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Billing For Medical And Other

Health Service
430.
BILLING FOR MEDICAL AND OTHER HEALTH SERVICES

Prepare a billing form (HCFA-l450) for inpatient services covered under Part B where no payment is possible under Part A, and for outpatient and other services covered under Part B.  (See below and §§228 and 230 for the definition of covered services.)

A.
When to Submit a Bill.--See §412 for billing frequency.

Do not put charges for services provided in different accounting years  on the same bill. Submit a bill at the end of your accounting year, which contains the charges for all services furnished to the patient since the last bill and through the end of that year.  This includes bills where the deductible covers full charges.  Services furnished in the following accounting year should be on a separate bill. Complete all items on the subsequent bill.

B.
Determining How Much to Charge Outpatient Before Billing Is Submitted.--Ask the patient if he has with him an Explanation of Benefits form.  You are required to take into account the patient's deductible status shown on the most recent Explanation of Benefits form (see §304). You may also consider any other available information on the patient's deductible status.

l.
Charges for Billing Period Exceed Cash Deductible - No Blood Charges Are Included.--You may collect any unmet deductible and 20 percent of covered charges.  After billing the intermediary, do not collect or accept any money from any patient until the intermediary has notified you of amounts applied to the deductible.  Otherwise you could receive duplicate payments from the patient and the program.

2.
Charges for Billing Period Exceed Cash Deductible Including Charges for Unreplaced Blood.--Payments for blood which go to meet the blood deductible do not count toward the cash deductible.  If blood is furnished as well as other items or services not affected by the blood deductible, you may charge the remaining blood deductible plus the remaining cash deductible and coinsurance.

3.
Charges for Billing Period Are Amount of Cash Deductible or Less Whether or Not Charges for Blood are Included.--If you do not know whether the cash deductible is met, you may collect from the patient the entire amount of the bill and the payment will be made to the patient for 80 percent of the charges over the unmet deductible.  The difference between 80 percent of charges and 80 percent of costs will be adjusted in your final cost settlement.  Where the deductible status is known, collect no more than the unmet deductible and 20 percent of the remaining charge.  Where the patient's deductible status is unknown, you may prefer to wait to bill the patient or to collect only 20 percent of the charge until the intermediary has verified such status.
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4.
Billing Examples.--

EXAMPLE l:

You know that the patient has met the Part B deductible.  No blood is furnished.  Part B charges are $l00.  You may charge the patient $20 (20 percent of $l00).

EXAMPLE 2:

You know the patient has met all but $20 of the Part B deductible and all but one pint of the blood deductible.  Two pints of blood are furnished at $15 per pint, which are not expected to be replaced.  The other Part B charges are $60.  You may charge the patient $46 ($l5 for blood deductible, plus $20 cash deductible, plus $ll coinsurance).  The coinsurance is determined as follows:

Total charges not subject to blood deductible
$ 75 

Remaining Part B deductible
   20 

$ 55 

Coinsurance--20 percent of remainder
x20%
$ ll 

C.
Inpatients.--Use form HCFA-l450 to bill for the following Part B services furnished directly or under arrangements to inpatients whose benefit days are exhausted or who are otherwise not entitled to have payment made under Part A.  (See §230.)  

o
Diagnostic X-ray tests, diagnostic laboratory, and other diagnostic tests. (See §230.3.)

o
X-ray, radium, and radioactive isotope therapy including materials and services of technicians.  (See §230.3.)

o
Surgical dressings, and splints, casts, and other devices used for the reduction of fractures and dislocations.  (See §228.3.)

o
Prosthetic devices (other than dental) which replace all or part of an internal body organ (including contiguous tissue) or replace all or part of the functions of a permanently inoperative or malfunctioning internal body organ, including replacement or repair of such devices. (See §228.4.)

o
Leg, arm, back, and neck braces, trusses, and artificial legs, arms, and eyes, including adjustments, repairs, and replacements required because of breakage, wear, loss, or change in the patient's physical condition.  (See §228.5.)

o
Outpatient physical therapy, occupational therapy, and speech pathology. (See §§241ff.)
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o
Outpatient physical therapy, occupational therapy, and speech pathology. (See §§241ff.)

Part B coverage for services furnished by a participating hospital to its inpatients is limited to the above items and services.  

D.
Outpatients.--Use HCFA-l450 to bill for all outpatient hospital services.  (See §§241ff. for outpatient physical therapy, occupational therapy, and speech pathology coverage.)

NOTE:
Part B coverage for drugs, biologicals, and whole blood furnished is possible only when furnished by a participating hospital on an outpatient basis.  (See §230.4.)

Outpatient billing is used (unless the patient was admitted as an inpatient) when he received services in a hospital for minor surgery or other treatment lasting less than 24 hours regardless of the hour of admission, whether or not he used a bed or remained in the hospital past midnight.  Complete the bill using the usual outpatient billing instructions.

Do Not Submit a bill if: 

o
The patient is not enrolled under Part B; 

o
It is obvious that only noncovered services have been rendered; 

o
Payment was made in full by the National Institutes of Health Grant, PHS, VA, or other governmental entity, or liability insurance; or

o
The period was covered in full by WC (including BL), automobile medical, no-fault insurance, or in the situations described in §§471E and 472E for an EGHP or LGHP when you know that the individual has already met his deductible.  

E.
One Visit Day.--When a patient has been given a series of tests or services associated with a particular illness or condition, for example a G.I.  series, combine all departments' charges on one bill, when feasible.

F.
Professional Services Provided by Physicians.--The professional services of a hospital-based physician in connection with the care of a beneficiary are payable under medical insurance (Part B) and are billed to the carrier .
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431.
USE OF HCFA-1450 TO BILL FOR PART B SERVICES FURNISHED TO INPATIENTS.

Where Part A benefits are not payable to a participating hospital on behalf of a Part B beneficiary, e.g., Part A benefits are exhausted, use HCFA-l450 to report the charges covered under Part B.  (See §228 for complete description of conditions under which Part B services are payable for inpatients.) Payment is made at 80 percent of cost less any remaining Part B deductible.  The following services are covered.

o
Diagnostic x-ray tests, diagnostic laboratory and other diagnostic tests;

o
X-ray, radium and radioactive isotope therapy, including materials and services of technicians;

o
Surgical dressings, splints, casts, and other devices used for the reduction of fractures and dislocations;

o
Prosthetic devices (other than dental) which replace all or part of an internal body organ (including contiguous tissue) or replace all or part of the function of a permanently inoperative or malfunctioning internal body organ, including replacement or repair of such devices;

o
Leg, arm, back and neck braces, trusses, artificial legs, arms, and eyes, including adjustments, repairs, and replacements required because of breakage, wear, loss, or a change in the patient's physical condition.  (See §228.5.);

o
Physical therapy services and speech pathology services.  (See §§241ff.)

o
Occupational therapy services.  (See §§241ff.)

431.1
Disposition of Copies of Completed Forms.--Send one copy to your intermediary or HMO. Where you know that the bill will be paid by the HMO, send it and any necessary supporting documentation directly to the HMO for coverage determination, payment, and/or denial action.  Send bills that you know will be paid and processed by the intermediary and bills where you are unsure who has jurisdiction directly to the intermediary in an envelope specially marked "HMO BILLS." Include only HMO bills.
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432.
PSYCHIATRIC SERVICES LIMITATION-EXPENSES INCURRED FOR PHYSICIANS' SERVICES RENDERED IN A RHC SETTING

Regardless of the actual expenses a beneficiary incurs for physician treatment of mental, psychoneurotic, or personality disorders while the beneficiary is not an inpatient of a hospital, the maximum amount counted in a calendar year for Part B deductible and reimbursement purposes is the lesser of 62.50 percent of the reasonable charges, or a fixed dollar amount, as follows:

$312.50 in any year before 1988; 

$562.50 in 1988; and 

$1,375 in any year after 1988.

Charges for initial diagnostic services (i.e., psychiatric testing and evaluation to diagnose the patient's illness) are not subject to this limitation.  This limitation applies only to therapeutic services and to follow-up diagnostic services performed to evaluate the progress of a course of treatment for a diagnosed condition.

The $312.50, $562.50, and $1,375 amounts represent 62.5 percent respectively of $500, $900, and $2,200.  Therefore, $500, $900, and $2,200 are the maximum reasonable charges for outpatient psychiatric services that are covered respectively in any year before 1988, in 1988, and in any year after 1988.

Since the Medicare Program's share of covered expenses after the deductible has been met is 80 percent of those expenses, the maximum annual payment is $250 (80 percent of $312.50), $450 (80 percent of $562.50), and $1,100 (80 percent of $1,375) respectively for any year before 1988, for 1988, and after 1988.  This maximum annual payment may be made only if the beneficiary fully meets the Part B cash deductible on the basis of services not subject to the outpatient psychiatric services limitation.  If the beneficiary meets the deductible solely on the basis of expenses subject to the limitation, it will be necessary to deduct $75 from the applicable fixed dollar amount of that limitation before multiplying by 80 percent.  

The term "mental, psychoneurotic, and personality disorders," is the specific psychiatric conditions described in the American Psychiatric Association's Diagnostic and Statistical Manual - Mental Disorders.  The limitation applies only to expenses incurred for physicians' services rendered in connection with one of these psychiatric conditions (with no distinction being made between the services of psychiatrists and non-psychiatrist physicians), and any items or supplies furnished by the physician.  Services furnished by other health personnel are not subject to the special psychiatric limitation even though the services are in connection with a condition included in the definition of "mental, psychoneurotic, and personality disorders."
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Charges for initial diagnostic services (i.e., psychiatric testing and evaluation used to diagnose the patient's illness) are not subject to this limitation.  The limitation is applied only to therapeutic services.  The outpatient psychiatric limitation applies to the physician's therapeutic services, not to this diagnostic services (except those administered to follow the progress of a course of psychiatric treatment for a diagnosed condition).

An initial psychiatric visit to a physician for his personal professional services often combines diagnostic evaluation and the start of therapy; such a visit is neither solely diagnostic nor solely therapeutic.  Therefore, deem the initial visit to be diagnostic so that the limitation does not apply. Separating diagnostic and therapeutic components of a visit is not administratively feasible, and determining the entire visit to be therapeutic is not justifiable since some diagnostic work must be done before even a tentative diagnosis can be made, and certainly before therapy can be instituted. Moreover, the patient should not be disadvantaged because therapeutic as well as diagnostic services were provided in the initial visit.  Similarly, where a physician's diagnostic psychiatric services take more than one visit, do not apply the limitation to the additional visits. However,  such cases should be few; therefore, when a clinic bills for more than one visit for diagnostic services, document the case to show the reason for more than one diagnostic visit.

Thus, the following diagnostic services are exempt from the limitations:

A.
Psychiatric testing - The use of actual testing instruments such as intelligence tests.

B.
Psychiatric consultations - Evaluation made by a physician for preparing a report for the attending physician.

C.
Initial psychiatric visits - Evaluation made by a physician or RHC non-physician practitioner who will treat the patient.

D.
All services of an RHC non-physician practitioner.

432.1
Psychiatric Services Limitation Computation for Provider Rural Health Clinics.--To compute the benefits:

o
Consider all psychiatric reasonable charges up to the applicable maximum, whether or not applied to the deductible.

o
Multiply by 625.

o
Subtract any unsatisfied deductible.

o
Multiply by .8.
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Example A:
In l978 patient A had psychiatric treatment while not an inpatient and incurred total reasonable charges of $600.  The benefit payable is computed as follows: $500 (maximum charges allowable) x .625 = $3l2.50.  Since no part of the deductible has been satisfied for the year, subtract $60, leaving $252.50.  The benefit payable is $202 (80 percent of $252.50).

Example B:
Assume total psychiatric reasonable charges while not an inpatient to be $800 in 1988. Nonpsychiatric expenses of $25 had previously been incurred and applied toward the deductible.  The benefit payable is computed as follows:  $500 (maximum charges allowable) x .625 = $562.50.  Since $25 of the deductible has already been satisfied, subtract $50, leaving $512.50.  The benefit payable is $410 (80 percent of $512.50).
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AMBULANCE SERVICE CLAIMS

Your intermediary processes claims for ambulance services provided under arrangements between you and an ambulance company or ambulance services furnished directly by you.  Whether or not the patient is admitted as an inpatient, bill ambulance services as an outpatient service.  For an exception, see §407.A.

Furnish the following data when needed by your intermediary.  Your intermediary will make arrangements with you about the method and media for submitting the data, i.e., with the claim or upon your intermediary's written request, paper or the electronic record, Addendums A and B, record type 75.

o
A detailed statement of the condition necessitating the ambulance service;

o
Your statement indicating whether or not the patient was admitted as an inpatient.  If applicable, show the name and address of the facility;

o
Name and address of certifying physician;

o
Name and address of physician ordering service if other than certifying physician;

o
Point of pickup (identify place and completed address);

o
Destination (identify place and complete address);

o
Number of loaded miles (the number of miles traveled when the beneficiary was in the ambulance);

o
Cost per mile;

o
Mileage charge;

o
Minimum or base charge; and

o
Charge for special items or services.  Explain.

NOTE:
This information is not required for transportation services identified in §407.A since such transportation is not an ambulance service.  Include such charges on an inpatient bill.

A.
General.--§4531(a)(1) of the Balanced Budget Act (BBA) of 1997 provides that in determining the reasonable cost of ambulance services furnished by a provider of services, the Secretary shall not recognize the cost per trip in excess of the prior year’s reasonable cost per trip updated by an inflation factor equal to the consumer price index for all urban consumers (CPI-U) minus 1 percent, effective with services furnished during Federal Fiscal Year  (FFY) 1998 (between October 1, 1997 and September 30, 1998), FFY 1999, and as much of FFY 2000 as precedes January 1, 2000.


The following provides billing instructions for implementing the above provision and is needed to determine the reasonable cost per ambulance trip.  You are to bill for ambulance services using the billing method of base rate including supplies, with mileage billed separately as described below.


B.
Applicable Bill Types.--The appropriate bill types are 13X, 83X, and 85X.
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C.
Revenue Code/HCPCS Reporting.--You must report revenue code 54X and one of the following HCFA Common Procedure Coding System (HCPCS) codes in FL 44 “HCPCS/Rates” for each ambulance trip provided during the billing period: A0030, A0040, A0050, A0320, A0322, A0324, A0326, A0328 or A0330.   In addition, report one of the following mileage HCPCS codes: A0380 or A0390.  No other HCPCS codes are acceptable for reporting ambulance services and mileage.  For purposes of revenue code reporting, report one of the following codes: 540, 542, 543, 545, 546, or 548.  Do not report revenue codes 541, 544, 547, and 549.


Since billing requirements do not allow for more than one HCPCS code to be reported per revenue code line, you must report revenue code 54X (ambulance) on two separate and consecutive line items to accommodate both the ambulance service and the mileage HCPCS codes for each ambulance trip provided during the billing period.  Each loaded (i.e., a patient is onboard) one-way ambulance trip must be reported with a unique pair of revenue code lines on the claim.  Unloaded trips and mileage are NOT reported. 


However, in the case where the beneficiary was pronounced dead after the ambulance was called but before pickup, the service to the point of pickup is covered.  In this situation, report the appropriate HCPCS code of either A0322 (if a basic life support (BLS) vehicle is used) or A0328 (if an advanced life support (ALS) vehicle is used.)  Report the mileage HCPCS code A0380 (BLS) or A0390 (ALS) from the point of dispatch to the point of pickup.  No further mileage is billed (e.g., the mileage after the ambulance arrives at the point of pickup is neither billed nor covered.) (See §236.3.I for a more detailed explanation.)


D.
Modifier Reporting.--You must report an origin and destination modifier for each ambulance  trip provided in FL 44 “HCPCS/Rates”. Origin and destination modifiers used for ambulance services are created by combining two alpha characters. Each alpha character, with the exception of X, represents an origin code or a destination code.  The pair of alpha codes creates one modifier.  The first position alpha code equals origin; the second position alpha code equals destination.  Origin and destination codes and their descriptions are listed below:


o
D: 
Diagnostic or therapeutic site other than AP@ or AH@ when these are used as origin codes;


o
E:
Residential, Domiciliary, Custodial facility (other than an 1819 facility);


o
G:
Hospital based dialysis facility (hospital or hospital related);


o
H:
Hospital;


o
I:
Site of transfer (e.g. airport or helicopter pad) between modes of ambulance transport;


o
J:
Non-hospital based dialysis facility;


o
N:
Skilled Nursing Facility (SNF) (1819 facility);


o
P:
Physician’s office (Includes HMO non-hospital facility, clinic, etc.);


o
R:
Residence;


o
S:
Scene of accident or acute event; or


o
X:
(Destination Code Only) intermediate stop at physician’s office enroute to the hospital. (Includes HMO non-hospital facility, clinic, etc.)
4-247.1
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In addition, you must report one of the following modifiers with every HCPCS code to describe whether the service was provided under arrangement or directly:


o
QM:

Ambulance service provided under arrangement by a provider of services; or

 

o
QN:

Ambulance service furnished directly by a provider of services.

E.
Line-Item Dates of Service Reporting.--You are required to report line- item dates of service per revenue code line.  This means that you must report two separate revenue code lines for every ambulance trip provided during the billing period along with the date of each trip.  This includes situations in which more than one ambulance service is provided to the same beneficiary on the same day.  Line item dates of service are reported in FL 45 “Service Date” (MMDDYY).  (See examples below.)

F.
Service Units Reporting.--For line items reflecting HCPCS codes A0030, A0040, A0050, A0320, A0322, A0324, A0326, A0328 or A0330, you are required to report in FL 46 “Service Units” each ambulance trip provided during the billing period.  Therefore, the service units for each occurrence of these HCPCS codes are always equal to one.  In addition, for line items reflecting HCPCS code A0380 or A0390, you must also report the number of loaded miles.  (See examples below.)  (For an exception to the rule for loaded miles see §236.3.I.)


G.
Total Charges Reporting.--For line items reflecting HCPCS codes A0030, A0040, A0050, A0320, A0322, A0324, A0326, A0328 or A0330, you are required to report in FL 47 “Total Charges” the actual charge for the ambulance service including all supplies used for the ambulance trip but excluding the charge for mileage.  For line items reflecting HCPCS codes A0380 or A0390,  report the actual charge for mileage.


NOTE:
There are cases where you do not incur any cost for mileage (e.g., you receive a subsidy from a local municipality or the transport vehicle is owned and operated by a governmental or volunteer entity.)  In these situations,  report the ambulance trip in accordance  with  Subsections C through G above.  In addition, for  purposes of reporting mileage, report on a separate line item the appropriate HCPCS code, modifiers, and units. For the related charges, report $1.00 in FL 48 “Non-covered Charges.”  Prior to submitting the claim to CWF, your intermediary will remove the entire revenue code line  containing  the  mileage  amount  reported  in FL 48 “Non-covered Charges” to avoid nonacceptance of the claim.



Examples.--The following provides examples of how bills for ambulance services should be completed based on the reporting requirements above.  These examples reflect ambulance services furnished directly by you.  Ambulance services provided under arrangement between you and an ambulance company are reported in the same manner except you report a QM modifier instead of a QN modifier.


Example 1 - Claim containing only one ambulance trip.


For the UB-92 Flat File, report as follows:


Record
 Revenue





Modifier

Date of



  Total

Type
 Code     


HCPCS

#1     #2          Service
   Units   

  Charges   


61       
 540             

A0320          
RH   QN       
082797       1 (trip)
  
  100.00

61  

 540           

A0380          
RH   QN       
082797       4 (mileage)
      8.00


For the hard copy UB-92 (HCFA-1450), report as follows:
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FL 42  
 FL 44                     FL 45    
        FL 46       
FL 47

540 
 
 A0320RHQN     
082797       
1 (trip)          
100.00

540       
 A0380RHQN       
082797           4 (mileage)          8.00


Example 2 - Claim containing multiple ambulance trips.


For the UB-92 Flat File, report as follows:


Record  
 Revenue                          

Modifier        Date of



 Total 

Type        Code           

HCPCS        
#1     #2         Service        Units   

 Charges     


61   
 
 540               

A0322         
RH    QN       082897  
   1 (trip)          100.00

61      
 540               

A0380         
RH    QN       082897  
   2 (mileage)        4.00


61      
 540               

A0324         
RH    QN       082997        1 (trip)          400.00

61   
 
540               

A0390         
RH    QN       082997        3 (mileage)
     6.00


61            540               

A0326         
RH    QN       083097        1 (trip)          500.00

61            540               

A0390         
RH    QN       083097        5 (mileage)
   10.00



For the hard copy UB-92 (HCFA-1450), report as follows:


FL 42    
  FL 44                   FL 45             FL 46              FL 47

540           A0322RHQN       082897           1 (trip)            100.00

540           A0380RHQN       082897           2 (mileage)          4.00


540           A0324RHQN       082997           1 (trip)            400.00

540           A0390RHQN       082997           3 (mileage)          6.00

           

540           A0326RHQN       083097           1 (trip)            500.00

540           A0390RHQN       083097           5 (mileage)        10.00


Example 3 - Claim containing more than one ambulance trip provided on the same day.


For the UB-92 Flat File, report as follows:


Record  
 Revenue                          

Modifier         Date of                            Total

Type    
 Code            

HCPCS       
#1      #2         Service       Units             Charges

61             540              

A0322         
RH    QN        090297       1 (trip)          100.00

61             540              

A0380         
RH    QN        090297       2 (mileage)        4.00


61             540              

A0322         
HR    QN        090297       1 (trip)          100.00

61             540              

A0380         
HR    QN        090297       2 (mileage)        4.00


For the hard copy UB-92 (HCFA-1450), report as follows:


FL 42       FL 44              
FL 45             FL 46              FL 47



540          A0322RHQN        090297           1 (trip)             100.00

540          A0380RHQN        090297           2 (mileage)           4.00
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FL 42       FL44                     FL 45             FL 46               FL 47

540          A0322HRQN        090297           1 (trip)             100.00

540          A0380HRQN        090297           2 (mileage)           4.00  


H.
Edits.--Your intermediary will edit to assure proper reporting as follows:

 

o
Each pair of revenue codes 54X must have one of  the following ambulance HCPCS codes A0030, A0040, A0050, A0320, A0322, A0324, A0326, A0328 or A0330 and one of the following mileage HCPCS codes A0380 or A0390; 


o
The presence of an origin and destination modifier and a QM or QN modifier for every line item containing revenue code 54X;


o
The units field is completed for every line item containing revenue code 54X; and


o
Service units for line items containing HCPCS codes A0030, A0040, A0050, A0320, A0322, A0324, A0326, A0328 and A0330 always equal A1@.

434.
ALL-INCLUSIVE RATE FOR NO-CHARGE STRUCTURE HOSPITAL'S BILLING PROCEDURES FOR PART B INPATIENT ANCILLARY SERVICES

The charges to bill for Part B ancillary services furnished to inpatients when Part A benefits are not payable depends upon the cost reimbursement method you use to apportion allowable costs between Medicare beneficiaries and other patients.  Charges for such inpatient ancillary services are billed under Part B when the level of care becomes noncovered under Part A or when Part A benefits become exhausted or are otherwise not payable.

Part B inpatient ancillary services include such items as radiology, pathology, electrocardiology, electroencephalograph, physical therapy, speech pathology, renal dialysis, prosthetic devices, braces, and splints covered under the heading of medical supplies.  (See §§228ff. for a complete listing of Part B inpatient ancillary services.)

Regardless of the cost reimbursement method you use, enter all charges for Part B inpatient ancillary services on the Form HCFA-l450, using the appropriate revenue code.  If your intermediary permits, use revenue code 240 to indicate an all-inclusive ancillary charge.  Otherwise, use the revenue codes described in Addendum C.
When billing for Part B inpatient ancillary services where Part A benefits are not payable, an all-inclusive rate or no-charge structure hospital determines charges as follows:

A.
Method A (Use of Statistical Data).--Use the cost report for the immediately preceding cost reporting period to find the ratio of the total allowable costs of the Part B inpatient ancillary services to the total allowable costs of all inpatient services (including routine) and apply the ratio to your current all-inclusive billing rate.  The result represents the inclusive billing rate applicable to the Part B inpatient ancillary services when Part A benefits are not available.  Enter the charge amount obtained on the Form HCFA-l450.  Use the appropriate revenue code.

B.
Method B (Sliding Scale to Account for Difference Between Average Length of Stay for Medicare Patients and That for All Patients).--Determine the inclusive charge for the Part B inpatient ancillary services by applying the fixed percentage employed in the cost apportionment formula to your average inpatient ancillary charge.  Determine the average ancillary charge from your prior year's cost report by applying a percentage to your all-inclusive rate based upon your total inpatient ancillary costs divided by total costs for all inpatient services (including routine).
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All Hospitals Except Psychiatric
  45 percent
Psychiatric




  48 percent
Enter the amount derived by multiplying the appropriate percentage figure by your average inpatient ancillary service charge on the HCFA-1450.  Use the appropriate revenue code.

C.
Method C (Hospitals With Established Descending Rates of Charges).--Determine the inclusive charge for the Part B ancillary services by applying the same fixed percentage employed in the cost apportionment formula (see below) to your all-inclusive rate, after application of the descending rates.

The following percentages, based upon the best available data, represent the average ratio of inpatient ancillary service costs which would be payable under Part B when Part A benefits are not available to total costs of all inpatient services (ancillary and routine).

All Hospitals Except Psychiatric
  16 percent
Psychiatric




    6 percent
Enter the amount derived by multiplying your total charge for inpatient services (ancillary and routine) by the appropriate percentage figure on the HCFA-l450.  Use the appropriate revenue code.

D.
Method D (Use of Comparable Hospital Data).--Determine the inclusive billing rate applicable to the ancillary services covered for Part B inpatients in the same manner and by employing the same fixed percentages as those used by Method B hospitals.

Enter the amount derived by multiplying your average inpatient ancillary service charge by the appropriate percentage figure on the HCFA-l450.  Use the appropriate revenue code.

E.
Method E (Percentage of Per Diem).--Compute the inclusive charge for Part B inpatient ancillary services by applying to your all-inclusive rate, the same fixed percentages as Method C hospitals.

Enter the amount derived by multiplying your total charge for inpatient services (ancillary and routine) by the appropriate percentage figure on the HCFA-1450.  Use the appropriate revenue code.
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435.
PNEUMOCOCCAL PNEUMONIA, INFLUENZA VIRUS, AND HEPATITIS B VACCINES

Part B of Medicare pays 100 percent for pneumococcal pneumonia vaccines (PPV) and influenza virus vaccines and their administration.  Payment is on a reasonable cost basis.  Deductible and coinsurance do not apply.  Part B of Medicare also covers the reasonable cost for hepatitis B vaccine and its administration.  Deductible and coinsurance apply.

A.
Coverage Requirements.--Effective for services furnished on or after July 1, 2000, Medicare does not require for coverage purposes, that the PPV vaccine and its administration be ordered by a doctor of medicine or osteopathy.  Therefore, the beneficiary may receive the vaccine upon request without a physician’s order and without physician supervision.

Effective for services furnished on or after September 1, 1984, hepatitis B vaccine and its administration is covered if it is ordered by a doctor of medicine or osteopathy and is available to Medicare beneficiaries who are at high or intermediate risk of contracting hepatitis B.

Effective for services furnished on or after May 1, 1993, influenza virus vaccine and its administration is covered when furnished in compliance with any applicable State law by any provider of services or any entity or individual with a supplier number.  Typically, this vaccine is administered once a year in the fall or winter.  Medicare does not require for coverage purposes that the vaccine must be ordered by a doctor of medicine or osteopathy.  Therefore, the beneficiary may receive the vaccine upon request without a physician's order and without physician supervision.

B.
Billing Requirements.--Bill your intermediary for the vaccines on Form HCFA-1450, using bill type 13X, 83X, and 85X.  The vaccine and its administration may be on the same claim form. There is no requirement for a separate bill.  However, you may have to submit a separate bill if your intermediary requires it.

C.
HCPCS Coding.--Bill for the vaccines using the following HCPCS codes listed below:

90657
Influenza virus vaccine, split virus, 6-35 months dosage, for intramuscular or jet 



injection use;

90658
Influenza virus vaccine, split virus, 3 years and above dosage, for intramuscular or 



jet injection use;

90659
Influenza virus vaccine, whole virus, for intramuscular or jet injection use;

90732
Pneumococcal polysaccharide vaccine, 23-valent, adult dosage, for subcutaneous or intramuscular use;

90740
Hepatitis B vaccine, dialysis or immunosuppressed patient dosage (3 dose schedule for intramuscular use;

90743
Hepatitis B vaccine, adolescent (2 dose schedule) for intramuscular use;

90744
Hepatitis B vaccine, pediatric/adolescent (3 dose schedule) for intramuscular use;

90746
Hepatitis B vaccine, adult dosage, for intramuscular use;

90747
Hepatitis B vaccine, dialysis or immunosuppressed patient dosage (4 dose schedule) for intramuscular use;
These codes are for the vaccines only.  Bill for the administration of the vaccines using HCPCS code G0008 for influenza virus vaccine, G0009 for the PPV vaccine, and G0010 for the hepatitis B vaccine.

D.
Applicable Revenue Codes.--Bill for the vaccines using revenue code 636.  Bill for the administration of the vaccine using revenue code 771.

E.
Other Coding Requirements.--You must report a diagnosis code for each vaccine if the sole purpose for the visit is to receive the vaccines or if the vaccines are the only service billed on a claim. Report code V04.8 for the influenza virus vaccine, code V03.82 for PPV, and code V05.3 for the 

	4-250
	Rev. 797


11-98
BILLING PROCEDURES
435 (Cont.)

hepatitis B vaccine.  In addition, for the influenza virus vaccine, report UPIN code SLF000 if the vaccine is not ordered by a doctor or medicine or osteopathy.

F.
Special Billing Instructions for Hospital Inpatients.--When vaccines are provided to inpatients of a hospital, they are covered under the vaccine benefit.  However, bill your intermediary on bill type 13X using the discharge date of the hospital stay to avoid editing in the Common Working File (CWF) as a result of hospital bundling rules.  (See subsection I for an exception.) 

G.
Simplified Billing of Influenza Virus Vaccine by Mass Immunizers.-Some potential "mass immunizers" have expressed concern about the complexity of billing for the influenza virus vaccine and its administration.  Consequently, to increase the number of beneficiaries who obtain needed preventive immunizations, simplified (roster) billing procedures are available to mass immunizers. A mass immunizer is defined as any entity that gives the influenza virus vaccine to a group of beneficiaries, e.g., at Public Health Clinics, shopping malls, grocery stores, senior citizen homes, and health fairs.  To qualify for roster billing, immunizations of at least five beneficiaries on the same date is required.  (See subsection I for an exception to this requirement for inpatient hospitals.)

The simplified process involves use of the billing form (HCFA-1450) with preprinted standardized information relative to you and the benefit.  Mass immunizers, attach a standard roster to a single pre-printed HCFA-1450 that contains variable claim information regarding the service provider and individual beneficiaries.

The roster must contain, at a minimum, the following information:

o
Provider name and number;

o
Date of service;

o
Patient name and address;

o
Patient date of birth;

o
Patient sex;

o
Patient health insurance claim number; and

o
Beneficiary signature or stamped "signature on file".

NOTE:
A stamped "signature on file" can be used in place of the beneficiary's actual signature provided you have a signed authorization on file to bill Medicare for services rendered. In this situation, you are not required to obtain the patient signature on the roster.  However, you have the option of reporting "signature on file" in lieu of obtaining the patient's actual signature.

The modified HCFA-1450 shows the following preprinted information in the specific FLs:

o
The words "See Attached Roster" in FL 12, (Patient Name);

o
Patient Status code 01 in FL 22 (Patient Status);

o
Condition code M1 in FLs 24-30 (Condition Code); (See NOTE: below)

o
Condition code A6 in FLs 24-30 (Condition Code);

o
Revenue code 636 in FL 42 (Revenue Code), along with the appropriate HCPCS code FL 44 (HCPCS Code);

o
Revenue code 771 in FL 42 (Revenue Code), along with HCPCS code G0008 FL 44 (HCPCS Code);

Rev. 735
4-251

435 (Cont.)
BILLING PROCEDURES 
11-98

o
"Medicare" on line A of FL 50 (Payer);

o
The words "See Attached Roster" on line A of FL 51 (Provider Number); 

o
UPIN SLF000 in FL 82; and

o
Diagnosis code V04.8 in FL 67 (Principal Diagnosis Code). 

When conducting mass immunizations, you are required to complete the following FLs on the preprinted HCFA-1450:

o
FL  4 (Type of Bill);

o
FL 47 (Total Charges);

o
FL 85 (Provider Representative); and

o
FL 86 (Date).

NOTE:
Medicare Secondary Payer (MSP) utilization editing is by-passed in CWF for all mass immunizer roster bills.  However, if you know that a particular group health plan covers the influenza virus vaccine and all other MSP requirements for the Medicare beneficiary are met, the primary payer must be billed. 

If you do not mass immunize, continue to bill for the influenza virus vaccine using normal billing procedures, i.e., submission of a HCFA-1450 or electronic billing for each beneficiary.

H.
Simplified Billing of Pneumococcal Pneumonia Vaccine (PPV) by Mass Immunizers.--The simplified (roster) claims filing procedure has been expanded for PPV.  A mass immunizer is defined as any entity that gives the PPV to a group of beneficiaries, e.g., at Public Health Clinics, shopping malls, grocery stores, senior citizen homes, and health fairs.  To qualify for the roster billing, immunizations of at least five beneficiaries on the same date is required.  (See subsection I for an exception to this requirement for inpatient hospitals.)

The simplified process involves use of the provider billing form (HCFA-1450) with preprinted standardized information relative to the provider and the benefit.  Mass immunizers attach a standard roster to a single pre-printed HCFA-1450 containing the variable claims information regarding the service provider and individual beneficiaries.

The roster must contain, at a minimum, the following information:

o
Provider name and number;

o
Date of service;

o
Patient name and address;

o
Patient date of birth;

o
Patient sex;

o
Patient health insurance claim number; and

o
Beneficiary signature or stamped "signature on file".
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NOTE:
A stamped "signature on file" can be used in place of the beneficiary's actual signature provided you have a signed authorization on file to bill Medicare for services rendered. In this situation you are not required to obtain the patient signature on the roster.  However, you have the option of reporting "signature on file" in lieu of obtaining the patient's actual signature.


The roster should contain the following language to be used as a precaution to alert beneficiaries prior to administering the PPV.


WARNING:
The beneficiary's vaccination status must be verified before administering the PPV. It is acceptable to rely on the patient's memory to determine prior vaccination status. If the patient is uncertain whether they have been vaccinated within the past 5 years, administer the vaccine.  If patients are certain that they have been vaccinated within the past 5 years, do not revaccinate.


The modified HCFA-1450 shows the following preprinted information in the specific form locators (FLs):


o
The words "See Attached Roster" in FL 12, (Patient Name);


o
Patient Status code 01 in FL 22 (Patient Status);


o
Condition code M1 in FLs 24-30 (Condition Code);


o
Condition code A6 in FLs 24-30 (Condition Code);


o
Revenue code 636 in FL 42 (Revenue Code), along with HCPCS code 90732 in FL 44 (HCPCS Code);


o
Revenue code 771 in FL 42 (Revenue Code), along with HCPCS code G0009 in FL 44 (HCPCS Code);


o
"Medicare" on line A of FL 50 (Payer);


o
The words "See Attached Roster" on line A of FL 51 (Provider Number); and


o
Diagnosis code V03.82 in FL 67 (Principal Diagnosis Code).




Providers conducting mass immunizations are required to complete the following FLs on the preprinted HCFA-1450:


o
FL  4 (Type of Bill);


o
FL 47 (Total Charges);


o
FL 85 (Provider Representative); and


o
FL 86 (Date).


NOTE:
Medicare Secondary Payer (MSP) utilization editing is by-passed in CWF for all mass immunizer roster bills.  However, if the provider knows that a particular group health plan covers the PPV and all other MSP requirements for the Medicare beneficiary are met, the primary payer must be billed.  
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If you do not mass immunize, continue to bill for PPV using the normal billing method, i.e., submission of a HCFA-1450 or electronic billing for each beneficiary.


I.
Inpatient Roster Billing.--The following billing instructions apply when you roster bill for the influenza virus vaccine and PPV provided to your inpatients under the procedures outlined in subsection G and H:

o
You do not have to wait until patients are discharged to provide the vaccine.  You may provide it anytime during the patient's stay;

o
The roster should reflect the actual date of service;

o
The requirement to provide the vaccine to five or more patients at the same time to meet the requirements for mass immunizers will be waived when vaccines are provided to inpatients. Therefore, the roster may contain fewer than five patients or fewer than five patients on the date of discharge; and

o
The roster should contain information indicating that the vaccine was provided to inpatients to avoid questions regarding the number of patients or various dates.
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436.

DIABETES OUTPATIENT SELF-MANAGEMENT TRAINING SERVICES

A.
Coverage Requirements.—Section 4105 of the Balanced Budget Act of 1997 permits Medicare coverage of diabetes outpatient self-management training services when these services are furnished by a certified provider who meets certain quality standards.  This program is intended educate beneficiaries in the successful self-management of diabetes.  The program includes instructions in self-monitoring of blood glucose; education about diet and exercise; an insulin treatment plan developed specifically for the patient who is insulin-dependent; and motivation for patients to use the skills for self-management.

Diabetes outpatient self-management training services may be covered by Medicare only if the physician or qualified non-physician practitioner who is managing the beneficiary’s diabetic condition certifies that such services are needed.  Services must be done under a comprehensive plan of care related to the beneficiary’s diabetic condition, to ensure the beneficiary’s compliance with the therapy, or to provide the individual with necessary skills and knowledge (including skills related to the self-administration of injectable drugs) in the management of the beneficiary’s conditions.  The training must be ordered by the physician or qualified nonphysician practitioner treating the beneficiary’s diabetes.  The referring physician or qualified non-physician practitioner must maintain the plan of care in the beneficiary’s medical record and documentation substantiating the need for the training on an individual basis when group training is typically covered, if so ordered.  The order must also include a statement signed by the physician that the service is needed.  The provider of the service must maintain documentation in file that includes the original order from the physician and any special conditions noted by the physician.

When the training under the order is changed, the change must be signed by the physician or qualified nonphysician practitioner treating the beneficiary and maintained in the beneficiary’s file at the provider of the training.

Medicare Part B covers one course of initial training for a beneficiary who has one or more of the following medical conditions present within the 12-month period before the physician’s order for the training:




(1) New onset diabetes.

(2) Inadequate glycemic control as evidenced by a glycosylated hemoglobin (HbA1C) level of 8.5 percent or more on two consecutive HbA1C determinations 3 or more months apart in the year before the beneficiary begins receiving training.

(3) A change in treatment regimen from no diabetes medications to any diabetes medication, or from oral diabetes medication to insulin.

(4) High risk for complications based on inadequate glycemic control (documented acute episodes of severe hyperglycemia occurring in the past year during which the beneficiary needed emergency room visits or hospitalization).

(5) High risk based on at least one of the following documented complications:

· 
Lack of feeling in the foot, or other foot complications such as foot ulcers, 

deformities, or amputation.

(
Pre-proliferative or proliferative retinopathy or prior laser treatment of the eye.



(
Kidney complications related to diabetes, when manifested by albuminuria, without other cause, or elevated creatinine.
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NOTE:
Beneficiaries with diabetes, becoming newly eligible for Medicare, can receive the diabetes outpatient self-management initial training.


B.
Certified Providers.—The statute states that a “certified provider” is a physician or other individual or entity designated by the Secretary that, in addition to providing outpatient self-management training services, provides other items and services for which payment may be made under title XVIII, and meets certain quality standards.  HCFA is designating all providers and suppliers that bill Medicare for other individual services, (such as hospital outpatient departments, renal dialysis facilities, and durable medical equipment suppliers).  HCFA will not reimburse services rendered to a beneficiary if they are: 


· An inpatient in a Hospital or Skilled Nursing Facility.

· In hospice care

· A resident in a Nursing Home.

· An outpatient in a Rural Health Clinic or Federally Qualified Health Center.


All certified providers must be accredited as meeting quality standards by a HCFA approved national accreditation organization.  During the first 18-months after the effective date of the final rule, providers may be recognized by the American Diabetes Association (ADA) as meeting the National Standards for Diabetes Self-Management Education as published in Diabetes Care, Volume 23 Number 5.


C.
Frequency of Training.—


1.
Initial Training - Medicare will cover initial training that meet the following conditions:



•
Is furnished to a beneficiary who has not previously received initial training under the G0108 or G0l09 code.



•
Is furnished within a continuous 12-month period.



•
Does not exceed a total of 10 hours.  (The 10 hours of training can be done in and combination of 1/2 hour increments.  They can be spread over the 12 month period or less.)



•
With the exception of 1-hour, training is furnished in a group setting.  (The group need not all be Medicare beneficiaries). 



•
Is furnished in increments of no less than one-half hour.



•
May include 1 hour of individual training:  One-half of this hour should  be used to 

assess the beneficiary and one-half should be for insulin training.  Exception:  Medicare covers training on an individual basis for a Medicare beneficiary under any of the following conditions: 




-
No group session is available within 2 months of the date the training is ordered;




-
The beneficiary’s physician (or qualified nonphysician practitioner) documents in the beneficiary’s medical record that the beneficiary has special needs resulting from conditions, such as severe vision, hearing, or language limitations, that will hinder effective participation in a group training session; or


· The physician orders additional insulin training.



2.
Follow-up Training. -- After receiving the initial training, Medicare covers follow-up training that meets the following conditions:
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•
Consists of no more than 2 hours individual or group training for a beneficiary each year.





•
Group training consists of 2 to 20 individuals who need not all be Medicare beneficiaries.  NOTE:  If individual training has been provided to a Medicare beneficiary and subsequently it is determined that training should have been provided in a group, reimbursement will be downcoded from individual to the group level and provider education would be the appropriate actions instead of denying the service as billed.



•
Is furnished any time in a calendar year following a year in which the beneficiary completes the initial training.



•
Is furnished in increments of no less than one-half hour.



•
The physician (or qualified nonphysician practitioner) treating the beneficiary must document, in the referral for training and the beneficiary’s medical record, the specific medical condition that the follow-up training must address.


D.
Payment for Outpatient Diabetes Self-Management Training.--


1. Payment for outpatient diabetes self-management training is based on rates established under the physician fee schedule.



2.
Payment may only be made only to any provider that bills Medicare for other individual Medicare services.



3.
Other conditions for fee-for-service payment.  The beneficiary must meet the following conditions if the provider is billing for initial training.



(
The beneficiary has not previously received initial training for which Medicare payment was made under this benefit.



(
The beneficiary is not receiving services as an inpatient in a hospital, SNF, hospice, or nursing home.



(
The beneficiary is not receiving services as an outpatient in an RHC or FQHC.


E.
Coding and Payment Requirements.  Bill for the diabetes outpatient self-management training services on the Form HCFA-1450 or its electronic equivalent.  The cost of the service is billed under revenue code 942 in FL 42 “Revenue Code.”  Report HCPCS codes G0108 or G0109 in FL 44 “HCPCS/Rates”.  The definition of the HCPCS code used should be entered in FL 43 “Description”.



(
G0108 – Diabetes outpatient self-management training services; individual session, per 30 minutes of training.



(
G0109 – Diabetes outpatient self-management training services, group session (2 or more), per individual, per 30 minutes of training.


The actual payment amounts will vary among geographic areas to reflect differences in cost of practice, as measured by the Geographic Practice Cost Indexes.  Deductible and coinsurance will be applied.


NOTE:
All providers are eligible to receive retroactive payment for this service back to the later 

of February 27, 2001 or the date of recognition by the ADA. 

	Rev. 775
	4-255.2

	436 (Cont.)
	BILLING PROCEDURE
	06-01


F.
Applicable Bill Types.  The appropriate bill types are 12x, 13x, 34x (Can be billed if service is outside of the treatment plan), 72x, 74x, 75x, 83x, and 85x.
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437.
BILLING FOR CLINICAL DIAGNOSTIC LABORATORY SERVICES OTHER THAN TO INPATIENTS

Clinical diagnostic laboratory tests are paid on the basis of fee schedules.

Hospital laboratories billing for either outpatient or nonpatient claims bill the intermediary under a provider agreement.  Neither deductible nor coinsurance applies to laboratory tests paid under the fee schedule.

A hospital outpatient is a person who has not been admitted as an inpatient but is registered on your records as an outpatient and receives services (rather than supplies alone) from you.  Where a tissue sample, blood sample, or specimen is taken by personnel who are not employed by you, and is sent to you for tests, the tests are nonpatient hospital services since the patient does not directly receive services from you.  Where you use the category "day patient," i.e., an individual who receives hospital services during the day and is not expected to be lodged in the hospital at midnight, the individual is an outpatient.

Individual laboratory tests are identified using the HCFA Common Procedure Coding System (HCPCS) codes and terminology.

A.
Fee Schedules.--The fee schedules were established by the Medicare carriers on a carrier wide basis (not to exceed a statewide basis) and furnished to the Medicare intermediary.

National limitation amounts (NLA) are applied to payments for clinical diagnostic laboratory services.  Effective for services April 1, 1988, through December 31, 1990, a NLA of 100 percent of the median of all the fee schedules for each clinical laboratory procedure (HCPCS code) was established.  After 1990, the rational limitation amount is reduced as follows:

o
January 1, 1991 - 88 percent of the median,

o
January 1, 1994 - 84 percent of the median,

o
January 1, 1995 - 80 percent of the median,

o
January 1, 1996 and later - 76 percent of the median.

Separate limitation amounts were set for the 60 and 62 percent fee schedules.

o
Prior to April 1, 1988 for outpatient tests performed by you for your own outpatients the fee was set at 60 percent of the prevailing charge unless the tests were performed by a qualified hospital laboratory.  In this case, the fee was set at 62 percent.  A qualified hospital laboratory is one which provides some clinical diagnostic laboratory tests 24 hours a day, 7 days a week, in order to serve a hospital's emergency room which is available to provide services 24 hours a day, 7 days a week.  To meet this requirement, a hospital must have physicians physically present or available within 30 minutes through a medical staff call roster to handle emergencies 24 hours a day, 7 days a week.  Hospital laboratory technologists must be on duty or on call at all times to provide testing for the emergency room.

o
Effective for hospital outpatient tests furnished by you on or after April 1, 1988, to receive the 62 percent fee you must also be a sole community hospital which meets the qualifications listed in the paragraph above.  In all other cases the fee is set at 60 percent of the prevailing charge. If you are uncertain whether you meet the qualifications of a sole community hospital you can seek assistance from your intermediary or the RO.
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o
For tests to hospital nonpatients, the fee is set at 60 percent.

o
Hospital based RHCs, and FQCHs (freestanding and hospital based) are not exempt from the clinical laboratory fee schedule method of payment all laboratory services provided in the RHC laboratory i.e., the six basic for tests as well as others are billed using the laboratory revenue code (30X or 31X as appropriate) with separate HCPCS codes for each laboratory tests.  Payment for these laboratory tests are made as for any other outpatient hospital laboratory tests, according to the clinical laboratory fee schedule.  Since these laboratory tests are paid using the clinical laboratory fee schedule at 100%, no coinsurance or deductible should be collected for these laboratory services.

B.
Application of Fee Schedule.--The fee schedule applies to all clinical diagnostic laboratory tests except:

o
Laboratory tests furnished to an inpatient whose stay is covered under Part A.  These tests are included in the DRG for PPS hospitals or are paid on a reasonable cost basis for non-PPS hospitals.  Laboratory tests for inpatients covered under Part B (due to lack of Part A coverage) are paid on a reasonable cost basis.

o
Laboratory tests furnished by a hospital-based or independent dialysis facility that are included under the ESRD composite rate payment.  Laboratory tests that are paid in addition to the composite rate payment are subject to the fee schedule limits.  These limits are 60 percent for all tests unless performed by a qualified hospital laboratory in a sole community hospital.  In this case the 62 percent rate applies.

o
Laboratory tests furnished by hospitals in Maryland as long as a waiver of Medicare payment principles applies for outpatient services.  However, instructions in subsection D apply for bill preparation in Maryland.

o
Laboratory tests furnished to inpatients of a hospital with a waiver under §602(k) of the l983 Amendments to the Act.  Under the waiver, an outside supplier may bill Part B for laboratory and other nonphysician services furnished to inpatients that would otherwise be paid only through the hospital.  Part B payment to the outside supplier for laboratory tests furnished to inpatients under the §602(k) waiver is at 80 percent of the reasonable charge if unassigned or l00 percent of the reasonable charge if assigned.  The fee schedule applies to any tests furnished by the outside supplier to hospital outpatients and to nonhospital patients.

o
Laboratory tests performed by a SNF for its own inpatients and paid under Part A or Part B, and any laboratory tests furnished under arrangements to a SNF inpatient with Part A coverage.  The only covered source for laboratory services furnished under Part A is the SNF itself or a hospital with which the facility has a transfer agreement in effect.  If the transfer hospital does not have the capacity to provide the services directly, but provide them through an arrangement with an outside source, the services do not constitute covered extended care services.
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o
For independent RHCs, all laboratory services provided in the RHC's laboratory are included in the all-inclusive rate payment to the RHC. "All laboratory services" means the six basic laboratory tests required for certification as well as any other laboratory tests provided in the RHC laboratory.  (Note:  If the RHC sends laboratory services beyond the six basic tests to an outside laboratory, the outside laboratory bills the Part B carrier for the tests.  If the RHC laboratory becomes certified as a clinical laboratory, all laboratory tests performed in the laboratory will be billed to the laboratory's Part B carrier.  In the outside laboratory and clinical laboratory situations, the laboratory tests are not included as RHC costs nor as part of the RHC all-inclusive rate payment.)  The charges for laboratory services provided in the RHC laboratory should be lumped into the revenue code used for the encounter, e.g., 52X or 91X.  For example, if the charge for the physician/midlevel practitioner is $30 and the charges for laboratory tests provided during the encounter are $60, the total charges for revenue code 52X would be $90.  Assuming the Part B deductible had been satisfied, the 20% coinsurance would be collected on the $90 charge (20% of $90 =+ $18 collected from the  beneficiary).  Collection of the coinsurance based on the total charge including laboratory is appropriate because independent RHCs are exempt from the clinical laboratory fee schedule method of payment.

o
Laboratory tests provided by a participating HMO or health care prepayment plan (HCPP) to an enrolled member of the plan.

o
Laboratory tests furnished by a hospice.

C.
Clinical Diagnostic Laboratory Services Subject to Fee Schedule.--For purposes of the fee schedule, clinical diagnostic laboratory services include laboratory tests listed in codes 80002-89399 of the Current Procedural Terminology Fourth Edition, l996 printing, (CPT-1996).  Certain tests, however, are required to be performed by a physician and are, therefore, exempt from the fee schedule.  These tests include:

80500-80502


Clinical pathology consultation

85060



Peripheral blood smear

85095-85102


Codes dealing with bone marrow smears and biopsies

86077-86079


Blood bank service

88000-88125


Certain cytopathology services

88160-88199


Certain cytopathology services

88300-88399


Surgical pathology services

Some CPT-1996 codes in the 80000 series are not clinical diagnostic laboratory tests.  The following codes are never subject to fee schedule limitations.  Some of these codes are exempted because they are not clinical diagnostic laboratory services.  They include codes for procedures, services, blood products and autotransfusions.  They include codes for blood products such as whole blood, various red blood cell products, platelets, plasma, and cryoprecipitate.  Other codes for tests primarily associated with the provision of blood products are also not considered to be clinical diagnostic tests. Such tests identify various characteristics of blood products, but are not diagnostic in nature.  These include various blood cross matching techniques.  Exclusion codes are paid under reasonable costs to the extent they are covered.
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The following codes are never subject to fee schedule limitations:

86485-86586   
86915
89350

86850
86920-86922
89360

86860
86927
86945

86870
86930-86932
86975-86978

86950
89130-89141
86985

89100-89105

The following codes are not subject to fee schedule limitations when  submitted for payment on the same bill with charges for blood products.  In that case they are assumed to be used for blood matching and not for diagnostic purposes.


86021-86022


86900-86901


86880



86903-86906


86885-86886


If no blood product is provided and billed for on the same claim, the codes are assumed to be diagnostic and are subject to the fee schedule.

The following codes for unlisted or not otherwise classified clinical diagnostic laboratory tests are not subject to the NLA:

81099


87999

84999


88299

85999


89399

86999

There may be additional valid level 3 (carrier assigned) codes that will be furnished to you by the intermediary.

Fee schedule information must be furnished to you by your intermediary.  Nomenclature may be furnished.

In January, HCFA updates and distributes HCPCS codes.  The intermediary is responsible for supplying you with the annual update with which you update your fee schedules.  See subsection A for price updating of fee schedules.

D.
Billing for Diagnostic Lab Tests.--Follow requirements for submission of the HCFA-l450 in §460.  Use revenue code 30X or 31X when billing lab services subject to the fee schedule.

When you obtain laboratory tests for outpatients under arrangements with clinical laboratories or other hospital laboratories, only you can bill for the arranged services.

If all tests are for a nonpatient, you may submit one bill and be reimbursed at 60 percent.

4-260
Rev. 698

09-96
BILLING PROCEDURES
437(Cont.)

If you are a sole community hospital, with a qualified hospital laboratory, tests for outpatients are reimbursable at 62 percent.  If tests are for an outpatient, those referred to a reference laboratory are considered nonpatient tests reimbursable at 60 percent.  

If you bill for both, prepare two bills; one for your own laboratory tests reimbursable at 62 percent, the other for the reference laboratory tests reimbursable at 60 percent.  Include in the bill for tests performed by the reference lab nonpatient type of bill coding.  

Include billing for fee schedule lab tests with billing for other outpatient services to the same beneficiary on a single bill except where billing for a reference lab as described above.  Do not submit separate bills for laboratory tests performed in different departments on the same day.

E.
Specimen Collection Fee.--Separate charges made by laboratories for drawing or collecting specimens are allowable whether or not the specimens are referred to hospitals or laboratories.  This fee will not be paid to anyone who has not extracted the specimen. Only one collection fee is allowed for each type of specimen for each patient encounter, regardless of the number of specimens drawn. When a series of specimens is required to complete a single test (e.g., glucose tolerance test), the series is treated as a single encounter.  A specimen collection fee is allowed in circumstances such as drawing a blood sample through venipuncture (i.e., inserting into a vein a needle with syringe or vacutainer to draw the specimen) or collecting a urine sample by catheterization.  

Special rules apply when such services are furnished to dialysis patients.  The specimen collection fee is not separately payable for any patients dialyzed in the facility or for any patients dialyzed at home under reimbursement Method I.  Payment for this service is included under the ESRD composite rate for separately billable laboratory tests as well as those included in the composite rate. Fees for taking specimens from home dialysis patients who have elected reimbursement Method II may be paid separately, provided all other criteria for payment are met.  Also, fees for taking specimens in the hospital setting, but outside of the dialysis unit, for use in performing laboratory tests not included in the ESRD composite rate may be paid separately.

A specimen collection fee is not allowed for blood samples where the cost of collecting the specimen is minimal (such as a throat culture or a routine capillary puncture for clotting or bleeding time).  Do not bill for routine handling charges where a specimen is referred by one laboratory to another.

A specimen collection fee is allowed when it is medically necessary for a laboratory technician to draw a specimen from either a nursing home patient or homebound patient.  The technician must personally draw the specimen, e.g., venipuncture or urine sample by catheterization.  A specimen collection fee is not allowed the visiting technician where a patient in a facility is not confined to the facility or the facility has personnel on duty qualified to perform the specimen collection.  

Use the following HCPCS codes and terminology:

G0001 Routine venipuncture for collection of specimen(s).

P96l5 Catheterization for collection of specimen(s).

The fee is the lesser of charges or $3.00.  Because payment is permitted for time and travel costs, the $5 fee allowed for P9605 and P9610 is discontinued, 
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effective for services January 1, 1987 and later.  Specimens drawn from more than one patient during the same nursing home visit are billed under HCPCS code G0001 or HCPCS code P96l5 and, the amount billed should not exceed $3 per patient.

F.
Travel Allowance.--In addition to a specimen collection fee allowed under subsection E, a travel allowance is payable to cover the costs of collecting a specimen from a nursing home or homebound patient.  The additional allowance can be made only where a specimen collection fee is also payable, i.e., no travel allowance is made where the technician merely performs a messenger service to pick up a specimen drawn by a physician or nursing home personnel.  

The allowance is intended to cover the estimated travel costs of collecting a specimen and to reflect the technician's salary and travel costs.  The following HCPCS codes are used for travel allowances:

P9603--Travel allowance - one way, in connection with medically necessary laboratory specimen collection drawn from homebound or nursing homebound patient; prorated miles actually traveled (intermediary allowance on flat fee mile basis); or

P9604--Travel allowance - one way, in connection with medically necessary laboratory specimen collection drawn from homebound or nursing homebound patient; prorated trip charge (intermediary allowance on flat fee basis).

Your intermediary will inform you how to claim the travel allowance.

G.
Amount of Part B Payment for Clinical Laboratory Tests.--The following  apply in determining the amount of Part B payment for clinical laboratory tests:

o
Payment to you for tests furnished for an outpatient or a nonpatient of your hospital is the lesser of the actual charge, the 60 percent fee schedule amount, or the 60 percent NLA.  Part B deductible and coinsurance do not apply.

o
Payment to you for tests performed for an inpatient without Part A coverage is made on a  reasonable cost basis and is subject to Part B deductible and coinsurance.

o
Payment to a participating SNF for tests performed by that SNF for its inpatient is made on a  reasonable cost basis and is subject to Part B deductible and coinsurance.

o
Payment made for laboratory tests performed by a SNF for its own inpatients and covered under Part A or Part B, and any laboratory tests furnished under arrangements to a SNF inpatient with Part A coverage by a hospital with which the SNF has a transfer agreement.  Such tests are paid on a reasonable cost basis.  All other tests furnished by a laboratory other than the SNF's own are payable only to the laboratory under the Part B fee schedule.

o
Payment to a hospital-based or independent dialysis facility for laboratory tests included under the composite rate payment and performed for a patient of that facility, is included in the facility's composite rate payment for these tests and is subject to the Part B deductible and coinsurance.
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o
Payment to a RHC for laboratory tests performed for a patient of that clinic is made as part of the all-inclusive rate and is subject to Part B deductible and coinsurance.

o
Payment to a hospital which has been granted a waiver of Medicare payment principles for outpatient services is subject to Part B deductible and coinsurance unless otherwise waived as part of an approved waiver.


o
Payment to a participating HMO or HCPP for laboratory tests performed for a patient who is not a member is the lesser of the actual charge, the fee schedule amount or the NLA.  The Part B deductible and coinsurance do not apply.

H.
Adjusted Fee Schedule.--Beginning April 1, 1988, the 1987 fee schedules for automated tests, and for tests (with the exception of cytopathology) that were subject to the LCL provision prior to July 1, 1984, are reduced by 8.3 percent.

The automated profile tests subject to the adjusted fee schedules are listed in subsection J.

The adjusted fee schedules also apply to the following tests that were subject to the LCL provision prior to the establishment of the fee schedule methodology.  The current CPT-4 codes are provided.

Test
                                               1987 CPT-4 Code


Cholesterol, Serum
82465

Complete Blood Count
85022

85031

Hemoglobin
85018

Hematocrit
85014

Prothrombin Time
85610

Sedimentation Rate (ESR)
85651

Glucose

82947

82948

Urinalysis
81000*
Blood Uric Acid
84550

Blood Urea
84520

White Blood Cell Count
85048

*If 81002 and 81015 are both billed or 81003 and 81015, your intermediary will pay as though the combined service (81000) had been billed.

Where these adjusted fee schedule tests are part of disease or organ panels, your intermediary must assure that the fee for the panel does not exceed the sum of the fees for the individual components after accounting for the reductions due to the adjustment.

I.
Coordination With Intermediaries.--Your intermediary furnishes you copies of fee schedules and updates.  The fee schedule amounts are adjusted periodically to reflect changes in the Consumer Price Index (CPI) for all Urban Consumers (U.S. city average).  

There may be procedures for which you bill for outpatients that are not included in the fee schedule. Where gaps occur, work out procedures with the intermediary so that it can secure the missing information promptly.  Codes which are assigned to fill gaps are valid until replaced by permanent codes in an annual update.
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J.
Laboratory Tests Utilizing Automated Equipment.--Clinical laboratory tests are covered under Medicare if they are reasonable and necessary for the diagnosis or treatment of an illness or injury.  Because of the numerous technological advances and innovations in the clinical laboratory field and the increased availability of automated testing equipment to all entities that perform clinical diagnostic laboratory tests, no distinction is generally made in determining payment allowances (i.e., the lower of the respective fee schedule or the national limitations) for such tests between (1) the sites where the service is performed, or (2) the method of the testing process used, whether manual or automated.  


When laboratories perform the same test, whether manually or with automated equipment, the services are considered similar.


o
Determining Payment for Automated Tests.--The common automated tests comprise specific groupings of blood chemistries which enable physicians to more accurately diagnose their patients' medical problems.


The following list contains some of the tests which can be and are frequently done as groups and combinations on automated profile equipment.


1.
Albumin






82040

2.
Bilirubin, direct




82250

3.
Bilirubin, total 




82251

4.
Calcium






82310

5.
Carbon Dioxide Content



82374

6.
Chloride






82435

7.
Cholesterol





82465

8.
Creatinine





82565

9.
Glucose






82947

10.
Lactate Dehydrogenase (LDH, LD)
83615

11.
Alkaline Phosphatase



84075

12.
Phosphorous





84100

13.
Potassium





84132

14.
Protein, Total





84155 

15.
Sodium






84295

16.
Aspartate AminoTransferase

(AST)(SGOT)





84450

17.
Alanine AminoTransferase

(ALT)(SGPT)





84460

18.
Urea Nitrogen (BUN)



84520

19.
Uric Acid





84550

20.
Triglycerides





84478

21.
Creatine Kinase (CK)(CPK)


82550

22.
Gamma Glutamyltransferase (GGT)
82977


While the component tests in automated profiles may vary somewhat from one laboratory to another, or from one physician's office or clinic to another, group together those profile tests which can be performed at the same time on the same equipment for purposes of developing appropriate payment allowances.  For Medicare payment purposes, the tests on this list must be grouped together when billed separately and considered automated profile tests.  While laboratory entities may bill additional tests using automated profile codes, the above listed 22 tests are the only tests that you may group into automated profiles if they are billed separately.  Future revisions to the list will be made through manual revisions.


Payment is made only for those tests in an automated profile that meet Medicare coverage rules.  Where only some of the tests in a profile of tests are covered, payment cannot exceed the amount that would have been paid if only the 
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covered tests had been ordered.  For example, the use of the 12-channel serum chemistry test to determine the blood sugar level in a proven case of diabetes is unreasonable because the results of a blood sugar test performed separately provide the essential information.  Normally, the payment allowance for a blood sugar test is lower than the payment allowance for the automated profile of tests.  In no event, however, may payment for the covered tests exceed the payment allowance for the profile.


Separate payment will not be allowed to be made for multiple automated profile codes.


EXAMPLE:
Codes 80007 and 80009 are billed on the same claim form for the same date of service.  Payment will only be allowed for code 80009.  Code 80007 will not be paid since it contains a lower number of tests.  If a laboratory performs 16 automated tests on the same date, code 80016 or each of the individual test codes should be billed in order for proper payment to be made.  If an error, for example, codes 80007 and 80009 are billed with the same date or service, only code 80009 will be paid.  In order to make proper payment, in this case, submit an adjustment canceling the 80009 and resubmit as a 80016.


o
Separately Billed Tests That Are Commonly Part of Automated Test Profiles.--If you receive claims for laboratory services in which the provider has separately billed for tests that are available as part of an automated profile test, make the following determinations:


-
If the sum of the payment allowance for the separately billed tests exceeds the payment allowance for the profile that includes these tests, make payment at the lesser amount for the profile.  Conversely, the payment allowance for a profile cannot exceed the payment allowances for the individual tests.


-
The limitation that payment for individual tests not exceed the payment allowance for an automated profile is applied whether or not a particular laboratory has the automated equipment.  A higher amount may be paid in unusual circumstances where justified or where individual tests are unavailable on automated equipment.  Providers must submit a detailed explanation to you of the justification for a higher level of payment.  Review to determine if unusual circumstances exist and warrant a higher payment amount.


-
When one or more automated profile tests are performed for a patient on the same day, determine whether to base payment on an automated profile that includes such tests rather than to base payment on the individual or separately billed tests.  For example, compare the allowance for code 80002 of the CPT-4 for the above determination when one or two tests from the commonly performed automated tests are included on a claim.


K.
Organ or Disease Oriented Panels.--The following codes represent organ or disease panels that must be paid at the lower of the billed charge, the allowance for the panel or the allowance for the sum of the components.  When panels contain 1 or more automated tests, determine the correct price for the panel by using the price for the automated profile laboratory tests plus the price for individual tests.  Payment for the total panel may not exceed the allowance for individual tests.  All Medicare coverage rules apply.
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80058 Hepatic Function Panel


This panel must include the following:


Albumin, serum (82040)

Bilirubin, total or direct (82250)

Phosphatase, alkaline (84075)

Transferase, aspartate amino (AST) (SGOT) (84450)

Transferase. alanine amino (ALT) (SGPT) (84460)


NOTE:
Price limitation must = 80005


80059 Hepatitis Panel


This panel must include the following:


Hepatitis B surface antigen (HBsAg) (86287)

Hepatitis B surface antibody (HBsAb), (86291)

Hepatitis B core antibody (HBcAb), IgG and IgM (86289)

Hepatitis A antibody (HAAB), IgG and IgM (86296)

Hepatitis C antibody (86302)


80061 Lipid Panel


This panel must include the following:


Cholesterol, serum, total (82465)

Lipoprotein, direct measurement, high density cholesterol (HDL Cholesterol) (83718)

Triglycerides (84478)


NOTE:
Price limitation must = 80002 & 83718


80072 Arthritis Panel


This panel must include the following:


Uric acid, blood, chemical (84550)

Sedimentation rate, erythrocyte, non-automated (85651)

Fluorescent antibody, screen, each antibody (86255)

Rheumatoid factor, qualitative (86430)


NOTE:
Uric acid chemical must be priced as 84550 not 80002


80090 TORCH Antibody Panel


This panel must include the following tests:


Antibody, cytomegalovirus (CMV) (86644)

Antibody, herpes simplex, non-specific type test (86694)

Antibody, rubella (86762)

Antibody, toxoplasma (86777)
4-264.2
Rev. 698 

09-96
BILL REVIEW
437(Cont.)

80091 Thyroid Panel


This panel must include the following tests:


Thyroxine, total (84436)

Triiodothyronine (T-3), resin uptake (84479)


80092 Thyroid Panel with Thyroid Stimulating Hormone (TSH) (84443)


L.
Pricing Hematology Profile Codes and Component tests.--See Exhibit 2 for a listing of hematology profile codes and component tests.


M.
Modification of EOMB Process.--If services other than laboratory services necessitate sending and EOMB to the beneficiary, add a message to explain that clinical diagnostic laboratory services are paid at 100 percent of the fee schedule, and deductible and coinsurance do not apply. Either include a stuffer with your EOMB or modify the language on the front.  If a stuffer is used, use the following language:


"You are not responsible for deductible or coinsurance for outpatient clinical diagnostic laboratory tests furnished.  The Medicare payment for such tests is considered payment in full to the hospital.


This payment does not affect your annual deductible amount, and the hospital may not charge you any deductible or coinsurance for such laboratory tests.  There may be deductible or coinsurance for other tests you received."
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EXHIBIT 1


PHYSICIAN'S CURRENT PROCEDURAL TERMINOLOGY, FOURTH EDITION, COPYRIGHT 1984, (AND SUBSEQUENT CURRENT YEARS) BY THE AMERICAN MEDICAL ASSOCIATION (AMA) ("CPT-4") IS A LISTING OF DESCRIPTIVE TERMS AND NUMERIC IDENTIFYING CODES AND MODIFIERS FOR REPORTING MEDICAL SERVICES AND PROCEDURES PERFORMED BY PHYSICIANS.  THIS HCFA COMMON PROCEDURE CODING SYSTEM (HCPCS) INCLUDES CPT-4 DESCRIPTIVE TERMS AND NUMERIC IDENTIFYING CODES AND MODIFIERS FOR REPORTING MEDICAL SERVICES AND PROCEDURES AND OTHER MATERIALS CONTAINED IN CPT-4 WHICH ARE COPYRIGHTED BY THE AMA.  


PARTICIPANTS WILL BE AUTHORIZED TO USE COPIES OF CPT-4 MATERIAL IN HCPCS ONLY FOR THE PURPOSES DIRECTLY RELATED TO PARTICIPATING IN HCFA PROGRAMS AND PERMISSION FOR ANY OTHER USE MUST BE OBTAINED FROM THE AMA.



AUTOMATED PROFILE TESTS 80002-80019



CODE
NOMENCLATURE
AMOUNT

80002
AUTOMATED PROFILE TEST; l-2 CLINICAL CHEMISTRY TEST(S)
 ***

80003
AUTOMATED PROFILE TEST; 3 CLINICAL CHEMISTRY TESTS

 ***

80004
AUTOMATED PROFILE TEST; 4 CLINICAL CHEMISTRY TESTS

 ***

80005
AUTOMATED PROFILE TEST; 5 CLINICAL CHEMISTRY TESTS

 ***

80006
AUTOMATED PROFILE TEST; 6 CLINICAL CHEMISTRY TESTS

 ***

80007
AUTOMATED PROFILE TEST; 7 CLINICAL CHEMISTRY TESTS

 ***

80008
AUTOMATED PROFILE TEST; 8 CLINICAL CHEMISTRY TESTS

 ***

80009
AUTOMATED PROFILE TEST; 9 CLINICAL CHEMISTRY TESTS

 ***

80010
AUTOMATED PROFILE TEST; 10 CLINICAL CHEMISTRY TESTS

 ***

80011
AUTOMATED PROFILE TEST; 11 CLINICAL CHEMISTRY TESTS

 ***

80012
AUTOMATED PROFILE TEST; 12 CLINICAL CHEMISTRY TESTS

 ***

80016
AUTOMATED PROFILE TEST; 13-16 CLINICAL CHEMISTRY TESTS
 ***

80018
AUTOMATED PROFILE TEST; 17-18 CLINICAL CHEMISTRY TESTS
 ***

80019
AUTOMATED PROFILE TEST; 19 CLINICAL CHEMISTRY TESTS

 ***


To provide for the billing of three additional automated tests, use the following temporary codes when more than 19 automated tests are performed:


G0058
Automated multichannel test; 20 clinical chemistry tests

G0059
Automated multichannel test; 21 clinical chemistry tests

G0060
Automated multichannel test; 22 clinical chemistry tests
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EXHIBIT 3

Laboratory Services Furnished To A Medicare Beneficiary In An SNF

Inpatient in Part A stay (who also has Part B coverage)


o  Furnished by SNF   
SNF bills intermediary.  Payment is made on

    "in-house" lab           
Part A reasonable cost basis.


o  Furnished under      
Hospital bills SNF.  SNF bills intermediary.

     arrangements by       
Payment is on Part A reasonable cost basis.

     hospital with

     transfer agreement

     with SNF


o  Furnished by any        
No Part A coverage is available.  Only the

    other lab, includ-        
lab that furnished the service can bill

    ing another SNF        
under Part B and payment is made using the

    or hospital with        
lab fee schedule.  A provider (i.e., hospital

    out a transfer           
or another SNF) bills its intermediary.  Other

    agreement with           
entities bill their carriers.

    the SNF


Inpatient not in Part A stay who has Part B coverage


o  Furnished by SNF       
SNF bills intermediary.  Payment is Part B

    "in-house" lab               
reasonable cost.


o  Furnished by any          
Only the lab that furnished the service

    other lab, includ-         
can bill under Part B and payment is

    ing another SNF           
made using the lab fee schedule.  A provider

    or any hospital             
(i.e., hospital or another SNF) bills its intermediary.

                     
              
Other entities bill their carriers.


SNF outpatient


o  Furnished by SNF   
Only the lab that furnished the service 

    "in-house" lab     
can bill under Part B and payment is made

    or any other lab   
using the lab fee schedule.  A provider (i.e.,                               

hospital or SNF) bills its intermediary.  Other   

entities bill their carriers.
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437.1
Screening Pap Smears and Screening Pelvic Examinations.--

A.
Screening Pap Smear.--Effective January 1, 1998, §4102 of the Balanced Budget Act (BBA) of 1997 (P.L. 105-33) amended §1861 (nn) of the Social Security Act (the Act) (42 USC 1395X(nn) to include coverage every 3 years for a screening Pap smear or more frequent coverage for women (1) at high risk for cervical or vaginal cancer, or (2) of childbearing age who have had a Pap smear during any of the preceding 3 years indicating the presence of cervical or vaginal cancer or other abnormality.  Effective July 1, 2001, the Consolidated Appropriations Act of 2001 (P.L. 106-554) modifies §1861(nn) to provide Medicare coverage for biennial screening Pap smears.  Specifications for frequency limitations are defined below.

1.
Coverage.--For claims with dates of service from January 1, 1998, through June 30, 2001, screening Pap smears are covered when ordered and collected by a doctor of medicine or osteopathy (as defined in §1861(r)(l) of the Act), or other authorized practitioner (e.g., a certified nurse midwife, physician assistant, nurse practitioner, or clinical nurse specialist, who is authorized under State law to perform the examination) under one of the following conditions:

o
The beneficiary has not had a screening Pap smear test during the preceding 3 years (i.e., 35 months have passed following the month that the woman had the last covered Pap smear).  (Use ICD-9-CM code V76.2, special screening for malignant neoplasm, cervix); or

o
There is evidence (on the basis of her medical history or other findings) that she is of childbearing age and has had an examination that indicated the presence of cervical or vaginal cancer or other abnormalities during any of the preceding 3 years; or that she is at high risk of developing cervical or vaginal cancer (use ICD-9-CM code V15.89, other specified personal history presenting hazards to health).  The high risk factors for cervical and vaginal cancer are:

Cervical Cancer High Risk Factors:

--
Early onset of sexual activity (under 16 years of age);

--
Multiple sexual partners (five or more in a lifetime);

--
History of a sexually transmitted disease (including HIV infection); and

--
Fewer than three negative Pap smears within the previous 7 years.

Vaginal Cancer High Risk Factors:

--
DES (diethylstilbestrol) - exposed daughters of women who took DES during pregnancy.

The term “woman of childbearing age” means a woman who is premenopausal, and has been determined by a physician, or qualified practitioner, to be of childbearing age, based on her medical history or other findings.  Payment is not made for a screening Pap smear for women at high risk or who qualify for coverage under the childbearing provision more frequently than once every 11 months after the month that the last screening Pap smear covered by Medicare was performed.

For claims with dates of service on or after July 1, 2001, when the beneficiary does not meet the criteria noted above for an annual screening Pap smear, pay for a screening Pap smear only after at least 23 months have passed following the month during which the beneficiary received her last covered screening Pap smear.  All other coverage and payment requirements remain the same.

2.
HCPCS Coding.--The following HCPCS codes are used for screening Pap smears:

o
P3000--Screening papanicolaou smear, cervical or vaginal, up to three smears, by a technician under physician supervision.
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o
G0123--Screening cytopathology, cervical or vaginal (any reporting system), collected in preservative fluid, automated thin layer preparation, evaluation by cytotechnologist under physician supervision.

o
G0143--Screening cytopathology, cervical or vaginal (any reporting system), collected in preservative fluid, automated thin layer preparation, with manual evaluation and reevaluation by cytotechnologist under physician supervision.

o
G0144--Screening cytopathology, cervical or vaginal (any reporting system), collected in preservative fluid, automated thin layer preparation, with manual evaluation and computer-assisted reevaluation by cytotechnologist under physician supervision.

o
G0145--Screening cytopathology, cervical or vaginal (any reporting system), collected in preservative fluid, automated thin layer preparation, with manual evaluation and computer-assisted reevaluation using cell selection and review under physician supervision

o
G0147--Screening cytopathology smears, cervical or vaginal, performed by automated system under physician supervision.

o
G0148--Screening cytopathology smears, cervical or vaginal, performed by automated system with manual reevaluation.



3.
Payment.--Screening Pap smears are paid under the clinical diagnostic laboratory fee schedule with the exception of hospital-based RHCs/FQHCs which are paid as follows:


o
On an all inclusive rate for the professional component or;





o
Under the clinical diagnostic laboratory fee schedule for the technical component.

Deductible and coinsurance do not apply.



4.
Billing Requirements.--The applicable bill types for screening Pap smears are 13X, 14X, and 85X.  The applicable revenue code is 311. 

Hospitals sometimes operate multi-purpose outpatient facilities based in the hospital, all or part of which may be certified by Medicare as an RHC/FQHC.  These multi-purpose outpatient facilities bill for the professional component of the screening Pap smear under bill type 71X or 73X along with revneue code 52X and the technical component under bill type 13X, 14X, or 85X along with their outpatient provider number (not the RHC/FQHC provider number since these services are not covered as RHC/FQHC services) and revenue code 331 when billing their intermediary for this service.

B.
Screening Pelvic Examinations.--Section 4102 of the BBA of 1997 (P.L. 105-33) amended §1861 (nn) of the Act (42 USC 1395X(nn)) to include coverage of a screening pelvic examination for all female beneficiaries, effective January 1, 1998.  Effective July 1, 2001, the Consolidated Appropriations Act of 2001 (P.L. 106-554) modifies §1861(nn) to provide Medicare coverage for biennial screening pelvic examinations.  Specifications for frequency limitations are defined below. A screening pelvic examination should include at least 7 of the following 11 elements:

o
Inspection and palpation of breasts for masses or lumps, tenderness, symmetry, or nipple discharge;

o
Digital rectal examination including sphincter tone, presence of hemorrhoids, and rectal masses;
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Pelvic examination (with or without specimen collection for smears and culture) including:


o
External genitalia (for example, general appearance, hair distribution, or lesions);


o
Urethral (for example, masses, tenderness, or scarring);

o
Bladder (for example, fullness, masses, or tenderness);

o
Vagina (for example, general appearance, estrogen effect, discharge, lesions, pelvic support, cystocele, or rectocele);

o
Cervix (for example, general appearance, lesions or discharge);

o
Uterus (for example, size, contour, position, mobility, tenderness, consistency, descent, or support);

o
Adnexa/parametria (for example, masses, tenderness, organomegaly, or nodularity); and

o
Anus and perineum.

1.
Coverage.--For claims with dates of service from January 1, 1998, through June 30, 2001, Medicare Part B pays for a screening pelvic examination if it is performed by a doctor of medicine or osteopathy (as defined in §1861(r)(1) of the Act), or by a certified nurse midwife (as defined in §1861 (gg) of the Act), or a physician assistant, nurse practitioner, or clinical nurse specialist (as defined in §1861 (aa) of the Act) who is authorized under State law to perform the examination.  This examination does not have to be ordered by a physician or other authorized practitioner.

Payment may be made for a screening pelvic examination performed on an asymptomatic woman only if the individual has not had a screening pelvic examination paid for by Medicare during the preceding 35 months following the month in which the last Medicare covered screening pelvic examination was performed.  (Use ICD-9-CM code V76.2, special screening for malignant neoplasm, cervix, or code V76.49 for a patient who does not have a uterus or cervix.)  Exceptions are as follows:



o
Payment may be made for a screening pelvic examination performed more frequently than once every 35 months if the test is performed by a physician or other practitioner and there is evidence that the woman is at high risk (on the basis of her medical history or other findings) of developing cervical cancer, or vaginal cancer.  (Use ICD-9-CM code V15.89, other specified personal history presenting hazards to health.)  The high risk factors for cervical and vaginal cancer are:



Cervical Cancer High Risk Factors:



--
Early onset of sexual activity (under 16 years of age);



--
Multiple sexual partners (five or more in a lifetime);



--
History of a sexually transmitted disease (including HIV infection); and



--
Fewer than three negative Pap smears within the previous 7 years.
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Vaginal Cancer High Risk Factors:




--
DES (diethylstilbestrol) - exposed daughters of women who took DES during pregnancy.



o
Payment may also be made for a screening pelvic examination performed more frequently than once every 36 months if the examination is performed by a physician or other practitioner, for a woman of childbearing age, who has had such an examination that indicated the presence of cervical or vaginal cancer or other abnormality during any of the preceding 3 years.  The term “women of childbearing age” means a woman who is premenopausal, and has been determined by a physician, or qualified practitioner, to be of childbearing age, based on her medical history or other findings.  Payment is not made for a screening pelvic examination for women at high risk or who qualify for coverage under the childbearing provision more frequently than once every 11 months after the month that the last screening pelvic examination covered by Medicare was performed.




o
For claims with dates of service on or after July 1, 2001, if the beneficiary does not qualify for an annual screening pelvic exam as noted above, pay for the screening pelvic exam only after at least 23 months have passed following the month during which the beneficiary received her last covered screening pelvic exam.  All other coverage and payment requirements remain the same.




2.
HCPCS Coding.--The following HCPCS code is used for screening pelvic examinations:

o
G0101--Cervical or vaginal cancer screening pelvic and clinical breast examination.

3. Payment.--Screening pelvic examinations are paid under the outpatient prospective payment system (OPPS) with the exception of hospital-based RHCs/FQHCs which are paid as follows:





o
Payment is made on an all inclusive rate for the professional component or;





o
Under the OPPS for the technical component.


The Part B deductible for screening pelvic examinations is waived effective January 1, 1998.  Coinsurance applies.



4.
Billing Requirements.--The applicable bill types for screening pelvic examination (including breast examination) are 13X, 14X, and 85X.  The applicable revenue code is 770.


Hospitals sometimes operate multi-purpose outpatient facilities based in the hospital, all or part of which may be certified by Medicare as an RHC/FQHC.  These multi-purpose outpatient facilities bill for the professional component of the screening pelvic examinations under bill type 71X or 73X along with revenue code 52X and the technical component under bill type 13X, 14X, or 85X along with the hospital outpatient provider number (not the RHC/FQHC provider number since these services are not covered as RHC/FQHC services) and revenue code 770 when billing their intermediary for this service.
When a claim is received for a screening pelvic examination (including a clinical breast examination), performed on or after January 1, 1998, report special override Code 1 in field 65j “Special Action” of the CWF record to avoid application of the Part B deductible.


C.
Screening Pap Smears and Screening Pelvic Examinations.--



1.
CWF Edits.--CWF will edit for screening Pap smear and/or screening pelvic examination performed more frequently than allowed according to the presence of high risk factors.
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2.
Medicare Summary Notices (MSN) and Explanation of Your Medicare Benefits (EOMB) Messages.--If a screening Pap smear and/or screening pelvic examination is being denied because the procedure/examination is performed more frequently than allowed, use the following MSN or EOMB message:

“Medicare pays for screening Pap smear and/or screening pelvic examination only once every (2/3) years unless high risk factors are present.”  (MSN Message 18-17, EOMB Message 18.26.)




3.
Remittance Advice Notices.--If the screening Pap smear and/or screening pelvic examination is being denied because the procedure/examination is performed more frequently than allowed using existing American National Standard Institute (ANSI) X12-835 claim adjustment reason code 119, “Benefit maximum for this time period has been reached,” at the line level, along with line level remark code M83, “Service is not covered unless the beneficiary is classified as at high risk.”

437.2
Clinical Laboratory Improvement Amendments (CLIA).--CLIA of 1988 changes clinical laboratories' certification.  Effective September 1, 1992, clinical laboratory services are paid only if the entity furnishing the services has been issued a CLIA number.

However, pay laboratories for a limited number of laboratory services if they have a CLIA certificate of waiver or certificate for physician-performed microscopy procedures.  These laboratories are not subject to routine on-site surveys.

A.
Verification Responsibilities.--You are responsible for verifying CLIA certification prior to ordering laboratory services under arrangements.  The survey process validates that laboratory services are provided by approved laboratories.

B.
CLIA Numbers.--Use the following CLIA positions:

o
Positions 1 and 2 of the CLIA number are the State code (based on the laboratory's physical location at time of registration);

o
Position 3 is an alpha letter "D"; and

o
Positions 4-10 are a unique number assigned by the CLIA billing system.  (No other laboratory in the country has this number.)

C.
Anatomical Pathology.--If you perform pathological services, bill them to your local carrier on a form HCFA-1500.  Be sure to place your provider identification number (PIN) or the PIN of the hospital-based physician or group, depending upon the billing arrangements you have with the carrier, on each line item of the HCFA-1500.

D.
Certificate for Physician-Performed Microscopy Procedures.--Effective January 19, 1993, a laboratory that holds a certificate for physician-performed microscopy procedures may perform only those tests specified as physician-performed microscopy procedures and waived tests, as described in 437.2 E., and no others.  The following codes may be used:

HCPCS CODE

Test
Q0111



Wet mounts, including preparations of vaginal, cervical or skin specimens;

Q0112



All potassium hydroxide (KOH) preparations;
Q0113



Pinworm examinations;

Q0114



Fern test;
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Q0115



Post-coital direct, qualitative examinations of vaginal or cervical mucous; and

81015



Urine sediment examinations.

E.
Certificate of Waiver.--Effective September 1, 1992, all laboratory testing sites (except as provided in 42 CFR 493.3(b)) must have either a CLIA certificate of waiver or certificate of registration to legally perform clinical laboratory testing anywhere in the United States.

Payment for covered laboratory services furnished on or after September 1, 1992, by laboratories that have a waiver is limited to the following eight procedures:

A grace period starting May 1, 1993, and ending on July 31, 1993, has been granted to allow providers time to adapt to the new coding system.  Physicians, suppliers, and providers may submit claims for services furnished during this grace period with 1992 or 1993 lab codes.

Claims for services provided prior to the grace period (prior to May 1, 1993) must reflect 1992 codes, even if received after the end of the grace period (after July 1, 1993).  Claims with dates of services prior to May 1, 1993, which reflect 1993 codes, are denied.

HCPCS Code

Test
1992
1993
Q0095
81025
Urine pregnancy test; visual color comparison tests;

Q0096
84830
Ovulation test; visual color comparison test for human luteinizing hormone;

Q0097
83026
Hemoglobin; by copper sulfate method, non-automated;

Q0098
82962
Glucose, blood; by glucose monitoring devices cleared by the FDA specifically for home use;

82270
82270
Blood, occult; feces;

Q0100
81002
Urinalysis by dip stick or tablet reagent for bilirubin, glucose, hemoglobin, ketone, leukocytes, nitrite, pH, protein, specific gravity, urobilinogen, any number of constituents; non-automated, without microscopy;

Q0101
85013
Microhematocrit; spun; and

Q0102
85651
Sedimentation rate, erythrocyte; non-automated.

Effective January 19, 1993, a ninth test was added to the waived test list:

Q0116

Hemoglobin by single analyte instruments with self-contained or component features to perform specimen/reagent interaction, providing direct measurement and readout.

F.
Under Arrangements.--When you obtain laboratory tests for outpatients or nonpatients under arrangements with independent laboratories or other hospital laboratories, be sure that the laboratory performing the services has a CLIA number.

G. Certificate of Registration.--Initially, you are issued a CLIA number when you apply to the CLIA program.
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438.
BILLING FOR ENTERAL AND PARENTERAL NUTRITIONAL THERAPY COVERED AS A PROSTHETIC DEVICE

A.
Billing Procedure.--Parenteral and enteral nutritional (PEN) therapies including the necessary equipment, medical supplies and nutrients provided to an inpatient (where Part A payment cannot be made), or to individuals who are not inpatients are covered as a prosthesis under the Part B prosthetic device benefit as long as the requirements in the Coverage Issues Manual, §§65-l0-65-10.3 are met, and the required documentation is submitted. Hospitals which provide equipment, supplies and nutrients used in enteral and parenteral nutritional therapies to inpatients where payment cannot be made under Part A or to individuals who are not inpatients on or after March l, l986, submit forms HCFA-l500 to the following carriers based upon your home office address:

Transamerica Occidental Life

Insurance Co

If your home office is west
Medicare PEN 

of the Mississippi or in
P.O. Box 5065

Minnesota, file to
Upland, CA  91785-5065

Blue Cross and Blue Shield

of South Carolina

If your home office is east
PEN Claims 

of the Mississippi, file to
P.O. Box 10241

Columbia, SC  29224

In preparation for billing, request from the carrier:

o
A supplier identification number;

o
A supply of certification forms; and

o
A supply of buff colored form HCFA-l500s.  (The buff color form is used to identify enteral/parenteral therapy.)

B.
Preparation of Form HCFA-l500 for Supplies and Equipment Provided for Enteral and Parenteral Nutrition Therapies.--Prepare the buff color form HCFA-l500 for services to be billed.

Follow §496.4 for general completion of the form.  

o
FL 24B-Enter code Hospital in FL 24B, Place of Service.


o
FL 24C-Enter all applicable five position HCPCS codes identifying appliances, supplies and solutions.  Enter the 2 position modifier next to the code where necessary.  Refer to the most recent HCPCS directory or billing instructions distributed by your specialty carrier for current HCPCS coding information.
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439.
BILLING FOR IMMUNOSUPPRESSIVE DRUGS FURNISHED TO TRANSPLANT


PATIENTS

Part B of Medicare covers the reasonable cost of FDA-approved immunosuppressive drugs for claims with dates of service prior to August 1, 2000, and under the outpatient prospective payment system for claims with dates of service on or after August 1, 2000.  Inpatient Part B claims for immunosuppressive drugs are paid based on 95 % of AWP as determined by the carrier with jurisdiction over your area.  Your intermediary obtains the price from the appropriate carrier.  Payment is made for those immunosuppressive drugs that have been specifically labeled as such and approved for marketing by the FDA.  Those prescription drugs, such as prednisone, that are used in conjunction with immunosuppressive drugs as part of a therapeutic regimen are reflected in FDA-approved labeling for immunosuppressive drugs.  Therefore, antibiotics, hypertensives, and other drugs that are not directly related to rejection are not covered.  (See §230.4 for coverage criteria.) Deductible and coinsurance apply.  Coverage of immunosuppressive drugs received as a result of a transplant is contingent upon the transplant being covered by Medicare.

Medicare pays for immunosuppressive drugs which are provided outside the approved benefit period if they are covered under some other provision of the law (e.g., when the drugs are covered as inpatient hospital services or are furnished incident to a physician's service).

During a covered stay, payment for these drugs is included in Medicare’s Part A payment to you.  If the same patient receives a subsequent transplant operation the immunosuppressive coverage period begins anew (even if the patient is mid-way through the coverage period when the subsequent transplant operation was performed).

Prescription drugs used in conjunction with immunosuppressive drugs as part of a therapeutic regimen reflected in FDA-approved labeling for immunosuppressive drugs are also covered.

Your intermediary is expected to keep you informed of FDA additions to the list of the immunosuppressive drugs.  Prescriptions generally should be non-refillable and limited to a 30 day supply.  The 30 day guideline is necessary because dosage frequently diminishes over a period of time, and further, it is not uncommon for the physician to change the prescription.  Also, these drugs are expensive and the coinsurance liability on unused drugs could be a financial burden to the beneficiary.  Unless there are special circumstances, your intermediary does not consider a supply of drugs in excess of 30 days to be reasonable and necessary and denies payment accordingly.

A.
Billing Requirements.--Bill on HCFA-1450 or its electronic equivalent with bill type 12X, 13X, 83X or 85X, as appropriate.  For claims with dates of service prior to April 1, 2000, report the following entries:

o
Occurrence code 36 and date in FLs 32-35;

o
Revenue code 250 in FL 42; and

o
Narrative description in FL 43.

For claims with dates of service on or after April 1, 2000 report:


o
Occurrence code 36 and date in FLs 32-35; 


o
Revenue code 636 in FL 42; 


o
HCPCS code of the immunosuppressive drug in FL 44; and


o
Number of units in FL 46 (the number of units billed must accurately reflect the definition of one unit of service in each code narrative.  For example, if fifty 10 mg.  Prednisone tablets are dispensed, bill J7506, 100 units (l unit of J7506 = 5 mg).
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Complete the remaining items in accordance with regular billing instructions


B.
MSN Messages.— If the claim for an immunosuppressive drug is denied because the benefit period has expired, your intermediary states on the MSN to the beneficiary:

4.2
"This service is covered up to (insert appropriate number) months after transplant and release from the hospital.”

If the claim for an immunosuppressive drug is partially denied because of the 30 day limitation, the following message is used:

4.3
"Prescriptions for immunosuppressive drugs are limited to a 30-day supply.”

If the claim for an immunosuppressive drug is denied because a transplant was not covered, the following message is use:

6.1
"This drug is covered only when Medicare pays for the transplant.”

If the claim for an immunosuppressive drug is denied because it was not approved by the FDA, your intermediary states on the MSN to the beneficiary:


6.2
"Drugs not specifically classified as effective by the Food and Drug Administration are not covered.”
4-276
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EPO in Hospital Outpatient Departments.--For patients on home dialysis and for patients with chronic renal failure (but not yet on dialysis), Medicare pays for EPO administered in a hospital outpatient department on the basis of cost.  When billing for these services, use revenue codes 634 and 635 and value codes 49 and 68.

The coinsurance and deductible are based upon your charges.

For payment policy see Chapter 27; PRM, Part I, §2710.3.
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440.
REPORTING OUTPATIENT SURGERY AND OTHER SERVICES

A.
General.--Report outpatient services provided to Medicare beneficiaries using HCPCS. HCFA developed HCPCS by using the American Medical Association's Current Procedural Terminology, 4th Edition (CPT-4) for physician services and adding HCFA developed codes for certain nonphysician services.  All of the CPT-4 is contained within HCPCS.

Use the CPT-4 portion of HCPCS to report significant outpatient surgical procedures (clinical diagnostic lab services had been and continue to be coded using HCPCS) and use revenue codes, with some expansion to three digits, for other services.

One bill is required for all services provided on the day the surgical procedure is performed.  (An exception is allowed for hospitals that have billing systems that include preoperative services.  That is, preoperative services provided prior to the day of surgery may be included on the same bill.  If you report preoperative laboratory services on an ASC bill, the dates of the preoperative laboratory services must be no earlier than five days prior to the "from" date on the HCFA-1450.) 

Your intermediary will edit to insure that:

o
No more than one bill (bill type 13x, 14x, or 83x) is submitted for a particular HICN,

provider ID, and date of outpatient surgery subject to the ASC payment limit; and

o
Late charges (bill type xx5) are not submitted for a date, HICN, and provider ID for which

a bill for outpatient surgery subject to the ASC payment limit has been submitted.

NOTE:
When you include preoperative diagnostic services on an ASC bill, the dates of service may be prior to the day of ASC surgery.  When you report outpatient laboratory services subject to the laboratory fee schedule, you must show line item dates of service on claims that span two or more dates.  Your intermediary will reject ASC bills which include preoperative laboratory services only if the dates of the laboratory services (revenue codes 300-319) are earlier than five days prior to the "from" date (FL 6) on the HCFA-1450.


B.
Reporting Surgery.--

1. Definition of Surgery.--Report HCPCS codes for all significant surgical procedures. Significant surgery is defined as incision, excision, amputation, introduction, repair, destruction, endoscopy, suture, or manipulation.  This is consistent with the Uniform Hospital Discharge Data Set.  The codes for surgery are in the CPT-4 portion of HCPCS beginning with 10000 and ending at 69979.  Report procedures performed in this CPT section except for specific out-of-scope surgical procedures identified in the Outpatient Code Editor (OCE).

Except for the out-of-scope surgical procedures, use HCPCS codes for all surgical procedures performed on outpatients, including both ASC-approved surgical procedures and other significant non-ASC surgical procedures.  Out-of-scope procedures will not remove a bill from the ASC payment limitation.  If out-of-scope procedures are reported, the intermediary will identify them and establish the correct bill type.
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2.
Type of Bill.--Use Form HCFA-1450 to bill for outpatient surgical and other procedures.  Section 460 contains general instructions.

3.
Selecting and Reporting Procedure Codes.--Report HCPCS surgical procedure codes for outpatient surgery in FL 44 adjacent to the revenue code for the operating room or other room used for the surgery.  Your intermediary will edit to require at least one HCPCS code when revenue code 36x (operating room services) is billed.  The bill must include the charges for the surgery as well as all other services provided on the day it was performed.

Usually only one surgical procedure is entered on a bill.  Upon occasion, more than one outpatient surgical procedure might be rendered at the same session.  In such cases, report all significant surgical procedures in FL 44.  However, do not allocate charges among them.  Only one charge for each room used to perform a procedure appears on the bill.  When more than one procedure is reported, repeat the accommodation revenue code as often as necessary.  Repeat the revenue code for each procedure with "O" charges in FL 47 and with a HCPCS code in FL 44.


a.
ASC Procedures.--Payment for ASC covered procedures performed on an outpatient basis is based in part on what the program would pay for the same surgical procedure if it were performed in an approved ASC.  The aggregate payment for these surgical procedures is the lesser of:

o
The amount that would be paid to a hospital under the traditional Medicare reasonable cost/customary charge methodology for outpatient services; or

o
An amount based on a blend of the hospital payment under reasonable cost/customary charge payment methodology and the ASC payment. For cost reporting years beginning during FY 1988, the blend is 75 percent cost/customary charge payment and 25 percent ASC payment amount.  For cost reporting years beginning FY 1989, the blend is 50 percent cost/customary charge payment and 50 percent ASC payment amount.  For portions of cost reporting periods beginning on or after January 1, 1991, the blend is 42 percent cost/customary charge payment and 58 percent ASC payment amount.

If any ASC covered procedure is performed, report it to permit application of this payment system.

When more than one significant procedure is performed in one operative session, report all surgical procedures on the bill.  The same HCPCS code may be repeated if the procedure was performed multiple times, e.g., multiple excisions of lesions.  Do not use the unit field to indicate that the same ASC procedure was performed more than once on the same day.  You must repeat the HCPCS code to insure accurate reimbursement.
The order in which procedures are reported is not material.  The ASC Pricer program determines which are covered by the ASC limits and arrays them in the proper order for calculating payment.

The payment amount for ASC surgical procedures performed on an outpatient basis is based in part on the ASC rates.  (See subsection E.)




b.
Special Payment Rate Extension for Eye and Eye and Ear Specialty Hospitals.--A hospital is allowed an extension of the blended payment of 75 percent of the Medicare reasonable cost/charge payment amount and 25 percent of the ASC amount if it meets specific requirements.  For hospitals that qualified under OBRA 1987, this extension is applicable for cost reporting periods beginning on or after October 1, 1988, and before January 1, 1995; for hospitals that qualified under OBRA 1993, the extension is applicable for portions of cost reporting periods beginning on or after January 1, 1994 and before January 1, 1995.  The requirements are:
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o
The hospital specializes in eye, or eye and ear services to the extent that more than 50 percent of its total Medicare inpatient DRGs during the cost reporting period are DRGs 36 through 74;

o
It receives more than 30 percent of its total revenues from outpatient services; and

o
It met the criteria for an eye, or eye and ear specialty hospital on October 1, 1987.

The hospital must demonstrate that it meets these criteria based on its cost reporting period beginning on or after October 1, 1986, and ending before October 1, 1987.

For cost reporting periods beginning on or after January 1, 1995, the blended payment amount reverts to a 42 percent reasonable cost/charge payment amount and a 58 percent ASC payment amount.
A hospital in a State receiving payment under a State payment control system under §1814(b)(3) or 1886(c) of the Act uses inpatient data comparable to the DRG data cited above to demonstrate that it meets the requirements.

A hospital which believes it qualifies as an eye, or eye and ear, specialty hospital, but which is not subject to PPS, may meet the first criterion by demonstrating that more than 50 percent of its inpatient revenues are attributed to admissions pertaining to eye, or eye and ear, diagnoses.

Effective for portions of cost reporting periods beginning on or after January 1, 1994, a general acute care hospital may qualify for the 75/25 percent blended payment if it:

o
Operated as an eye, or eye and ear specialty unit (as defined in §1833(i)(4)(B) of the Act) on October 1, 1987;

o
Applies for classification as an eye or eye and ear hospital;

o
As of the date of application for classification, the hospital operates fewer than 20 percent of the beds it operated on October 1, 1987, and has disposed of a substantial portion of its acute care operations; and 

o
Meets the other requirements as previously stated in this section.

c.
Non-ASC Surgical Procedures.--HCPCS surgical codes are required for billing outpatient hospital surgical procedures that are not included in the ASC listing. Use bill type 13x.

d.
Unlisted Service or Procedure.--There may be services or procedures performed that are not found in HCPCS.  These are typically services that are rarely provided, unusual, variable, or new.  A number of specific code numbers have been designated for reporting unlisted procedures. When an unlisted procedure code is used, submit an operative report describing the service with the claim.
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Include a definition or description of the nature, extent, and need for the procedure and the time, effort, and equipment necessary to provide the service.  Your intermediary determines if an existing code applies and, if appropriate, initiates action to get a new code established.

The "Unlisted Procedures" and codes for surgery are:

15999 Unlisted procedure, excision pressure ulcer

17999 Unlisted procedure, skin, mucous membrane and subcutaneous tissue

19499 Unlisted procedure, breast 

20999 Unlisted procedure, musculoskeletal system, general


21299 Unlisted craniofacial and maxillofacial procedure 

21499 Unlisted orthopedic procedure, head

21899 Unlisted procedure, neck or thorax

22899 Unlisted procedure, spine

22999 Unlisted procedure, abdomen, musculoskeletal system

23929 Unlisted procedure, shoulder

24999 Unlisted procedure, humerus or elbow

25999 Unlisted procedure, forearm or wrist

26989 Unlisted procedure, hands or fingers

27299 Unlisted procedure, pelvis or hip joint

27599 Unlisted procedure, femur or knee

27899 Unlisted procedure, leg or ankle

28899 Unlisted procedure, foot or toes

29799 Unlisted procedure, casting or strapping

29909 Unlisted procedure, arthroscopy 

30999 Unlisted procedure, nose

31299 Unlisted procedure, accessory sinuses

31599 Unlisted procedure, larynx

31899 Unlisted procedure, trachea, bronchi

32999 Unlisted procedure, lungs, and pleura

33999 Unlisted procedure, cardiac surgery

36299 Unlisted procedure, vascular injection

37799 Unlisted procedure, vascular surgery

38999 Unlisted procedure, hemic or lymphatic system

39499 Unlisted procedure, mediastinum

39599 Unlisted procedure, diaphragm

40799 Unlisted procedure, lips

40899 Unlisted procedure, vestibule of mouth

41599 Unlisted procedure, tongue, floor of mouth

41899 Unlisted procedure, dentoalveolar structures
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42299 Unlisted procedure, palate, uvula

42699 Unlisted procedure, salivary glands or ducts

42999 Unlisted procedure, pharynx, adenoids, or tonsils

43499 Unlisted procedure, esophagus

43999 Unlisted procedure, stomach

44799 Unlisted procedure, intestine

44899 Unlisted procedure, Meckel's diverticulum and the mesentery

45999 Unlisted procedure, rectum

46999 Unlisted procedure, anus

47399 Unlisted procedure, liver

47999 Unlisted procedure, biliary tract

48999 Unlisted procedure, pancreas

49999 Unlisted procedure, abdomen, peritoneum, and omentum

53899 Unlisted procedure, urinary system

55899 Unlisted procedure, male genital system


56399 Unlisted procedure, laparoscopy, hysteroscopy

58999 Unlisted procedure, female genital system nonobstetrical

59899 Unlisted procedure, maternity care and delivery

60699 Unlisted procedure, endocrine system

64999 Unlisted procedure, nervous system

66999 Unlisted procedure, anterior segment of eye

67299 Unlisted procedure, posterior segment

67399 Unlisted procedure, ocular muscle

67599 Unlisted procedure, orbit

67999 Unlisted procedure, eyelids

68399 Unlisted procedure, conjunctiva

68899 Unlisted procedure, lacrimal system

69399 Unlisted procedure, external ear

69799 Unlisted procedure, middle ear

69949 Unlisted procedure, inner ear

69979 Unlisted procedure, temporal bone, middle fossa approach

e.
Aborted or Discontinued ASC Surgical Procedures.--Report the appropriate ICD-9-CM diagnosis code (V64.1, V64.2, or V64.3) on the bill.  If the procedure was discontinued after anesthesia was induced, report the aborted procedure using the appropriate HCPCS code with modifier -53 (Discontinued Procedure).  (Payment is 100 percent of the facility rate, subject to the ASC payment limitation.)  If the procedure was terminated before anesthesia was induced, add modifier -52 (Reduced Services) to the HCPCS code.  (For ASC services identified by modifier -52, payment is 50 percent of the facility rate, subject to ASC payment limitation.)  (See §442.9  instructions for use of modifiers -52 and -53.)                                                                                                                                                                                                                                               
C.
Determining ASC Payment Rate.--

1.
Payment Categories.--Covered ASC surgical procedures are grouped into payment categories for reimbursement purposes.  Payment for facility services furnished on an outpatient basis is based, in part, on the rates that would be paid for the facility services if the procedure had been performed by an approved ASC.  This is accomplished through the cost settlement process. Procedures performed in an ASC are paid based on national ASC payment rates, adjusted for the regional wage index.  Non-ASC services are not reimbursed under these payment limitation provisions.
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2.
Services Included in Facility Cost.--The rate for an ASC surgical procedure includes all facility services directly related to the procedure that are provided on the day of surgery.  In general, facility services include, but are not limited to, nursing and technician services, use of the facility, drugs, biologicals, surgical dressings, splints, casts and equipment directly related to provision of the surgical procedure, materials for anesthesia, administrative, record-keeping and housekeeping items and services.  Facility services do not include items and services such as physicians' services, laboratory, X-rays, or diagnostic procedures (other than those directly related to the performance of the surgical procedure), prosthetic devices, ambulance services, leg, arm, back, and neck braces, artificial limbs, and DME for use in the patient's home.

Separate payment is not made for the following services directly related to the surgery. Services reported under the following revenue codes (where an ASC covered procedure is reported) are subject to the ASC payment limitation.

a.
Use of Hospital Facilities by the Patient.--This includes operating and recovery rooms, patient preparation areas, waiting rooms, and other areas used by the patient or offered for use to the patient's relatives in connection with surgical procedures.  It includes all services in connection with covered procedures furnished by nurses, technical personnel, and others involved in patient care.

Whenever a surgical procedure is performed, use one or more of the following revenue codes to reflect the charges for items and services provided in connection with the procedure:

o
25x Pharmacy;

o
270 Medical/Surgical Supplies-Devices (General);

o
272 Sterile Supply;

o
276 Intraocular Lens;

o
36x Operating Room Services;

o
37x Anesthesia; 

o
38x Blood;

o
39x Blood Storage and Processing;

o
45x Emergency Room;

o
49x Ambulatory Surgical Care;

o
51x Clinic;

o
52x Free-Standing Clinic;

o
70x Cast Room;

o
71x Recovery Room;

o
75x Gastro-Intestinal Services;

o
760 Treatment or Observation Room (General);

o
761 Treatment Room;

o
769 Other Treatment Room;
o
920 Other Diagnostic Services General;

o
929 Other Diagnostic Services, Other (codes 921-925 are excluded and may be used to report nonfacility services);

o
940 Other Therapeutic Services, General; and

o
949 Other Therapeutic Services, Other (codes 941-945 are excluded and may be used to report nonfacility services).

These revenue codes include diagnostic or therapeutic items and services furnished by your staff in connection with a covered ASC surgical procedure.  All services provided in conjunction with surgery, including simple diagnostic tests such as urinalysis and blood hemoglobin and hematocrit, must be included in the reporting of outpatient hospital facility services.
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b.
Surgical Dressings, Supplies, Splints, Casts, Appliances, Equipment, Drugs, Biologicals.--This includes all supplies and equipment commonly furnished by the ASC in connection with surgical procedures.  (See subsection D for certain exceptions.)

(1)
Surgical Dressings, Supplies, Splints, Casts, Appliances, and Equipment.--Medicare coverage for surgical dressings is limited to primary and secondary dressings required for the treatment of a wound caused by, or treated by, a surgical procedure that has been performed by a physician or other health care professional to the extent permissible under State law.  In addition, surgical dressings required after debridement of a wound are also covered, irrespective of the type of debridement, as long as the debridement was reasonable and necessary and was performed by a health care professional who was acting within the scope of his or her legal authority when performing this function.  In the hospital outpatient setting, these dressings are included as facility services.

Primary dressings are therapeutic or protective coverings applied directly to wounds or lesions either on the skin or caused by an opening to the skin.  Secondary dressing materials that serve a therapeutic or protective function and that are needed to secure a primary dressing are also covered. Items such as adhesive tape, roll gauze, bandages, and disposable compression material are examples of secondary dressings.  Some items, such as transparent film, may be used as a primary or secondary dressing.

Items such as elastic stockings, support hose, foot coverings, leotards, knee supports, surgical leggings, gauntlets and pressure garments for the arms and hands are examples of items that are not ordinarily covered as surgical dressings, and should not be billed under the revenue code listed in §440C2a.  

Other covered supplies, splints, and casts include only those furnished at time of the surgery.  Additional covered supplies and materials furnished later are generally furnished as "incident to" a physician's service, not as a hospital service.  The term "supplies" includes those required for both the patient and hospital personnel, i.e., gowns, masks, drapes, hoses, scalpels, etc., whether disposable or reusable.

In order to identify the supplies and equipment commonly furnished in connection with surgical procedures in a manner comparable to their identification for inclusion in the ASC facility services, it is necessary to code at the third digit level.  

Codes for supplies included in the ASC payment limitation are:

                   o 270 Medical Surgical Supplies;

                   o 272 Sterile Supply; and

                   o 276 Intraocular Lens.

(2)
Special Billing Instruction--Cataract Surgery with Intraocular Lens (IOL) Insertion or Exchange of Intraocular Lens.--When you bill for HCPCS codes 66983, 66984, 66985, and 66986, you must separate the charge for the IOL and bill the IOL charge under supply revenue code 276 (Intraocular Lens).  Your intermediary will reject bills for these HCPCS codes, if revenue code 276 does not appear on the HCFA-1450.
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(3)
Drugs and Biologicals.--The revenue code for drugs is:

o
25x Pharmacy

In addition to the general classification (revenue code 250), the following detailed revenue codes are acceptable:

o
251 Generic Drugs;

o
252 Nongeneric Drugs;

o
257 Nonprescription;

o
258 IV Solutions; 

o
259 Other Pharmacy.

Revenue code 253 is not included because, generally, coverage of drugs and biologicals is limited to those which cannot be self-administered.  

Revenue code 256 is not included because experimental drugs are not covered.  

c.
Blood, Blood Plasma, Platelets, Etc.--Revenue codes include:

o
38x Blood; and

o
39x Blood Storage and Processing.

d.
Materials for Anesthesia.--These include the anesthetic itself, and any necessary materials, whether disposable or reusable.  Covered ASC facility services do not include the services of a certified registered nurse anesthetist (CRNA).  Separate identification of these services is not necessary as they can be determined at cost settlement.

The revenue code for anesthesia services is:

o
37x Anesthesia

If you use classifications other than "0-General Classification" for surgical billing, revenue code 379 is included in the definition of outpatient hospital facility services.  Revenue code 374 is not, because acupuncture is not covered by Medicare.  

e.
Items on List of Prosthetic Devices Subject to a Fee Schedule on an ASC Bill.--When the payment rates were calculated for ASC services, prosthetics were excluded.  However, when the list of prosthetics was published for application of the fee schedule, the list contained items that had been considered supplies in institutional settings.  HCPCS codes A4214, A4310 through A4330, A4338 through A4359, and A5102 through A5114 are considered supplies when reported on an ASC bill.  Therefore, payment is included in the facility fee.  These HCPCS codes must be billed under revenue code 272.
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HCPCS codes A4361 through A4404, A4454, A4455, and A5051 through A5093 are, by statute, prosthetic devices and excluded from the facility fee.  These items must be billed under revenue code 274, and payment is made under the orthotic and prosthetic fee schedule.  (See §441.D.)

When HCPCS codes A5119 through A5131 are submitted with ostomy related ASC procedure codes (44340 through 44346, 44380, 44382, 44388 through 44392 or 50953 through 50961), they must be billed under revenue code 274.  Otherwise, when they are used in conjunction with another HCPCS code, they are considered to be supplies and should be billed under revenue code 272.

D.
Services Not Included In the Definition of Outpatient Hospital Facility Services.--Revenue codes not described in subsection C are excluded from the ASC payment limitation because the services they describe are not facility services for purposes of establishing the ASC payment rates.  A discussion of the most commonly used codes follows.  Where these, or other services not described in subsection C are reported on a bill for services covered by the ASC payment limitation, the ASC Pricer program enables the intermediary to accumulate separate transactions for the PS&R system.  

The sale, lease, or rental of DME to ASC patients for use in their homes is excluded from the covered ASC facility services payment.  When you supply DME in connection with a covered procedure, the charges are excluded from the definition of outpatient hospital facility services.  In this situation, bill the Regional Medicare Carrier.
Except for the limited number and type of diagnostic tests noted above, charges for laboratory services are excluded from the definition of outpatient hospital facility services.  Clinical diagnostic laboratory services are paid under the lab fee schedule.  The revenue codes for these are:

o
30x Laboratory

o
31x Laboratory Pathological

If an ASC furnishes ambulance services, they are not included in the ASC facility payment.  Therefore, they are not included in the definition of outpatient hospital facility services.  The revenue code for ambulance services is:

o
54x Ambulance

Prosthetic devices, whether implanted, inserted, or otherwise applied by covered surgical procedures are covered, but not included in the ASC facility payment amount.  Therefore, they are not included in the definition of hospital outpatient facility services that are subject to the ASC payment limitation.  In order to receive full reimbursement for these services, you must report such services under revenue code 274 (Prosthetic Devices).
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Leg, arm, back, and neck braces as well as artificial legs, arms, and eyes are not considered part of an ASC facility service and are not included in the ASC facility payment rate.  Charges for these items or equipment are, therefore, not included in the definition of hospital outpatient facility services for calculating the ASC payment limitation.
Revenue codes in 27x not included in the ASC payment limitation are: 

o
271 Nonsterile Supplies

o
273 Take Home Supplies;

o
274 Prosthetic Devices;

o
275 Pacemaker;

o
277 Oxygen - Take Home;

o
278 Other Implants; and

o
279 Other Devices.

Physician services furnished in connection with a covered procedure are not subject to the ASC payment limitation.  You must continue to bill for these services separately.
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E.
Payment Rates.--Covered ASC procedures are grouped into national payment categories for reimbursement purposes.


1.
Adjustment of Payment Rates.--The hospital wage index developed by HCFA is used  to adjust ASC payment rates.  The same wage index is used to calculate the ASC payment limitation for hospitals.  The ASC Pricer program uses the following procedure for adjusting the national ASC payment rates:


o
Locates the appropriate wage index number for each MSA in a State, and for rural areas in a State;


o
Divides the rate into labor  (34.45%)  and  nonlabor (65.55%) components for

 each payment rate;  


o
Multiplies the labor component of the rate by the appropriate wage index number; and


o
Adds the adjusted labor component to the unadjusted nonlabor component.  


The sum is the adjusted payment rate.


EXAMPLE:
Adjustment of group 4 rate ($595) for an ASC service performed in a hospital outpatient department in Baltimore, Maryland:  (The appropriate index number is 0.9689.)


Adjusted rate
= ($595 x .3445) x 0.9689 + ($595 x .6555)

                        


= ($204.98 x 0.9689)+ $390.02

                        


= $198.61 + $390.02                                                  

        = $588.63



2.
Calculating ASC Payment Rate for Multiple Procedures.--Where a beneficiary has more than one ASC surgical procedure performed in the same operative session, special payment rules apply.  The full rate is used for the procedure classified in the highest payment group when two or more ASC procedures are performed.  Any other ASC procedures furnished in the same session are paid at 50 percent of their applicable rate.  If the procedures are in the same group, the adjustment program calculates the payment at the full rate for one and 50 percent of the rate for the others.

EXAMPLE:
A beneficiary receives a group 4 procedure and a group 1 procedure in the same  




session.  Total payment is calculated as follows:


Adjusted rate for group 4 = ($595 x .3445) x 0.9689 + ($595 x .6555)

              




= ($204.98 x 0.9689) + $390.02

                        


= $198.61 + $390.02

                        


= $588.63


Adjusted rate
for group 1 = 1/2 x $314= $157

                        


= ($157 x .3445) x 0.9689 + ($157 x .6555)

                        


= ($54.09 x 0.9689) + $102.91

                        


= $52.41 + 102.91

= $155.32


Total adjusted payment for both procedures:

                       


= $588.63 + $155.32

                        


= $743.95
Rev. 726 
4-287

440 (Cont.)
BILLING PROCEDURES
01-98


Bilateral procedures must be reported using modifier -50 (Bilateral Procedure).  (See §442.9.)  Codes billed with the bilateral modifier are considered two procedures.  Payment is made at 150 percent of the applicable group rate.


EXAMPLE:
A beneficiary receives a bilateral group 4 procedure in the same session.  Total 


    
payment is calculated as follows:


Adjusted rate for group 4   = ($595 x .3445) x 0.9689 + ($595 x .6555)

   = ($204.98 x 0.9689) + $390.02

                                                         
 = $198.61 + $390.02

   = $588.63


Adjusted rate for group 4 with bilateral modifier:

   = 1/2 x $595 = $297.50

   = ($297.50 x .3445) x 0.9689 + ($297.50 x .6555)

   = $102.49 x 0.9689 + $195.01

   = $99.30 + $195.01

   = $294.31


Total adjusted rate for the two procedures:

   = $588.63 + $294.31

   = $882.94
3.
Handling Non-ASC Services.--

a.
Procedures.--When all procedures on the bill are non-ASC procedures, the bill is exempt from the ASC payment limitation.  Also, when there is a mix of ASC and non-ASC procedures, the bill is not subject to the ASC payment method.

NOTE:
Procedures identified in the OCE as out-of-scope procedures do not remove a bill from the ASC limitation.

b.
Revenue Codes.--Where revenue codes are included on the bill for services not included in the ASC facility services, the ASC Pricer program prepares separate transaction records for the PS&R.  It accumulates ASC revenue code charges applicable to facility services and revenue code changes applicable to nonfacility services (i.e., medical and other health services) under different bill types.  ASC facility services are accumulated under bill type 83x and nonfacility services under bill type 13x.  

F.
Coinsurance and Deductibles.--Coinsurance and deductibles are applicable to ambulatory surgery services.

G.
Reporting of Other Outpatient Services.--See §442 for HCPCS reporting requirements.  If HCPCS coding is not required, revenue codes are used for the billing of hospital outpatient services on the Form HCFA-1450.
H.
Relationship of Laboratory Fee Schedules.--The fee schedule for clinical diagnostic laboratory services applies to bill type l3x, l4x, and 83x.  Laboratory services furnished in connection with surgery on the ASC list are not included in the ASC facility services.  Continue to bill for laboratory services as now.
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I.
Excluded Hospitals.--The following hospitals and distinct part hospital units are not subject to the ASC payment limitation.  However, they must comply with the coding and billing requirements described in subsection B above.

o
Hospitals participating in a HCFA approved demonstration project or State payment control system applicable to outpatient services.  Areas receiving this waiver are Maryland and Rochester, New York.

o
Indian Health Service hospitals that qualify under §1880(a) of the Act.

J.
Physician Identification Number.--The attending physician and operating physician identification numbers are required data elements on hospital outpatient surgery bills.  Report identification numbers in FLs 82 and 83 on the HCFA-1450.

440.1
Outpatient Code Editor (OCE).--

A.
Implementation Requirements.--The intermediary uses the OCE program furnished by HCFA to edit outpatient hospital claims to detect incorrect billing data and determine if the ASC limit applies to each bill.  It reviews each HCPCS and ICD-9-CM code for validity and coverage.

All outpatient Part B bills (bill types 13x, 14x, and 83x) are processed through the OCE.

B.
Hospital Processing Requirements.--The following error types will be rejected or returned to you for development.

1.
Invalid Diagnosis or Procedure Code.--The OCE checks each diagnosis code against a table of valid ICD-9-CM diagnosis codes and each procedure code against a table of valid HCPCS codes.  If the reported code is not in these tables, the code is considered invalid.

For a list of all valid ICD-9-CM codes see International Classification of Diseases, 9th Revision, Clinical Modification (ICD-9-CM), Fourth Edition, Volume I (Diseases), HCFA approved ICD-9-CM addenda, and new codes furnished by your intermediary.  For a list of valid HCPCS codes see Physicians' Current Procedural Terminology, 4th Edition, CPT and HCFA Common Procedure Coding System (HCPCS).  Review the medical record and/or face sheet and enter the correct diagnosis/procedure before returning the bill.
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2.
Invalid Fourth or Fifth Digit for Diagnosis Codes.--The OCE identifies any diagnosis code that requires a fourth or fifth digit, which is either missing or not valid for the code in question.

For a list of all valid fourth and fifth digit ICD-9-CM codes see International Classification of Diseases, 9th Revision, Clinical Modification (ICD-9-CM), Volume I (Diseases), HCFA approved ICD-9-CM addenda, and new codes furnished by your intermediary.  Review the medical record and/or face sheet and enter the correct diagnosis before returning the bill.

3.
E-Code as Principal Diagnosis.--E-codes describe the circumstances that caused an injury, not the nature of the injury, and therefore, are not used as a principal diagnosis.  E-codes are all ICD-9-CM diagnosis codes that begin with the letter E.  For a list of all E-codes, see International Classification of Disease, 9th Revision, Clinical Modification (ICD-9-CM), Volume I (Diseases).  Review the medical record and/or face sheet and enter the correct diagnosis before returning the bill.

4.
Age Conflict.--The OCE detects inconsistencies between a patient's age and any diagnosis on the patient's record.  Examples:

o
A 5 year old patient with benign prostatic hypertrophy.

o
A 78 year old delivery.

In the above cases, the diagnosis is clinically impossible in a patient of the stated age. Therefore, either the diagnosis or age is presumed to be incorrect.  Four age code categories are described below.

o
A subset of diagnoses are intended only for newborns and neonates. These are "Newborn" diagnoses.  For "Newborn" diagnoses the patient's age must be 0 years.

o
Certain diagnoses are only reasonable for children between the ages of 0 and 17. These are "Pediatric" diagnoses.

o
Diagnoses identified as "Maternity" are only coded for patients between the ages of 12 and 55.

o
A subset of diagnoses is considered valid only for patients over the age of 14. These are "Adult" diagnoses.  For "Adult" diagnoses the age range is 15 through 124.

Addendum E, page E-2-17 contains listings for each of the age described categories.  If your intermediary can correct an incorrect age reported by you from its internal records, it will.  Otherwise it returns the bill.  Review the medical record and/or face sheet and enter the proper diagnosis before returning the bill.

5.
Sex Conflict.--The OCE detects inconsistencies between a patient's sex and a diagnosis or procedure on the patient's bill.  Examples:

o
Male patient with cervical cancer (diagnosis).

o
Male patient with hysterectomy (procedure).
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In both instances, the indicated diagnosis or the procedure conflicts with the sex of the patient.  Therefore, either the patient's diagnosis, the procedure or the sex is incorrect.  The intermediary returns the bill and requests a corrected bill with the proper sex, diagnosis, and procedure.

Addendum E, pages E-18-31 and E-35-36 contain listings of female and male related ICD-9-CM diagnosis codes and the corresponding descriptions.  For listings of female and male related HCPCS procedure codes see Addendum F.  Review the medical record and/or face sheet and enter the proper diagnosis/procedure before returning the bill.

6.
Questionable Covered Procedures.--These are procedures that may be covered, depending upon the medical circumstances.  For example, HCPCS code 19360 "Breast reconstruction with muscle or myocutaneous flap" is a condition that is not covered when performed for cosmetic purposes.  However, if this procedure is performed as a follow up to a radical mastectomy, it is covered.

Addendum F contain listings of questionable covered procedure codes.  Your intermediary performs medical review prior to a payment.

7.
Noncovered Procedures.--These are procedures that are not payable. Your intermediary denies the bill.

Addendum F contain listings of noncovered procedure codes.

8.
Medicare as Secondary Payer - MSP Alert.--Addendum E, pages E-61-68 identify situations that may involve automobile medical, no-fault or liability insurance.  Develop other insurance coverage as provided in §262, before billing Medicare.

9.
Invalid Age.--If the age reported is not between 0 years and 124 years, the OCE assumes the age is in error.

If you report an age over 124, your intermediary requests you to determine if you made a bill preparation error.  If the beneficiary's age is established at over 124, enter with 123.

10.
Invalid Sex.--The sex code reported must be either 1 (male) or 2 (female). Usually, your intermediary can resolve the issue.

11.
Date Range.--This edit is used in  internal intermediary operations.

12.
Valid Date.--The OCE checks the month, day, and year from FL 6 (from date).  If the date is impossible, your intermediary returns the bill.

13.
Unlisted Procedures.--These are codes for surgical procedures (i.e., codes generally ending in 99).  For listings of these codes and development instructions, see §424.

14.
PRO Review.--The OCE identifies all hospital outpatient bills which contain ASC procedure codes.  These are subject to medical review by the State's PRO.
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