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3628.
CLINICAL DIAGNOSTIC LABORATORY SERVICES OTHER THAN TO INPATIENTS

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

Hospital laboratories billing for either outpatient or nonpatient claims bill you directly.  Neither deductible nor coinsurance applies to either outpatient or nonpatient lab tests paid under the fee schedule.

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

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

A.
Fee Schedules.--Fee schedules are established and furnished by BDMS on a carrier wide basis (not to exceed a statewide basis) and furnished to you.

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

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

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

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

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

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

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

o
Effective for hospital outpatient tests furnished on or after April 1, 1988, the hospital must be a sole community hospital which meets the qualifications listed in the paragraph above to receive the 62 percent fee.  In all other cases the fee is set at 60 percent of the prevailing charge.
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Use the same determination you used for PPS purposes to determine whether a hospital qualifies as a sole community hospital.  Sole community hospitals are indicated as codes 16 and 17 in your PPS PRICER Provider Specific File.  (See §3656.3D, "Provider Type File.")

o
For tests to hospital nonpatients, the fee is set at 60 percent.

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

B.
Application of Fee Schedule.--You are responsible for applying the correct fee schedule for payment of clinical diagnostic laboratory tests by determining which hospitals meet the criteria for payment at the 62 percent fee schedule.  Only sole community hospitals with qualified hospital laboratories as defined in subsection A are eligible for payment under the 62 percent screen.

Pay the lowest of the applicable current fee schedule, the actual charge, or the NLA.  This applies to all clinical diagnostic laboratory tests except:

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

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

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

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

o
Laboratory tests provided by a participating HMO or HCPP to an enrolled member of the plan.

o
Laboratory tests furnished by a hospice.

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

80500-80502
Clinical pathology consultation



85060
Peripheral blood smear

85095-85102
Codes dealing with bone marrow smears and biopsies

86077-86079
Blood bank service

88000-88125
Certain cytopathology services

88160-88199
Certain cytopathology services

88300-88399
Surgical pathology services

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

Exclusion codes are paid under reasonable costs to the extent they are covered.
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The following codes are never subject to fee schedule limitations:

86485-86586
86915
86950

86850
86920-86922         86975-86978

86860
86927               
 86985

86870
86930-86932         89100-89105

86945
 89130-89141

 89350    

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


86021-86022


86900-86901

86880


86903-86906

86885-86886



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

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

81099


87999

84999


88299

85999


89399

86999

There may be additional valid level 3 (carrier assigned) codes to consider in any edits.

Furnish fee schedule information to your hospitals.  Nomenclature may be furnished.  If you furnish nomenclature, use the format shown in Exhibit 1.  Display the copyright at the bottom of each page.

In December, HCFA updates and distributes HCPCS codes to carriers.  Carriers supply HCFA with their local prices, and HCFA calculates the NLA and supplies it to the carriers.  HCFA will supply you with the annual HCPCS update.  (See subsection H. for price updating of fee schedules.)

D.
Billing for Diagnostic Lab Tests.--Follow requirements for review of the HCFA-l450 in §3604. Revenue code 30X or 31X is required when billed lab services are subject to the fee schedule. 

When the hospital obtains laboratory services for outpatients under arrangements with clinical laboratories or other hospital laboratories, only the originating hospital can bill for the arranged services.  
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If all tests are for a nonpatient, the hospital may submit one bill and be paid at 60 percent.

If the tests are for an outpatient, those referred to a reference laboratory are payable at 60 percent. If a sole community hospital agrees to bill for both, it must prepare two bills:  one for the laboratory tests payable at 62 percent, the other for the reference laboratory tests payable at 60 percent.  The bill for tests performed by the reference lab includes nonpatient type of bill coding.  

Billing for fee schedule laboratory tests is included with billing for other outpatient services to the same beneficiary on a single bill except where a qualified hospital laboratory is billing for a reference laboratory as described above.  Do not permit hospitals to submit separate bills for laboratory tests performed in different departments on the same day.  

Where a SNF operates a laboratory that provides laboratory services to other than its own patients, it is functioning as a clinical laboratory.  The billing for these laboratory services depend upon the status of the patient (e.g., hospital inpatients, ICF patients) and the arrangements made for payment with the referring entity.

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

Special rules apply when such services are furnished to dialysis patients.  The specimen collection fee is not separately payable for any patients dialyzed in the facility or for any patients dialyzed at home under payment Method I.  Payment for this service is included under the ESRD composite rate (Provider Reimbursement Manual, Part 1 §2711.1B4 ) for separately billable laboratory tests, as well as those included in the composite rate.  Fees for taking specimens from home dialysis patients who have elected payment Method II  (Provider Reimbursement Manual, Part 1 §§2740ff.) may be paid separately, provided all other criteria for payment are met.  Also, fees for taking specimens in the hospital setting, but outside of the dialysis unit, for use in performing laboratory tests not included in the ESRD composite rate may be paid separately.

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

Allow a specimen collection when it is medically necessary for a laboratory technician to draw a specimen from either a nursing home or homebound patient.  The technician must personally draw the specimen, e.g., venipuncture or urine sample by catheterization.  A specimen collection fee is not allowed the visiting technician where a patient in a facility is not confined to the facility.  Payment may be made to the laboratory even if the nursing facility has on-duty personnel qualified to perform the specimen collection.  When the
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nursing home performs the specimen collection, it may only receive payment for the draw.  Specimen collection performed by nursing home personnel for patients covered under Part A is paid for as part of the facility's payment for its reasonable costs, not on the basis of the specimen collection fee.

Establish the following HCPCS codes and terminology:

G0001 Routine venipuncture for collection of specimen(s).

P9615 Catheterization for collection of specimen(s).
For all codes, pay the lesser of the charge or $3 per patient.  Specimens drawn from more than one patient during the same nursing home visit are billed using either HCPCS code G0001 or HCPCS code P9615.  The amount you allow should not exceed $3 per patient.

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

The allowance covers the estimated travel costs of collecting a specimen and reflects the technician's salary and travel costs.  The following HCPCS codes are used for travel allowances:

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

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

If you determine it is appropriate, you may apply an additional fee for travel, on the same basis as the carrier in your area, to all circumstances where travel is required. Otherwise, establish an appropriate allowance and inform the hospitals in your area.  If you decide to establish a new allowance, one method is to consider:

o
The current Federal mileage allowance for operating personal 

automobiles, plus

o
A personnel allowance per mile to cover personnel costs based upon an estimate of average hourly wages and average driving speed.

Prorate travel allowance amounts claimed by suppliers by the number of patients (including Medicare and non-Medicare patients) from whom specimens were drawn on a given trip.

EXAMPLE 1:
You determine that the average technician is paid $9 per hour and estimate 45 miles per hour as the average speed driven or $.20 per mile.  Including the Federal allowance of $.25 per mile results in a total allowance of $.45 per mile.  A laboratory technician makes a trip to two nursing homes involving a total of 20 miles and 
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collects five specimens from Medicare and non-Medicare patients.  A travel allowance per Medicare claim of $1.80 can be made - 20 miles round trip x $.45 per mile divided by 5 specimens.

EXAMPLE 2:
You determine through a review of the laboratory records that on average, four specimens are drawn or picked up each trip and the average trip involves a 30 mile round trip.  Assuming the same facts as Example 1 (i.e., $9 per hour and 45 miles per hour), you establish a flat travel allowance of $3.38.  Hospitals bill code P9604 and are paid $3.38 regardless of actual distance or number of patients served.

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

o
If payment is made to a hospital for tests furnished for a nonpatient of that hospital (or tests furnished for an outpatient when the hospital is not a sole community hospital), the payment is the least of the 

actual charge, the 60 percent fee schedule amount, or the 60 percent NLA.

Part B deductible and coinsurance do not apply.

o
If payment is made to a sole community hospital for tests furnished for an outpatient of that hospital, payment is the least of the actual charge, the 62 percent fee schedule amount, or the 62 percent NLA.  (See subsection B.) Part B deductible and coinsurance do not apply.

o
If payment is made to a participating hospital for tests performed for an inpatient of that hospital without Part A coverage, payment is made on a reasonable cost basis subject to Part B deductible and coinsurance.

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

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

o
If payment is made to a hospital-based or independent dialysis facility for laboratory tests included under the composite rate payment and performed for a patient of that facility, the facility's composite rate payment includes payment for these tests subject to the Part B deductible and coinsurance.

o
If payment is made to a RHC for laboratory tests performed for a patient of that clinic, payment is made as part of the all-inclusive rate subject to Part B deductible and coinsurance.

o
If payment is made to a hospital pursuant to a waiver of Medicare payment principles for outpatient services, Part B deductible and coinsurance apply unless otherwise waived as part of the approved waiver.

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

H.
Adjusted Fee Schedule.--Beginning April 1, 1988, the 1987 fee schedules for automated tests, and for tests (with the exception of cytopathology) that were subject to the LCL provision prior to July 1, 1984, are reduced by 8.3 percent.  To determine the adjusted fee schedules, multiply the 1987 fee schedule by .9170 (100 percent of the 1987) fee schedule minus 8.3 percent).

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

The adjusted fee schedules also apply to the following tests that were subject to the LCL provision prior to the establishment of the fee schedule methodology.  

               Test                      1987 CPT-4 Code
     Cholesterol, Serum           
82465

     Complete Blood Count         
85022

                                          

85031

     Hemoglobin                  

85018

     Hematocrit                    

85014

     Prothrombin Time             
85610

     Sedimentation Rate (ESR)   
85651

     Glucose                              
82947

                                              
82948

     Urinalysis                         
81000*

     Blood Uric Acid                  
84550

     Blood Urea                            
84520

     White Blood Cell                   
85048

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

Where these adjusted fee schedule tests are part of disease or organ panels, assure that the fee for the panel does not exceed the sum of the fees for the individual components, after you have bundled any automated profile components of the disease or organ panel, then accounting for the reductions due to the adjustment.
I.
Determination of Fee Schedules.--HCFA furnishes you with the HCPCS updates and makes available to you directly the fee schedules, and the lower of the NLA or the carrier local fee for each HCPCS code.  The fee schedule amounts are adjusted periodically to reflect changes in the Consumer Price Index (CPI) for all Urban Consumers (U.S. city average).

National limitation amounts are applied to the payments for outpatient clinical diagnostic laboratory services.  The national limitation amount is:

o
88 percent of the median of all the fee schedules established for a test for each laboratory code (separately calculated for 60 and 62 percent fee schedules) for laboratory tests performed January 1, 1991, through December 31, 1993;

o
84 percent of the median for January 1, 1994, through December 31, 1994;
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o
80 percent of the median for January 1, 1995, through December 31, 1995; and

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

There may be procedures for which hospitals bill for outpatients that are not included in the fee schedule.  Where the gap filling method must be used, the carrier has the responsibility for developing codes and prices.  Work out procedures with the carrier to receive the missing information within a reasonable amount of time.  If you are unable to do this satisfactorily, request assistance from the RO.  Codes which are assigned to fill gaps are valid until replaced by permanent codes in an annual update.

J.
Laboratory Tests Utilizing Automated Equipment.--Because of the numerous technological advances and innovations in the clinical laboratory field and the increased availability of automated testing equipment to all entities that perform clinical diagnostic laboratory tests, no distinction is generally made in determining payment allowances (i.e., the lower of the respective fee schedule or the national limitations) for such tests between (1) the sites where the service is performed, or (2) the method of the testing process used, whether manual or automated.


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


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


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


1.
Albumin







82040

2.
Bilirubin, direct





82250

3.
Bilirubin, total 





82251

4.
Calcium







82310

5.
Carbon Dioxide Content




82374

6.
Chloride







82435

7.
Cholesterol






82465

8.
Creatinine






82565

9.
Glucose







82947

10.
Lactate Dehydrogenase (LDH, LD)

83615

11.
Alkaline Phosphatase




84075

12.
Phosphorous






84100

13.
Potassium






84132

14.
Protein, total






84155

15.
Sodium







84295

16.
Aspartate AminoTransferase 

(AST)(SGOT)






84450

17.
Alanine AminoTransferase

(ALT)(SGPT)






84460

18.
Urea Nitrogen (BUN)




84520

19.
Uric Acid







84550

20.
Triglycerides






84478

21.
Creatine Kinase (CK)(CPK)



82550

22.
Gamma GlutamylTransferase (GGT)

82977


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


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


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


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


At least annually, send out a reminder to providers that Medicare coverage rules require that payment may be made only for medically necessary tests and that payment is not made for routine screening tests.  Providers with patterns of high utilization of automated profiles with large numbers of tests may have claims and medical documentation reviewed periodically on a prepayment or postpayment basis.  If the medical documentation does not support the medical necessity of all the tests in automated profiles, payment will be adjusted, denied or recouped.  (See MCM §7517.1)  If, after analysis, you find that a pattern of overutilization exists, even if tests were individually ordered, follow the procedures of MCM §7517.2 to aid you in ameliorating the problems. 


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


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


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


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


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



80058 Hepatic Function Panel


       This panel must include the following:


       Albumin, serum (82040)

       Bilirubin, total or direct (82250)

       Phosphatase, alkaline (84075)

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

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


NOTE:  Price limitation must = 80005


80059 Hepatitis Panel


       This panel must include the following:


       Hepatitis B surface antigen (HBsAg) (86287)

       Hepatitis B surface antibody (HBsAb), (86291)

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

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

       Hepatitis C antibody (86302)


80061 Lipid Panel


       This panel must include the following:


       Cholesterol, serum, total (82465)

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

       Triglycerides (84478)


NOTE:  Price limitation must = 80002 & 83718
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80072 Arthritis Panel


       This panel must include the following:


       Uric acid, blood, chemical (84550)

       Sedimentation rate, erthrocyte, non-automated (85651)

       Fluorescent antibody, screen, each antibody (86255)

       Rheumatoid factor, qualitative (86430)


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


80090 TORCH Antibody Panel


       This panel must include the following tests:


       Antibody, cytomegalovirus (CMV) (86644)

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

       Antibody, rubella (86762)

       Antibody, toxoplasma (86777)


80091 Thyroid Panel


       This panel must include the following tests:

       Thyroxine, total (84436)

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


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

    

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

   

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


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


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

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

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

AUTOMATED PROFILE TESTS 80002-G0060

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

80003
AUTOMATED PROFILE TEST; 3 CLINICAL CHEMISTRY TESTS

 ***

80004
AUTOMATED PROFILE TEST; 4 CLINICAL CHEMISTRY TESTS

 ***

80005
AUTOMATED PROFILE TEST; 5 CLINICAL CHEMISTRY TESTS

 ***

80006
AUTOMATED PROFILE TEST; 6 CLINICAL CHEMISTRY TESTS

 ***

80007
AUTOMATED PROFILE TEST; 7 CLINICAL CHEMISTRY TESTS

 ***

80008
AUTOMATED PROFILE TEST; 8 CLINICAL CHEMISTRY TESTS

 ***

80009
AUTOMATED PROFILE TEST; 9 CLINICAL CHEMISTRY TESTS

 ***

80010
AUTOMATED PROFILE TEST; 10 CLINICAL CHEMISTRY TESTS

 ***

80011
AUTOMATED PROFILE TEST; 11 CLINICAL CHEMISTRY TESTS

 ***

80012
AUTOMATED PROFILE TEST; 12 CLINICAL CHEMISTRY TESTS

 ***

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

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

80019
AUTOMATED PROFILE TEST; 19 CLINICAL CHEMISTRY TESTS

 ***


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


G0058
Automated multichannel test; 20 clinical chemistry tests

G0059
Automated multichannel test; 21 clinical chemistry tests

G0060
Automated multichannel test; 22 clinical chemistry tests
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EXHIBIT 3

Laboratory Services Furnished To A Medicare Beneficiary In An SNF

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

o
Furnished by SNF

SNF bills intermediary.  Payment is made on


"in-house" lab 

Part A reasonable cost basis.

o
Furnished under

Hospital bills SNF.  SNF bills intermediary.


arrangements by

Payment is on Part A reasonable cost basis.


hospital with


transfer agreement


with SNF

o
Furnished by any

No Part A coverage is available.  Only the


other lab, including

lab that furnished the service can billing


another SNF


under Part B and payment is made using the


or hospital with

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


out a transfer


or another SNF) bills its intermediary.  Other


agreement with

entities bill their carriers.


the SNF

Inpatient not in Part A stay who has Part B coverage

o
Furnished by SNF

SNF bills intermediary.  Payment is Part B


"in-house" lab


reasonable cost.

o
Furnished by any

Only the lab that furnished the service


other lab, including

can bill under Part B and payment is


another SNF


made using the lab fee schedule.  A provider


or any hospital

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


other entities bill their carriers.

SNF outpatient

o
Furnished by


Only the lab that furnished the service 


"in-house" lab


can bill under Part B and payment is made


or any other lab

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


hospital or SNF) bills its intermediary.  Other


entities bill their carriers.
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3628.1
Screening Pap Smears and Screening Pelvic Examinations.--


A.
Screening Pap Smear.--Effective, January 1, 1998, §4102 of the Balanced Budget Act (BBA) of 1997 (P.L. 105-33) amended §1861(nn) of the Social Security Act (the Act) (42 USC 1395X(nn) to include coverage every 3 years for a screening Pap smear or more frequent coverage for women (1) at high risk for cervical or vaginal cancer, or (2) of childbearing age who have had a Pap smear during any of the preceding 3 years indicating the presence of cervical or vaginal cancer or other abnormality.  Effective July 1, 2001, the Consolidated Appropriations Act of 2001 (P.L. 106-554) modifies §1861 (nn) to provide Medicare coverage for biennial screening Pap smears.  Specifications for frequency limitations are defined below.
1. Coverage.--For claims with dates of service from January 1, 1998, through June 30, 2001, screening Pap smears are covered when ordered and collected by a doctor of medicine or osteopathy (as defined in §1861(r)(l) of the Act), or other authorized practitioner (e.g., a certified nurse midwife, physician assistant, nurse practitioner, or clinical nurse specialist, who is authorized under State law to perform the examination) under one of the following conditions:




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




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

Cervical Cancer High Risk Factors:

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

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

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

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

Vaginal Cancer High Risk Factors:

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

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

For claims with dates of service on or after July 1, 2001, when the beneficiary does not meet the criteria noted above for an annual screening Pap smear, pay for a screening Pap smear only after at least 23 months have passed following the month during which the beneficiary received her last covered screening Pap smear.  All other coverage and payment requirements remain the same.
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2.
HCPCS Coding.--The following HCPCS codes are used for screening Pap smears:

o
P3000--Screening papanicolaou smear, cervical or vaginal, up to three smears, by a technician under the physician supervision.

o
G0123--Screening cytopathology, cervical or vaginal (any reporting system), collected in preservative fluid, automated thin layer preparation, evaluation by cytotechnologist under physician supervision.

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

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

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

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

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

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





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





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


Deductible and coinsurance do not apply.


4. Billing Requirements.--The applicable bill types for screening Pap smears are 13X, 14X, 22X, 23X, 75X and 85X.  The applicable revenue code is 311.  (See below for rural health clinics (RHCs) and federally qualified health centers (FQHCs.)


The professional component of a screening Pap smear furnished within an RHC/FQHC by a physician or non-physician is considered an RHC/FQHC service.  RHCs and FQHCs bill you under bill type 71X or 73X for the professional component along with revenue code 52X.

The technical component of a screening Pap smear is outside the scope of the RHC/FQHC benefit. If the technical component of this service is furnished within an independent RHC or free-standing FQHC, the provider of that technical service bills the carrier on Form HCFA-1500.

If the technical component of a screening Pap smear is furnished within a provider-based RHC/FQHC, the provider of that service bills you under bill type 13X, 14X, 22X, 23X, or 85X as appropriate using their outpatient provider number (not the RHC/FQHC provider number since these services are not covered as RHC/FQHC services).The appropriate revenue code is 311.
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B. Screening Pelvic Examinations.--Section 4102 of the BBA of 1997 (P.L. 105-33) amended §1861(nn) of the Act (42 USC 1395X(nn)) to include coverage of a screening pelvic examination for all female beneficiaries, effective January 1, 1998.  Effective July 1, 2001, the Consolidated Appropriations Act of 2001 (P.L. 106-554) modifies §1861(nn) to provide Medicare coverage for biennial screening pelvic examinations.  Specifications for frequency limitations are defined below.  A screening pelvic examination should include at least 7 of the following 11 elements:

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

o
Digital rectal examination including sphincter tone, presence of hemorrhoids, and rectal masses;

Pelvic examination (with or without specimen collection for smears and culture) including:

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

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



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

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

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

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



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

o
Anus and perineum.

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

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



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



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



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



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





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



Vaginal Cancer High Risk Factors:





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



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

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


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

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



3.
Payment.--Screening pelvic examinations are paid as follows when provided in a:





o
Hospital outpatient department--payment is under the outpatient prospective payment system (OPPS);  





o
A skilled nursing facility (SNF) or comprehensive outpatient rehabilitation facility (CORF)--payment is under the Medicare Physician Fee Schedule;





o
A critical access hospital (CAH)--payment is made on a reasonable cost basis; or





o
RHCs/FQHCs--payment is made on an all inclusive rate for the professional component; or based on the providers payment method for the technical component.  (See subsection 4 below for proper billing by RHC/FQHCs for the professional and technical components of a screening pelvic examination.)
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The Part B deductible for screening pelvic examinations is waived effective January 1, 1998.  Coinsurance applies.



4.
Billing Requirements.--The applicable bill types for a screening pelvic examination (including breast examination) are 13X, 14X, 22X, 23X, 75X and 85X.  The applicable revenue code is 770.  (See below for RHCs and FQHCs.)


The professional component of a screening pelvic examination furnished within an RHC/FQHC by a physician or non-physician is considered an RHC/FQHC service.  RHCs and FQHCs bill you under bill type 71X or 73X for the professional component along with revenue code 52X.


The technical component of a screening pelvic examination is outside the scope of the RHC/FQHC benefit.  If the technical component of this service is furnished within an independent RHC or free-standing FQHC, the provider of that technical service bills the carrier on Form HCFA-1500.


If the technical component of a screening pelvic examination is furnished within a provider-based RHC/FQHC, the provider of that service bills you under bill type 13X, 14X, 22X, 23X, or 85X as appropriate using their outpatient provider number (not the RHC/FQHC provider number since these services are not covered as RHC/FQHC services).  The appropriate revenue code is 770.
When a claim is received for a screening pelvic examination (including a clinical breast examination), performed on or after January 1, 1998, report special override Code 1 in field 65j “Special Action” of the CWF record to avoid application of the Part B deductible.

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



1.
CWF Edits.--CWF will edit for screening Pap smear and/or screening pelvic examination performed more frequently than allowed according to the presence of high risk factors.



2.
Medicare Summary Notices (MSN) and Explanation of Your Medicare Benefits (EOMB) Messages.--If there are no high risk factors, and the screening Pap smear and/or screening pelvic examination is being denied because the procedure/examination is performed more frequently than allowed, use the following MSN or EOMB message:

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



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

3628.2
Clinical Laboratory Improvement Amendments (CLIA).--

A.
Background.--CLIA of 1988 changes clinical laboratories' certification.  Effective September 1, 1992, pay clinical laboratory services only if the entity furnishing laboratory services has been issued a CLIA number.

However, laboratories may be paid for a limited number of laboratory services if they have a CLIA certificate of waiver or a certificate for physician-performed microscopy procedures.  These laboratories are not subject to routine on-site surveys.
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B.
General.--For hospital, SNF, and hospice general inpatient care claims, providers are responsible for verifying CLIA certification prior to ordering laboratory services under arrangement. The survey process validates that laboratory services are provided by approved laboratories.

C.
Other.--For HHA and renal dialysis facility claims, do not attempt to validate CLIA certification against payment.  ESRD facilities cannot bill for laboratory tests.  HHAs may provide laboratory services within the CLIA certificate to beneficiaries.  However, HHAs do not bill Regional Home Health Intermediaries (RHHIs) for laboratory tests.  These services are billed to the Medicare carrier with claims jurisdiction.  These services are billed using the CMS-1500 claim form or electronic equivalent.  To submit claims to the carrier, the HHA must have a CLIA number and a billing number.  The State Survey Agency should be contacted by the HHA to obtain a CLIA number.  The HHA may contact the appropriate carrier to obtain a billing number.  The survey process is used to validate that laboratory services in HHAs and ESRD facilities are being provided in accordance with the CLIA certificate.  You do not need to take action.


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

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

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

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

E.
Certificate for Physician-Performed Microscopy Procedures.--Effective January 19, 1993, a laboratory that holds a certificate for physician-performed microscopy procedures may perform only those tests specified as physician-performed microscopy procedures and waived tests, as described in §3628.2 subsection F, and no others.  The following codes may be used:

HCPCS Code

Test
Q0111


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

Q0112


All potassium hydroxide (KOH) preparations;

Q0113


Pinworm examinations;

Q0114


Fern test;

Q0115


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

81015


Urine sediment examinations.

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

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

Claims for services provided prior to the grace period (prior to May 1, 1993) must reflect 1992 codes, even if received after the end of the grace period (after July 1, 1993).  Deny claims with dates of services prior to May 1, 1993, which reflect 1993 codes.
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Payment for covered laboratory services furnished on or after September 1, 1992, by laboratories with a certificate of waiver is limited to the following eight procedures:

HCPCS Code

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

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

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

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

82270
82270
Blood, occult; feces;

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

Q0101
85013
Microhematocrit; spun; and

Q0102
85651
Sedimentation rate, erythrocyte; non-automated.

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



Q0116
Hemoglobin by single analyte instruments with self-contained or component features to perform specimen/reagent interaction, providing direct measurement and readout.

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

H.
Certificate of Registration.--Initially, providers are issued CLIA numbers when they apply to the CLIA program.  Pay for all covered laboratory services furnished on or after September 1, 1992, if the laboratory has a certificate of registration.
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3629.
BILLING FOR DURABLE MEDICAL EQUIPMENT (DME), ORTHOTIC/PROSTHETIC DEVICES, AND SURGICAL DRESSINGS

DME furnished under the Part A home health benefit and Part B DME, prosthetic and orthotic devices are paid on the basis of a fee schedule for items provided January 1, 1989 and later with the exception of oxygen and oxygen equipment.  Oxygen and oxygen equipment are paid on the basis of a fee schedule for items provided July 1, 1989 and later for home health agencies (HHAs) and for items provided June 1, 1989 and later for other providers.  For inpatients not entitled to Part A, the fee schedule applies for prosthetics and orthotics.  HCPCS coding is required.  Deductible and coinsurance apply.  (See subsection C for application.)  The items are categorized into one of the following payment classes:
o
Prosthetic and orthotic devices;

o
Inexpensive or other routinely purchased DME;

o
Items requiring frequent and substantial servicing;

o
Certain customized items;

o
Capped rental items; or

o
Oxygen and oxygen equipment.

See subsection E for billing information for each payment class.

NOTE:
When an inpatient is not entitled to Part A, payment may not be made under Part B for DME or oxygen provided in a hospital or SNF.  (See §3113C.)  Also, for outpatients using equipment or receiving oxygen in the hospital or SNF and not taking the equipment or oxygen system home, the fee schedule does not apply.  In this situation, pay based on reasonable cost.

Payment for supplies, other than drugs, that are necessary for the effective use of DME is made on the basis of a fee schedule.  (See subsection B for fee schedule information and subsection F.9 for information regarding billing and payment of supplies and drugs.)

A new fee schedule has been established for surgical dressings effective with items furnished on or after January 1, 1994.  HCPCS coding is required.  Follow instructions in subsections C.1, C.3, and C.6 for determining payments and patient liability for surgical dressings.  This fee schedule applies to all surgical dressings except those applied incident to a physician's professional services, those furnished by an HHA, and those applied while a patient is being treated in an outpatient hospital department.  (See subsection T for detailed billing information.)

A.
Billing for DME, Prosthetic and Orthotic Devices, and Surgical Dressings.--Providers other than HHAs must bill DME on Form HCFA-1500 to the Durable Medical Equipment Regional Carrier (DMERC) except for claims for implanted DME which are billed on Form HCFA-1500 to the local carrier.  Providers must have a supplier billing number issued by the National Supplier Clearinghouse (NSC) prior to billing the DMERC.

HHAs bill their Regional Home Health Intermediary (RHHI) for DME on Form HCFA-1450, except for subunits that bill the DMERCS as suppliers.

Return any claims you receive from your non-HHA providers for DME only.  Advise them to bill the DMERC or local carrier for DME on Form HCFA-1500.  Where a claim from a non-HHA provider contains DME and other line items, you have the option of returning the claim or denying the DME portion.

All provider outpatient departments bill you for prosthetic and orthotic devices and surgical dressings on Form HCFA-1450.  Apply the appropriate fee schedules.
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B.
Fee Schedule.--DMERCs establish base fee schedules for all DME, prosthetics/orthotics, and supplies (DMEPOS) except implanted DME and implanted prosthetic devices.  The base fee schedules for implanted items are established by the local carriers.  The HCFA  Bureau of Data Management and Strategy (BDMS) calculates the regional fee schedules for prosthetics and orthotics, calculates the DMEPOS fee schedule ceilings and floors, and increases the DMEPOS fee schedules on an annual basis by the appropriate covered item update.   (See subsection M for instructions for retrieving the fee schedules.)  Depending upon the class location of an item, base payment procedures on the applicable fee schedule class.  For local codes, or items billed under miscellaneous (not-otherwise-classified) codes, the DMERCs, or local carriers for implanted items, provide information on the appropriate category and pricing.


Payments for transcutaneous electronic nerve stimulators (TENS) furnished on or after January 1, 1994 are reduced by 45 percent beyond the 15 percent reduction that was imposed beginning April 1, 1990.  This change is reflected in the DME fee schedule.

C.
Application of Fee Schedule and Determining Payments and Patient Liability.--Apply the correct fee schedule for payment for prosthetic and orthotic devices and surgical dressings if applicable.  If you are an RHHI, apply the correct fee schedule for payment for DME.

Use the following rules on determining payments and patient liability for DME, prosthetics, and orthotics:

1.
Payment to a Provider Other Than Nominal Charge.--To determine the Part B payment to a provider other than nominal charge, subtract any unmet Part B deductible from the lower of the actual charge or the fee schedule amount for the item or service and multiply the remainder by 80 percent.  This is the final payment.  (If the item or service is furnished by a HHA and is covered under a plan of care, the payment is determined in the same way, except that no deductible is applicable.)

2.
Payment to a Nominal Charge HHA.--To determine the Part B payment to a nominal charge HHA, subtract any unmet Part B deductible from the fee schedule amount and multiply the remainder by 80 percent.  This is the final payment.  (If the item or service is covered under a plan of care, the payment is determined in the same way, except that no deductible is applicable.)  For these items and services, no providers other than HHAs are considered nominal charge providers.

3.
Payment to a Nominal Charge Provider Other Than a Nominal Charge HHA.--To determine the Part B payment to a nominal charge provider other than a nominal charge HHA, subtract any unmet Part B deductible from the lower of the actual charge or the fee schedule amount and multiply the remainder by 80 percent.  This is the final payment.

4.
Patient Liability to a HHA Other Than a Nominal Charge HHA.--To determine the patient liability to a HHA other than a nominal charge HHA under Part B, subtract any unmet deductible from the lower of the actual charge or fee schedule amount and multiply the remainder by 20 percent.  The result, plus the unmet deductible is the patient's liability.  If the item or service is covered under a plan of care, the deductible does not apply.
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5.
Patient Liability to a Nominal Charge HHA.--To determine patient liability to a nominal charge HHA under Part B, subtract any unmet deductible from the fee schedule amount and multiply the remainder by 20 percent.  The result, plus the unmet deductible is the patient's liability. If the item or service is covered under a Plan of Care, the deductible does not apply.

6.
Patient Liability to a Provider Other Than a HHA.--To determine patient liability to a provider other than a HHA (including nominal charge providers other than a HHA), subtract any unmet deductible from the actual charge and multiply the remainder by 20 percent.  The result, plus the unmet deductible is the patient's liability.

The following examples illustrate how to calculate provider payment and patient liability in various situations.  The examples like the proceeding rules for HHAs address items and services not under a Plan of Care and, therefore, include deductible application.  The Note following each HHA example addresses items and services obtained under a Plan of Care and, therefore, do not address deductible application.  Coinsurance is applied as applicable.  (See §3638.10 for an explanation of when deductible and coinsurance are applicable on HHA claims.)


EXAMPLE I:  CLAIM CONTAINING ONLY ORTHOTIC/PROSTHETIC CHARGES


$200.00 Orthotic/prosthetic charges

$140.00 Orthotic/prosthetic fee schedule amount

$100.00 Part B deductible to be met


To determine the payment to all providers (other than nominal charge HHAs) apply the following steps:


Step 1:

Determine the lower of the actual charge or the fee schedule amount:  $140.00 (do not apply the provider's interim rate)


Step 2:

Subtract any unmet Part B deductible from the amount determined in Step 1:  $140.00 - $100.00 = $40.00


Step 3:

Apply 80% to the amount determined in Step 2:  $40.00 X 80% = $32.00


The Part B payment to the provider in this example is $32.00.


To determine payment to nominal charge HHAs apply the following steps:


Step 1:

Subtract any unmet deductible from the fee schedule amount: $140.00 - $100.00 = $40.00


Step 2:

Apply 80% to the amount determined in Step 1: $40.00 x 80% = $32.00


The Part B payment to the nominal charge HHA in this example is $32.00


NOTE:
If the item or service is covered under a Home Health Plan of Care, the payment is determined the same way, except no deductible is applicable.  In the above examples the payment would be $112.00 ($140.00 x 80%).
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To determine beneficiary liability to providers other than HHAs apply the following steps:


Step 1:

Subtract any unmet Part B deductible from the actual charge:  $200.00 - $100.00 = $100.00


Step 2:

Multiply the amount determined in Step 1 by 20% coinsurance: $100.00 x 20% = $20.00


Step 3:

Add the result of Step 2 to the unmet deductible: $20.00 + $100.00 = $120.00


The beneficiary's liability in this example is $120.00.  ($100.00 Part B deductible and $20.00 coinsurance.)

To determine beneficiary liability to HHAs (other than nominal charge) apply the following steps:

Step 1:

Subtract any unmet deductible from the lower of the actual charge or the fee schedule amount:  $140.00 - $100.00 = $40.00

Step 2:

Multiply the amount determined in Step 1 by 20% coinsurance:  $40.00 X 20% = $8.00

Step 3:

Add the result of Step 2 to the unmet deductible: $8.00 + $100.00 = $108.00

The beneficiary's liability in this example is $108.00 ($100.00 Part B deductible an $8.00 coinsurance.)

NOTE:
If the item or service is covered under a Home Health Plan of Care, the beneficiary's liability is determined the same way, except no deductible is applicable.  In this example the beneficiary's liability would be $28.00 ($140.00 x 20% coinsurance).

To determine beneficiary liability to nominal charge HHAs apply the following steps:

Step 1:

Subtract any unmet Part B deductible from the fee schedule amount: $140.00 - $100.00 = $40.00

Step 2:
:
Multiply the amount determined in Step 1 by 20% coinsurance: $40.00 x 20% = $8.00

Step 3:

Add the result of Step 2 to the unmet deductible: $8.00 + $100.00 = $108.00

The beneficiary's liability in this example is $108.00 ($100.00 Part B deductible and $8.00 coinsurance).

NOTE:
If the item of service is covered under a Home Health Plan of Care, the beneficiary's liability is determined the same way, except no deductible is applicable.  In this example, the beneficiary's liability would be $28.00 ($140.00 x 20% coinsurance).
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EXAMPLE II:
CLAIM CONTAINING ONLY ORTHOTIC/PROSTHETIC CHARGES - NEGATIVE PAYMENT

$120.00 Orthotic/prosthetic charges

$  80.00 Orthotic/prosthetic fee schedule amount

$100.00 Part B deductible to be met

To determine the payment to all providers (other than nominal charge HHAs) apply the following steps:

Step 1:

Determine the lower of the actual charge or the fee schedule amount:  $80.00 (do not apply the provider's interim rate)

Step 2:

Subtract any unmet Part B deductible from amount determined in Step 1:  $80.00 - $100.00 = -$20.00

Do not apply the 80 percent since the result of Step 2 is a negative amount.  There is no Part B payment to the provider in this example because the result equals a negative payment amount.  Do not take the negative amount of (-$20.00) from future payments to the provider.

To determine payment to nominal charge HHAs, apply the following step:

Step 1:

Subtract any unmet deductible from the fee schedule amount: $80.00 - $100.00 = -$20.00

Do not apply the 80 percent since the result of Step 1 is a negative amount.  There is no Part B payment to the nominal charge HHA in this example because the result equals a negative payment amount.  Do not take the negative amount of (-$20.00) from future payments to the HHA.

NOTE:
If the item or service is covered under a Home Health Plan of Care the payment is determined in the same way, except no deductible is applicable.  In the above examples the payment would be $64.00 ($80.00 x 80%).

To determine beneficiary liability to providers other than HHAs, apply the following steps:

Step 1:

Subtract any unmet Part B deductible from the actual charge: $120.00 - $100.00 = $20.00

Step 2:

Multiply the amount in Step 1 by 20% coinsurance: $20.00 x 20% = $4.00

The beneficiary's liability in this example is $104.00 ($100.00 Part B deductible and $4.00 coinsurance).  

The beneficiary's liability for HHAs (nominal charge and other than nominal charge) in this example is $80.00 (the fee schedule amount for nominal charge HHAs or the lower of the fee schedule amount or the actual charge for other than nominal charge HHAs).  The HHA cannot charge the beneficiary the $100.00 deductible since it exceeds $80.00.  $80.00 is credited to the beneficiary's deductible.  The beneficiary's deductible to be met on the next claim is $20.00.  The beneficiary has no coinsurance obligation.
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NOTE:
If the item or service is covered under a Home Health Plan of Care, the beneficiary's liability is determined the same way, except that no deductible is applicable.  The beneficiary's liability in this example would be $16.00 coinsurance ($80.00 x 20%).
EXAMPLE III:
CLAIM CONTAINING ORTHOTIC/PROSTHETIC CHARGES AND OTHER CHARGES NOT SUBJECT TO THE FEE SCHEDULE

$200.00  Total charges

$140.00  Charges for non-fee schedule items

$  60.00  Orthotic/prosthetic charges

$  40.00  Orthotic/prosthetic fee schedule amount

$100.00  Part B deductible remaining to be met

$  70.00  Provider's interim payment rate at 50 percent


To determine the payment and patient liability to HHAs (other than nominal charge HHAs) apply the following steps:


Step 1:

Determine the payment rate for the orthotic/prosthetic items as the lower of the $60.00 charge or the $40.00 fee schedule amount:  $40.00


Step 2:

Subtract the $100.00 unmet Part B deductible from the $40.00 determined in Step 1:  $40.00 - $100.00 = -$60.00.  Since the result is less than zero, convert the result to a positive figure to determine the remaining unmet deductible:  + $60.00.


Nothing is payable for the orthotic/prosthetic item since $60.00 of the Part B deductible remains to be met. 


Step 3:

Subtract the $60.00 unmet Part B deductible in Step 2 from the $140.00 charges for the non-fee schedule services:  $140.00 - $60.00 = $80.00.


Step 4:

Multiply the $80.00 obtained in Step 3 by 20 percent to determine the coinsurance for the non-fee schedule services:  $80.00 x 20% = $16.00.


Step 5:

Add the $60.00 unmet Part B deductible to the $16.00 coinsurance obtained in Step 4:  $60.00 + $16.00 = $76.00.


Step 6:

Subtract the $76.00 obtained in Step 5 from the $70.00 interim payment amount to determine the payment to the provider:  $70.00 - $76.00 = - $6.00. *


Step 7:

Add the $40.00 applied to the unmet Part B deductible in Step 2 and the $76.00 obtained in Step 6 to determine the beneficiary liability:  $40.00 + $76.00 = $116.00


*
Take the negative payment amount of -$6.00 from future payments to the provider.


NOTE:
If the items and services are covered under a Home Health Plan of Care, payment is determined in the same way except no deductible is applicable.  In the above example the payment would be $102.00 ($70.00 plus 80% of $40.00.)  In addition, coinsurance would only apply to the lower of the orthotic/prosthetic fee schedule amount ($40.00) or the orthotic/prosthetic charges ($60.00).  The beneficiary's liability would be limited to $8.00 coinsurance ($40.00 x 20% coinsurance = $8.00).
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To determine payment and patient liability to nominal charge HHA's, determine the payment rate for the orthotic/prosthetic item as the fee schedule amount.  Since the $40.00 fee schedule amount is the same amount as used in this example (lower of the orthotic/prosthetic charge ($60.00) or the fee schedule amount for the orthotic/prosthetic item ($40.00)), the payment to the provider and patient liability would be the same as in the following example.


To determine payment and patient liability to providers other than HHAs (includes nominal charge providers other than HHAs) apply the following steps:


Step 1:

Determine the payment rate for the orthotic/prosthetic item as the lower of the $60.00 charge or the $40.00 fee schedule amount: $40.00.


Step 2:

Subtract the $100.00 unmet Part B deductible from the $40.00 obtained in Step 1: $40.00 - $100.00 = -$60.00.  Since the result is less than zero, enter zero:  $00.00.


Nothing is payable for the orthotic/prosthetic item since Step 2 does not produce a result above zero.


Step 3:

Subtract the $100.00 unmet Part B deductible from the $60.00 orthotic/prosthetic charge:  $60.00 - $100.00 = -$40.00.  Since the result is less than zero, convert the result to a positive figure to determine the remaining unmet Part B deductible:  + $40.00.


Step 4:

Subtract the $40.00 remaining unmet Part B deductible obtained in Step 3 from the $140.00 charges for the non-fee schedule services:  $140.00 - $40.00 = $100.00.


Step 5:

Multiply the $100.00 obtained in Step 4 by 20% to determine the coinsurance for the non-fee schedule services:  $100.00 x 20% = $20.00.


Step 6:

Add the $40.00 unmet Part B deductible to the $20.00 coinsurance obtained in Step 5:  $40.00 + $20.00 = $60.00


Step 7:

Subtract the $60.00 obtained in Step 6 from the $70.00 interim payment amount to determine the payment to the provider:  $70.00 - $60.00 = $10.00.


Step 8:

Add the $60.00 applied to the unmet Part B deductible in Step 3 to the $60.00 obtained in Step 6 to determine the beneficiary liability:  $60.00 + $60.00 = $120.00.


EXAMPLE IV:
CLAIM CONTAINING ORTHOTIC/PROSTHETIC CHARGES AND OTHER CHARGES NOT SUBJECT TO THE FEE SCHEDULE


Same facts as in example III except the Part B deductible remaining to be met is $50.00.


To determine payment and patient liability to HHAs (other than nominal charge HHAs) apply the following steps:


Step 1:
Determine the payment rate for the orthotic/prosthetic item as the lower of the $60.00 charge or the $40.00 fee schedule amount:  $40.00.
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Step 2:
Subtract the $50.00 unmet Part B deductible from the $40.00 obtained in Step I:  $40.00 - $50.00 = -$10.00.  Since the result is less than zero, convert the result to a positive figure:  +$10.00.


Nothing is payable for the orthotic/prosthetic item since $10.00 of the unmet Part B deductible remains to be met.


Step 3:
Subtract the $10.00 unmet Part B deductible obtained in Step 2 from the $140.00 charges for the non-fee schedule services:  $140.00 - $10.00 = $130.00.


Step 4:
Multiply the $130.00 obtained in Step 3 by 20 percent to determine the coinsurance for the non-fee schedule services:  $130.00 x 20% = $26.00.


Step 5:
Add the $10.00 unmet Part B deductible to the $26.00 coinsurance obtained in Step 4:  $10.00 + $26.00 = $36.00.


Step 6:
Subtract the $36.00 obtained in Step 5 from the $70.00 interim payment amount to determine the payment to the provider:  $70.00 - $36.00 = $34.00.


Step 7:
Add the $40.00 applied to the unmet Part B deductible in Step 2 and the $36.00 obtained in Step 5 to determine the beneficiary liability:  $40.00 + $36.00 = $76.00.


NOTE:
If the items and services are covered under a Home Health Plan of Care, payment is determined in the same way except no deductible is applicable.  In the above example the payment would be $102.00 ($70.00 plus 80% of $40.00).  In addition, coinsurance would only apply to the lower of the orthotic/prosthetic fee schedule amount ($40.00) or the orthotic/prosthetic charges ($60.00).  The beneficiary's liability would be limited to $8.00 coinsurance ($40.00 x 20% coinsurance = $8.00).


To determine payment and patient liability to nominal charge HHA's, determine the payment rate for the orthotic/prosthetic charges as the fee schedule amount.  Since the $40.00 fee schedule amount is the same amount as used in this example (lower of the orthotic/prosthetic charge ($60.00) or the orthotic/prosthetic fee schedule amount ($40.00)), the payment to the provider and patient liability would be the same as in the following example.


To determine payment and patient liability to a provider other than a HHA (includes nominal charge providers other than HHAs), apply the following steps:


Step 1:
Determine the payment rate for the orthotic/prosthetic item as the lower of the $60.00 charge or the $40.00 fee schedule amount:  $40.00.


Step 2:
Subtract the $50.00 unmet Part B deductible from the $40.00 obtained in Step 1:  $40.00 - $50.00 = -$10.00.  Since the result is less than zero, enter zero:  $00.00.


Nothing is payable for the orthotic/prosthetic item since Step 2 does not produce a result above zero.


Step 3:
Subtract the $50.00 unmet Part B deductible from the $60.00 orthotic/prosthetic charge:  $60.00 - $50.00 = $10.00
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Step 4:
Multiply the $10.00 obtained in Step 3 by 20 percent to determine the coinsurance for the orthotic/prosthetic item:  $10.00 x 20% = $2.00.

Step 5:
Since the unmet Part B deductible was satisfied by the orthotic/prosthetic item, multiply the $140.00 charges for the non-fee schedule services by 20 percent to determine the coinsurance for these services:  $140.00 x 20% = $28.00.

Step 6:
Subtract the $28.00 coinsurance obtained in Step 5 from the $70.00 interim payment amount to determine the payment to the provider:  $70.00 - $28.00 = $42.00.

Step 7:
Add the $50.00 applied to the unmet Part B deductible in Step 3 to the $2.00 coinsurance obtained in Step 4, and the $28.00 coinsurance obtained in Step 5 to determine the beneficiary liability:  $50.00 + $2.00 + $28.00 = $80.00.

D.
Bill Review.--In general, but subject to specific billing and processing requirements listed in §3629G-T, follow requirements for review of Form HCFA-1450 in §3604.  HHA medical review requirements in §§3900ff. apply.  Develop MR criteria for outpatient services.

E.
Payment Classes.--The following defines the different payment classes and indicates (by provider type) whether you, the DMERC, or local carrier is billed. 


Intermediaries other than RHHIs will only receive claims for the class “Prosthetic and Orthotic Devices.”

1.
Prosthetic and Orthotic Devices.--These items consist of all prosthetic and orthotic devices excluding  parenteral/enteral nutritional supplies and equipment and intraocular lenses.  Other than these exceptions, pay for prosthetic and orthotic devices on a lump-sum purchase basis using the lesser of the fee schedule amount or the actual charge.  (For prosthetic and orthotic devices not subject to the fee schedule, see information contained in the note below.)
Providers bill their regular intermediaries.

Providers bill for prosthetic and orthotic devices under revenue code 274 along with the appropriate HCPCS code representing the device. 

HHAs bill for maintenance and servicing of prosthetic and orthotic devices under revenue code 299, along with the appropriate HCPCS code representing the device.  Other providers bill under revenue code 274, along with one or more of the following HCPCS codes: L4205, L4210, L7500, L7510, or L7520.  

NOTE:
Items such as catheters and ostomy supplies (HCPCS codes A4214, A4310 through A4455, A4481, A4622, A4623, A4625, A4626, A4629, and A5051 through A5149) are excluded from the fee schedule when billed by HHAs for patients under a plan of care.  In this situation, HHAs bill for these items as supplies under revenue code 270.  Effective with items furnished on or after January 1, 1994, the fee schedules for ostomy, tracheostomy, and urological supplies are calculated using the same method used to calculate the purchase fee schedules for inexpensive or other routinely purchased DME.

HCPCS codes A4214, A4310 through A4330, A4338 through A4359, and A5102 through A5114 are excluded from the fee schedule when billed by hospitals along with an ASC service.  Hospitals bill for these items as supplies under revenue code 272.  In 
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addition, HCPCS codes A5119 through A5131 are excluded from the fee schedule unless they 
are submitted with ostomy related ASC procedure codes 44340 through 44346, 44380, 44382, 
44388 through 44392, or 50953 through 50961 as described in §3626.4.C.2.e.

In all other circumstances, including HHAs billing for patients not under a plan of care, these 
items are billed as prosthetics and orthotics under revenue code 274.

2.
Inexpensive or Other Routinely Purchased DME.--This is equipment with a purchase price not exceeding $150, or equipment which the Secretary determines is acquired by purchase at least 75 percent of the time, or equipment which is an accessory used in conjunction with a nebulizer, aspirator, or ventilators that are either continuous airway pressure devices or intermittent assist devices with continuous airway pressure devices.  Payment is either through rental or purchase but the total rental amount for an item may not exceed the purchase fee schedule amount for the item.  Payment is possible for maintaining and servicing purchased equipment.  The rental fee includes service and maintenance.

Providers other than HHAs bill the DMERC or local carrier.  HHAs bill the RHHI.

Effective for items and services furnished after January 1, 1991, Medicare DME does not include seat lift chairs.  Only the seat lift mechanism is defined under Medicare as DME.  Therefore, seat lift coverage is limited to the seat lift mechanism.  If a seat lift chair is provided to a beneficiary, only pay for the lift mechanism portion of the chair.  Some lift mechanisms are equipped with a seat that is considered an integral part of the lift mechanism.  RHHI's do not pay for chairs (HCPCS code E0620) furnished on or after January 1, 1991.  The appropriate HCPCS codes for seat lift mechanisms are Q0078, Q0079, and Q0080 for items furnished January 1, 1991 through December 31, 1991.  For items furnished on or after January 1, 1992, the appropriate HCPCS codes are E0627, E0628, and E0629.

NOTE:
If you are a RHHI and have granted an extension on billing of 1992 HCPCS codes to one or more of your HHAs, HCPCS codes E0628, E0629, and E0627 are effective with bills with dates of service on or after February 1, 1992, or March 1, 1992, depending on the length of the extension.

For TENS, a payment of 10 percent of the purchase price, i.e., 10 percent of the purchase new fee schedule amount for the item less coinsurance and any applicable deductible is allowed for the first 2 months of usage, for a 2 month trial period prior to purchase.  This permits an attending physician time to determine whether the purchase of a TENS is medically appropriate.  If so, the full purchase price is paid without an adjustment for the two monthly rental payments.  Providers other than HHAs bill the DMERC.  HHAs bill the RHHI using revenue code 291 for the 2-month rental period and revenue code 292 for the actual purchase along with the appropriate HCPCS code.  The HCPCS codes for TENS are E0720 and E0730.  The HCPCS codes for TENS supplies are A4557, A4595, and E0731. 

3.
Items Requiring Frequent and Substantial Servicing.--These are items such as IPPB machines and ventilators, excluding ventilators that are either continuous airway pressure devices or intermittent assist devices with continuous airway pressure devices.  In general, payment is made on a monthly rental basis until medical necessity ends.

Payment is not made for equipment purchased June 1, 1989 and later.  (See subsection O for instructions on how purchased claims are handled during the transition period.)  

Providers other than HHAs bill the DMERC.  HHAs bill the RHHI.
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4.
 Certain Customized Items.--Due to their unique nature (custom fabrication, etc.), certain customized DME cannot be grouped together for profiling purposes.  Other than HCPCS codes E1220, K0008, K0013, and K0109, specific codes for items included in this category are not

included in the HCPCS.  Claims for customized items that do not have specific HCPCS codes are coded as E1399 (miscellaneous DME).  This includes circumstances where an item which has a HCPCS code is modified to the extent that neither the original terminology nor the terminology of another HCPCS code accurately describes the modified item.

Pay for these items in a lump-sum based upon individual consideration of your estimate of the final cost for each item.  This is a final payment and is not included in the cost report.  Also, pay for maintenance and servicing during a period of medical need when a manufacturer's warranty no longer provides such coverage.  Payment is made on a lump-sum, based upon your individual consideration for the item.  HHAs use revenue code 292 along with HCPCS code E1399, E1220, K0008, K0013, or K0109 when billing the RHHI for DME.  Provider outpatient departments use the above HCPCS codes.

Providers other than HHAs bill the DMERC or local carrier.  HHAs bill their RHHI.

5.
 Capped Rental Items (Other Items of DME).--These are DME items not covered by the above categories.  For these items, payment is made on a monthly rental basis not to exceed a period of continuous use of 15 months, or on a purchase option basis not to exceed a period of 13 months of continuous use, or on a purchase basis for some specified items.  You will be provided with a listing of HCPCS codes for the equipment in this category.  (See subsection F for instructions for continuous use, for purchase of electric wheelchairs, for purchase option for rental items, and for replacement of capped rental items.)

If you are an RHHI, use the rental fee schedule provided by your DMERC to pay for the first 3 rental months.  Pay for each of the remaining months using 75 percent of the rental fee schedule.

DMERCS will apply the rental fee schedule to rental items billed by hospitals, SNFs, and OPTs/CORFs.

Providers other than HHAs bill the DMERC.  HHAs bill the RHHIs.

6.
Oxygen and Oxygen Equipment.--Payment is made using a monthly payment amount which includes payment for all necessary oxygen and oxygen equipment.  Payment is not made for the purchase of oxygen equipment.  (See subsections G and H for special processing requirements for RHHIs.)  

Providers other than HHAs bill the DMERC.  HHAs bill the RHHI.

NOTE:
For the above payment classes except “Items Requiring Frequent and Substantial Servicing,” “Oxygen” and “Capped Rental Items” (where the beneficiary elects not to purchase), payment for reasonable and necessary maintenance and servicing is made for purchased equipment.  Payment is not made for maintenance and servicing if the beneficiary rents the equipment since payment for maintenance and servicing are included in the rental payments.  (See subsection F for maintenance and servicing of capped rental items after rental payments end.)  HHAs bill for maintenance and servicing under revenue code 299 along with the appropriate HCPCS code for the equipment.  All other providers report revenue code 274 along with one of the following HCPCS codes: L4205, L4210, L7500, L7510, or L7520 when billing the intermediary for maintenance and servicing of prosthetics and orthotics and contact the DMERC for appropriate HCPCS billing codes for DME.  The billed amount is paid if reasonable and necessary.
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F.
Special Processing Rules for RHHIs.--Apply the following rules for HHA DME claims:

1.
Special DME  Requirements.--When DME is billed by the HHA under bill types 32X and 33X, it must be included in the plan of care in order for payment to be made.  (See §3902.1.) For DME not furnished under a plan of care (bill type 34X), a doctor's prescription must be available prior to delivery in order for payment to be made. 


Pay for certian DME items only when a written order is in hand prior to delivery.  If a written order is not in hand prior to delivery, payment cannot be made even if a written order is subsequently furnished.


The following HCPCS codes identify DME items that require a prescription before delivery:


A4640
E0176
E0177
E0178
E0179
E0180

E0181
E0182
E0184
E0185
E0186
E0187

E0191
E0192
E0193
E0194
E0196
E0197

E0198
E0199
E0277
E0627
E0628
E0629

E0720
E0730
E0731
E1230
K0413
K0414
2.
Installment Payments.--Where a beneficiary is purchasing an item through installments, the HHA indicates the total price of the item on the first bill.  Set up a diary to generate monthly payments equivalent to the rental fee schedule amount until the fee schedule purchase price or actual charge has been reached, whichever comes first.  (See subsection O for transition rules.)

3.
Payments During a Period of Continuous Use.--For capped rental items, payment may not exceed a period of continuous use longer than 15 months.  Develop with the HHA or beneficiary to determine when this period begins.  Neither a change in address nor a change in suppliers (HHAs) will extend the 15-month period.  For the month of death or discontinuance of use, pay the full month.  After 15 months of rental have been paid, the HHA must continue to provide the item without charge, other than for maintenance and servicing fees until medical necessity ends or Medicare coverage ceases. For this purpose, unless there is a break in need for at least 60 days, medical necessity is presumed to continue.  

A period of continuous use allows for temporary interruptions in the use of equipment. Interruptions may last up to 60 consecutive days plus the days remaining in the rental month (this does not mean calendar month, but the 30-day rental period) in which use ceases, regardless of the reason the interruption occurs.  Thus, if the interruption is less than 60 consecutive days plus the days remaining in the rental month in which use ceases, do not begin a new 15-month rental period.  Also, when an interruption continues beyond the end of the rental month in which the use ceases, do not make payment for additional rental until use of the item resumes.  Establish a new date of service when use resumes. Do not count unpaid months of interruption toward the 15-month limit.

If, however, the interruption is greater than 60 consecutive days (plus the days remaining in the rental month in which need ceases), and the HHA submits a new prescription, new medical necessity documentation, and a statement describing the reason for the interruption which shows that medical necessity in the prior episode ended, a new 15-month period begins.  If the HHA does not submit this documentation, a new 15-month period does not begin.

If a 15-month rental period has already ended and an interruption greater than 60 consecutive days occurs, subject any claims purporting to be a new period of medical necessity after the interruption to a thorough MR to ensure that medical necessity did in fact end after the prior episode.
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If the beneficiary changes equipment to different but similar equipment, review to determine whether the beneficiary's medical needs have substantially changed and the new equipment is necessary.  If so, begin a new 15-month period.  Otherwise, continue to count against the current 15-month limit and base payment on the less expensive medically appropriate configuration of equipment.  If the 15-month period had already expired, make no additional rental payments.  

If the new configuration is a modification of existing equipment through the addition of medically necessary features (for example, a special purpose back is added to a wheelchair), continue the 15-month rental period for the original equipment and begin a new 15-month rental period for the added equipment.

For purposes of computing the 15-month period for capped rental items, begin counting the first month that the beneficiary continuously rented the equipment.  For example, if the beneficiary began renting the equipment in July 1988, the rental month which begins in January 1989 is counted as the beneficiary's 7th month of rental.

If the beneficiary has reached the purchase price limitation on a rental claim on a date of service prior to January 1989, do not make any further purchase or rental payments. However, for capped rental items previously rented that have reached the purchase cap under the rent/purchase rules, pay claims for maintenance and servicing fees effective July 1, 1989.

4.
Maintenance and Servicing.--Pay the reasonable and necessary charges for maintenance and servicing of purchased equipment in the following classes: "Inexpensive or Other Routinely Purchased Items," "Certain Customized Items," "Prosthetic and Orthotic Devices," and "Capped Rental Items" if the beneficiary elects to purchase the equipment on or after May 1, 1991 Do not pay for maintenance and servicing of "Items That Require Frequent and Substantial Servicing", that were purchased on or after January 1, 1989 or for "Oxygen" equipment that was purchased on or after July 1, 1989.  (For capped rental items, see below.)  Reasonable and necessary charges include only those made for parts and labor that are not otherwise covered under a manufacturer's or supplier's warranty during a period of medical need.  Pay in a lump-sum, as based upon your individual consideration for the item.  Payment may not be made for maintenance and servicing of rented equipment other than the maintenance and servicing fee established for capped rental items as discussed below.

For capped rental items which have reached the 15-month rental cap, pay claims for maintenance and servicing fees after 6 months have passed from the end of the final paid rental month or after the end of the period the item is no longer covered under the supplier's or manufacturer's warranty, whichever is later.  For example:

o
Date service begins:



1/5/88

o
15-month rental period ends:


4/4/89

(1/5/88 + 15 months)

o
6-month period when no payment is

made (4/5/89 + 6 months):


4/5/89 - 10/4/89

o
Date maintenance and servicing

payment may begin:



10/5/89

o
Payment covers all maintenance

and servicing through (10/5/89

+ 6 months):





4/4/90
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For capped rental items, the maintenance and servicing fee may be paid only once every 6 months.  

HHAs bill for maintenance and servicing of these items under revenue code 299 using the appropriate HCPCS code representing the equipment.

5. 
Purchase Option for Electric Wheelchairs.--Effective May 1, 1991, HHAs must give beneficiaries entitled to electric wheelchairs the option of purchasing them at the time it furnishes the item.  Make no rental payment for the first month for electric wheelchairs until the HHA notifies you that it has given the beneficiary the option of either purchasing or renting.  HHAs furnish information in Exhibit 1 to beneficiaries to help them make a rent/purchase decision.  Provide copies of Exhibit 1 to your HHAs.  Payment must be on a lump-sum fee schedule purchase basis if the beneficiary chooses the purchase option.  The purchase fee schedule amounts for electric wheelchairs are equal to the capped rental fee schedule amounts multiplied by 10.  Should the beneficiary decline to purchase the electric wheelchair, continue to make rental payments in accordance with current instructions.  HHAs will notify you of a beneficiary's decision by reporting HCPCS modifiers as described in subsection F.  It is not necessary for HHAs to submit documentation signed by the beneficiary that he/she has been offered the rent/purchase option. However, HHAs should maintain such documentation in their files for audit purposes and to support the HCPCS modifier reported on the claim.

6. 
Purchase Option for Rental Items Including Electric Wheelchairs.--Effective May 1, 1991, HHAs must give beneficiaries the option of converting their rental equipment to purchased equipment during their 10th continuous rental month.  Make no further rental payments after the 11th rental month for capped rental items until the HHA notifies you that it has contacted the beneficiary and furnished him/her with the option of either purchase or continued rental.  HHAs furnish information in Exhibit 2 to beneficiaries to help them make a rent/purchase decision.  Provide copies of Exhibit 2 to your HHAs.  Beneficiaries have one month from the date they are notified by the HHA to accept this option.  

Should the beneficiary decline the purchase option or fail to respond to it, continue to make rental payments in accordance with current instructions.  Should the beneficiary accept the purchase option, continue making rental payments until a total of 13 continuous rental months have been paid.  Do not make any additional rental payments beyond the 13th rental month.  On the first day after 13 continuous rental months have been paid, the HHA/supplier must transfer title to the equipment to the beneficiary.  HHAs will notify you of a beneficiary's decision by reporting HCPCS modifiers as described in subsection F.  It is not necessary for HHAs to submit documentation signed by the beneficiary that he/she has been offered the rent/purchase option.  However, the HHA should maintain such documentation in its files for audit purposes and to support the HCPCS modifier reported on the claim.

7. 
HCPCS Modifiers.--HHAs must report one of the following HCPCS modifiers for services January 1, 1991 through December 31, 1991 to notify you of the beneficiary's decision resulting from the rent/purchase options for DME:
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o
QR - The beneficiary has been informed of the purchase and rental options and has elected to rent the item;

o
QP - The beneficiary has been informed of the purchase and rental options and has elected to purchase the item; or

o
QA - The beneficiary has been informed of the purchase and rental options and after 30 days has not informed the HHA of his/her decision.

For services furnished on or after January 1, 1992, HCPCS modifier BR replaces QR, BP replaces QP, and BU replaces QA.

HHAs notify you of the beneficiary's decision on the first claim for an electric wheelchair using modifier QR or QP prior to January 1, 1992, or modifier BR or BP on or after January 1, 1992.  During the 11th or 12th month for all capped rental items, HHAs use any of the modifiers listed above depending on when services were received.

NOTE:
If you are a RHHI and have granted an extension on billing of the 1992 HCPCS codes to one or more of your HHAs, HCPCS modifiers BR, BP, or BU are effective with bills with dates of service February 1, 1992, or March 1, 1992, depending on the length of the extension.

HHAs report the appropriate modifier in FL 44 of the HCFA-1450 following the appropriate HCPCS code.  Accept 7 positions in this field for data entry purposes.

8.
Replacement.--Effective May 1, 1991, if an item has been in continuous use by the patient, on either a rental or purchase basis, for the equipment's useful lifetime or the item is lost or irreparably damaged, the patient may elect to obtain a new piece of equipment.  You determine the reasonable useful lifetime for the item, but in no case can it be less than 5 years.  Compute the useful lifetime based upon when the equipment is delivered to the beneficiary, not the age of the equipment. Should the patient elect to obtain a new piece of equipment, pay based on a rental or purchase basis or on a lump-sum purchase basis for capped rental equipment if a purchase option agreement had been entered into.

Do not pay for purchase or replacement costs of "Items Requiring Frequent and Substantial Servicing" or "Oxygen" equipment.  


9.
Reporting and Payment of Supplies and Drugs Related to the Effective Use of DME.--HHAs report supplies, including drugs, that are necessary for the effective use of DME under revenue code 294 “Supplies/Drugs for DME Effectiveness” along with the appropriate HCPCS code identifying the supply.  Payment for supplies other than drugs is made on the basis of the DMEPOS fee schedule.  Payment is based on 80 percent of the lower of the actual charge or the fee schedule amount.  Payment for drugs that are necessary for the effective use of non-implanted DME is made on the basis of DMERC pricing.  Payment for drugs that are necessary for the effective use of implanted DME (HCPCS codes E0751, E0753, E0782, and E0783) is made on the basis of local carrier pricing.  Payment is based on 80 percent of the lower of the actual charge or the DMERC or local carrier price for the drug.


10.
Payment for Continuous Passive Motion (CPM) Devices.--CPM devices (HCPCS code E0935) are covered as DME.  Section 60-9 of the Coverage Issues Manual (CIM) provides the following guidelines:
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Continuous passive motion devices are covered for patients who have received a total knee replacement.  To qualify for coverage, use of the device must commence within 2 days following surgery.  In addition, coverage is limited to that portion of the 3 week period following surgery during which the device is used in the patient’s home.


Make payment for each day that the device is used in the patient’s home.  Do not make payment for the device when the device is not used in the patient’s home or once the 21 day period has elapsed.

Since it is possible for a patient to receive CPM services in their home on the date that they are discharged from the hospital, count this date as a covered CPM service.

G.
Special Requirements for Processing of Oxygen Claims by RHHIs.--Fee schedule payments for stationary oxygen system rentals are all inclusive and represent a monthly rental payment allowance per beneficiary.  Accordingly, providers bill on a monthly basis for the stationary oxygen equipment rentals and contents furnished, if applicable (i.e., if HHA services are provided in addition to oxygen, the HHA will include the oxygen on the HHA bill).  An additional fee for portable add-on equipment is payable under the situations indicated in §3629.H.

The monthly payment amount for stationary oxygen is subject to adjustment depending on the amount of oxygen prescribed and whether or not portable oxygen is also used.  In order to receive the applicable payment adjustment, bills must indicate the appropriate revenue code, if applicable:

o
If the prescribed amount of oxygen is less than 1 liter per minute (LPM), the revenue code is 602.  Reduce the monthly payment amount for stationary oxygen by 50 percent.

o
If the prescribed amount of oxygen is greater than 4 LPM, the revenue code is 603. Increase the monthly payment amount for stationary oxygen by 50 percent.

o
If the prescribed amount of oxygen exceeds 4 LPM and portable oxygen is prescribed, the revenue code is 604.  Increase the monthly payment for stationary oxygen by the higher of 50 percent of the monthly stationary oxygen payment amount or the fee schedule amount for the portable oxygen add-on.  (A separate monthly payment is not allowed for the portable equipment.)

HHAs billing for stationary equipment, supplies, or contents bill under revenue code 601.
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Monthly bills may be submitted to you as of the first rental service date in the case of initial rentals of an oxygen system or no sooner than 30 days after the prior rental month's service date in the case of an established oxygen patient.

Apply coverage guidelines in §60-4 of the Coverage Issues Manual.

H.
Oxygen Equipment and Contents Billing Chart.--The following chart indicates what oxygen fee schedule component is billable/payable under various transaction scenarios.

1.
Situations:  Beneficiary Uses a Stationary System Only
a.
Rental Cases
Type
Stationary
Oxygen



Portable


of
Monthly
Content

Portable
Contents


System
Payment
Fee

Add-On
Fee


Concentrator
Yes
No

No

No


E1377


E1378

E1379

E1380

E1381

E1382

E1383

E1384

E1385
E1400

E1401

E1402

E1403

E1404

E1405

E1406

Gaseous
Yes
No

No

No


E0424

Liquid
Yes
No

No

No


E0439


b.
Purchase Cases
Concentrator
No
No

No

No


Gaseous
No
Yes

No

No


E0441

Liquid
No
Yes

No

No


E0442
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2.
Situation:  Beneficiary Uses Both a Stationary and Portable System
a.
Rents Stationary/Rents Portable
Type
Stationary
Oxygen



Portable


of
Monthly
Content

Portable
Contents


System
Payment
Fee

Add-On
Fee


Concentrator
Yes
No

Yes
No


E1377


E0431

E1378


E0434

E1379

E1380

E1381

E1382

E1383

E1384

E1385
E1400

E1401

E1402

E1403

E1404

E1405

E1406

Gaseous
Yes
No

Yes
No


E0424


E0431

Liquid
Yes
No

Yes
No


E0439


E0434

b.
Rents Stationary/Owns Portable
Concentrator
Yes
No

No

No


E1377

E1378

E1379

E1380

E1381

E1382

E1383

E1384

E1385
E1400

E1401

E1402

E1403

E1404

E1405

E1406
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Type
Stationary
Oxygen



Portable


of
Monthly
Content

Portable
Contents


System
Payment
Fee

Add-On
Fee


Gaseous
Yes
No

No

No


E0424




Liquid
Yes
No

No

No


E0439




c.
Owns Stationary/Owns Portable
Concentrator
No
No

No

Yes


E0443

E0444

Gaseous
No
Yes

No

No


E0441



Liquid
No
Yes

No

No


E0442



d.
Owns Stationary/Rents Portable
Concentrator
No
No

Yes
Yes


E0431
E0443


E0434
E0444

Gaseous
No
Yes

Yes
No


E0441

E0431

Liquid
No
Yes

Yes
No


E0442

E0434

3.
Situation:  Beneficiary Uses a Portable System Only
a.
Rents Portable System
Gaseous
No
No

Yes
Yes


E0431
E0443

Liquid
No
No

Yes
Yes


E0434
E0444

b.
Owns Portable System
Gaseous
No
No

No


Yes


E0443

Liquid
No
No

No


Yes


E0444
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NOTE:
Revenue codes 601, 602, 603, and 604 may apply when billing for oxygen under the situations in this chart.

RHHIs consider the following when processing oxygen claims:

o
Whenever both the 4 LPM volume adjustment and the portable add-on apply, pay only the higher of the two;

o
The codes for portable add-on were assigned using the assumption that the portable and the stationary systems were the same type (e.g., both liquid oxygen);

o
Do not make additional payments for either stationary or portable contents whenever a stationary system is rented.  The monthly oxygen payment amount already includes reimbursement for all required contents;

o
Do not pay for oxygen systems purchased on or after July 1, 1989.  However, you may pay for contents used with a purchased system;

o
The portable content fee is never payable in addition to the "stationary" content fee which includes portable content reimbursement; and

o
Replacement items for use with purchased oxygen systems are only payable as of July 1, 1989 dates of service if the system was purchased prior to July 1, 1989.

I.
Reporting  Service Units.--Provider outpatient departments report under FL 46 "Service Units" the number of items being billed for orthotic and prosthetic devices.


RHHIs report under FL 46 "Service Units" the number of purchased items billed under DME (excluding items requiring frequent and substantial servicing, capped rental items, and oxygen which cannot be purchased) or the number of rental months.  For oxygen equipment, RHHIs report the number of rental months being billed.  For oxygen contents (HCPCS codes E0441, E0442, E0443, and E0444), the RHHI reports the number of feet or pounds as described by the HCPCS code.


J.
Coordination Between Intermediaries, DMERCS, and Local Carriers.--When fee schedule rates are not available for a particular item (HCPCS code), do not delay payment. Establish a fee based on fee schedules in a neighboring State, or consult with your DMERC or local carrier.  Once fee schedule rates are established, adjust your system to install the proper rate.  Do not adjust bills previously paid.
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K.
EMC Formats.-Utilize one of the following:

o
Standard Tape Format - Use record type 61 to report outpatient and home health services.  Record type, sequence, number, patient control number (if used), revenue code, HCPCS procedure code, units, charges, and noncovered charges are required.  Modifiers and dates of service are not.  Determine the date of service from the "from" and "through" dates shown in record 20.  Include other record types as appropriate.

o
Direct Data Entry - Determine where to locate the HCPCS procedure code on your data entry screen.

L.
CWF 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.  The revenue code is reported.  Report the payment amount before adjustment for beneficiary liability in field 65g "Rate" and the actual charge in field 65h "Covered Charges."  Where you are making installment payments, report the amounts in fields 65g and 65h.

M.
Retrieval of Fee Schedules.--Fee schedules for DME, DME supplies (other than drugs), orthotic/prosthetic devices, and surgical dressings are available electronically via the Network Data Mover (NDM) on the DMEPOS fee schedule file.  The file contains HCPCS codes and related prices subject to the DMEPOS fee schedule.   It does not contain fees for drugs that are necessary for the effective use of DME.  (See subsection F.9 for an explanation of these drugs.)  It also does not include fees for items for which the DMERC has not established fee schedule amounts.  These items are to be priced in accordance with subsection J.  The file maps the 9 DMEPOS fee schedule categories to extraction labels as follows:


IN
=
Inexpensive/routinely purchased...DME

FS
=
Frequency Service...DME

CR
=
Capped Rental...DME

OX
=
Oxygen and Oxygen Equipment...OXY

OS
=
Ostomy, Tracheostomy and Urogicals...P/O

S/D
=
Surgical Dressings...S/D

P/O
=
Prosthetics and Orthotics...P/O

SU
=
Supplies...DME

TE
=
TENS...DME


HCFA will notify you of updates to the file and of when the file is available for retrieval.


RHHIs retrieve data from all of the above categories.  Regular intermediaries retrieve data from categories P/O and S/D only.
N.
EOMB Messages.--The following EOMB messages are suggested.  (See §3722.3 for other applicable messages.)
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1.
Inexpensive/Frequently Purchased Equipment.

o
"Medicare will pay up to _______________(amount) for this item whether this item is purchased or rented."  (Use in first month.)

o
"This is your next  to last rental payment."

o
"This is your last rental payment."

o
"This item has been rented up to the Medicare payment limit."

2.
Items Requiring Frequent and Substantial Servicing.--If the beneficiary purchased an item in this category prior to June 1, 1989, use the following message:

o
"Effective June 1, 1989, this equipment can only be paid for on a rental basis."

3.
Customized Items and Other Prosthetic and Orthotic Devices.--

o
"Medicare paid ____________ for this item.  Your coinsurance obligation is ____________."

4.
 Capped Rental Items.

o
 "Under Medicare law, rental payments for this item may continue for up to 15 months from the first rental month or until the equipment is no longer needed, whichever comes first."

o
"If you no longer are using this equipment or have recently moved and will rent this item from a different source, please contact our office."

o
"This is your next to last rental payment for this item."

o
"This is your last rental payment for this item."

o
"This item has been rented up to the 15 month Medicare payment limit."
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o
"Your equipment supplier must supply and service this item for as long as you continue to need it."

o
"Medicare cannot pay for maintenance and/or servicing of this item until 6 months have elapsed after the end of the 15th paid rental month."

If the beneficiary has purchased the item, prior to June 1, 1989, see Item 7.

If the beneficiary purchased a capped rental item on or after June 1, 1989, use the following denial message:

o
"Effective June 1, 1989, this equipment can only be paid for on a rental basis."

5.
Oxygen and Oxygen Equipment.--

o
"The allowed amount includes payment for all covered oxygen equipment, contents and accessory items for an entire rental month."

o
"Payment for the amount of oxygen supplied has been reduced or denied based on your medical condition."

o
"The approved amount has been reduced to the amount allowable for medically necessary oxygen therapy."

o
"Payment for this item is included in the monthly payment amount."

o
"Payment denied because Medicare oxygen coverage requirements are not met."

If the beneficiary has purchased the equipment prior to July 1, 1989, and installment payments were made, follow Item 7.

If the beneficiary purchased an oxygen system on or after July 1, 1989, use the following denial message:

o
Effective July 1, 1989, this equipment can only be paid for on a rental basis.

6.
Items Requiring a Written Order Prior to Deliver.--

o
"Payment denied because the supplier did not obtain a written order from your doctor prior to the delivery of this item."

7.
Purchased Items.--

o
"Medicare will allow installments of ($000.00) for (number) months or until the equipment is no longer needed, whichever comes first.  This is the first monthly installment."

o
"You will receive a notice each month when additional installments are paid."

o
"You will receive a notice next month for the next installment."
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o
"The next installment will be the last one."

o
"If it is still medically necessary for you to use this equipment, ask your provider to send us another prescription."

O.
Purchase of Items Requiring Frequent and Substantial Servicing or Capped Rental Items.--RHHIs apply the following transition rules:

1.
Purchase Prior to January 1, 1989.--If a beneficiary purchased an item of equipment in either class prior to January 1, 1989, pay based upon the reasonable cost of the equipment.  Pay the reasonable and necessary charges for maintenance and servicing of the equipment.  If the item of equipment needs to be replaced on or after June 1, 1989, pay on a rental basis under the fee schedule.  

2.
Purchase on or After June 1, 1989.--If a beneficiary purchased an item of equipment that requires frequent and substantial servicing on or after June 1, 1989, do not pay.  Do not pay for maintenance and servicing or for replacement of items in either class purchased on or after June 1, 1989.


If a beneficiary purchased an item of equipment in the capped rental category between June 1, 1989, and April 30, 1991, do not make payment.  Also, do not make payment for maintenance and servicing.  However, see subsection F for payment of purchase options after April 30, 1991 and for payment of replacement items purchased between June 1, 1989 and April 30, 1991.

3.
Purchase Between January 1, 1989 and June 1, 1989.--If a beneficiary purchased an item of equipment in either class after January 1, 1989, but before June 1, 1989, pay monthly installments equivalent to the rental fee schedule amounts until the medical necessity ends, the purchase price fee schedule calculated under prior instructions is reached, or the actual purchase charge is reached, whichever occurs first.  Pay the reasonable and necessary charges for maintenance and servicing.  If the item of equipment needs to be replaced on or after June 1, 1989, pay on a rental basis.  Payment may be made for purchase even if the purchase was preceded by a period of rental. However, total payments for rental plus purchase of capped rental items may not exceed the amount that would have been paid had the equipment been continuously rented for 15 months.  Therefore, if a purchase occurs during a period of continuous use after 15 months of rentals have been paid, no payment may be made other than the reasonable and necessary charges for servicing.
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P.
Purchase of Oxygen Equipment.--RHHIs apply the following payment rules:

o
Purchase Prior to July 1, l989.--If a beneficiary purchased stationary or portable oxygen equipment prior to July 1, 1989, pay based upon reasonable cost.  Pay the reasonable and necessary charges for maintenance and servicing.  If the item of equipment needs to be replaced after July 1, 1989, pay on a fee schedule basis.
o
Purchase on or After July 1, 1989.--If a beneficiary purchased stationary or portable oxygen equipment on or after July 1, 1989, do not pay.  However, pay for the contents.  Do not pay for maintenance and servicing or for replacement of oxygen equipment purchased on or after July 1, l989.

Q.
Bill Types Subject to the Fee Schedule.--Bill types subject to the DME, orthotic/prosthetic fee schedule follow:

BILL TYPE/DEFINITION
ORTHOTICS/PROSTHETICS

DME/OXYGEN
12X
(Hospital inpatient
Subject to fee schedule
Not covered, therefore  Part B)

not subject to fee 

                               

schedule

13X
(Hospital outpatient)
Subject to fee schedule
Subject to fee schedule

22X
(SNF inpatient Part B)
Subject to fee schedule
Not covered, therefore 

             
not subject to fee  

             
schedule

23X
(SNF outpatient)
Subject to fee schedule
Subject to fee schedule

*32X (HHA visits under
Subject to fee schedule
Subject to fee schedule

Part B Plan of Care)

*33X (HHA visits under
Subject to fee schedule
Subject to fee schedule

Part A Plan of Care)

34X
(HHA visits not under
Subject to fee schedule
Subject to fee schedule

a Plan of Care)

71X
Rural health clinics 
Subject to fee schedule
Subject to fee schedule

(Provider-based only)
74X
(Outpatient PT) 
Subject to fee schedule
Subject to fee schedule

75X
(CORF)
Subject to fee schedule
Subject to fee schedule
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BILL TYPE/DEFINITION
ORTHOTICS/PROSTHETICS
DME/OXYGEN
**83X ASC
Subject to fee schedule
Subject to fee schedule

    85X RPCH
Subject to fee schedule
Subject of fee schedule

*
HCPCS codes A4214, A4310 through A4455, A4481, A4622, A4623, A4625, A4626, A4629, and A5051 through A5149 are excluded from the fee schedule when billed by a HHA to its RHHI under these bill types.

**
HCPCS codes A4214, A4310 through A4330, A4338 through A4359, and A5102 through A5114 are excluded from the fee schedule when billed by a hospital with an ASC service under this bill type.  In addition, HCPCS codes A5119 through A5131 can be excluded or included in the fee schedule depending on the procedure in which they are associated.  (See §3626.4E.)

NOTE:
Bill types not listed are not subject to the fee schedule for either orthotics/prosthetics or DME/oxygen with the exception of provider-based FQHCs.  Orthotics/prosthetics and DME/oxygen furnished by provider-based FQHCs are subject to the fee schedule.  However, bill type 73X is not reflected in the above chart since FQHCs bill using the bill type for the particular provider they are associated with.  (See §3643G for an explanation.)   

All providers bill you for the orthotics/prosthetics.  Providers other than HHAs bill the DMERC for DME/oxygen.  HHAs bill their RHHI.
R.
Recertification Requirements For Certain Patients Receiving Home Oxygen Therapy (RHHI's only).--Section 4152 of the Omnibus Budget Reconciliation Act of 1990 (OBRA) requires patients who receive home oxygen therapy and who at the time such services are initiated have an initial arterial blood gas value of 56 or higher or an initial oxygen saturation at or above 89 percent to be retested between 60 and 90 days after the start of oxygen therapy in order to continue to receive payment.  HHAs must initiate the request for the retesting as promptly as possible because the recertification at three months must reflect the results of an arterial blood gas or oxygen saturation test conducted between the 61st and 90th day of home oxygen therapy.  Payment for the fourth month of home oxygen therapy is possible only if the patient's attending physician certifies that retesting results establish the continuing medical necessity for the services.    The physician must certify based on the test of the patient's arterial blood gas value or oxygen saturation that there is a medical need for the patient to continue to receive oxygen therapy.

Value codes have been assigned for HHA reporting of the arterial blood gas and oxygen saturation. (See §3604, FLs 39-41.)  HHAs report value code 58 or 59  on every initial bill for home oxygen therapy and on the fourth month's bill.

For patients receiving oxygen therapy, who are not under a plan of care (bill type 34X), HHAs obtain a physicians recertification of the retesting and maintain a copy in their files for verification.

For patients receiving oxygen therapy, who are under a plan of care (bill types 32X and 33X), HHAs obtain a physician's recertification of the retesting and reflect this on Form HCFA-485 or HCFA-486 for verification.

Do not continue to make payment where the HHA fails to have the patient retested to determine continuing need of oxygen therapy within the specified time frames.
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S.
Purchase Options for Capped Rental Items.--The following provides transitional instructions for purchases of capped rental items:

1.
Electric Wheelchairs.--If a beneficiary purchases an electric wheelchair prior to May 1, 1991, pay for the wheelchair as a routinely purchased item.  If the beneficiary elects to rent an electric wheelchair prior to May 1, 1991, pay the rental fee schedule amount not to exceed the purchase price.  If, on May 1, 1991, the purchase price has not been reached, convert the monthly fee schedule amount from routinely purchased to capped rental.  As such, each month's rental before and after conversion must be counted toward the 10-month purchase option described in subsection F and the 15-month rental cap.

2.
All Other Capped Rental Items.--If a beneficiary purchased a capped rental item prior to May 1, 1991, do not make payment.  If the beneficiary rented a capped rental item prior to May 1, 1991, pay the rental fee schedule fee amount not to exceed the 15-month rental cap.  Each month's rental must be counted toward the 10-month purchase option and the 15-month rental cap as described in subsection F.  (See subsection O for a description of how these items are paid between January 1, 1989 and June 1, 1989.)

T.
Billing For Surgical Dressings.--Providers bill for surgical dressings under bill type 12X, 13X, 22X, 23X, 74X (OPTs only), 75X, or 85X (only for rural primary care hospitals (RPCHs) selecting a cost reimbursement method of payment), as appropriate.  (See subsection U for special instructions for hospital outpatient departments.)  

A separate revenue code 623 "Surgical Dressings" has been approved by the National Uniform Billing Committee for provider billing of surgical dressings effective for items furnished on or after January 1, 1995.  For items furnished prior to January 1, 1995, providers are to bill for surgical dressings utilizing revenue code 274.  

NOTE:
HHAs are excluded from receiving payment under the surgical dressing fee schedule.  Therefore, HHAs should continue to bill their RHHI for surgical dressings as supplies using revenue code 270 and RHHIs must process these claims utilizing current procedures.

If a provider supplies surgical dressings for its patients, they bill you.

As a result of an expansion to Medicare coverage of surgical dressings, a number of Level II HCPCS codes have been established for billing for surgical dressings.  These codes and their related prices have been previously provided to you.  Intermediaries other than RHHIs make payment based on the surgical dressing fee schedule for all claims with dates of service on or after March 30, 1994.  RHHIs make payment for surgical dressings billed by HHAs on a reasonable cost basis.  (See §§3110 - 3110.5 for coverage criteria.)

There are fourteen Level II HCPCS codes for which fees have not yet been established.  Pay these codes under individual consideration.  They are as follows:

A6198
Alginate dressing, wound cover, pad size more than 48 sq. in., each dressing;

A6205
Composite dressing, pad size more than 48 sq. in., with any size adhesive border, each dressing;
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A6206
Contact layer, 16 sq. in., or less, each dressing;

A6208
Contact layer, more than 48 sq. in., each dressing;

A6213
Foam dressing, wound cover, pad size more than 16 but less than or equal to 48 sq. in., with any size adhesive border, each dressing;

A6215
Foam dressing, wound filler, per gram;

A6218
Gauze, non-impregnated, pad size more than 48 sq. in., without adhesive border, each dressing;

A6221
Gauze, non-impregnated, pad size more than 48 sq. in., with any size adhesive border, each dressing;

A6228
Gauze, impregnated, water or normal saline, pad size 16 sq. in. or less, without adhesive border, each dressing;

A6230
Gauze, impregnated, water or normal saline, pad size more than 48 sq. in., without adhesive border, each dressing;

A6239
Hydrocolloid dressing, wound cover, pad size more than 48 sq. in., with any size adhesive border, each dressing;

A6256
Specialty absorptive dressing, wound cover, pad size more than 48 sq. in., with any size adhesive border, each dressing;

A6261
Wound filler, not elsewhere classified, gel/paste, per fluid ounce; and

A6262
Wound filler, not elsewhere classified, dry form, per gram. 

Contact your DMERC for a fee allowance when pricing these codes.

U.
Special Instructions for Billing and Payment of Surgical Dressings By Hospital Outpatient Departments.--Effective for surgical dressings furnished on or after March 1, 1997, make payment for surgical dressings applied while a patient is being treated in a hospital outpatient department on a reasonable cost basis rather than under the surgical dressing fee schedule methodology.  Therefore, hospitals bill you for surgical dressings applied to their outpatients while in the outpatient department under revenue code 272 “Sterile Supply”.  However, if the dressing is furnished as part of a radiology or other diagnostic procedure, hospitals bill under 621 “Supplies Incident to Radiology” or 622 ”Supplies Incident to Other Diagnostic Services”.  For surgical dressings applied as part of an ASC procedure, radiology, or other diagnostic procedure, payment is made on a reasonable cost basis subject to the blended payment methodology.

NOTE:
HCPCS coding is not required when hospitals report surgical dressings under revenue code 272 “Sterile Supply”.

If hospital outpatient departments provide dressings for their outpatients to take home, they bill you under revenue code 623 "Surgical Dressings" along with the applicable surgical dressing HCPCS code.  In this situation, make payment under the surgical dressing fee schedule.  (See subsection T for additional instructions for processing claims under the surgical dressing benefit.)
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Exhibit I   


HOW MEDICARE PAYS FOR ELECTRIC WHEELCHAIRS

If you need an electric wheelchair prescribed by your doctor, you may already know that Medicare can help pay for it.  Medicare requires (specify name of supplier) to give you the option of either renting or purchasing it.  If you decide that purchase is more economical, for example, because you will need the electric wheelchair for a long time, Medicare will pay 80 percent of the purchase price in a lump sum amount.  You will be responsible for the 20 percent coinsurance amount.  However, you must elect to purchase the electric wheelchair at the time your medical equipment supplier furnishes you the item.  If you elect to rent the electric wheelchair, you will be given the option of purchasing it during your 10th rental month.


If you continue to rent the electric wheelchair for 10 months, Medicare requires (specify name of supplier) to give you the option of converting your rental agreement to a purchase agreement.  This means that if you accept this option, you would own the medical equipment.  Should you accept the purchase option, Medicare will continue making rental payments for your equipment for 3 additional rental months.  You will be responsible for the 20 percent coinsurance amounts.  After making these additional rental payments, title to the equipment will be transferred to you.  You have until (specify the date one month from the date the supplier notifies the patient of this option) to elect the purchase option.  If you decide not to elect the purchase option, Medicare will continue making rental payments for an additional 5 rental months.  After a total of 15 rental months have been paid, title to the equipment remains with the medical equipment supplier; however, the supplier may not charge you any additional rental amounts.


In making your decision to rent or purchase the equipment, you should know that for purchased equipment, you will be responsible for 20 percent of the service charge each time your equipment is actually serviced.  However, for equipment that is rented for 15 months, your responsibility for such service is limited to 20 percent coinsurance on a maintenance and servicing fee payable twice per year whether or not the equipment is actually serviced.
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Exhibit II


THE RENT/PURCHASE OPTION

You have been renting your (specify the items of equipment) for 10 continuous rental months.  Medicare requires (specify name of supplier) to give you the option of converting your rental agreement to a purchase agreement.  This means that if you accept this option, you would own the medical equipment.  Should you accept the purchase option, Medicare will continue making rental payments for your equipment for 3 additional rental months.  You will be responsible for the 20 percent coinsurance amounts.  After making these additional rental payments, title to the equipment will be transferred to you.  You have until (specify the date one month from the date the supplier notifies the patient of this option) to elect the purchase option.  If you decide not to elect the purchase option, Medicare will continue making rental payments for an additional 5 rental months.  You will be responsible for the 20 percent coinsurance amounts.  After a total of 15 rental months have been paid, title to the equipment remains with the medical equipment supplier; however, the supplier may not charge you any additional rental amounts.


In making your decision to rent or purchase the equipment, you should know that for purchased equipment, you will be responsible for 20 percent of the service charge each time your equipment is actually serviced.  However, for equipment that is rented for 15 months, your responsibility for such service is limited to 20 percent coinsurance on a maintenance and servicing fee payable twice per year whether or not the equipment is actually serviced.
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