
AMENDMENT SUPPLEMENT

07-81
COVERAGE OF SERVICES
 A3101.7

A.3101.7  Inpatient Services in Connection with Dental Services.--For hospital admissions after June 30, 1981, hospital inpatient services which are necessary because of the severity of a noncovered dental procedure are covered.  The dental procedure itself is excluded from coverage if it is a service described in §3162.  Hospital inpatient services which are necessary for the performance of a dental procedure because of the patient's underlying medical condition and clinical status continue to be covered.

Cross-refer:  §§3101.7, 3431B.1, 3610B.10, and 3783.1C.
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AMENDMENT SUPPLEMENT
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COVERAGE SERVICES
A 3146

A3146  Reimbursement for Inpatient Radiology and Pathology.--Sec. 112 of Public Law 97-248 amends section 1833(a)(1) and 1833(b) of the Social Security Act to eliminate the 100 percent reimbursement rate currently applicable to radiological and pathological services furnished to hospital inpatients by physicians who practice in the field of radiology or pathology and have entered into (or on whose behalf there have been entered into) agreements to accept assignments in all cases for these services.  Effective for services furnished on or after October 1, 1982, Medicare will pay for these services on the same basis as it pays for other physicians' services, i.e., at 80 percent of the reasonable charges after application of any unmet deductible.  The agreements in question are void with respect to services furnished on or after October 1, 1982.  The physician (or entity authorized to bill and receive payment for his services) may decide on a claim by claim basis whether or not to accept assignment with respect to services furnished on or after that date (subject to existing consistency requirements of combined billing when the hospital bills the intermediary for the physician component).

Where a hospital has been combined billing for the physician and hospital components of inpatient radiology and pathology, the different rates of reimbursement now applicable to these components will require the hospital to determine what portion of the hospital charge is for each.  In determining the portion of the hospital charge that relates to the physicians' professional services and is subject to coinsurance, the hospital may use one of the methods described in §§2108.4 and 2108.11 of the Provider Reimbursement Manual.  In most cases, the use of the optional method will be appropriate. For example, if the combined hospital departmental charges are $800 and the physician receives 25 percent of those charges and spends 80 percent of his time furnishing professional services, then the professional component will be identified on the bill as $160 (800 x .25 x .80) and (assuming the deductible to be met) the coinsurance will be $32 (160 x .20).  Any issues that arise regarding the determination of the professional and hospital components of charges that have been combined billed are in the jurisdiction of the intermediary. Separate Part A Intermediary Manual instructions are being issued describing a procedure under which a hospital will submit a single claim to its intermediary for both the professional and hospital components of the charges.

Radiological and pathological physician services furnished before October 1, 1982, will continue to be reimbursed under the provisions in effect at the time the services were rendered even though the claim is filed on or after October 1, 1982.
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