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3644.3
Special Consideration When Processing ESRD Bills Under Method II.--Under Method II, the home dialysis patient must obtain home dialysis equipment and supplies directly from a supplier that is not a facility.  The supplier bills the carrier.  The following instructions apply.

A.
Laboratory.--Independent laboratories and independent dialysis facilities with the appropriate clinical laboratory certification in accordance with CLIA may be paid for ESRD clinical laboratory tests that are separately billable.  The laboratories and independent dialysis facilities are paid for separately billable clinical laboratory tests according to the Medicare laboratory fee schedule for independent laboratories.  Independent dialysis facilities with the appropriate clinical laboratory certification must submit claims for separately billable laboratory tests they perform to their intermediary.

Hospital-based laboratories providing laboratory service to hospital dialysis patients of the hospital's dialysis facility will be paid in accordance with the outpatient lab provisions.  However, where the hospital lab does tests for an independent dialysis facility or for another hospital's facility, the nonpatient billing provisions apply.

Specimen collection fee up to $3 will be allowed only in the following circumstances:

o
Drawing a blood sample through venipuncture (i.e., inserting into a vein a needle with a syringe or vacutainer to draw the specimen).

o
Collecting a urine sample by catheterization.  Both independent and hospital-based facilities bill this fee.

B.
Pharmacy.--All routine ESRD parenteral items are billed in this item.  Routine parenteral items may be covered without documentation for medical necessity and may be billed by an ESRD facility regardless of where they are furnished.  All other parenteral items may only be billed by a hospital-based ESRD facility if they are administered in the hospital facility by its staff.  They must be documented for medical necessity either through information on the claims form or as requested by you.  Hospital-based facilities are reimbursed on a reasonable cost basis.  Independent facilities are reimbursed on a reasonable charge basis.  Obtain the reasonable charge from the carrier.

C.
Support Services.--All home dialysis support services must be furnished by a renal dialysis facility.  The beneficiary's supplier must have a written agreement with a facility.  The facility bills for these services, and only the facility may be paid.  Hospital-based facilities are reimbursed on a reasonable cost basis.  Independent facilities are reimbursed on a reasonable charge basis.  An appropriate charge for a service furnished by an independent facility must be reasonably related to the cost of furnishing the service. For example, the facility should indicate the length of time, type of personnel, and travel used in furnishing the service so that you may estimate the cost of providing that service. Do not allow a charge that is unreasonably related to the cost (e.g., a charge of twice the cost).

D.
Support Services Furnished to Home CAPD Patients.--The support services specifically applicable to home CAPD patients must be furnished and billed by the sponsoring CAPD certified facility.  These include, but are not limited to:

o
Changing the connecting tube (also referred to as an "administration set").
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o
Watching the patient perform CAPD and assuring that it is done correctly. This includes reviewing for the patient any aspects of the technique he/she  may have forgotten or informing the patient of modifications in apparatus or technique.

o
Documenting whether the patient has or has had peritonitis that requires physician intervention or hospitalization (unless there is evidence of peritonitis, a culture for peritonitis is not necessary).

o
Inspecting the catheter site.  

These services are furnished in accordance with the written plan required for home dialysis patients. Each of the CAPD support services may be covered and reimbursed routinely at a frequency of once per month.  Any support services furnished in excess of this frequency must be documented for medical necessity.  For example, the patient may contract peritonitis and require an unscheduled visit.  (See '3170.3.)

Support services are paid on a reasonable charge basis to independent facilities and a reasonable cost basis to hospital-based facilities.  A reasonable cost determination must be made for each individual support service furnished to home CAPD patients.  Use $75 as a guideline for the total of the reasonable costs for all support services furnished to each home CAPD patient in a month except changing the connecting tube (also referred to as the "administration set").  Lab services and supplies are not included.  The connecting tube change may bed reimbursed at an additional amount which generally should not exceed $15.  This amount includes both the supplies and the personnel service required. Although the guidelines provided appear to be high for the services, they are also intended to reflect the fact that staff time is often spent helping the patient in ways that cannot be directly billed, e.g., consulting with the patient over the phone.

E.
Revenue Codes.--The following revenue codes may not be used on Method II bills:

822
Hemodialysis - Home Supplies

823
Hemodialysis - Home Equipment

832
Peritoneal Dialysis - Home Supplies

833
Peritoneal Dialysis - Home Equipment

842
CAPD - Home Supplies

852
CCPD - Home Supplies

853
CCPD - Home Equipment

With the exception of the above codes, codes that may be billed are:

25X
Pharmacy
Charges for medication produced, manufactured, packaged, controlled, assayed, dispensed, and distributed under the direction of a licensed pharmacist.  This includes blood plasma, other components of blood, and IV solutions.
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This category should be used only for nonroutine drugs and biologicals since routine drugs and biologicals are included in the composite rate under METHOD I and are part of home dialysis supplies under METHOD II.  They must be documented for medical necessity. The administration of drugs and biologicals (both staff time and supplies are covered and billed as revenue code 259).

Subcategory

Standard Abbreviation
0 - General Classification
 PHARMACY

1 - Generic Drugs
 DRUGS/GENERIC

2 - Nongeneric Drugs
 DRUGS/NONGENERIC

4 - Blood Plasma
 BLOOD/PLASMA

5 - Blood-Other Components
 BLOOD/OTHER

8 - IV Solutions
 IV SOLUTIONS

9 - Other Pharmacy
 DRUGS/OTHER

27X
Medical/Surgical Supplies
Charges for supply items required for patient care.

Rationale:
Additional breakdowns are provided for items that hospitals may wish to identify because of internal or third party payer requirements.

30X
Laboratory
Charges for the performance of diagnostic laboratory tests.

Rationale:
A breakdown of the major areas in the laboratory is provided in order to meet hospital needs or third party billing requirements.

Subcategory

Standard Abbreviation
0 - General Classification
LABORATORY or (LAB)

1 - Chemistry

LAB/CHEMISTRY

2 - Immunology

LAB/IMMUNOLOGY

3 - Renal Patient (Home)
LAB/RENAL HOME

4 - Nonroutine Dialysis
LAB/NR DIALYSIS

5 - Hematology

LAB/HEMATOLOGY

6 - Bacteriology & Microbiology
LAB/BACT-MICRO

7 - Urology

LAB/UROLOGY

9 - Other Laboratory
LAB/OTHER
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31X
Laboratory Pathological
Charges for diagnostic laboratory tests on tissues and culture.

Rationale:
A breakdown of the major areas that providers may wish to identify is provided.

Subcategory

Standard Abbreviation
0 - General Classification
PATHOLOGY LAB or (PATH LAB)

1 - Cytology
 
PATHOL/CYTOLOGY

2 - Histology

PATHOL/HYSTOL

4 - Biopsy

PATHOL/BIOPSY

9 - Other


PATHOL/OTHER

32X
Radiology - Diagnostic
Charges for diagnostic radiology services provided for the examination and care of patients.  Includes:  taking, processing, examining and interpreting radiographs and fluorographs.

Rationale:
A breakdown is provided of the major areas and procedures that individual providers or third party payers may wish to identify.

Subcategory

Standard Abbreviation
0 - General Classification
DX X-RAY

4 - Chest X-Ray
DX X-RAY/CHEST

9 - Other


DX X-RAY/OTHER

38X
Blood
Rationale:
Charges for blood must be separately identified for private payer purposes.

Subcategory

Standard Abbreviation
0 - General Classification
BLOOD

1 - Packed Red Cells
BLOOD/PKD RED
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Subcategory

Standard Abbreviation
2 - Whole Blood
BLOOD/WHOLE

3 - Blood Plasma
BLOOD/PLASMA

4 - Blood Platelets
BLOOD/PLATELETS

5 - Blood Leucocytes
BLOOD/LEUCOCYTES

6 - Blood - Other Components
BLOOD/OTHER COMP

7 - Blood - Other Derivatives
BLOOD/ OTHER DER

(Cryoprecipitates)

9 - Other Blood (Describe)
BLOOD /OTHER

39X
Blood Storage and Processing
Charges for the storage and processing of whole blood.

Subcategory

Standard Abbreviation
0 - General Classification
BLOOD/STOR-PROC

1 - Blood Administration
BLOOD/ADMIN.

9 - Other Blood Storage &
BLOOD/OTHER STOR

 Processing

634

Epoetin
Epoetin administration under 10,000 units per administration.

635

Epoetin
Epoetin administration of 10,000 units or more per administration.

73X
EKG/ECG (Electrocardiogram)
Charges for operation of specialized equipment to record electromotive variations in action of the heart muscle on an electrocardiograph for diagnosis of heart ailments.

Subcategory

Standard Abbreviation
 
0 - General Classifications
EKG/ECG

l - Holter Monitor
Holter Mont

9 - Other EKG/ECG
Other EKG-ECG
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82X
Hemodialysis - Outpatient or Home Dialysis
A waste removal process performed in an outpatient or home setting, necessary when the body's own kidneys have failed.  Waste is removed directly from the blood.

Rationale:
Detailed revenue coding is required; therefore, do not sum services at the zero level.

Subcategory

Standard Abbreviation
0-General Classification
HEMO/OP OR HOME

1-Hemodialysis/Composite 
HEMO/OP/COMPOSITE

2-Home Supplies
HEMO/HOME/SUPPL

3-Home Equipment
HEMO/HOME/EQUIP

4-Maintenance/100%
HEMO/HOME/100%

5-Support Services
HEMO/HOME/SUPSERV

9-Other Hemodialysis Outpatient
HEMO/HOME/OTHER

NOTE:
This revenue code should not be used to indicate sessions under METHOD II.  However, backup dialysis furnished to home patients in the facility may be billed.  (See condition code 76.)

83X
Peritoneal Dialysis - Outpatient or Home
A waste removal process performed in an outpatient or home setting, necessary when the body's own kidneys have failed.  Waste is removed indirectly by flushing a special solution between the abdominal covering and the tissue.

Subcategory
Standard Abbreviation
0-General Classification
 PERITONEAL/OP OR HOME

1-Peritoneal/Composite 
 PERTNL/OP/COMPOSITE

2-Home Supplies
 PERTNL/HOME/SUPPL

3-Home Equipment
 PERTNL/HOME/EQUIP

4-Maintenance/100%
 PERTNL/HOME/100%

5-Support Services
 PERTNL/HOME/SUPSERV

9-Other Peritoneal Dialysis
 PERTNL/HOME/OTHER

NOTE:
This revenue code should not be used to indicate sessions under METHOD II. However, backup dialysis furnished to home patients in the facility may be billed.  (See condition code 76.) 
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84X

Continuous Ambulatory Peritoneal Dialysis (CAPD) - Outpatient
A continuous dialysis process performed in an outpatient or home setting using the patient's peritoneal membrane as a dialyzer.



Subcategory

Standard Abbreviation
0 - General Classification

CAPD/OP OR HOME

1 - CAPD/Composite

CAPD/OP/COMPOSITE

2 - Home Supplies

CAPD/HOME/SUPPL

5 - Support Services

CAPD/HOME/SUPSERV

9 - Other CAPD Dialysis

CAPD/HOME/OTHER

NOTE:
This revenue code should not be used to indicate sessions under METHOD II.  However, backup dialysis furnished to home patients in the facility may be billed.  (See condition code 76.)

85X

Continuous Cycling Peritoneal Dialysis (CCPD) - Outpatient or Home
A continuous dialysis process performed in an outpatient or home setting which uses a machine to make automatic exchanges at night.

Subcategory

Standard Abbreviation
0 - General Classification

CCPD/OP OR HOME

1 - CCPD/Composite or

 Other Rate

CCPD/OP/COMPOSITE

2 - Home Supplies

CCPD/HOME/SUPPL

3 - Home Equipment

CCPD/HOME/EQUIP

4 - Maintenance 100%

CCPD/HOME/100%

5 - Support Services

CCPD/HOME/SUPSERV

9 - Other Outpatient 

CCPD/HOME/OTHER

86X

Reserved

87X

Reserved

88X

Miscellaneous Dialysis
0 - General

1 - Ultrafiltration
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3644.4
Processing the HCFA-382, ESRD Beneficiary Selection.--

A.
General.--Each Medicare home dialysis beneficiary chooses the method by which Medicare pays for his/her dialysis services.  To do this, the beneficiary completes the Beneficiary Selection Form HCFA-382 and returns it to the facility that supervises his or her care.  Under Method I, pay the facility the composite rate for that beneficiary.  Under Method II, the carrier makes payment for dialysis equipment and supplies.  The selection indicated on the initial Form HCFA-382 remains in effect for the entire calendar year in which it was signed.  

A home dialysis beneficiary may change the selection by submitting a new Form HCFA-382.  However, all selection changes received in one calendar year are not effective until the following January 1.  

The facility is responsible for forwarding the HCFA-382 to you.  Assign an internal control number and put the number on the HCFA-382.

The CWF carries a maximum of three iterations of method selections:  the selection currently in effect, the first prior selection and the second prior selection.  These iterations include the provider number, the method of selection, the dialysis type and the select date.

B.
ESRD Method Selection Transaction to CWF.--Use the following format to input the method selection:

Field
Size
Descr.
Location
    Remarks

1.
Mask
 4
  X
  1-4
Transaction ID (constant HURD)

2.
Filler
 1
  X
  5


3.
HICN
12
  X
  6-17
Beneficiary's HICN


4.
Surname
 6
  X
  18-23
First 6 Positions of Beneficiary's Last Name


5.
First 
 1
  X
   24
Beneficiary's First Initial

Initial


6.
Filler
 1
  X
   25


7.
Date of 
 6
  9
  26-31
MMDDYY - Beneficiary's Date

Birth



of Birth


8.
Sex Code
 1
  9
   32
Beneficiary's Sex

1=
Male

2=
Female


9.
Provider
 6
  X
  33-38
Provider Number From HCFA-

Number



382
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Field
Size
Descr.
Location
    Remarks

10.
Method
 1
  9
   39
Method from HCFA-382

1=
Beneficiary pays   deduct/coinsurance to facility

2=
Beneficiary pays   deduct/coinsurance directly to suppliers


11.
Dialysis
1
  9
   40
Dialysis type from HCFA-382

Type



1=
Hemodialysis

2=
Continuous Ambulatory Peritoneal Dialysis (CAPD)

3=
Continuous Cycling Peritoneal Dialysis (CCPD)

4=
Peritoneal Dialysis


12.
Select Date
6
  9
 41-46
MMDDYY- Date HCFA-382 Signed


13.
Exception
1
  X
   47
Y=Initial or Exception 
Indicator



     (Option Year Equal to Year of            Select Date)

N=Change (Option Year 1 Year          
Greater Than Year of Select                Date)


NOTE:
If the override code is a 1, 2, or 3 and the Option Year is keyed, this field must be keyed (Y or N).


14.
Override Code
1
  X
   48
Blank=No correction to a   
particular iteration/field or fields

1=
A correction to a particular field or fields on the most current iteration

2=
A correction to a particular field or fields on the first previous iteration

3=
A correction to a particular field or fields on the second previous iteration

4=
A deletion of a specific ESRD method selection iteration based on the selection date field.


Rev. 1585
6-285.2

3644.4 (Cont.)
BILL REVIEW
11-92

Field
Size
Descr.
Location
    Remarks

15.
Option Year
2
  X
 49-50
YY-Option year may or may not be entered if the override code is equal to a 1, 2, or 3.  If entered, the exception code must be a Y or N.  If override code is not equal to 1, 2, or 3, this field cannot be entered.


16.
Contractor
5
  X
 51-55
Identification number of 
Number



contractor submitting this

transaction.


17.
Internal
15
  X
 56-70
Intermediary assigned 
Control



control number.

Number (ICN)


18. Originating
1
  X
 71
Originating Site of

Site




ESRD maintenance

transaction (HCFA use

only)


19.
Processing
1
  X
 72
Processing Site of 

Site




ESRD maintenance

transaction (HCFA use

only)


20.
Disposition 
2
  X
 73-74
Response Disposition

Code



of ESRD maintenance

transaction (HCFA use

only)


21.
Filler
26
  X
 75-100
Padded for future expansion


NOTE:
The term "Select Date" means the date the HCFA-382 is signed.  The term "Option Year" means the year the selection is effective.


Fields 1 through 8 are mandatory.  These fields are needed to locate the correct beneficiary master record.  Fields 9 through 13 are mandatory when field 14 (override code) is blank or null (low values).


If field 14 (override code) is a 1, 2, or 3, then field 15 (option year) may or may not be present.  However, if field 15 has been entered with a valid year, then field 13 (exception indicator) must be keyed (valid codes are Y or N).  There may or may not be data entered in fields 9 through 11.


If field 14 (override code) is a 4, there must be a valid date entered in field 12 (select date) and no data entered in fields 9 through 11, 13, and 15.
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C.
Online Data Entry Edits.--The following edits apply to the method of selection input:

o
HICN must be present - no other edit;

o
Surname must be present - no other edit;

o
First initial must be present - no other edit;

o
Date of Birth must be a numeric and valid date prior to current date;

o
Sex Code must be a 1 or 2;

o
Provider Number must be present.  If override code = 1, 2, or 3, provider number may or may not be present.  If override code = 4, provider number must not be present;

o
Method must be 1 or 2 unless override code = 1, 2, or 3.  If override code 1, 2, or 3 is present, method must be 1 or 2.  If override code = 4, method must not be present;

o
Dialysis Type must be 1, 2, 3, or 4, unless the override code = 1, 2, or 3.  If override code 1, 2, or 3 is present, the dialysis type must be 1, 2, 3, or 4.  If override code = 4, dialysis type must not be present;

o
Select Date must be a numeric and valid date equal to, or prior to, current date unless the override code is equal to 1, 2, or 3.  The field may or may not be present, but if data is entered the above edit applies.  If override code = 4, select date must be present;

o
Exception Indicator must be Y or N unless override code = 1, 2, or 3.  If the override code = 1, 2, or 3, the exception indicator may be blank.  However, if override code = 1, 2, or 3 and the option year is keyed, then this field must be a Y or N.  If override code = 4, exception indicator must not be present;

o
Override Code - normally this field remains null (not keyed).  However, if a correction is necessary to one of the three iterations on the CWF beneficiary master record and applies to a particular field including the selection date, then the only data allowed is a 1, 2, 3, or 4.  If the override code is a 1, 2, or 3 then one or more of fields 7 through 10 must be keyed.  If the override code is a 4, the select date must be entered (This is the only other field entered other than fields 1 through 6);

o
Option Year must not have data entered unless override code is equal to a 1, 2, or 3.  If present, this field must be numeric and a valid year that is prior to, equal to or greater than the current year.  If this field is keyed, the exception indicator must be equal to Y or N;

o
Contractor Number must be present (not blanks or low values); and

o
Internal Control Number must be present (not blanks or low values).
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D.
Consistency Edits.--The following are consistency edits for ESRD method selection transactions:

RD02 -
Invalid HICN (mandatory).  Must be valid for equitable BIC conversion.

RD03 -
Invalid beneficiary surname (mandatory).  Cannot be blank or null.

NOTE:
There may be nonalphabetic characters.

RD04 -
Invalid beneficiary first initial (mandatory).  Must not be blank or null.

RD05 -
Invalid beneficiary date of birth (mandatory).  Must be numeric and valid date prior to current date.

RD06 -
Invalid beneficiary sex code (mandatory).

1= Male

2= Female

RD07 -
Invalid provider number (mandatory).  Must not be blank or null.

RD08 -
Invalid method (mandatory).  Must be a 1 or 2.

RD09 -
Invalid dialysis type (mandatory).  Must be a 1, 2, 3, or 4.

RD10 -
Invalid select date (mandatory).  Must be numeric and a valid date prior to current date.

RD11 -
Invalid exception indicator.  Must be either blank, null, Y or N.

RD12 -
Invalid override code.  Must be blank, null, 1, 2, 3, or 4.

RD13 -
Override code is a 1, 2, or 3, and there is no data entered in fields 11 and 13.

RD14 -
Override code is a 4, and the select date is not a valid date.

RD15 -
Invalid contractor number.

RD16 -
Invalid internal control number.  Must not be blank or null.

E.
Utilization Edits.--The following are utilization edits for ESRD Method Selection Transactions:

RD31 -
No match on beneficiary surname.

RD32 -
No match on beneficiary first initial.

RD33 -
No match on beneficiary date of birth.
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RD34 -
No match on beneficiary sex code.

RD35 -
New method selection, but the beneficiary is not indicated on the CWF database as an ESRD beneficiary.

RD36 -
Select date not equal to a select date in any method selection iteration and not greater than the select date in the current iteration.

RD37 -
Override code is a 1, 2, or 3, but the iteration requested does not exist.

RD38 -
Override code is a 1, 2, or 3, and based upon the exception indicator and select date year, the option year is incorrect.

RD39 -
Override code is a 4, and the select date is not equal to a select date on any of the method selection iterations on the beneficiary master record.


RD40 -
If override code = 1, 2, 3, or 4, the ESRD auxiliary record must already contain method selection data.

RD41 -
If override code = 1, 2, or 3, and the select date is changed, the select date must not match the select date on any other existing iteration.

F.
ESRD Method Selection Transaction Response.--The following response is generated as a result of input of the method selection so that you may identify any errors:

Field
Size
Description  Location
    Remarks

1.
Record
   4
 Comp
1-2

Length


2.
ESRD Trans
   4
   X
3-6

Identifies record as an ESRD

ID





transaction "HURD" = Satellite Maintenance

3.
Filler

  1

X
7


4.
ESRD Date
    5

9
8-12

YYDDD - Date that claim enters CWF system


5.
ESRD Time

  6

9
13-18
HHMMSS - Time that claim enters CWF system


6.
HICN
  12

X
19-30
Beneficiary's HICN or RRB number


7.
Contractor
  5
X
31-35
Identifies contractor

Number


8.
Provider
  6
X
36-41
Provider Number

Number
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Field
Size
Description  

Location
    Remarks

 9.
ICN

15
X
42-56
Internal Control Number


10.
Override Code
1
X
57
Blank = Add an iteration or update an interation by matching the select date of the transaction record with the select date from the ESRD AUX record 

1 =
A correction to a particular field or fields on the most current iteration 

2 =
A correction to a particular field or fields on the first previous iteration 

3 =
A correction to a particular field or fields on the second previous iteration 

4 =
A selection of a specific ESRD Method Selection iteration based on the selection data field


11.
Exception

1
X
58
Y =  Initial or Exception

Indicator






    (Option Year Equal to Year of        Select Date) 

N =
Change (Option Year 1 Year Greater than Year of Select Date)


12.
Dialysis


1
X
59
Dialysis type from

HCFA-382 

1 =
Hemodialysis 

2 =
Continuous Ambulatory   Peritoneal Dialysis

(CAPD) 

3 =
Continuous Cycling Peritoneal Dialysis (CCPD) 

4 =
Peritoneal Dialysis


13.
Select Date

6
X
60-65
MMDDYY-Date HCFA-382 signed


14.
Option Year

2
X
66-67
YY-Option year may or may not be entered if the Override Code is equal to a 1, 2, or 3.  If entered, the exception code must be a Y or N.  If Override Code is not equal to 1, 2, or 3, this field cannot be entered.
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Field

Size
Description  
Location
    Remarks


15.
ESRD

6
X
68-73
First 6 positions of 

Corrected




beneficiary's last name

Surname


16.
ESRD

1
X
74
Beneficiary's first

Corrected




initial

First Initial


17.
Disposition
2
X
75-76
01 =
Transaction accepted

Code




  
      Trailers:  none

RD = Transaction error

Trailers:

08 - error trailer

50 = 
Not in file

    
Trailer 8 (Always)

51 = 
True not in file on

    
HCFA Batch System

    
Possible Trailer 8

    
(Always)

52 = 
Master record

    
housed at another

    
CWF site

    
Trailer 8 (Always)

53 = 
Record in HCFA

    
Alpha Match

    
Trailer 8 (Always)

60 = 
I/O Error

61 = 
Cross reference

    
data base problem


18.
Method

1
X
77
Values '1' or '2'

Selection


19.
ESRD

6
X
78-83
Beneficiary's date of

Corrected




birth

Date of Birth


20.
ESRD

1
X
84
Beneficiary's sex

Corrected




1 = Male

Sex Code




2 = Female


21.
ESRD

12
X
85-96
Beneficiary's health

Corrected HICN



insurance claim number


22.
Filler

1
X
97



23.
Trailer

1
X
98
0 = No Trailer

Count:




1 = One Trailer

ESRD




2 = Two Trailers

Consistency

or Utilization

Reject Trailer

and/or Full Name

Trailer
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Field
Size
Description  
Location
Remarks


24.
Filler
14
X
99-112


25.
ESRD
1
X
113
Processing site of ESRD

Processing



maintenance transaction

Site




(HCFA use only)


26.
Filler
9
X
114-122


27.
Consistency/

Utilization

ESRD Transaction

Reject Trailer

a. Trailer
2
X
123-124
Value '08'

   Code

b. Error
4
X
125-128
(See Error Codes)

   Code 1

c. Error
4
X
129-132
May be blank

   Code 2

d. Error
4
X
133-136
May be blank

   Code 3

e. Error
4
X
137-140
May be blank

   Code 4


28.
Full Name

Trailer

a. Trailer
2
X
141-142
Value '10'

b. Full Name
25
X
143-167
Beneficiary's Full Name

G.
Description of ESRD Claims Trailer.--

1.
Error Code



Trailer

a.
Trailer
2
9
1-2
Constant 08

b.
First 
4
X
3-6
See explanation of reject codes

Error  



in subsections D and E.

Code 





c.
Second
4
X
7-10
See explanation of reject codes

Error 



in subsections D and E.

Code

d.
Third
4
X
11-14
See explanation of reject codes

Error



in subsections D and E.

Code

e.
Fourth
4
X
15-18
See explanation of reject codes

Error



in subsections D and E.

Code

2.
ESRD Method



One to three trailers

Trailer



identifying ESRD method  selection data on the beneficiary master record

a.
Trailer
2
9
1-2
Constant 14

ID
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b.
Option    

2
9
3-4

YY

Year

c.
Select
 
6
9
5-10
MMDDYY-Date HCFA-382 Signed

Date






d.
Method
 
1
9
11

1 = Beneficiary pays 

        
ded/coins to facility

2 = Beneficiary pays

 




        


ded/coins directly to 

        

supplier

e.
Type of 
 
1
9
12

1 = Hemodialysis

Dialysis





2 = Continuous Ambulatory

      Peritoneal Dialysis

      

      (CAPD)

3 = Continuous Cycling

      Peritoneal Dialysis

 








      (CCPPD)

4 = Peritoneal Dialysis

f.
Provider
  
6
X
13-18
Provider number from

Number





HCFA-382

g.
Add Date
6
9
19-24

MMDDYY - Date this

selection was added to CWF

 








beneficiary database

h.
Original
   
5
X
25-29
Contractor who originally

Contractor




added this occurrence

i.
Maintenance   6
9
30-35
MMDDYY-Date of last

Date






maintenance to this

occurrence

j.
Maintenance   5
X
36-40
Contractor who last

applied maintenance to 

this occurrence

This Trailer may occur 1-3 times depending on the mask.  If the mask is zero, no trailer occurs.  This Trailer is returned for Outpatient and Part B (Carrier) Claims only.
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Coding for Adequacy of Hemodialysis -- General Billing Information.--

A.
Background.--Recommendations set forth by the National Institute on Health Consensus  conference and the Renal Physician Association in concert with Presidential concerns for reducing burdens of government, have paved the way for the development of an accountable means for providing acceptable levels of dialysis to End Stage Renal Disease (ESRD) patients.  ESRD facilities are required to provide comprehensive data that will be used in quality improvement programs.

B.
Coding For Adequacy of Hemodialysis.--Section 4558 of the Balance Budget Act of 1997 requires that CMS develop and implement a method to measure and report on the quality of dialysis services. ESRD facilities are now required to provide comprehensive data that will be used in quality improvement programs.  All hemodialysis session claims must have the most recent Urea Reduction Ratio (URR).  This requirement is a part of the composite rate reimbursement.  ESRD facilities must monitor hemodialysis adequacy monthly for all facilities patients.  Home hemodialysis patients may be monitored less frequently, but not less than quarterly. If a home hemodialysis patient is not monitored during a month, the last, most recent URR for the dialysis patient must be reported.

C.
Billing.--The billing format is similar to that for a claim that includes hemodialysis.  The method of capturing information on the adequacy of hemodialysis patients is measured by the patients URR.  Renal facilities must report the appropriate G-modifier in field location 44 (HCPCS/RATES) for each renal patient on each monthly bill.

G1
Most recent URR of less than 60%

G2
Most recent URR of 60% to 64.9%

G3
Most recent URR of 65% to 69.9%

G4
Most recent URR of 70% to 74.9%

G5
Most recent URR of 75% to greater

G6
ESRD patient for whom less than seven dialysis sessions have been provided 



in a month

For services beginning January 1, 2003 and after, if the modifier is not present, return the claim to the provider for the appropriate modifier.

In addition to the G-modifier, HCPCS code 90999 (unlisted dialysis procedure) must be on all claims furnished to hemodialysis patients in field location 44.  ESRD facilities billing with forms HCFA-1450 or UB-92 to begin reporting HCPCS codes and modifiers in location 44 of the claim paper form for all hemodialysis patients.  (Modifiers are not required for peritoneal dialysis patients at this time.  CMS expects to develop appropriate modifiers for peritoneal dialysis patients in the near future.)  Report CPT code and modifier on the line item for dialysis services (revenue code 820, 821, 825, or 829).
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3648.
REVIEW OF HOSPICE BILLS

Form HCFA-1450 was developed by representatives of the hospital and health insurance industries to be suitable for billing most third party payers (both Government and private).  Because it serves the needs of many payers, some data elements may not be needed by a particular payer.  Detailed information is given only for items required for Medicare hospice claims.  Items not listed need not be reviewed although providers may complete them when billing multiple payers.  Medicare systems, including the common working file (CWF) and standard systems employed by regional home health intermediaries for hospice claims processing, are required to edit for the following information as appropriate.
FL1.  (Untitled) - Provider Name, Address, and Telephone Number
Required. The minimum entry is the provider’s name, city, State, and ZIP code.  The post office box number or street name and number may also be included.  The State may be abbreviated using standard post office abbreviations.  Five or nine digit zip codes are acceptable.  Use the information to reconcile provider number discrepancies.

FL 4.  Type of Bill

Required.  This three-digit numeric code gives three specific pieces of information. The first digit identifies the type of facility.  The second classifies the type of care.  The third indicates the sequence of this bill in this particular episode of care.  It is referred to as a “frequency” code.

Code Structure (only codes used to bill for hospice care are shown).

1st Digit - Type of Facility
8 - Special (Hospice)

2nd Digit - Classification (Special Facility)
1 - Hospice (Nonhospital-Based)

2 - Hospice (Hospital-Based)

3rd Digit - Frequency 






Definition
A - Admission Notice






The hospice notifies you of the beneficiary’s election of hospice benefits by forwarding form HCFA-1450.  For admission purposes FLS 1, 4, 12, 13, 14, 15, 17, 51, 58, 60, 67, 82, and 83 are completed. (Also FL 34 when the admission is for a patient who has changed an election from one hospice to another.)
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3rd Digit - Frequency
Definition
B - Hospice Termination/
This code is used when the hospice is 

Revocation Notice
submitting the HCFA-1450 as a notice of termination/revocation for a previously posted hospice election.

C - Hospice Change of Provider
This code is used when the HCFA-1450 is

Notice
used as a Notice of Change to the hospice provider.

D - Hospice Election 
This code is used when the HCFA-1450 is used

Void/Cancel 
as a Notice of a Void/Cancel of hospice election.

E - Hospice Change of Ownership
This code is used when the HCFA-1450 is used as a Notice of Change in Ownership for the hospice.

l - Admit Through 
This code is used for a bill encompassing


Discharge Claim
an entire course of hospice treatment for which the provider expects payment from the payer, i.e., no further bills will be submitted for this patient.

2 - Interim - First Claim
This code is used for the first of an expected series of payment bills for a hospice course of treatment.

3 - Interim - Continuing 
This code is used when a payment bill for a


Claim
hospice course of treatment has already been submitted and further bills are expected to be submitted.

4 - Interim - Last Claim
This code is used for a payment bill which is the last of a series for a hospice course of treatment.  The "Through" date of this bill (FL 6) is the discharge date or date of death.

7 - Replacement of 
This code is used by the provider when it

Prior Claim
wants to correct (other than late charges) a previously submitted bill.

This is the code used to the corrected or "new" bill.

8 - Void/Cancel of a Prior 
This code indicates this bill is an exact

Claim 
duplicate of an incorrect bill previously submitted.  A code "7" (Replacement of Prior Claim) is also being submitted by the provider showing the corrected information.
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FL 6.  Statement Covers Period (From-Through)
Required.  The beginning and ending dates of the period covered by this bill are shown in numeric fields (MM-DD-YY).  Days before the patient's entitlement are not shown.  The "From" date is used to determine timely filing.   (See §§3307ff.)  Since the l2-month hospice "CAP period" (see Hospice Manual, §§405 and 407) ends each year on October 31, hospice services for October and November cannot be submitted on the same bill.

FL l2.  Patient's Name
Required.  The patient's name is shown with the surname first, first name, and middle initial, if any.

FL l3.  Patient's Address
Required.  This item shows the patient's full mailing address including street number and name, post office box number or RFD, city, State, and ZIP code.

FL l4.  Patient's Birthdate
Required.  (If available.)  The month, day, and year of birth is shown numerically as MM-DD-YY.  If the date of birth was not obtained after reasonable efforts by the hospice, the field will be blank.

FL l5. Patient's Sex
Required.  An "M" for male or an "F" for female must be present.

FL l7. Admission Date
Required.  The admission date to the hospice is used to report the effective date of the hospice election.  If a patient changes the election to another hospice, the admission date to the second hospice is shown.   It represents the effective date of the hospice election change.  The date of admission may not precede the physician's certification by more than 2 calendar days.  The month, day, and year are shown numerically as MM-DD-YY.

EXAMPLE:
The hospice election (admission) is January 1, 1993.  The physician's certification is dated January 10, 1993.  The hospice admission date for coverage and billing is January 8, l993.  The first hospice benefit period ends 90 days from January 8, 1993.

FL 22.  Patient Status
Required. This code indicates the patient's status as of the "Through" date of the billing period (FL 6).

Code Structure
01 -
Discharged (left care of this hospice)

30 -
Still patient (remains a patient of this hospice)

40 -
Died at home

41 -
Died in a medical facility, such as a hospital, SNF, ICF or Free-


Standing Hospice

42 -
Place of death unknown

Fls 32, 33, 34, and, 35. Occurrence Codes and Dates
Required.  Code(s) and associated date(s) defining specific event(s) relating to this billing period are shown.  Event codes are two numeric digits and dates are shown as six numeric digits (MM-DD-YY).  If there are more occurrences than there are spaces on the form, FL 36 (occurrence span) or FL 84 (Remarks) is used to record additional occurrences and dates.

NOTE:
There are occurrences on which other payers require reporting that are not shown below.  See §§34l9, 3490, and 349l to determine when Medicare is the secondary payer.
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Code
Title
Definition
23
Cancellation of Hospice 
Code indicates date on which a hospice period of


Election Period
election is cancelled by an intermediary as 

(INTERMEDIARY USE
opposed to revocation by the beneficiary. 

ONLY)
42
Termination of Hospice Care
The date the patients hospice care ends.  Hospice care may be terminated by a change in the hospice election to another hospice, a revocation of the hospice election, or death.  Show termination code 42 in FLs 32-35.

NOTE:
See §3604 for additional occurrence codes and payment information where other payers are involved.

FL 36. Occurrence Span Code and Dates.

Required.  Code(s) and associated beginning and ending date(s) defining a specific event relating to this billing period are shown.  Event codes are two alpha-numeric digits and dates are shown numerically as MM-DD-YY.  Use the following code(s) where appropriate:

Code
Title
Definition
M2
Dates of Inpatient
Code indicates From/Through dates of a period of 

Respite Care
 respite care for hospice patients.
FL 38. Transferring Hospice I.D.
Required.  Show this information when a receiving (second) hospice submits an admission notice  involving a patient who changed the hospice election and moved from one hospice to another.  Show the transferring hospice's complete name, address, and provider number.  This information is an alert that the hospice admission continues a hospice benefit period rather than beginning a new one.

FLs 39, 40, and 41. Value Codes and Amounts
Required.  The only value codes that apply to hospice benefits are those that indicate Medicare payment is secondary to another payer.  Deduct the amount of payment shown in the value field from the payment to the hospice.  If the primary payment is greater than the payment due the hospice, adjust against past or future payments due the hospice for the beneficiary involved.  See §3604 for a complete description of codes used for reporting primary payers.

FL 42.  Revenue Code
Required.  For each payment rate, a revenue code is assigned. The appropriate four-digit numeric revenue code is entered on the adjacent line in FL 42 to explain each charge in FL 47.

NOTE:
Revenue code 657 identifies provider charges for physician services furnished to hospice patients by physicians employed by the hospice or receiving compensation from the hospice for services furnished.  In conjunction with revenue code 657, the provider enters a physician procedure code.  Request the carrier to provide area prevailing charge data for physician services provided to hospice patients.  Make reasonable charge determinations for revenue code 657 by paying the hospice for the lower of the area prevailing or billed charge. You are responsible for forwarding the physician procedure codes to the provider to facilitate hospice billing.
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These are the revenue codes used by hospices to bill Medicare.

Code
Description
Standard Abbreviation
651
Routine Home Care
RTN Home

652
Continuous Home Care
CTNS Home (a minimum of 8 hours, not necessarily consecutive, in a 24 hour period is required.  Less than 8 hours is routine home care for payment purposes.  A portion of an hour is 1 hour.)

655
Inpatient Respite Care
IP Respite

656
General Inpatient Care
GNL IP

657
Physician Services
PHY SER (must be accompanied by a physician procedure code)

FL 46.  Units of Service
Required.  The hospice enters the number of units for each type of service on the line adjacent to the revenue code and description.  Units are measured in days for codes 651, 655, and 656, in hours for code 652, and in procedures for code 657.

FL 47.  Total Charges
Required.  The hospice enters the total charges for the billing period by revenue code (FL 42) on the adjacent line in FL 47.  The last revenue code entered in FL 42 is "0001" which represents the grand total of all charges billed.  The total will be in FL 47 on the adjacent line.  Each line allows up to ten numeric digits.

FLs 50A, B, C.  Payer Identification
Required.  If Medicare is the primary payer, "Medicare" is on line A.

If Medicare is not the primary payer, the primary payer is identified on line A and Medicare on line B or C, if appropriate.  See ''3407-3415, 3419, 3489-3492 to determine when Medicare benefits are secondary.

Where the primary payer has made payment to the hospice, the hospice submits the Medicare bill indicating the type and the amount of payment in FL 39-41.

If the primary payer has denied payment, the denial is indicated with zeros in the value amount.  The date of the denial and occurrence code 24 is entered in the appropriate occurrence field.  FLs 58-66 are completed to the extent applicable, and the information is available, for your development with the primary payer.  See '3604 for a detailed description of the value codes and FLs 58-66.
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FL 51.  Medicare Provider Number
Required.  This is the six-digit number assigned by HCFA.

FLs 58A, B, C.  Insured's Name
Required.  The hospice enters the beneficiary's name on line A if Medicare is the primary payer.  The name is shown as on the beneficiary's HI card.  If Medicare is the secondary payer, the beneficiary's name is entered on line B or C, as applicable, and the insured's name on the applicable primary policy is entered on line A.

FLs 60A, B, C.  Certificate/Social Security Number Health Insurance Claim/Identification Number
Required.  On the same lettered line (A, B, or C) that corresponds to the line on which Medicare payer information is shown in FLs 50-55, the hospice enters the patient's Medicare HICN, i.e., if Medicare is the primary payer, this information is entered in FL 60A.  The number is shown as it appears on the patient's Health Insurance Card, Social Security Award Certificate, Utilization Notice, EOMB, Temporary Eligibility Notice, etc., or as reported by the SSO.

FL 67.  Principal Diagnosis Code
Required.  The full ICD-9-CM diagnosis code is shown.  The principal diagnosis is defined as the condition established after study to be chiefly responsible for occasioning the admission of the patient to the hospice for care.

FL 82.  Attending Physician I.D. Required
Required.  The UPIN and name of the licensed physician normally expected to certify and recertify the medical necessity of the services furnished and/or who has primary responsibility for the patient's medical care and treatment.

FL 83.  Other Physician I.D. Required
Required.  The word "employee" or "nonemployee" is entered here to describe the relationship the patient's attending physician has with the hospice.

FL 84.  Remarks
Required.  The hospice enters any information not shown elsewhere on the bill but is necessary for proper payment.
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3650.
COMPREHENSIVE OUTPATIENT REHABILITATION FACILITIES (CORFs)

A.
General.--Certain services provided by the CORF are considered administrative services. Do not include these charges on the HCFA-l450.  Their costs are included in the cost report and are considered in the calculation of the interim rate you pay for billable services.

Examples of administrative services are CORF physicians' services, team conferences, case reviews, plan of treatment review, and routine nursing services.  (See §3183.1.)

Use the guidelines in §3903 for the MR of CORF services.

NOTE:
Physicians' diagnostic and therapeutic services furnished to a CORF patient are not CORF physician's services.  The physician must bill the Part B carrier for these services.

B.
Patient Evaluation and Reevaluation.--

o
When an initial evaluation is performed and there is no need for additional services, the evaluation is billed as a visit.

o
When an initial evaluation and treatment are rendered on the same day, two visits cannot be billed.  The usual charge for one visit can be increased to reflect the extra services.

o
A reevaluation performed during a regular treatment visit must not be billed separately.  The charge for one visit can be increased to reflect the additional services.

NOTE:
Generally, CORFs will bill using the zero level revenue code.  You may require the specific code for evaluation/reevaluation if you use them for bill review.

C.
Services Billed on the HCFA-l450.--Services that can be billed by a CORF are:

o
Physical therapy, occupational therapy, speech pathology, and respiratory therapy services.  Includes patient evaluation, testing, treatment, and other services defined as covered therapy services.  (See §§3183.2-3183.5.)

NOTE:
Certain services such as patient education and monthly reevaluation of a patient undergoing speech therapy are included in the course of treatment and are not billed separately.

o
Social and psychological services.  (See §§3183.7 and 3183.8.)

o
Nursing services that are identifiable rehabilitation services which a nurse is qualified to perform and do not duplicate services performed by the therapist or other skilled nursing services specified in the plan of treatment.  (See §3183.9.)
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o
Prosthetic and orthotic devices, including testing, fitting, or training in their use.  (See §3183.6.)

o
Drugs and biologicals which cannot be self-administered.  (See §3183.l0.)

o
Supplies, appliances, and equipment including the purchase or rental of DME from the CORF.  (See §3183.ll.)

NOTE:
Equipment and appliances used at the CORF are paid as overhead costs.

o
Home environment evaluation, a single home visit to evaluate the potential impact of the home environment on the rehabilitation goals.  Billed under line item or revenue code of professional who made the visit.  (See §3183.12.)

o
Certain diagnostic tests to be evaluated by a physician, such as pulmonary function, spirometry, and blood gas analysis are included under specific revenue codes. (See  §3101.5.)

D.
Offsite CORF Services.--Effective with services furnished on and after December 22, 1987, CORFs may provide physical, speech and occupational therapy off the CORF's premises in addition to the home evaluation.  (See §3182.)  Services provided offsite are billed separately and identified as "offsite" on the UB-92, in FL 84, Remarks. The charges for offsite visits includes any additional charge for providing the services at a place other than the CORF premises.  There is no change in the interim payment method for offsite services.  Perform appropriate edits to prevent duplicate payments.

E.
Mental Health Services Limitations.--The amount of a beneficiary's incurred mental health expenses that can be recognized in any calendar year is the lesser of 62 1/2 percent of expenses or the amount shown in the following table:

Year of Service

Limit Recognized

Payment Limit

Through 12/31/87

$  312.50


$ 250.00

1/1/88 - 12/31/88

    562.50


   450.00

1/1/89 - 12/31/89

 1,375.00


1,100.00

Apply these limits to revenue code 91X on CORF claims.

After 1989, there is no dollar limit, but only 62.5 percent of reasonable charges can be counted.

F.
Revenue Codes.--Revenue codes to bill Medicare for CORF services are as follows:

Description


Code
Drugs and Biologicals


250

Supplies



270

Prosthetic Devices


274

Orthotic Devices


279

Rental of DME


29l

Psychiatric Psychological

  Services



91X
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Purchase of New DME
292

Purchase of Used DME
293

Respiratory Therapy Services
4l0

Home Evaluation Visit
419

Physical Therapy Services
420

Home Evaluation Visit
429

Occupational Therapy Services
430

Home Evaluation Visit
439

Speech Pathology Services
440

Home Evaluation Visit
449

Pulmonary Function
460

Audiology
470

Stress Test
482

Nursing Services
550

Home Evaluation Visit
559

Social Services
560

Home Evaluation Visit 
569

EKG, ECG
730

Psychological Services
9l0

Diagnostic Testing
918

Home Evaluation Visit
919

EMG

922

Other Diagnostic Services (Specify)
929

Use these revenue codes when billing for the following outpatient therapies:

Physical Therapy
420

Occupational Therapy
430

Speech Pathology
440

Rev. 1391
6-301

	02-03
	BILL REVIEW
	3651


3651.
BILL REVIEW FOR PARTIAL HOSPITALIZATION SERVICES PROVIDED IN COMMUNITY MENTAL HEALTH CENTERS (CMHCs)

A.
General.--Medicare Part B coverage for partial hospitalization services provided by CMHCs is available effective for services provided on or after October 1, 1991.

B.
Special Requirements.--Section 1866(e)(2) of the Act recognizes CMHCs as "providers of services" but only for furnishing partial hospitalization services.  Applicable provider ranges are 1400-1499 and 4600-4799.

C.
Billing Requirements.--CMHCs bill for partial hospitalization services on Form HCFA-1450 or electronic equivalent under bill type 76X.  Follow bill review instructions in §3604 except for those listed below.

The acceptable revenue codes are as follows:

Code

Description
250


Drugs and Biologicals

43X


Occupational Therapy

904


Activity Therapy

910


Psychiatric/Psychological Services

914


Individual Therapy

915


Group Therapy

916


Family Therapy

918


Testing

942


Education Training

CMHCs are also required to report appropriate HCPCS codes as follows:

Revenue Codes
Description



HCPCS Code
43X


Occupational Therapy

*G0129

(Partial Hospitalization)

904


Activity Therapy


**G0176
(Partial Hospitalization)

910


Psychiatric General


90801, 90802, 

Services




90899

914


Individual



90816, 90817, 90818, 90819, 90821,

Psychotherapy



90822, 90823, 90824, 90826, 90827,







90828, or 90829
915


Group Psychotherapy

90849, 90853, or 90857

916


Family Psychotherapy

90846, 90847, or 90849

918


Psychiatric Testing


96100, 96115, or 96117

942


Education Training


***G0177

Edit to assure that HCPCS are present when the above revenue codes are billed and that they are valid HCPCS codes.  Do not edit for the matching of revenue codes to HCPCS.
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*The definition of code G0129 is as follows:


“Occupational therapy services requiring the skills of a qualified occupational therapist, furnished as a component of a partial hospitalization treatment program, per day”.

**The definition of code G0176 is as follows:

“Activity therapy, such as music, dance, art or play therapies not for recreation, related to the care and treatment of patient’s disabling mental health problems, per session (45 minutes or more).”

***The definition of code G0177 is as follows:

“Training and educational services related to the care and treatment of patient’s disabling mental health problems, per session (45 minutes or more).”

Codes G0129, G0176, and G0177 are only used for partial hospitalization programs.

Revenue code 250 does not require HCPCS coding.  However, drugs that can be self-administered are not covered by Medicare.

HCPCS includes CPT-4 codes.  CMHCs report HCPCS codes in FL44, “HCPCS/Rates.”  (See §3627 for an explanation of the HCPCS coding system and §§3627.1 and 3627.7 for instructions for informing/educating your CMHCs regarding HCPCS reporting.  HCPCS code reporting is effective for claims with dates of service on or after April 1, 2000.

Advise your CMHCs of these requirements.  CMHCs should complete the remaining items on Form HCFA-1450 in accordance with the bill completion instructions in §414 of the Outpatient Physical Therapy/Comprehensive Outpatient Rehabilitation Facility/Community Mental Health Center Manual.  Furnish each CMHC with one copy of that manual.

The professional services listed below are separately covered and are paid as the professional services of physicians and other practitioners.  These professional services are unbundled and these practitioners (other than physician assistants (PAs)) bill the Medicare Part B carrier directly for the professional services furnished to CMHC partial hospitalization patients.  The CMHC can also serve as a billing agent for these professionals by billing the Part B carrier on their behalf for their professional services.  The professional services of a PA can be billed to the carrier only by the PAs employer.  The following professional services are unbundled and not paid as partial hospitalization services:

o
Physician services that meet the criteria of 42 CFR 415.102, for payment on a fee schedule basis;

o
PA services, as defined in §1861(s)(2)(K)(i) of the Act;

o
Nurse practitioner and clinical nurse specialist services, as defined in §1861(s)(2)(K)(ii) of the Act; and,

o
Clinical psychologist services, as defined in §1861(ii) of the Act.

The services of other practitioners, (including clinical social workers and occupational therapist) are bundled when furnished to CMHC patients.  The CMHC must bill you for such nonphysician practitioner services as partial hospitalization services.  Make payment for the services to the CMHC.
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PA services can only be billed by the actual employer of the PA.  The employer of a PA may be such entities or individuals as a physician, medical group, professional corporation, hospital, SNF, or nursing facility.  For example, if a physician is the employer of the PA and the PA renders services in the CMHC, the physician and not the CMHC would be responsible for billing the carrier on Form HCFA-1500 for the services of the PA.  (See Medicare Carriers Manual (MCM), §16001.) 

D.
Outpatient Mental Health Treatment Limitation.--The outpatient mental health treatment limitation may apply to services to treat mental, psychoneurotic, and personality disorders when furnished by physicians, clinical psychologists, NPs, CNSs, and PAs to partial hospitalization patients.  However, the outpatient mental health treatment limitation does not apply to such mental health treatment services billed to you as partial hospitalization services.

E.
Reporting of Service Units.--Visits should no longer be reported as units. Instead, CMHCs report in Form Locator (FL) 46, "Service Units," the number of times the service or procedure, as defined by the HCPCS code, was performed when billing for partial hospitalization services identified by revenue code in subsection C.

EXAMPLE:
A beneficiary received psychological testing (HCPCS code 96100, which is defined in one hour intervals) for a total of 3 hours during one day.  The CMHC reports revenue code 918 in FL 42, HCPCS code 96100 in FL 44, and “three” units in FL 46.

When reporting service units for HCPCS codes where the definition of the procedure does not include any reference to time (either minutes, hours or days), CMHCs should not bill for sessions of less than 45 minutes.  

Return to provider claims that contain more than one unit for HCPCS codes G0129, Q0082, and G0172 or that do not contain service units for a given HCPCS code.

NOTE:
Service units are not required to be reported for drugs and biologicals (Revenue Code 250)

F.
Line Item Date of Service Reporting.--Dates of service per revenue code line for partial hospitalization claims that span two or more dates.  This means each service (revenue code) provided must be repeated on a separate line item along with the specific date the service was provided for every occurrence.  Line item dates of service are reported in FL 45 “Service Date” (MMDDYY).  See examples below of reporting line item dates of service.  These examples are for group therapy services provided twice during a billing period.

For the UB-92 flat file, report as follows:

Record Type
Revenue Code
HCPCS
Dates of Service
Units
Total Charges
61


915


90849
19980505

1

$80.00

61


915


90849
19980529

2

$160.00

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

FL 42

FL 44

FL 45

FL 46

FL 47
915


90849

050598

1


$80.00

915


90849

052998

2


$160.00
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For the Medicare A 837 Health Care Claim version 3051 implementations 3A.01 and 1A.C1, report as follows:

LX*1~

SV2*915*HC:90849*80*UN*1~

DTP*472*D8*19990505~

LX*2~

SV2*915*HC:90849*160*UN*2~

DTP*472*D8*19990529~

Return to provider claims that span two or more dates if a line item date of service is not entered for each HCPCS code reported or if the line item dates of service reported are outside of the statement covers period.  Line item date of service reporting is effective for claims with dates of service on or after June 05, 2000.
 

G.
Payment.--Section 1833(a)(2)(B) of the Act provides the statutory authority governing payment for partial hospitalization services provided by a CMHC.  Make payment on a reasonable cost basis until OPPS is implemented.  The Part B deductible and coinsurance apply.  

During the year, make payment at an interim rate based on a percentage of billed charges.  Payment principles applicable to partial hospitalization services furnished in CMHCs are contained in §§2400ff of the Provider Reimbursement Manual.  Furnish each CMHC with one copy of that manual.  

Beginning with services provided on or after August 1, 2000, make payment on a per diem basis under the hospital outpatient prospective payment system for partial hospitalization services.  CMHCs must continue to maintain documentation to support medical necessity of each service provided, including the beginning and ending time.

NOTE:
Occupational therapy services provided to partial hospitalization patients are not subject to the prospective payment system for outpatient rehabilitation services, and therefore the financial limitation required under §4541 of the Balanced Budget Act (BBA) does not apply.

H.
Medical Review.--Follow medical review guidelines in §3920.1k3.

I.
Coordination With CWF.--Use the HUOP record format.  CWF began accepting provider numbers 4600-4799 for transmissions November 11, 1991, and later.  All edits for bill type 74X apply, except provider number ranges 4600-4799 are acceptable only for services provided on or after October 1, 1991.
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3652.
BILLING FOR ABORTION SERVICES

Effective October 1, 1998, abortions are not covered under the Medicare program except for instances where the pregnancy is a result of an act of rape or incest; or the woman suffers from a physical disorder, physical injury, or physical illness, including a life endangering physical condition caused by the pregnancy itself that would, as certified by a physician, place the woman in danger of death unless an abortion is performed.

A.
“G” Modifier.--The “G7” modifier is defined as “the pregnancy resulted from rape or incest, or pregnancy certified by physician as life threatening.”

Beginning July 1, 1999, providers should bill for abortion services using the new Modifier G7.  This modifier can be used on claims with dates of services October 1, 1998 and after.  CWF will be able to recognize the modifier beginning July 1, 1999.
B.
Intermediary Billing Instructions.--

1.
Hospital Inpatient Billing--Hospitals will bill you on Form HCFA-1450 using bill type 11X.  Medicare will only pay when condition code A7 or A8 is used in FLs 24-30 of UB92 along with an appropriate ICD-9-CM principal diagnosis code that will group to DRG 380 or with an appropriate ICD-9-CM principal diagnosis code and one of the four appropriate ICD-9-CM operating room procedure codes listed below that will group to DRG 381.  

69.01

69.02

69.51

74.91

Providers must use ICD-9-CM codes 69.01 and 69.02 to describe exactly the procedure or service performed.

You must manually review claims with the above ICD-9-CM procedure codes to verify that all of the above conditions are met.

2.
Outpatient Billing--Hospitals will bill you on Form HCFA-1450 using bill type 13X, 83X and 85X.  Medicare will pay only if one of the following CPT codes is used with the “G7” modifier. 

59840

59851


59856

59841

59852


59857

59850

59855


59866

C.
Common Working File (CWF) Edits.--For hospital outpatient claims, CWF will bypass its edits for a managed care beneficiary who is having an abortion outside their plan and the claim is submitted with the “G7” modifier and one of the above CPT codes.

For hospital inpatient claims, CWF will bypass its edits for a managed care beneficiary who is having an abortion outside their plan and the claim is submitted with one of the above ICD-9-CM procedure codes.
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D.
Medicare Summary Notices (MSN)/Explanation of Your Medicare Benefits (EOMB)/ Remittance Advice Message.--

If a claim is submitted with one of the above CPT procedure codes but no “G7” modifier, the claim should be denied.  State on the MSN or the EOMB the following message:

“This service was denied because Medicare only covers this service under certain circumstances.” (MSN Message 21.21, EOMB Message 21.32).

For the remittance advice use existing American National Standard Institute (ANSI) X12-835 claim adjustment reason code B5, “Claim/service denied/reduced because coverage guidelines were not met or were exceeded.”
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3653.
Prospective Payment for Outpatient Rehabilitation Services and the Financial Limitation.--Section 4541(a)(2) of the Balanced Budget Act (BBA) (P.L. 105-33) which added §1834(k) (5) to the Social Security Act, requires that all claims for outpatient rehabilitation, certain audiology services and comprehensive outpatient rehabilitation facility (CORF) services,  be reported using a uniform coding system.  The Health Care Financing Administration Common Procedure Coding System (HCPCS) is the coding system to be used for the reporting of these services.  This coding requirement is effective for all claims for outpatient rehabilitation services including certain audiology services and CORF services submitted on or after April 1, 1998.  (See subsection A for additional information regarding this coding system.)  The BBA also requires payment under a prospective payment system for outpatient rehabilitation services including audiology and CORF services.  The Medicare Physician Fee Schedule (MPFS) is the prospective payment system for these services, effective January 1, 1999.  (See subsection L for additional information concerning this payment system.)  In addition, §4541(c) of the BBA requires application of a financial limitation for all outpatient rehabilitation services.  However, with the enactment of §221 of the Balanced Budget Refinement Act (BBRA) of 1999, the application of the financial limitation has been eliminated as described below.


For outpatient rehabilitation claims with dates of service January 1, 2000 through December 31, 2001 the following applies:


· A 2 year moratorium has been placed on the application of the financial limitations for claims for outpatient rehabilitation services with dates of service January 1, 2000 through December 31, 2001;


· During the 2 year moratorium, the Secretary shall conduct a focused medical review for outpatient rehabilitation services (physical therapy, occupational therapy and speech language pathology) with an emphasis on services performed in skilled nursing facilities; and,


· Effective January 1, 2000, optometrists may refer patients for outpatient rehabilitation services as well as established and review the Plan of Treatment (POT).


For outpatient rehabilitation claims with dates of service January 1, 2002 through December 31, 2002, the following applies:


· In accordance with the enactment of the Beneficiary Improvement and Protection Act of 2000, (BIPA) which extends the moratorium on the application of the financial limitation for claims for outpatient rehabilitation services is extended through December 31, 2002.


See subsections Q and R for additional information concerning the financial limitation (prior and post BBRA).


A.
HCPCS Coding Requirement.--Effective for claims submitted on or after April 1, 1998, providers must use HCPCS codes to report outpatient rehabilitation, CORF and certain audiology services.  This coding requirement assures proper payment under a prospective payment system for these services.


HCPCS codes include CPT-4 codes.  Providers report HCPCS codes in FL 44, "HCPCS/Rates"  (See §3627 for an explanation of the HCPCS coding system, and §3627.1 and 3627.5 for instructions for informing/educating your providers regarding HCPCS reporting.)


NOTE:
Listing of HCPCS codes contained in this instruction does not assure coverage of the specific service.  Current coverage criteria still apply.


Outpatient rehabilitation services that require HCPCS coding are outpatient physical therapy services (which includes outpatient speech-language pathology services) and outpatient occupational therapy services.
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The following "providers of services" must bill you for these services using HCPCS codes:


· 
Hospitals;

· 
Skilled nursing facilities (SNFs);

· 
Home health agencies (HHAs);

· 
Comprehensive outpatient rehabilitation agencies (CORFs); and,

· 
Outpatient physical therapy providers (OPTs).


Hospitals and SNFs providing outpatient rehabilitation and certain audiology services to their inpatients, who are entitled to benefits under Part A, but who have exhausted benefits for inpatient services during a spell of illness, or to their inpatients who are not entitled to benefits under Part A, are also required to report HCPCS codes.


For HHAs, HCPCS coding for outpatient rehabilitation and certain audiology services only applies when HHAs provide such service to individuals that are not homebound and; therefore, not under a POT.


B.
Applicable Bill Types.--The appropriate bill types requiring HCPCS coding under this payment system are:  12X, 13X, 22X, 23X, 34X, 74X, 75X and 83X.


C.
Applicable Revenue Codes.--The appropriate revenue codes for reporting outpatient rehabilitation services are 420, 430, and 440.  The appropriate revenue code for reporting audiology service is 470.  The general classification of revenue codes is all that is needed for billing purposes.  If, however, your providers choose to use more specific revenue code classifications, you should accept them.  Reporting of CORF services is not limited to specific revenue codes.


Many therapy services, for example, physical therapy modalities or therapy procedures as described by HCPCS codes, are commonly delivered by both physical and occupational therapists.  Other services may be delivered by either occupational therapists or speech-language pathologists.  Therefore, providers report outpatient rehabilitation HCPCS codes in conjunction with the appropriate outpatient rehabilitation revenue code based on the type of therapist who delivered the service, or, if the service is not delivered by a therapist, then the type of therapy under the POT for which the service is delivered.


D.
Applicable Outpatient Rehabilitation HCPCS Codes.--The applicable HCPCS codes for reporting outpatient rehabilitation services are as follows:  (NOTE:  listing of the following codes does not imply that services are covered.)


29065*
29075*
29085*
29105*
29125*
29126
29130*
29131
29200*


29220
29240
29260
29280
 29345*
29365*
29405*
29445*
29505*


29515*
29520*
29530*
29540*
 29550*
29580*
29590*
64550
90901


90911
92506
92507
92508
 92510
92526
95831
95832
95833


95834
95851
95852
96105
 96110
96111
96115
97001


97002
97003
97004
97010****

97012
97014
97016
97018


97020
97022
97024
97026
97028
97032
97033
97034
97035


97036
97039
97110
97112
97113
97116
97122
97124
97139


97140
97150
97504**
97520
97530
97532
97533
97535
97537


97542
97545
97546
97601*****

97602****

97703
97750


97799***

V5362***

V5363***

V5364***

G0193***

G0194***

G0195***

G0196***

G0197***

G0198***

G0199***

G0200***

G0201***


*These codes when delivered in an outpatient hospital setting are not considered outpatient rehabilitation services.  Therefore, they are not subject to payment under the MPFS.  Pay hospitals under the outpatient prospective payment system for these services.


**Code 97504 should not be reported with code 97116.  However, if code 97504 was performed on an upper extremity and code 97116 (gait training) was also performed, both codes may be billed with 
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modifier 59 to denote a separate anatomic site.  CWF will reject these claims when modifier 59 is not present indicating that the 97504 service was related to an upper limb orthotic.  Utilize Medicare Summary Notice message 16.29 or Explanation of Medicare Benefits message 9.55.  For remittance advice notices, use group code CO and claim adjustment reason code 4, the procedure code is inconsistent with the modifier used or a required modifier is missing.


***The physician fee schedule abstract file does not contain a price for codes 97799, V5362, V5363, V5364, G0193 or G0194, since they are priced by the carrier.  In addition, it does not contain a price for codes G0195, G0196, G0197, G0198, G0199, G0200 or G0201 since these codes will not be added to the abstract file until the next annual update.  Therefore, contact your carrier to obtain the appropriate fee schedule amount (non-facility fee) in order to make proper payment for these codes or obtain these prices from the supplemental file.


****Codes 97010 and 97602 should be bundled.  They may be bundled with any therapy code.  Regardless of whether they are billed alone or in conjunction with another therapy code, never make payment separately for these codes.  If billed alone, this code should be denied using existing EOMB/MSN language.  For remittance advice notices, use group code CO and claim adjustment reason code 97, payment is included in the allowance for another service/procedure, to deny a procedure code that should have been bundled.


*****Code 97601 was inadvertently omitted from the MPFS abstract file.  If you receive a claim that contains this code, obtain the price from the supplemental file.  This code replaced G0169.


NOTE:
The above list of codes contain commonly utilized codes for outpatient rehabilitation services.  You may consider other codes for payment under the MPFS as outpatient rehabilitation services to the extent that such codes are determined to be medically reasonable and necessary and those that could be performed within the scope of practice of the therapist billing the code.


E.
Applicable Audiology HCPCS Codes.--In addition to the HCPCS codes listed in Subsection D, the HCPCS codes listed below are paid under the MPFS when performed by an entity primarily engaged in the delivery of outpatient rehabilitation services.


92552
92553
92555
92556
92557
92561
92562
92563
92564

92565
92567
92568
92569
92571
92572
92573
92575
92576

92577
92579
92582
92583
92584
92587
92588
92589
92596

V5299*


*The physician fee schedule abstract file will not contain a price for this code since it is priced by the carrier.  Contact your carrier to obtain the appropriate fee schedule amount in order to make proper payment.


NOTE:
The HCPCS codes listed above with the exception of V5299 should not be paid under the MPFS when furnished by hospital outpatient departments.  These audiology codes are currently paid under the outpatient prospective payment system (OPPS).


F.
HCPCS Coding Requirements for CORFs.--In addition to the HCPCS codes listed in subsections D and E, for outpatient rehabilitation services and audiology, CORFs are required to use HCPCS codes for their full range of services.  The applicable HCPCS codes, which have been identified to date, are as follows:



90657*
90658*
90659*
90660*
90732*
90744*
90745*
90746*


90747*
90748*
94664
94665
94667
94668
G0008*
G0009*


G0010*
G0128**


*These codes are not subject to payment under the MPFS.  Pay for these services under the hospital outpatient prospective payment system.
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**This code is defined as follows:  Direct face-to-face with patient.  Skilled nursing services of a registered nurse provided in a comprehensive outpatient rehabilitation facility, each 10 minutes beyond the first 5 minutes.  G0128 should be reported only for direct patient care services that are not part of another CPT-4 coded service.


NOTE:
The above list is intended to facilitate your ability to pay claims under the MPFS.  It is not intended to be a list of all covered CORF services and does not assure coverage of these services.


In almost all cases, HCPCS Level I codes will be used to code CORF services.  For some categories of services, HCPCS Level II codes may be used if a HCPCS Level I code does not describe the service.


CORFs continue to bill for orthotic/prosthetic devices and surgical dressings utilizing existing HCPCS codes provided to them by their intermediary.  Payment will continue for these items under the orthotic/prosthetic and surgical dressing fee schedule.


G.
Discipline Specific Outpatient Rehabilitation Modifiers.--Providers identified in subsection A (including hospital outpatient departments) are required to report one of the following modifiers to distinguish the type of therapist who performed the outpatient rehabilitation service (not the payment designation) or, if the service was not delivered by a therapist, then the discipline of the POT under which the service is delivered should be reported:


GN

Service delivered personally by a speech-language pathologist under an outpatient speech-language pathology Plan of Care;


GO

Service delivered personally by an occupational therapist or under an outpatient occupational therapy Plan of Care; or,


GP

Service delivered personally by a physical therapist or under an outpatient physical therapy Plan of Care.


If an audiology procedure (HCPCS) code listed in subsection E is performed by an audiologist, the above modifiers are not required to be reported.



H.
Edit Requirements.-Edit to assure the presence of a HCPCS code when revenue codes 420, 430, 440, or 470 are reported.  However, do not edit the matching of revenue code to HCPCS codes or edit to limit provider reporting to only those HCPCS listed in this instruction.



I.
Reporting of Service Units.--Effective with claims submitted on or after April 1, 1998, providers are required to report the number of units for outpatient rehabilitation and certain audiology services in FL 46 "Service Units" based on the procedure or service, e.g., based on the HCPCS code reported instead of the revenue code.  CORFs will also report their full range of CORF services in the same manner.  Units are to be reported based on the number of times the procedure, as described in the HCPCS code definition, is performed.  When reporting service units for HCPCS codes where the procedure is not defined by a specific timeframe report "1" in FL 46.  Visits should no longer be reported as units for these services.  Since providers may perform a number of procedures or services during a single visit, the number of units may exceed the number of visits.


EXAMPLE:
A beneficiary received occupational therapy (HCPCS code 97530 which is defined in 15 minute intervals) for a total of 60 minutes.  The provider would then report revenue code 43X in FL 42, HCPCS code 97530 in FL 44, and "four" units in FL 46.


Providers should report in FLs 39-41 value code 50, 51, or 52 as appropriate the total number of physical therapy, occupational therapy, or speech therapy visits provided from start of care through the billing period.
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Several CPT codes used for therapy modalities, procedures, and tests and measurements specify that the direct (one on one) time spent in patient contact is 15 minutes.  Providers report procedure codes for services delivered on any calendar day using CPT codes and the appropriate number of units of service.  For any single CPT code, providers bill a single 15 minute unit for treatment greater than or equal to 8 minutes and less than 23 minutes.  If the duration of a single modality or procedure is greater than or equal to 23 minutes to less than 38 minutes, then 2 units should be billed.  Time intervals for larger numbers of units are as follows:


3 units


> 38 minutes to < 53 minutes

4 units


> 53 minutes to < 68 minutes

5 units


> 68 minutes to < 83 minutes

6 units


> 83 minutes to < 98 minutes

7 units


> 98 minutes to < 113 minutes

8 units


> 113 minutes to < 128 minutes


The pattern remains the same for treatment times in excess of 2 hours.  Providers should not bill for services performed for < 8 minutes.  The expectation (based on the work values for these codes) is that your direct patient contact time for each unit will average 15 minutes in length.  If a provider has a consistent practice of billing less than 15 minutes for a unit, these situations should be highlighted for review.


The beginning and ending time of the treatment should be recorded in the patient's medical record along with the note describing the treatment.  The time spent delivering each service, described by a timed code, should be recorded.  (The length of the treatment to the minute could be recorded instead.)  If more than one CPT code is billed during a calendar day, then the total number of units that can be billed is constrained by the total treatment time.  For example, if 24 minutes of 97112 and 23 minutes of 97110 were furnished, then the total treatment time was 47 minutes, so only 3 units can be billed for the treatment.  The correct coding is 2 units of 97112 and one unit of 97110, assigning more units to the service that took the most time.


NOTE:
The above schedule of times is intended to provide assistance in rounding time into 15 minute increments.  It does not imply that any minute until the eighth should be excluded from the total count.  The timing of active treatment counted includes all direct treatment time.


J.
Determining What Time Counts Towards 15 Minute Timed Codes.--Providers report the code for the time actually spent in the delivery of the modality requiring constant attendance and therapy services.  Pre- and post- delivery services are not to be counted in determining the treatment service time.  In other words, the time counted as "intraservice care" begins when the therapist or physician) or an assistant under the supervision of a physician or therapist) is directly working with the patient to deliver treatment services.  The patient should already be in the treatment area (e.g., on the treatment table or mat or in the gym) and prepared to begin treatment.


The time counted is the time the patient is treated.  For example, if gait training in a patient with a recent stroke requires both a therapist and an assistant, or even two therapists, to manage in the parallel bars, each 15 minutes the patient is being treated can only count as one unit of 97116.  The time the patient spends not being treated because of the need for toileting or resting should not be billed.  In addition, the time spent waiting to use a piece of equipment or for other treatment to begin is not considered treatment time.


K.
Line Item Date of Service Reporting.--Providers are required to report line item dates of service per revenue code line for outpatient rehabilitation services and audiology services described in subsections D and E.  CORFs are also required to report their full range of CORF services by line item date of service.  This means each service (revenue code) provided must be repeated on a separate line item along with the specific date the service was provided for every occurrence.  Line item dates of service are reported in FL 45 "Service Date" (MMDDYY).  See example below of 
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reporting line item dates of service.  This example is for physical therapy services provided twice during a billing period.


For the UB-92 flat file, report as follows:


Record Type
Revenue Code

HCPCS
Dates of Service
Units
Total Charges

61


420



97001
19981006

1

$60.90

61


420



97110
19981029

2

$44.02


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


FL 42

FL 44

FL 45

FL 46

FL 47

420


97001

100698

1


$60.90

420


97110

102998

2


$44.02


For the Medicare A 837 Health Care Claim version 3051 implementations 3A.01 and 1A.C1, as well as the 837 Health Care Claim version 4010 (when implemented), report as follows:


LX*1~

SV2*420*HC: 97001*60.9*UN*1~

DTP*472*D8*19981006~

LX*2~

SV2*420*HC: 97110*44.02*UN*2~

DTP*472*D8*19981029~


Return bills that span two or more dates if a line item date of service is not entered for each HCPCS reported.  Line item date of service reporting is effective for claims with dates of service on or after October 1, 1998.


Providers report line item dates of service, in revenue code order by date of service.  Services that do not require line item date of service reporting, may be reported before or after those services that require line item reporting.



L.
Implementation of Medicare Physician Fee Schedule (MPFS).--Effective for claims with dates of service on or after January 1, 1999, the MPFS will be the method of payment when outpatient physical therapy (which includes outpatient speech-language pathology) and occupational therapy services are furnished by rehabilitation agencies (outpatient physical therapy providers and CORFs), hospitals (to outpatients and inpatients who are not in a covered Part A stay), SNFs (to residents not in a covered Part A stay and to non-residents who receive outpatient rehabilitation services from the SNF), and HHAs (to individuals who are not homebound or otherwise are not receiving services under a home health POT).  The MPFS will be used as a method of payment for outpatient rehabilitation services furnished under arrangement with any of these providers.  In addition, the MPFS will also be used as the payment system for audiology and CORF services identified by the HCPCS codes in subsection E and F.  Assignment is mandatory.  The Medicare allowed charge for the services is the lower of the actual charge or the MPFS amount.  The Medicare payment for the services is 80 percent of the allowed charge after the Part B deductible is met.  Coinsurance is made at 20 percent of the lower of the actual charge or the MPFS amount.  The general coinsurance rule (20 percent of the actual charges) does not apply when making payment under the MPFS.  This is a final payment.  The MPFS does not apply to outpatient rehabilitation services furnished by critical access hospitals (CAHs).  CAHs are to be paid on a reasonable cost basis.


An example of payment methodology in which the Part B deductible has previously been met is as follows:
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EXAMPLE:
$150 Provider charge;

$100 MPFS amount.


Payment is 80 percent of the lower of the actual charge or fee schedule amount which in this case is $80.00.  ($100.00 X 80 percent).


The result remaining 20 percent or $20 is the patient's coinsurance liability.


You will be provided with a physician fee schedule abstract file which contains non-facility fee schedule payment amounts for the outpatient rehabilitation, audiology and CORF HCPCS codes listed in subsections E and F.  These codes are identified in the abstract file by a value of "R" in the fee indicator field.  The file will include fee schedule payment amounts by locality and will be available via the HCFA Mainframe Telecommunications System (formerly referred to as the Network Data Mover).  You will be responsible for retrieving this file upon notification by HCFA and making payment based on 80 percent of the lower of the actual charge or fee schedule amount indicated on the file after the Part B deductible has been met.  You will be notified of updates to the MPFS, file names and when the updated files will be available for retrieval.  Upon retrieval, disseminate the fee schedules to your providers.  Advise providers requesting the entire MPFS of its availability via HCFA's Mainframe Telecommunications System.  The following is the record layout for the physician fee schedule abstract file:


Record Length:

60

Record Format:

FB

Block Size:


6000

Character Code:

EBCDIC

Sort Sequence:

Carrier, Locality HCPCS Code, Modifier


COBOL

Data Element Name

Location

Picture

Value

  1 -- HCPCS



1-5


X(05)

  2 -- Modifier



6-7


X(02)

  3 -- Filler




8-9


X(02)

  4 -- Non-Facility Fee

10-16

9(05)V99

  5 -- Filler




17-23

X(07)

  6 -- Filler




24-30

X(07)

  7 -- Carrier Number

31-35

X(05)

  8 -- Locality



36-37

X(02)

Identical to the radiology/diagnostic fees

  9 -- Filler




38-40

X(03)

10 -- Fee Indicator


41-41

X(1)


"R" -- Rehab/Audiology/CORF services

11 -- Outpatient Hospital
42-42

X(1)


"0" -- Fee applicable in hospital indicator 












outpatient setting

"1" -- Fee not applicable in hospital 












outpatient setting

12 -- Filler



43-60

X(18)


If you determine during the medical review process that a HCPCS code other than those listed in this instruction should be considered for payment as an outpatient rehabilitation service because you consider the service to be medically reasonable and necessary or one that could be performed within the scope of practice of the therapist billing the code, you must contact your carrier to obtain the appropriate fee schedule amount in order to make proper payment.


NOTE:
Outpatient occupational therapy (OT) services defined in §1861(g) should not be confused with the "OT" included in the definition of partial hospitalization services by §1861(ff)(2)(B).  Partial hospitalization services, including any OT furnished in 
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that setting, are not payable under the MPFS.  Therefore, if a hospital outpatient claim for OT services contains a condition code 41 designating partial hospitalization services, make payment under OPPS.  Your system must be able to determine the appropriate payment methodology for OT services based on the presence/non-presence of condition code 41.



M.
Additional HCPCS Requirement for CORFs.--Effective with claims with dates of service on or after July 1, 2000, CORFs are required to report all of their services utilizing HCPCS and you are required to make payment for all covered CORF services under the MPFS.  Because of systems constraints in installing and making payments under the MPFS, HCFA will provide you with an updated MPFS abstract file in place of the entire MPFS file.  This abstract file will contain additional HCPCS codes for CORF services and their related prices. The additional codes are as follows:




90804
90805
90806
90807
90808
90809
90810
90811 90812
90813
90814
90815
90845
90846
90847
90849
90853
90857


If you receive a claim for a Medicare covered service with dates of service on or after July 1, 2000 that does not appear on the abstract file, you have two options for obtaining pricing information: 


Option I: You will be provided with an additional supplemental file that will contain all physician fee schedule services and their related prices.  Since this supplemental file contains approximately a million records, we do not anticipate that you would incorporate it into your operational systems, but instead use it as a resource to extract pricing data as needed.  The data in the supplemental file will be in the same format as the MPFS abstract file, but the fields defining the fee and outpatient hospital indicators will not be populated, instead they will be filled in with spaces.  See subsection L for the format of the record layout.


Option II: Contact your local carrier to obtain the price in order to pay the claim.  When requesting the pricing data advise the carrier to provide you with the non-facility fee from the MPFS


The MPFS supplemental file of physician fee schedule services will be available for retrieval through HCFA's Mainframe Telecommunications System formerly known as the Network Data Mover system.  You will be notified yearly of the file retrieval names and dates by way of a program memorandum.



N.
Payment of Drugs, Biologicals and Supplies in a CORF.--Effective April 1, 2001, payment for drugs and biologicals in a CORF setting will no longer be reimbursed on cost.  Payment will be made at the lower of the billed charge or 95 percent of the average wholesale price (AWP) as reflected in sources such as the Red Book, Blue Book, or Medispan.  For single-source drug or biological, the allowance is 95 percent of the AWP for the single product, or, for multi-source drug or biological, the AWP is the lesser of the median AWP of all generic forms of the drug or biological or the lowest brand name product AWP.  The Part B deductible and coinsurances apply.  Payment for influenza, pneumococcal pneumonia and hepatitis B vaccines provided in a CORF are made under the outpatient prospective payment system as outlined in PM A-00-36, dated June 2000.


Advise your CORFs to report drugs and biologicals under revenue code 636 with the appropriate HCPCS code identifying the drug.  If no specific HCPCS codes are available, use the following codes:  J3490, J7599, J7699, J7799, J8999 and J9999.


In order to eliminate duplication of effort by our contractors and to ensure uniform pricing of drugs, carriers will furnish their drug payment allowance for all drugs directly to the intermediaries in their jurisdiction free of charge.


Intermediaries should contact the carriers to determine the preferred method of transmission.
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Carriers are to send this information to all intermediaries with whom they routinely deal.  If this method of obtaining payment allowance updates does not work for any carrier, contact your appropriate regional office immediately.


CORFs are currently being reimbursed for supplies on the basis of cost.  However, since supplies are part of the practice expense of physician's services, separate payment for supplies under the MPFS should not be made.  Effective April 1, 2001, CORFs should not bill for the supplies they furnish.  The payment for supplies is included in payments made under the MPFS.



O.
Application of the Outpatient Mental Health Treatment Limitation.--In accordance with §1833 of the Social Security Act (the Act) payment is made at 62 ½ percent of the approved amount for outpatient mental health treatment services.  This provision will continue to be implemented in accordance with the Act when these services are furnished to beneficiaries by CORFs.  Therefore, make payment at 62 ½ percent of 80 percent of the approved amount (or in effect 50 percent) for outpatient mental health treatment services.  Hence, if the MPFS amount for a mental health treatment service provided in a CORF is $100, this amount is multiplied by 62.5 percent (the mental health treatment limitation).  The resulting amount of $62.50 is then multiplied by 80 percent which yields the Medicare payment of $50.  The remaining 20 percent or the balance of $12.50, is the coinsurance responsibility of the beneficiary.  Report the amount in excess of the mental health limitation amount, $37.50, in the provider remittance advice with group code PR and claim adjustment reason code 122, Psychiatric reduction.  This limitation may not be included in the coinsurance amount.


P.
CWF and PS&R Requirements.--Report the procedure codes in the financial data section (field 65a-65j).  Include revenue code, HCPCS, units, and covered charges in the record.  Where more than one HCPCS procedure is applicable to a single revenue code, the provider reports each HCPCS and related charge on a separate line.  Report the payment amount before adjustment for beneficiary liability in field 65g "Rate" and the actual charge in field 65h "Covered Charges".  The PS&R system includes outpatient rehabilitation, audiology and CORF services listed in subsections E and F on a separate report from cost based payments.  See your PS&R guidelines for specific information.


Q.
Financial Limitation Prior to the BBRA.--§4541(c) of the BBA required application of a financial limitation to all outpatient rehabilitation services.  An annual per beneficiary limit of $1500 applied to all outpatient physical therapy services (including speech-language pathology services).  A separate $1500 limit applied to all occupational therapy services.  The annual limitations did not apply to services furnished directly or under arrangements by a hospital to an outpatient or to an inpatient who was not in a covered Part A stay.  This limitation applied to expenses incurred on or after January 1, 1999.  Incurred expenses are equal to the lesser of the actual charge for the services or the appropriate MPFS amount for the service.  If the lesser of (1) the actual charge for the service or (2) the MPFS amount was $100, then $100 was the incurred expense and applied towards the limit.  Of the $100, 80 percent or $80 was paid by Medicare and 20 percent or $20 was payable as coinsurance by the beneficiary.  In other words, $1200 of the $1500 limit was paid by Medicare and $300 was the beneficiary's coinsurance.  Beginning 2002, these limits were to be increased by the percentage increase in the Medicare Economic Index.  By 2001, a report to Congress is required recommending a revised coverage policy for outpatient rehabilitation services in place of the $1500 limitation.  BIPA extended this moritorium on the financial limitation until December 31, 2002.


Prior to January 1, 2000, providers were instructed to keep track of incurred expenses.  This process was put in place to assure they did not bill Medicare for patients who exceeded the annual $1500 limitations for therapy services rendered by that individual provider.  Effective January 1, 2000, providers are no longer be required to keep track of incurred expenses for claims with dates of service January 1, 2000, and beyond.  As a result, §221 of the Balanced Budget Refinement Act (BBRA) of 1999 places a two-year moratorium on the application of the financial limitation for claims for therapy services with dates of service January 1, 2000 through December 31, 2001.  During the 2-year moratorium, the Secretary shall conduct focused medical review for physical therapy, occupational therapy and speech language pathology services with an emphasis on services performed in skilled nursing facilities (SNFs).
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CWF is not tracking the financial limitation at this time for intermediary processed claims.  As a transitional measure, effective for claims with dates of service on or after January 1, 1999, non-hospital providers will be held accountable for tracking incurred expenses for each beneficiary to assure they do not bill Medicare for patients who have met the annual $1500 limitation at their facility for each separate limitation.  This is a per provider, per beneficiary financial limitation.


For SNFs, this means that the SNF itself is responsible for the billing of all outpatient rehabilitation services and the tracking of incurred expenses for those services when furnished to a SNF resident not in a covered Part A stay and SNF non-resident receiving outpatient rehabilitation services at the SNF regardless of whether the services are furnished by the SNF itself or by an outside therapist.  In addition, SNFs are allowed to send one of their residents to the hospital (or any other facility) once that resident has reached the respective financial limitation at its facility, but is not allowed to bill for services that exceed the limitation.


Providers were expected to make reasonable efforts to determine whether the beneficiary has reached or exceeded the $1500 limit for services.  For example, a provider was expected to keep track of the expenses the beneficiary incurred in receiving physical therapy (including speech-language pathology) or occupational therapy services billed by that particular provider.  Moreover, it was reasonable to ask a beneficiary whether he or she knew if the limits had been reached.  SNFs had particular responsibilities, as described above.  While a provider was expected to make these and other reasonable efforts to determine whether the limitations had been reached for a particular beneficiary, it was not expected that a provider would know whether a beneficiary had exceeded the limitation because of services provided at another, non-affiliated provider.


Once the limitation was reached, a claim could be submitted for purposes of receiving a denial notice from Medicare in order to bill Medicaid or other insurers.  In this situation, the non-hospital provider reported condition code 21 in FL 24-30 of Form HCFA-1450.  Use group code PR and claim adjustment reason code 119, Benefit maximum for this time period has been reached, in the provider remittance advice to establish the reason for denial.  The provider should advise the beneficiary that a claim for services that exceeds the $1500 limitation was being denied pursuant to §1833(g) of the Social Security Act (42 U.S.C. §1395(g)).  As with other denial of benefit determinations, the beneficiary could appeal Medicare's denial of benefits.  The beneficiary was to be advised of his or her appeal rights set forth in 42 CFR Part 405, subpart G.  The provider was to notify the beneficiary that any additional outpatient rehabilitation services would result in the beneficiary exceeding the limitation.  Such notification allowed the beneficiary to make an informed choice about continuing to receive services from the provider or to change to another provider, practitioner, or hospital outpatient department.  This was necessary because the beneficiary was responsible for payment of all outpatient rehabilitation services that exceeded the financial limitation at any given provider.


In situations where a beneficiary was close to reaching the financial limitation and a particular claim might exceed the limitation, the provider was to bill their usual and customary charge for the service furnished even though such charge might exceed the $1500 limit.  For example, a beneficiary to date received services for which the total amount of payment and the beneficiary coinsurance total $1480.  The beneficiary then received 3 units of services - 1 unit at $50; 1 unit at $25; and 1 unit at $30.  The provider was to bill for the unit of service with the $25 charge, i.e., the charge that when added to the total allowed payment would least exceed the limitation.  The other two units of service and any services furnished subsequently could be billed only for the purpose of receiving a denial notice (as noted above) that the provider could use to bill the beneficiary's other insurers.  This meant that the provider would split the bill for three units of service that total $105.


The appropriate bill types subject to the financial limitation are 22X, 23X, 34X, 74X and 75X.


R.
Financial Limitation Post BBRA and BIPA.--A 2- year moratorium has been placed on the application of the financial limitation for claims with dates of service January 1, 2000 through December 31, 2001.  During this period, HCFA will develop strategies for conducting medical 
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review of therapy services in 2000 and 2001 to determine if services billed are covered (including being reasonable and necessary).  HCFA will provide additional direction at a later date.  In the interim, conduct coverage reviews of therapy services for only the following places of service:

· 
SNF PPS claims in accordance with SNF PPS medical review instructions issued in relevant PM; and,

· 
HHA PPS claims in accordance with HHA PPS medical review instructions to be issued later this year.

However, as always, if in the course of data analysis you identify serious problems (egregious over utilization or fraud) in other settings you should take appropriate action. 

There should be no prepay or postpay review for the purpose of enforcing the financial limitation.

You may continue to edit claims to ensure compliance with the financial limitation for pre-2000 dates of service.  However, be judicious in your use of resources for this purpose, particularly in manual efforts consuming resources at the cost of priority reviews for 2000 and 2001.

Financial limitation denials are benefit category denials; therefore, the limitations on liability protections do not apply.

In addition, optometrists may refer patients for therapy services as well as establish and review the POT.  Review your policy manuals to ensure this change is effectuated within your operations.

BIPA has extended the moratorium on the financial limitation until December 31, 2002.

S.
Coding Guidance for Certain Physical Medicine CPT Codes.--The following provides guidance about the use of codes 96105, 97150, 97545, 97546, and G0128.

· 
CPT Codes 96105, 97545 and 97546.
Providers report code 96105, assessment of aphasia with interpretation and report in 1-hour units.  This code represents formal evaluation of aphasia with an instrument such as the Boston Diagnostic Aphasia Examination.  If this formal assessment is performed during treatment, it is typically performed only once during treatment and its medical necessity should be documented.  If the test is repeated during treatment, the medical necessity of the repeat administration of the test must also be documented.  It is common practice for regular assessment of a patient's progress in therapy to be documented in the chart, and this may be done using test items taken from the formal examinations.  This is considered to be part of the treatment and should not be billed as 96105 unless a full, formal assessment is completed.

Other timed physical medicine codes are 97545 and 97546.  The interval for 97545 is 2 hours and for 97546, 1 hour.  These are specialized codes to be used in the context of rehabilitating a worker to return to a job.  The expectation is that the entire time period specified in the codes 97545 or 97546 would be the treatment period, since a shorter period of treatment could be coded with another code such as 97110, 97112, or 97114, or 97537.  (Codes 97545 and 97546 were developed for reporting services to persons in the Worker's Compensation program, thus we do not expect to see them reported for Medicare patients except under very unusual circumstances.)


Proper Reporting of Code G0128 by CORFs.
G0128 was created for use by CORFs to report nursing services provided to beneficiaries as part of their POT but not bundled into other services billed to the beneficiary (either by the CORF or by a physician or other practitioner associated with the CORF).  The definition of this code is as follows:

G0128 Direct (face-to-face with the patient) skilled nursing services of a registered nurse provided in a comprehensive outpatient rehabilitation facility, each 10 minutes beyond the first 5 minutes.
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Thus, G0128 is used to bill for services that are specified in the beneficiary's Plan of Treatment that are not part of other services.  Examples of services that cannot be billed under G0128 are:



(1)
If a nurse participates in a physician service, e.g., taking the history or reviewing medication as part of an evaluation and management visit (HCPCS codes 99201-99275) or as part of a service during the global surgical period, assisting in a procedure, teaching the patient regarding a procedure or treatment suggested during the physician or other practitioner visit, providing information to the patient about consequences or complications of a treatment, or responding to telephone calls resulting from the physician visit, then the nursing services are part of the physician visit and cannot be separately billed by the CORF.


(2)
If a nurse takes vital signs (pulse, blood pressure, weight, respiratory rate) associated with a physician or therapy visit, this time cannot be billed using G0128.


(3)
If a wound dressing is required after a debridement (HCPCS 97601) or whirlpool treatment (HCPCS 97022) and the nurse dresses the wound, the payment for the dressing change is included in the code for debridement or whirlpool and cannot be separately billed under G0128.


(4)
Collecting a laboratory specimen, including phlebotomy.

Co-treatment by a nurse with a physical or occupational therapist or speech and language pathologist will generally not be allowed unless a separate nursing service is clearly identifiable in the POT and in the documentation.

The definition of skilled services is that it generally requires the skill of a registered nurse to perform the service.  Some examples would include procedures such as insertion of a urinary catheter, intramuscular injections, bowel disimpaction, nursing assessment, and education.

Examples would be teaching a patient proper techniques for "in-and-out" urethral catheterization, skin care for decubitus ulcer, and care and teaching of a colostomy.

Administrative tasks or documentation should not be billed under G0128.

T. Group Therapy--Pay for outpatient physical therapy services (which includes outpatient speech‑language pathology services) and outpatient occupational therapy services provided simultaneously to two or more individuals by a practitioner as group therapy services.  The individuals can be, but need not be performing the same activity.  The physician or therapist involved in group therapy services must be in constant attendance, but one-on-one patient contact is not required.


         U.    Therapy Students
General.-- Only the services of the therapist can be billed and paid under Medicare Part B.  The services performed by a student are not reimbursed even if provided under “line of sight” supervision of the therapist; however, the presence of the student "in the room" does not make the service unbillable.  Pay for the direct (one-to-one) patient contact services of the physician or therapist provided to Medicare Part B patients.  Group therapy services performed by a therapist or physician may be billed when a student is also present “in the room”.


 Examples—Therapists may bill and be paid for the provision of services in the following scenarios:



●
The qualified practitioner is present and in the room for the entire session.  The student participates in the delivery of services when the qualified practitioner is directing the service, making the skilled judgement, and is responsible for the assessment and treatment.


●
The qualified practitioner is present in the room guiding the student in service delivery when the therapy student and the therapy assistant student are participating in the provision of services, and the practitioner is not engaged in treating another patient of doing other tasks at the same time.
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●
The qualified practitioner is responsible for the services and as such, signs all documentation.  (A student may, of course, also sign but it is not necessary since the Part B payment is for the clinician’s service, not for the student’s services).



Therapy Assistants as Clinical Instructors --Physical therapist assistants and occupational therapy assistants are not precluded from serving as clinical instructors (CIs) for therapy students, while providing services within their scope of work and performed under the direction and supervision of a licensed physical or occupational therapist to a Medicare beneficiary.



Services Provided Under Part A and Part B—Note:  The payment methodologies for Part A and B therapy services rendered by a student are different.  Under the physician fee schedule (Medicare Part B), Medicare pays for services provided by physicians and practitioners that are specifically authorized by statute.  Students do not meet the definition of practitioners under Medicare Part B. Under SNF PPS, payments are based upon the case mix or RUG category that describes the patient. In the rehabilitation groups, the number of therapy minutes delivered to the patient determine the RUG category.  Payment levels for each category are based upon the costs of caring for patients in each group rather than providing specific payment for each therapy service as is done in Medicare Part B.


 
V.
Bad Debts—There is no payment for bad debts (unrecovered costs attributable to uncollectible deductible and coinsurance arising from covered services to beneficiaries considered in calculating payment to providers reimbursed on the basis of reasonable cost) with respect to services paid under the Medicare physician fee schedule.  Under a fee schedule, payment is not based on incurred costs; rather payment is made based on a schedule for the specific service furnished.  Whether a fee schedule has its basis in charges or is resource-based, the payment is not related to a specific provider’s cost outlay for a service and does not embody the concept of unrecovered cost.


Bad debts are allowable only to an entity to whom payment is made on the basis of reasonable cost.

3654.
COORDINATION WITH HEALTH MAINTENANCE ORGANIZATIONS

3654.1
Provider Billing for Services Provided to HMO Beneficiaries.--When a HMO qualifies for participation under the Medicare program, HCFA annotates its records to indicate which Medicare beneficiaries are HMO enrollees.

Depending on the contractual arrangements between the HMO and HCFA, Medicare bills for HMO enrollees may be paid either by an intermediary or HMO.  (See §§3555ff. for description of how to determine who processes the bill.)  Where these guidelines indicate the HMO has processing jurisdiction, inform the provider to bill the HMO.  Process the bill showing HMO payment.

When services are provided to a HMO enrollee for which the HMO has payment jurisdiction it either sends a HCFA-1450 to you via EMC, if possible, for processing as a "paid" HMO bill or arranges for the provider to send a HCFA-1450 directly to you.

Send the UNIBILL to HCFA, showing HMO paid code in field 67 position l840.  In field 53 positions l707-1715 show zeros as Medicare Reimbursement Amount, and charges as covered.

Do not make a duplicate payment for the same services the HMO has paid.  When you pay a HMO enrollee's bill follow regular bill processing procedures, including proper coding in location l840 of UNIBILL to indicate whether you, or the HMO, paid the bill.

3654.2
Patient is a Member of HMO for Only Part of Billing Period.--Where a patient either enrolls or disenrolls in a HMO during a period of services, two factors determine whether the HMO is liable for the payment.
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o
Whether the facility is included in PPS, and

o
The date of enrollment.

If the patient changes HMO status during an inpatient hospitalization in a PPS hospital, his status at admission determines liability.  If he was enrolled in the HMO before admission, the HMO is responsible regardless of whether the patient disenrolled before discharge.  If the patient was not a HMO enrollee upon admission, later enrolls before discharge, the HMO is not responsible for payment.

Where the facility is a non-PPS hospital or unit, SNFs, HHAs, etc., the HMO is responsible for payment for services on and after the day of enrollment up through the day disenrollment is effective.
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