychological tests, and
references for the review of qualifications, when appropriate.

Providers that May Bill for Diagnostic Psychological and Neuropsychological Tests

See qualifications under Chapter 15, section 160 of the

CPs Medicare Benefits Policy Manual.
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NPs — to the extent authorized under State
scope of practice.

See qualifications under Chapter 15, section 200 of the
Medicare Benefits Policy Manual.

CNSs —to the extent authorized under State
scope of practice.

See qualifications under Chapter 15, section 210 of the
Mediicare Benefits Policy Manual.

PAs — to the extent authorized under State
scope of practice.

See qualifications under Chapter 15, section 190 of the
Medicare Benefits Policy Manual.

Independently Practicing Psychologists
(IPPs)

PTs, OTs and SLPs

See qualifications under Chapter 15, sections 220-230.6 of

the Medicare Benefits Policy Manual.

The Medicare Benefits Policy Manual is available on the CMS Web site at http://www.cms.hhs.gov/Manuals/
I0OM/list.asp#TopOfPage.

Here are some other important things that you should know.

The technician and computer CPT codes for psychological and neuropsychological tests include
practice expense, malpractice expense and professional work relative value units. Psychological test
CPT code 96101 will not be paid if you include it in the bill for the same tests or services performed
under psychological test CPT codes 96102 or 96103.

Similarly, CPT neuropsychological test CPT code 96118 will not be paid when included in the bill for
the same tests or services performed under neuropsychological test CPT codes 96119 or 96120. Note,
however, CPT codes 96101 and 96118 can sometimes be paid separately, when billed on the same date
of service for different and separate tests from CPT codes 96102, 96103, 96119 and 96120.

Under the MPFS, there is no payment for services performed by students or trainees. Accordingly,
Medicare does not pay for services represented by CPT codes 96102 and 96119, when performed
by a student or a trainee. However, the presence of a student or a trainee while the test is being
administered does not prevent a physician, CP, IPP, NP, CNS or PA from performing and being paid for
the psychological test under CPT code 96102 or the neuropsychological test under CPT code 96119.

Fiscal intermediaries will continue to pay claims from providers of outpatient Part B therapy services
(including physical therapy, occupational therapy, and speech-language pathology) for CPT codes
96105, 96110 and 96111 with revenue codes and corresponding therapy HCPCS modifiers (42X with
GP, 43X with GO, and 44X with GN, respectively).

— Continued on next page
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e Finally, your carriers and fiscal intermediaries do not have to search their files to either retract payment

for claims already paid, or to retroactively pay claims to January 1, 2006; they will adjust claims that
you bring to their attention.

Additional Information

You can find more information about Psychological and Neuropsychological Tests by reading CR 5204,
located at http://www.cms.hhs.gov/Transmittals/downloads/R55BP.pdf on the CMS Web site. As an
attachment to this CR, you will find updated relevant portions of Publication 100.02 (Medicare Benefit
Policy Manual), Chapter 15 (Covered Medical and Other Health Services), Section 80.2 (Psychological
Tests and Neuropsychological Tests)

If you have any questions, please contact our office at 1-877-567-9232._
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Psychiatric Therapeutic Procedures Coding Guidelines

Psychotherapy is defined as the treatment of mental illness and behavioral disturbances in which the
psychotherapist, licensed or otherwise authorized by the state where the service is rendered, establishes a
professional relationship with the patient and, through definitive therapeutic communication, attempts to
alleviate emotional disturbances, reverse or change maladaptive patterns of behavior, encourage personality
growth and development, or stabilize mental status or functioning.

e Psychotherapy services are covered when a patient is able to establish a professional relationship
(definitive therapeutic communication) with the therapist.

e The patient must be responsive to the therapeutic interventions. Memory must be sufficient to retain
something from the therapy from session to session.

e Psychotherapy services do not include teaching “grooming” skills, monitoring activities of daily
living, recreational therapy (dance, art, play, or music), bibliotherapy, reminiscence therapy or social
interaction.

e One psychiatric diagnostic interview examination (CPT codes 90801 or 90802) is allowed at the
onset of an episode of psychiatric illness or suspected psychiatric illness. It may be utilized again if a
new episode of illness occurs, the patient has been lost to follow up, there is a change in therapist, or
upon admission to inpatient hospital status or partial hospitalization status due to complications of the
underlying psychological condition.

e [t is not usually medically necessary to provide more than 60 minutes of psychotherapy per day in an
office, outpatient, or nursing facility setting. Hospital or partial hospitalization settings may require
longer periods of psychotherapy on occasion.

e Time-based psychotherapy services should be submitted with the procedure code that most closely
matches the face-to-face time spent with the patient.

e When submitting a claim for a time-based psychotherapy code, the quantity-billed field must be one
for each date of service.

e Group psychotherapy is not a time-based code. Use a unit of one per session.

¢ Aclaim for an Evaluation and Management (E/M) service performed on the same date as a psychotherapy
service must submitted with the combined psychotherapy and E/M CPT codes (e.g. CPT codes 90805,
90807). Only a physician or non-physician practitioner may submit these combined codes.

e The ICD-9 code that reflects the primary psychiatric disorder or symptom (e.g., depression, psychosis)
necessitating psychotherapy must be submitted on the claim.

e Interactive psychotherapy CPT codes 90810-90815 and CPT codes 90823-90829 are typically furnished
to children who do not have the ability to interact with ordinary verbal communication as well as adults
with certain organic mental or physical deficits.

e CPT code 90887 is a status B code and payment for this code is always bundled into payment for other
services provided on the same date of service.
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The documentation for medical review of a psychotherapeutic service is not expected to contain detailed
and specific word-for-word transcripts of the interaction between the patient and therapist. However, it must
contain at a minimum the following elements in order to verify that psychotherapy was performed:

. Name of the beneficiary

The date of service

The identity of the person performing the service

The face-to-face time spent with the patient

The modalities that were applied to produce therapeutic change or stabilization. Examples include:
behavior modification, supportive interactions, and interpretation of unconscious motivation.

Patients, who are receiving on-going psychotherapy, must have a current, updated treatment plan in place
that includes:

The patient’s relevant medical and psychiatric diagnoses

The patients functional status

The target symptoms and/or signs

Long and/or short term treatment goals and objectives

The patient’s prognosis

The patient’s response to treatment and progress toward the goals must be indicated on all
treatment plans following the initial treatment plan.
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Repeat or Duplicate Services on the Same Day

Claims for multiple, identical services provided to an individual patient on the same day may be denied
as duplicate claims if Palmetto GBA cannot determine that these services have been performed more than
one time. Filing claims properly the first time will reduce your need to appeal those denials and improve
your cash flow.

Many providers and billing departments re-file claims without allowing sufficient time for the original
claim to process. One submission is all that is required. If you have not received payment after 30 days
and are concerned about your payment, contact Palmetto GBA via the toll-free Provider Contact Center
at 1-877-567-9232 to check the status of a claim through the provider IVR system, or you may use other
electronic claims status inquiry functions available.

When a correction is needed on a previously paid service, do not submit as a new claim. Palmetto GBA
can “reopen” these claims, at your request. Please write to:

Palmetto GBA

Medicare Appeals-Reopenings, QA-555
P.O. Box 182933

Columbus, Ohio 43218-2933

Or you may call 1-866-308-5441.

Minor claim corrections can also be reopened by calling our telephone reopening line at 1-866-308-5441
Monday-Friday 9 A.M. to 12 P.M. and 1 P.M. to 3 P.M.

To ensure correct processing of your claims, please consider the following:

e Submit multiple, identical services on the same claim. If you submit more than one claim for the same
service, you can expect identical services to be denied.
e Use the Days/Units Field. Submit services on one claim using the Days/Units field.

The most effective method to ensure timely processing is to use the Days/Units Field and submit all
services on one claim.

Example:
Patient receives two chest x-rays on October 1, 2005, interpreted by the same physician. The first interpretation
is performed at 10:00 a.m. and the interpretation of the second x-ray is performed at 1:30 p.m.
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Submit as:

Date of Service CPT Code/CPT Modifier Days/Units
10/1/05 71010-26 2

Modifiers

Failure to submit appropriate modifiers may result in delay of payment or denial of service(s). When a
modifier is used to indicate a repeat service, the first such service should be submitted without the modifier
and the repeated service(s) should include the modifier.

Site Modifiers:
e Use the appropriate site HCPCS modifier (RT, LT, T1, etc.), if available.

Example:
Patient receives a percutaneous tenotomy on the second digit and the fourth digit of the left foot by the
same physician on the same day.

Submit as:
Date of Service CPT Code/HCPCS Modifier Days/Units
10/1/05 28010-T1 1
10/1/05 28010-T3 1

Identical services being repeated should be submitted using CPT modifier 76, 77, or 91.

o CPT Modifier 76 — “Repeat procedure by same physician”: The physician may need to indicate
that a service was repeated the same day subsequent to the original service. This modifier indicates the
difference between duplicate services and repeated services.

Example:
Patient receives three chest x-rays on October 1, 2005, by the same physician. The first x-ray is performed
at 10:00 a.m., the next one at 12:00 p.m., and a follow-up x-ray is performed at 1:30 p.m.

Submit as:
Date of Service CPT Code/CPT Modifier Days/Units
10/1/05 71020 1
10/1/05 71020-76 2
OR submit as:
—Continued on next page
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Date of Service

CPT Code

Days/Units

10/1/05

71020

3

e CPT Modifier 77 — “Repeat procedure by another physician”: A physician may need to indicate

that he or she repeated a service performed by another physician on the same day.

Example:

Patient receives two EKGs on October 1, 2005. The first EKG is taken at 10:00 a.m. and Dr. A performs

the interpretation. The second EKG is taken at 1:30 p.m. and Dr. B performs the interpretation.

Submit as:
Claim #1 — Dr. A
Date of Service CPT Code Days/Units
10/1/05 93010 1
Claim #2 — Dr. B
Date of Service CPT Code/CPT Modifier Days/Units
10/1/05 93010-77 1

e CPT Modifier 91 — “Repeat clinical diagnostic laboratory test”: It may be necessary to repeat the
same laboratory test on the same day to obtain multiple test results. CPT modifier 91 should be used
in this case. This modifier may not be used when tests are repeated to confirm initial results due to
testing problems with equipment or specimens. Tests that include multiple specimens being collected
at different times (e.g., glucose tolerance) should be submitted using the appropriate code for the test
and should not be submitted as repeated tests.

Example:
The patient had two folic acid tests performed on the same day.

Submit as:
Date of Service CPT Code/CPT Modifier Days/Units
10/1/05 82746 1
10/1/05 82746-91 1
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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. If 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 Contact Center at 1-877-567-9232.

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. 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 [OM
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.

CMS is recommending that coverage be consistent throughout a contractor’s jurisdiction. In order to
comply with this request, we will be consolidating the Ohio and West Virginia LCDs with the South
Carolina LCDs. This will lead to LCD retirements and revisions that will be identified in this article.
Future LCDs will be created jointly with South Carolina. The Carrier Advisory Committee members for
all 3 states will have input into the creation of any new LCDs, and all new LCDs will have open comment
periods during which providers or other interested parties from Ohio, West Virginia or South Carolina will
be able to comment.
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Local Coverage Determination Updates

LCD Change Effective Date
for Services On
or After:

Polysomnography | Revised Policy 12/1/2006

Draft Language changes to Indications and Limitations section with

2003-04LR10.1 addition of the new entity “Sleep Labs” and removal of “criteria

for certification” language.

Ultrafast/Electron | Retired 10/1/2006

Beam CT Scan

(EBCT) 2004-04L

Allergen ICD-9 2007 Annual Update. Deletion of ICD-9 code 995.2. | 10/1/2006

Immunotherapy Addition of ICD-9 codes 995.20 and 995.29 as supporting

2000-28LR7 medical necessity for CPT codes 95180.

Bone Mass ICD-9 2007 Annual Update. Deletion of ICD-9 code 995.2. | 10/1/2006

Measurement Addition of ICD-9 codes 995.20 and 995.29 as supporting

2001-37LR13 medical necessity for CPT codes 76070-76076, 76078, 76977,

78350 and HCPCS code G0130.

Cancer Annual 2007 ICD-9 coding update. Deletion of ICD-9 codes | 10/1/2006

Chemotherapy & 238.7. Addition of ICD-9 codes 238.71- 238.79 as supporting

Chemotherapeutic | medical necessity for HCPCS codes J0207, 19017, J9025, 19100,

Agents J9110, J9213, J9214, and J9350.

2002-29LR27

Addition of ICD-9 codes 238.72 —238.76 as supporting medical
necessity for HCPCS code J9999 (Dacogen).
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LCD Change Effective Date
for Services On
or After:

Cardiac ICD-9 2007 Annual Update. Deletion of ICD-9 codes 995.2 | 10/1/2006

Radionuclide Addition of ICD-9 codes 995.20 and 995.29 as supporting

Imaging medical necessity for CPT codes 78460-78465, 78478, 78480,

2001-41LR10 A4641, A9500, A9502 and A9505.

Addition of ICD-9 codes 429.83 as supporting medical necessity

for CPT codes 78460-78465, 78472, 78473, 78478, 78480,

78481, 78483, 78494, 78496, HCPCS codes A4641, A9500,

A9502 and A9505.
Chemodenervation | ICD-9 2007 Annual Update. Annual 2007 ICD-9 coding changes. | 10/1/2006
2001-25LR9 Deletion of ICD-9 code 333.7. Addition of ICD-9 codes 333.71,

333.72,333.79,341.20,341.21 and 344.22 as supporting medical

necessity for CPT codes 64614 and HCPCS codes J0585 and

JO587.

Diagnostic Cardiac | ICD-9 2007 Annual Update. Deletion of ICD-9 code 277.3. | 10/1/2006

Catheterization Addition of ICD-9 codes 277.30, 277.31, 277.39 and 429.83

2000-44LR7 as supporting medical necessity for CPT code 93501, 933510

—93514; 93524-93529; 93539 — 93545; and 93543 — 93556.
Addition of ICD-9 codes 518.7 as supporting medical necessity
for CPT code 93501, 93541, 93542, 93555 and 93556.

Erythropoiesis ICD-9 2007 Annual Update. 10/1/2006

Stimulating Deletion of ICD-9 codes 238.7 and 995.2. Addition of ICD-

Proteins for 9 codes 238.72, 238.73, 238.74, 238.75, 995.20 and 995.29

Patients Not on as supporting medical necessity for HCPCS codes JO881 and

Dialysis JO88S.

2002-1LR13

—Continued on next page
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Medicare Provider Feedback Town Hall Meeting

Background

The purpose of this Special Edition (SE) article is to alert individual Medicare Fee-for-Service (FFS)
providers and suppliers that a town hall meeting soliciting their opinions was held on September 20, 2006.
CMS recognizes and values the importance of medical associations, individual provider and supplier
perspectives and looks forward to providing this town hall meeting as a feedback venue.

Key Points

The Centers for Medicare & Medicaid Services (CMS) convened a Town Hall meeting on September
20, 2006, from 2:00 p.m. until 4:00 p.m. (Eastern Daylight Time).

The meeting was held in the CMS auditorium located at 7500 Security Boulevard, Baltimore, Maryland
21244 and by teleconference.

Those participating via teleconference dialed 1-877-357-7851 and used conference ID number
2323964.

Individuals participating, either in person or via teleconference, completed the online registration
at http://registration.intercall.com/menu.php?short name=cms2. For in person attendance, they
registered prior to 5:00 p.m. EDT on September 18, 2006, to assure access to the building. They
also presented a photo ID, such as a driver’s license to gain access to the meeting in person.

The meeting provided CMS with an open and public venue to interact with individual Medicare
physicians, providers and suppliers to obtain their feedback on a variety of Medicare policy and
operational issues.

All physicians, providers, and suppliers who participated in the Medicare program, including hospitals,
home health agencies, and their third party billers, were invited to attend this meeting.

Additional Information
If you have questions, please contact our office at 1-877-567-9232.
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Medicare Publication Subscription Form

Subscription: October 2006 through September 2007

Please type or print legibly.

NAME

PRACTICE OR BUSINESS NAME

ADDRESS

CITY

STATE 71pP

AREA CODE & PHONE NUMBER

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.
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Medicare Part B Refund and
C/37S Overpayment Form

This form, or a similar document, containing the following information should
accompany every voluntary refund to properly record and apply a refund.
Please complete and forward to Medicare.

CENTERS for MEDICARE & MEDICAID SERVICES

Provider Information Overpayment/Refund Information
(Must be Completed) (Each Patient Must be Identified.
Use an Attachment; if needed)
Name: Patient’s Name:
Address: Medicare Number (HIC) (Include Suffix):
Claim Number(s)
Provider Number: Service Date(s):
Contact Person: Procedure Code:
Provider/Office Personnel Signature: Overpaid Amount:

For OIG Reporting Requirements
Do you have a Corporate Integrity Agreement with OIG? Yes | | No | |

Medicare Secondary Payer Reason For Overpayment
(Must be completed for MSP overpayments. Please circle the appropriate number.
For multiple overpayments, please identify each reason. Use an attachment, if needed)
Please include a copy of the primary insurance remittance for the service(s) in question

Medicare Secondary Payer (MSP) Secondary Insurance:

01 Group Health Plan Insurance Insurance Name:

02 No Fault Insurance Insurance Address:

03 Liability Insurance Insured’s Name:

04 Workers Compensation Employee’s ID Number:

05 Black Lung Primary Payer’s Allowance:

06 Veterans Administration Primary Payer’s Payment:

07 ESRD Please send a check for the entire amount of the claim

08 Other Insurance Involvement when the primary insurance payer has not been
(Please Identify) determined.

Reason For Overpayment/Refund
(Must be completed for overpayments. Please circle the appropriate number.
For multiple overpayments, please identify each reason. Use an Attachment, if needed)

01 Incorrect Service Date 06 Billed in Error
(Specify Correct Date) 07 Service Not Rendered
02 Duplicate Payment 08 Medical Necessity Not Met
(Specify Correct Information) 09 Patient Enrolled in HMO
03 Incorrect CPT Code (Specify HMO)
(Specify Correct CPT Code) 10 Other
04 Not Our Patient(s) (Please Identify)
05 Modifier Added or Removed
(Specify Correction)
% Please include a corrected claim for any service(s) billed incorrectly
All refund ch}s:llr(rsleltrtl(l)lségz?ddressed to: Please mail to the following address:
Medicare Part B or Palmetto GBA

Medicare Part B Debt Collection Unit
P.O. Box 182934
Columbus, OH 43218-2934

Medicare
Any checks addressed differently
cannot be accepted for deposit.
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Medicare Opt Out Health Professional
Shortage Area (HPSA) and/or Physician
Scarcity Area (PSA) Bonus Program

Please note that you will NOT RECEIVE ANY HPSA OR PSA BONUS PAYMENTS should you
choose to Opt Out of the program.

Provider Name:

Practice or Business Name:

Address:

City, State, ZIP:

Phone Number (including area code):

Identify All Applicable Medicare Provider Identification Numbers (PINs):

Signature:

Date you wish this Opt Out to become effective™:
*You may backdate this option to January 1, 2005 (but not prior to that date). The date we receive and approve
this form will become the effective date if you do not indicate an effective date above.

By signing this agreement I acknowledge, and choose not to receive (I will forgo) the HPSA 10% bonus payments and/or the
PSA 5% bonus payments, beginning with the effective date I have indicated above.

If you choose to Opt Out: You will not receive any HPSA or PSA bonus for any service. However, you may submit global
services (diagnostic and x-ray) and those services will not reject as unprocessable.

If you choose not to Opt Out: It is not necessary to submit this form if you wish to continue to receive HPSA and/or PSA
bonuses. In order to receive these bonuses for applicable services, global charges for diagnostic tests and x-rays (identified with
a PC/TC indicator of 4) must be submitted as separate professional and technical components. A bonus will be paid for global
services with a PC/TC indicator of 1 based upon a calculation for the professional component of the global service.

For more information please see CMS’ Web site at http://www.cms.hhs.gov/MLNMattersArticles/ (refer to article MM 3827).

If you wish to Opt Out of the HPSA bonus and/or PSA bonus program,
please send completed form to:
Attention: Robert Reese, HPSA/PSA Specialist
Medicare Part B
Palmetto GBA
P.O. Box 182934
Columbus, Ohio 43218-2934

Or FAX completed form to:
Robert Reese, HPSA/PSA Specialist
614 - 473 - 6805
Palmetto GBA
Post Office Box 182934 « Columbus, Ohio * 43218-2934
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Redetermination Request for

cnrs/ Medicare Part B Claims
cors e oo sncs f For Ohio & West Virginia

Requests must be filed within 120 days of the date of initial determination.

If you have received a Medicare Redetermination on this claim DO NOT use this form to request further
appeal. If your redetermination decision is dated after 1/1/06, follow instructions in your decision letter for
further appeal to the Qualified Independent Contractor or use the appropriate reconsideration request form
found on our Web site at http:\\www.PalmettoGBA.com.

If your redetermination decision is dated prior to 1/1/06, you may still request a carrier hearing officer hearing.
Use the form found on our Web site at http:\\www.PalmettoGBA.com.

General Information

Patient’s name

Health Insurance Claim (HIC) number
Date of initial determination

CPT code(s)

ICD-9 code(s)

Performing provider number

Billing provider number

Phone number

Date of service

This is an appeal for:

____Ambulance service ____Duplicate service ___ Psychiatric service
____ Chiropractic service ___ Limitation of Liability (LOL) service ____Radiology service
____ CRD/ESRD service ___Podiatry service ____ Other
The following must be submitted with the appeal request, if applicable.

Remittance Notice (please attach) Office Notes

Advance Notice Statement Operative Report

Claim Copy Radiology Report

Medical Necessity Statement Treatment Plan
Reason for request:
Requestor (signature required): Date:

Address:

Palmetto GBA,
Medicare Appeals, QA-Redeterminations, Q555
P.O. Box 182933
Columbus, OH 43218-2933
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MEDICARE

C.M .f Part A Intermediary

Part B Carrier
DME Regional Carrier

Reconsideration Request Form - QIC West (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. To help us serve you better, please include a copy of the redetermination notice with your
reconsideration request.

CENTERS for MEDICARE & MEDICAID SERVICES

Q2 Administrators, LLC
Part B West Operations
PO Box 100213
Columbia, South Carolina 29202-0213

1. Name of Beneficiary:

2.  Medicare Number:

3. Provider Name and Number:

4. Person Appealing: Beneficiary = Provider of Service Representative

5. Address of Person Appealing:

6. Item or service you wish to appeal:

7. Date(s) of service: / / 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 materials include:
Medical Records A copy of the Claim Treatment Plan
Certificate of Medical Necessity Office Notes / Progress Notes

11. Printed Name of Person Appealing:

12. Signature of Person Appealing: Date:

Appeal Number: Contractor Number: 00883
(The appeal number can be found on the redetermination decision letter after “In Any Inquiry Refer To”)

Palmetto GBA —Ohio/WV Medicare Part B Carrier (Carrier 00883)
Post Office Box 182934 * Columbus, Ohio * 43218-2394
Beneficiary Service Center: (800) MEDICARE * Provider Service Center: (877) 567-9232
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
other data contained therein) is copyright by the American Dental Association. ©2002, 2004 American Dental Association. All rights reserved. Applicable
FARS/DFARS apply.

116 11-06



MEDICARE

CM’ Part A Intermediary

Part B Carrier
CENTERS for MEDICARE & MEDICAID SERVICES DME Regional Carrier

Reconsideration Request Form - QIC East (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. To help us serve you better, please include a copy of the redetermination notice with your

reconsideration request.
Q2 Administrators, LLC

Part B East Operations
PO Box 183092
Columbus, Ohio 43218-3092

1. Name of Beneficiary:

2. Medicare Number:

3. Provider Name and Number:

4. Person Appealing: Beneficiary  Provider of Service Representative

5. Address of Person Appealing:

6. Item or service you wish to appeal:

7. Date(s) of service: / / 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 materials include:
Medical Records A copy of the Claim Treatment Plan
Certificate of Medical Necessity Office Notes / Progress Notes

11. Printed Name of Person Appealing:

12. Signature of Person Appealing: Date:

Appeal Number: Contractor Number: 00884
(The appeal number can be found on the redetermination decision letter after “In Any Inquiry Refer To”)

Palmetto GBA —Ohio/WV Medicare Part B Carrier (Carrier 00884)
Post Office Box 182934 * Columbus, Ohio * 43218-2394
Beneficiary Service Center: (800) MEDICARE * Provider Service Center: (877) 567-9232
A CMS Contracted Intermediary and Carrier
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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

Provider Call Center FREE Training Available
1-877-567-9232 (Toll-Free) To request a Medicare Provider Education meeting/
FAX (614) 473-6805 seminar at no cost to you, complete and fax the form

located on the http://www.PalmettoGBA.com/boh (Ohio)
or http://www.PalmettoGBA.com/bwy, select Forms. You
may also contact 1-877-567-9232 (Toll-Free).

TTY 1-877-391-9739

Provider Enroliment Support Line

1-866-308-5439
Palmetto GBA

Electronic Data Interchange (EDI) 4249 Easton Way
Technical Support Columbus, OH 43219

1-866-308-5438

Medicare Secondary Payer http:// PalmettoGBA
1-866.308-5442 p:/lwww.Palmetto .com

Telephone Reopenings
1-866-308-5441 Important Sources For You
Medicare Fraud Hotline *  htip:/iwww.cms.hhs.gov
1-888-619-5316 *  http://www.cms.hhs.gov/MLNGenInfo
*  http://www.cms.hhs.gov/forms
»  http://www.cms.hhs.gov/QuarterlyProviderUpdates
1-800-MEDICARE (1-800-633-4227) +  http://www.cms.hhs.gov/MedicareProviderSupEnroll/

Medicare Patient Call Center

TTY 1-877-486-2048
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