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3620.
DETERMINING COVERED/NONCOVERED DAYS AND CHARGES

A.
General.--It is important to record a day or charge as covered or noncovered because of the following:

o
Beneficiary utilization is recorded based upon days during which the patient received hospital or SNF accommodations, including days paid by Medicare and days for which the provider was held liable for reasons other than medical necessity or custodial care.  Days denied as not medically necessary or as custodial care are not charged against a beneficiary's utilization record when the provider is determined to be liable.

o
The provider may claim credit on its cost report only for covered accommodations, days and charges for which actual payment is made, i.e., provider liable days and charges are not included.  Data from the bill payment process are used in preparing the cost report.

o
The number of days and charges provided to the PRICER program affects the day and cost outlier determinations and the DRG payment amount.  Non-PPS provider days are excluded from PRICER consideration.

It is possible to use a different number of days on a single bill for each of the above purposes, although the same number of days will generally apply in actual practice.  For example, if the beneficiary had at least one day of eligibility remaining at admission, days that occur after benefits are exhausted up through the day outlier threshold for the applicable DRG are counted for cost reporting purposes under PPS.

B.
General Rule on Counting of Days (Subject to Special Rules in D and E.-The provider calculates and enters on the bill the number of claimable Medicare patient days on the cost report. (Medicare patient days always refer to cost report days.)  For PPS facilities count for the cost report, utilization and PRICER purposes, all days for which Part A payment may be made to the hospital. This includes days for which the provider is not liable under the limitation of liability provision.  Do not count days for which no Part A payment may be made for cost report, utilization or PRICER purposes.

For non-PPS providers, do not count the days for PRICER purposes, because DRG payment or outlier calculations are not made.

C.
Medically Unnecessary Days for Which the Provider May Charge the Beneficiary.--If the hospital or SNF stay includes any medically unnecessary days for which the provider has met the requirements of §§3610.1 C or D for charging the beneficiary, count those days as noncovered under Part A for cost report, utilization and PRICER purposes.

Since the provider may not be aware of the date benefits are exhausted or when the outlier threshold is reached, verify the provider's counts.  If, for any reason, you or the PRO determine fewer days are claimable (e.g., if you or the PRO indicate that benefits are exhausted), adjust cost report days for your PS&R system.  If you or the PRO determines fewer days are claimable for the cost report, determine the proper number of days of utilization to charge the beneficiary and the proper number of days for the length of stay used by PRICER.  Use the factors in §§3620 D and E to make these calculations.
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D.
Special Rules For All Providers.--

1.
Day of Admission.--For all hospitals, count the day of admission for the cost report and for utilization.  For PPS hospitals, count the day of admission for PRICER purposes unless the rules for same day transfer apply.

2.
Day of Discharge, Death, or Beginning a Leave of Absence.--Do not count the day of discharge or death for cost report, utilization or PRICER purposes unless the admission and discharge day are the same day.  Where admission and discharge occur on the same day, count one day for cost report, utilization and PRICER purposes.  If the patient is admitted with the expectation that he/she will remain overnight, but is discharged or dies before midnight, count the day for the cost report, utilization and PRICER.  Do not count any days in a leave of absence (occurrence span code 74), for cost report, utilization or PRICER purposes.

3.
Same Day Transfer From Participating Hospital to Nonparticipating Hospital or Nonparticipating Distinct Part of Hospital.--If the beneficiary is admitted to a PPS hospital with the expectation that he/she will remain overnight, but is transferred to a nonparticipating provider or a nonparticipating distinct part of the same provider before midnight, count the day for the cost report, utilization and PRICER.  If the beneficiary is admitted to a non-PPS hospital with the expectation that he/she will remain overnight, but is transferred to a nonparticipating hospital or a nonparticipating distinct part of a hospital before midnight, count the day for cost report and utilization purposes.

4.
Same Day Transfer From Participating Hospital to Participating Hospital.--If the beneficiary is transferred to a participating hospital or distinct part of a participating hospital, count the day, if it is determined to be covered, for the cost report and for PRICER at both hospitals.  However, charge utilization on the bill only for the later admission to avoid charging the beneficiary twice for the same day.  The earlier admission, for which you do not charge utilization, can be recognized by condition code 40 (same day transfer), and the same date entered in the "From" and "Through" dates in CWF.

5.
Guarantee of Payment Days.--There can be up to fourteen guarantee of payment days (8 days plus weekends and Federal holidays) beginning with the date in occurrence code 20.  Do not charge utilization, as the beneficiary has no days remaining, but count them for the cost report and PRICER.

6.
Provider Liability Issue.--When you or the PRO finds the provider liable, determine the cause for provider liability prior to making any decision regarding utilization.  If the provider is technically liable, i.e., liable for reasons other than custodial care or medical necessity of the services, show the dates of provider liability in occurrence span code 77, and count the days for utilization, but not for cost report or PRICER purposes.  If the provider is liable because services were not medically necessary or were custodial care, show the dates of provider liability in occurrence span code 79 and do not count the days for cost report, utilization or PRICER purposes.  
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E.
Special Rules Which Differ for PPS and Other Providers.--If Part A payment may be made for a hospital stay under PPS (i.e., there is at least one Medicare patient day, guarantee of payment day, or day for which the program is liable to the hospital under the limitation of liability provision), treat all days as covered for cost report purposes, except as provided below.  Apply this same rule when per diem payments are made to a transferring PPS hospital, whether for all or part of a stay, or when a PPS hospital requests outlier payment, whether or not such payment is made.


For non-PPS hospitals, PPS exempt units and SNFs, count the number of days available to the beneficiary for all purposes.


Where outlier status is involved and there are either pre-entitlement days or days after benefits were exhausted, reduce cost report days by the lesser of the number of pre-entitlement/post-benefits exhausted days or the number of days in the stay in excess of the outlier threshold.


1.
Length of Stay Does Not Exceed the Day Outlier Threshold.--Count all days (including day of admission, but not the day of discharge or death, unless it is also the day of admission) as covered for cost report and PRICER purposes.  Do not count those medically unnecessary days for which the provider meets notice requirements and other conditions for charging the beneficiary. (See §3610.1 C and D.)  Do not count those medically unnecessary days for cost report or PRICER purposes.  Count the actual number of days available to the beneficiary for utilization.


2.
Length of Stay Exceeds the Day Outlier Threshold.--Count all days (including the day of admission, but not the day of discharge or death unless it is also the day of admission) in the stay for cost report and PRICER purposes except as follows:


a.
Pre-entitlement Days.--Do not count pre-entitlement days for the cost report or for utilization in non-PPS hospitals, exempt units or SNFs.  For PPS hospitals, do not count pre-entitlement days for utilization or for PRICER.  The number of days counted as noncovered for the cost report is limited to the number of days in the stay in excess of the day outlier threshold.  To determine which preentitlement days are counted as noncovered, begin at the end of the stay (the day before the day of discharge, death, etc.) and working backward, count off days identified as pre-entitlement days until you have counted all preentitlement days or, until the number of days counted equals the total number of days in excess of the outlier threshold.


b.
Post-Exhaustion of Benefit Days.--Treat post-exhaustion of benefit days exactly like pre-entitlement days.


To resolve any Medicare Secondary Payor (MSP) issues, see §§3682-3685.


F.
Determining Covered and Noncovered Charges--Part A.--


1.
General.--Accommodation charges for days which are covered by Medicare are covered charges.  Ancillary charges incurred on these days are also covered charges as long as these services are covered under Medicare.  Enter them into your PS&R unless you or the PRO deny them as exclusions from coverage or as medically unnecessary.  For PPS hospitals, count these charges for PRICER unless the charges are included as pass-through costs.
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Do not count for PRICER or the PS&R:


o
Charges the provider has shown as noncovered.  (If the provider has complied with the notice requirements in §3432.1 it may bill the beneficiary.);


o
Services on noncovered days;


o
Charges for personal comfort and/or convenience items;


o
Accommodations and routine charges for the day of discharge, death, or beginning of a leave of absence, unless it is also the day of admission; and


o
Charges for ancillary services on the day of discharge, death, or beginning of a leave of absence if the preceding day is noncovered under §3620 C.


2.
MSP Issues.--Resolve any MSP issues not handled by §3620 E using the instructions in §3682 for reasonable cost providers and the instructions in §3685 for PPS providers.


G.
Determining Covered and Noncovered Charges - Part B.--Count as covered under Part B, for cost report and deductible purposes, the charges for which Part B payment may be made, except as follows:


o
Count as covered for deductible, but not cost report purposes, those charges for which the provider is liable for technical reasons; and


o
Do not count charges for which the provider is liable because services are not medically necessary for either deductible or cost report purposes.
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3622.
SPELL OF ILLNESS

Make spell of illness determinations in accordance with §3035 and these special instructions.

A.
Beginning a Spell of Illness in Nonparticipating Provider.--The noncovered services furnished by a nonparticipating provider can begin a spell of illness only if the provider is a qualified provider.  A qualified provider is a hospital (including a psychiatric hospital) or an SNF which meets all requirements in the definition of such an institution even though it may not be participating.  (See §§3010, 3016, 3020, and 3035.)

It is most unlikely that a nonparticipating hospital which is not accredited by JCAHO or a nonparticipating SNF satisfies the conditions of participation, particularly with regard to utilization review.  Therefore, for spell of illness purposes, assume that nonparticipating providers are not qualified providers in the absence of evidence to the contrary.  Situations which might constitute such contrary evidence include cases where the provider recently dropped out of the program or, after a survey by the State agency, decided not to participate even though the conditions of participation were met. Hospitals accredited by JCAHO are deemed to meet all requirements except utilization review.  For such a hospital, determine through the RO whether it has a utilization review plan in effect.

B.
Continuing a Spell of Illness.--For purposes of continuing a spell of illness, the hospital in which the stay occurs need not meet all requirements that are necessary for starting a spell of illness.  (See §3035.)  If there has been a stay in a hospital which might continue the spell of illness and you cannot ascertain its status, contact the RO, which maintains a list of all medical facilities and their status.


For purposes of continuing a spell of illness, the special definition of an SNF in §3035.B.1.b applies. Further, when adjudicating SNF claims, the special definition of inpatient described in §3035.B.2 must be met to extend a spell of illness.  If the applicable skilled level of care standards were not met during a prior SNF stay after application of the presumptions outlined in §3035.B.2, the prior SNF stay does not continue a spell of illness.


Use the seven presumptions and the instructions for their application outlined in §3035 to determine whether the skilled level of care standards were met during a prior SNF stay.  If the information upon which to base a presumption is not readily available, you may, at your discretion, review the beneficiary's medical records to determine whether he or she was an inpatient of an SNF for purposes of ending a spell of illness.


Some of the presumptions require a knowledge of Medicaid's claims processing involvement with the prior claim.  Use current bill data, accompanying documentation, bill history files, and telephone contacts with the prior stay facility and/or the Medicaid agency to develop the Medicaid aspects.  Do not continue Medicaid development beyond a telephone contact.  Conclude your consideration of the presumption at this point based upon the Medicaid information available.


If the applicable skilled level of care standards were met during a prior SNF stay, the spell of illness is continued with current utilization available to the beneficiary.  If the applicable skilled level of care standards were not met during a prior SNF stay, the spell of illness is not continued.  A new spell of illness restores full utilization and imposes a cash deductible.
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Presumptions 1 through 4 are triggered by Medicare or Medicaid payment findings.  Although Presumptions 1 through 4 are not in themselves rebuttable, a beneficiary may seek to reverse a benefit period determination that was dictated by one of these presumptions by timely appealing the prior Medicare or Medicaid claim determination which triggered the presumption.


Presumptions 5 through 7 can be rebutted by the beneficiary.  Where one of these presumptions applies, rebuttal showings are permitted at your level and at the reconsideration level.  Evaluate rebuttal documentation even if the presumption being rebutted was triggered by a Medicaid denial. (See §3035.)


Presumptions 5 through 7 require you to send a special spell of illness notice to the beneficiary.  Forms HCFA-1954 and HCFA-1955 are designated for some of the required notices.  (See §3722.1.) The EOMB form or a special form may be used for other notices displayed in §3719.1.  When you make a determination on the basis of Presumptions 5 through 7, the notices must advise the beneficiary of the basis for the determination and the right to present evidence to rebut the determination on reconsideration.


If necessary, use the new benefit period initializer code (used for Kron cases) to begin a new benefit period.  Do not submit dates of a noncovered stay if the stay does not begin or continue a spell of illness.
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3624.
PROCESSING NO-PAYMENT BILLS

A.
General.--Benefit days available to a beneficiary depend upon the status of his/her utilization of services during the "spell of illness" and the lifetime reserve days described in §3l06. Submission of bills by providers for all stays, including those for which payment cannot be made, is required to enable you and HCFA to maintain utilization records and determine remaining eligibility on subsequent claims.

Hospitals and SNFs prepare bills covering inpatient services for which payment cannot be made. (See §3624 B.)  Where payment may be made for part of the services, one bill is prepared covering payable and nonpayable days and services.

Do not permit providers to submit interim no-payment bills, except via EMC.  (This avoids unnecessary data entry and processing expense.)  Only one bill is needed for no-payment cases, regardless of the length-of-stay.  The bill is submitted upon discharge or death.

An exception to this procedure is where there is a reduction in the SNF level of care to a noncovered level when benefits had previously been exhausted.  In this case, SNFs must submit a bill since it may signify the end of a spell of illness.  The no-payment bill must cover all previously unbilled days and services.  If the beneficiary's level of care is restored to the SNF level, another bill must be submitted.

See §3893.4 for counting no-payment bills on your workload report.

B.
Nonpayment Codes.--Nonpayment codes are required in inpatient CWF records for the hospital and SNF situations shown below and in §3625.D, where payment is not made. (Outpatient bills and inpatient bills where partial payment is made do not require nonpayment codes.)  These codes alert HCFA to bypass edits in CWF processing that are not appropriate in nonpayment cases. Enter the appropriate code in field 51 of the CWF record if the nonpayment situation applies to all services covered by the bill. Do not enter the nonpayment code if partial payment is made.  Also, do not enter the nonpayment code when payment is made in full by an insurer primary to Medicare.  When you identify such situations in your development or processing of the bill, adjust the bill data the provider submitted, and prepare an appropriate CWF record.

1.
Nonpayment Code B - Benefits Exhausted Before "From" Date on Bill.-Use code B when benefits and/or lifetime reserve days are exhausted, or when the beneficiary elects not to use them.

2.
Nonpayment Code R - Provider Liable Bills.--Use code R in the following instances when there is technical liability but utilization is charged:
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o
You deny all SNF inpatient services for other than medical necessity or custodial care, including a provider's failure to submit medical documentation;

o
Time limitation for filing expired before billing, and provider is at fault;

o
Provider failed to submit needed information; and

  


o
Patient refused to request benefits.

3.
No Payment Situations Not Requiring Nonpayment Code.--

o
Payment cannot be made because deductible/coinsurance exceeds the payment amount.

o
EGHP, LGHP, auto/medical or no-fault insurance, WC (including BL), NIH, PHS, VA, other governmental entity or liability insurance paid for all covered services.

o
Services provided to HMO enrollee for which the HMO has jurisdiction for payment.  This is option code B or C in R trailer.

4.
Nonpayment Code N - Provider Liable Bills.--(All charges are shown as noncoverd.  Utilization is not charged.)  Section 4096 of the Omnibus Budget Reconciliation Act (OBRA) of 1987 states that a beneficiary is not responsible for payment of the deductible, coinsurance or the remaining cost of services or items furnished by a provider who knew, or should have known, that Medicare would not pay for the Part A or Part B service or item.

5.
Nonpayment Code N - Denials Without Provider Liability.--Use code N in the following instances when neither utilization nor cost report days are reported:

o
Services not covered under Part A (e.g., dental care, cosmetic surgery), excludes services determined to be medically unnecessary or custodial.

o
Time limitation for filing expired before billing, and provider is not at fault.

o
Limitation of liability decision finds beneficiary at fault.

o
Inpatient psychiatric reduction because of days used before admission.  (See §3104.)

o
All services after active care ended in a psychiatric hospital.

o
All services after the date covered level of care ended (general hospital or SNF).

o
MSP cost avoidance denials.  (See §3899.8.)
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A provider is liable for the cost of services or items when the provider knew, or should have known, that Medicare does not pay for a particular service or item because it constitutes custodial care, or because it is not medically necessary, and the provider failed to properly apprise the beneficiary of that fact prior to furnishing that item or service.  The beneficiary is liable for payment, however, when the provider apprises the beneficiary that Medicare considers the care unnecessary or custodial, but the beneficiary insists upon the service and requests that the bill be sent to Medicare.  

Indemnification also applies when the payment is made by an individual on behalf of the beneficiary. Indemnification does not apply to payments made by supplemental third party insurance payers or Medicaid, or to services or items not covered by Medicare.  

Include indemnification information in every beneficiary and provider medical necessity or custodial care denial notice.

C. Intermediary Processing.--Providers complete all items on a no-payment bill in accordance with instructions for completing payment bills except that all charges may be summarized and reported as one revenue code (00l).  Provide a complete CWF record, indicating the appropriate number of utilization and cost report days.  Total the charges on CWF under revenue code 00l (total and noncovered).  

Charge utilization for all days for which the beneficiary received program benefits, including days for which the provider is technically liable, and days for which the HMO directly paid the provider. Do not charge either utilization or cost report days where the beneficiary is liable.  Enter the appropriate nonpayment code.  (See §3624.B.)

If charges are covered by Medicare, show them on the cost report.  Do not show charges that are not covered.

NOTE:
Charges for services paid by risk HMOs are not included in the PS&R system. Therefore, show charges as covered to avoid edit exception.

3625.
PROCESSING PROVIDER LIABLE INPATIENT BILLS--LACK OF MEDICAL NECESSITY OR CARE IS CUSTODIAL

Always determine whether there has been a subsequent admission during the same spell of illness that would be impacted by indemnification of the prior stay.

A.
Indemnification Requested, Inpatient Postpayment Medical Necessity Denial With No Readmission During the Same Spell of Illness.--Send an indemnification refund notice to the provider upon receipt of the beneficiary's written request for indemnification and evidence of the beneficiary's payment.  (See §§3446ff.)  If the provider does not object within 15 days, issue the refund, delete the deductible/coinsurance payment from the beneficiary's record and collect the overpayment from the provider's next payment.
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B.
Indemnification Requested, Inpatient Postpayment Medical Necessity Denial With a Readmission to the Same Provider During the Spell of Illness.-Send an indemnification notice directing the provider to debit any deductible paid by the beneficiary for the denied admission, and apply the deductible to the subsequent admission.  Likewise, the provider must credit any indemnified coinsurance, or any other indemnified payments made by the beneficiary for the denied admission, to any outstanding balance due from the beneficiary for the subsequent admission(s).  If there is no outstanding balance, the payments must be refunded to the beneficiary.

The provider must notify you by phone or mail within 15 days of your indemnification letter if beneficiary payments for other than the deductible have been credited to other admissions, or if they otherwise object to the liability or refund findings.  If the provider does not contact you within 15 days, refund any indemnified beneficiary payment in excess of any deductible, and collect the overpayment from the provider's next payment.  CWF automatically credits the inpatient hospital deductible to a subsequent hospital admission.

C.
Indemnification Requested, Inpatient Postpayment Medical Necessity Denial With a Readmission to a Different Provider During the Spell of Illness.-Notify the denied provider to refund the beneficiary's payment.  If the denied provider does not protest the action within 15 days, reprocess the bill for the subsequent admission and notify the subsequent provider to collect any outstanding deductible from the beneficiary (or Medicaid or the beneficiary's supplemental insurance plan, as applicable).  CWF automatically credits the inpatient hospital deductible to the subsequent hospital admission.  Notify any other affected intermediary if a protest is filed.

Simultaneously, issue the initial stay refund to the beneficiary, notifying him/her of possible liability for payment of the deductible to any subsequent facility to which admitted during the spell of illness. Withhold the overpayment from the denied provider's next payment.

The subsequent facility must first apply any excess payment made by the beneficiary, or by an individual on behalf of the beneficiary, for any coinsurance that had been due for the stay, but is no longer due as result of the recent disallowance, toward any outstanding deductible, coinsurance or other balance.  Any remaining excess must be refunded to the beneficiary or other individual who made the payment.

Do not charge any utilization, credit the Part B deductible, or update the psychiatric services limit for indemnified services or items.  Follow the coding instructions listed in §3625 D to identify indemnification situations in your bill processing system.
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D.
Indemnification Coding, Provider Liable.--

1.
Postpayment Medical Review (MR) or Custodial Care Denial of the Entire Bill.--Process an adjustment bill with a nonpayment code of N and occurence span code 79.  Show provider liable days as noncovered days.  Enter "P" in the third position of the type of bill code if the PRO denied this portion of the bill, or an "I" in the third position if you denied this portion of the bill.

Do not take any indemnification actions unless the beneficiary or the individual who made the payment files an indemnification request.  Process an adjustment bill with nonpayment code N and occurrence span code 79 for full denials.  For partial denials, process without a non-payment code, but use occurrence span code 79 to show the period of provider liability.

2.
Prepayment MR or Custodial Care Denial of the Entire Bill.--Enter nonpayment code N and show all days as noncovered.

3.
Bill Spans Calendar Years 1987 and 1988.--Split the bill at the end of 1987.  Include occurrence span code 77 and non-payment code R for 1987 services.  Enter nonpayment code N and occurrence span 79 on the bill for care or items furnished January 1, 1988 or later.  Enter nonpayment code R on the bill for care or items furnished earlier and charge utilization for earlier care.

3625.1
Processing Outpatient and All Partial Payment Indemnified Bills.--Use the following procedures for outpatient bills and inpatient partial payments:

A.
Postpayment Denial.--Use occurrence span code 79 to identify provider liability for inpatient services denied as medically unnecessary or as custodial care.  Identify any beneficiary inpatient liability with occurrence span code 76.  Update CWF for the deductible remaining on outpatient denials to collect the refunded deductible from the next outpatient bill(s) processed for that year.

B.
Prepayment Denials.--Use occurrence span code 79 to identify provider liable inpatient services denied as medically unnecessary or as custodial care. Identify any beneficiary liable care with occurrence span code 76.

C.
Partial Denial Spans Calendar Years 1987 and 1988.--Charge utilization for pre-1988 care only.  Treat prepayment and postpayment partial denials for care provided January 1, 1988 or later as described in §3625.1 A or B.
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3626.
HOSPITAL BILLING FOR INPATIENT PART B AND OUTPATIENT SERVICES

3626.1

Inpatient Part B Services.--Participating hospitals use Form HCFA-l450 to bill for the following services furnished directly or under arrangements to inpatients whose benefit days are exhausted or who are otherwise not entitled to have payment made under Part A.  (See §3ll0.)


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


o
X-ray, radium, and radioactive isotope therapy, including materials and services of technicians.  (See §3146.)


o
Surgical dressings, splints, casts, and other devices used for the reduction of fractures and dislocations.  (See §3110.3.)


o
Prosthetic devices (other than dental) which replace all or part of an internal body organ (including contiguous tissue) or replace all or part of the functions of a permanently inoperative or malfunctioning internal body organ, including replacement or repair of such devices.  (See §3110.5.)


o
Leg, arm, back, and neck braces, trusses, and artificial legs, arms, and eyes, including adjustments, repairs, and replacements required because of breakage, wear, loss, or change in the patient's physical condition.  (See §§3110.5.)


o
Outpatient physical therapy services furnished inpatients.  (See §3147ff.)


o
Outpatient speech pathology services furnished inpatients.  (See §§3147ff.)


o
Outpatient occupational therapy services furnished inpatients.  (See §§3147ff.)

o
Screening mammography services.


o
Screening pap smears and pelvic exams.

o
Influenza, pneumococcal pneumonia, and hepatitis B vaccines.  (See §3157.)


o
Colorectal screening.  (See §3660.17.)


o
Bone mass measurements.


o
Diabetes self-management.


o
Prostate screening.

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

3626.2
Outpatient Services.--Section 3604 contains general instructions for review of Form HCFA-l450.  Hospitals use this form to bill for covered outpatient services (type of bill 13X or 14X, 83X and 85X).  (See §3112.1 for definition of an outpatient and §3610.3 for outpatient services treated as inpatient services.)

Line item dates of service are reported for every line where a HCPCS code is required for services paid under OPPS on all hospital outpatient (with the exception of CAHs, indian health service hospitals, and hospitals located in American Samoa, Guam and Saipan) and CMHC bills.  This includes those claims where the from and thru dates are equal.  Effective for services on or after June 5, 2000, return to provider (RTP) bills where a line item date of service is not entered for each HCPCS code reported for services paid under OPPS, or if the line item dates of service reported are outside of the statement-covers period.
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3626.3
Calculating the Part B Payment.--Under Part B, the patient is responsible for a cash deductible for covered services as well as 20 percent coinsurance and a blood deductible for blood furnished in a calendar year for services other than those paid under the outpatient prospective payment system (OPPS).  After the deductibles are met, the patient pays only 20 percent (coinsurance) of the reasonable charges (e.g., billed charges) for covered services.

Determine deductible status based on your internal records.  CWF applies the applicable deductible based upon its files and, if necessary, automatically adjusts the claim.  This information is returned to you for correct processing.

To determine interim payments on outpatient claims submitted by hospitals, CAHs, SNFs, and CORFs, apply the provider's interim rate to billed charges and deduct any applicable Medicare Part B deductible and coinsurance.  This is the amount Medicare will pay on an interim basis prior to any deductions for Gramm-Rudman-Hollings, or any add-ons for interest due to late payment of clean claims (see §3600.6 for an explanation of Gramm-Rudman-Hollings reduction and §3600.1.A5 for interest payments.)

EXAMPLE:
$400
Provider's billed charges




X90% 
Provider's interim rate




$360




$-75

Part B deductible to be met




$285




$-65

Applicable coinsurance*




$220
Reimbursement to provider

*To determine the applicable coinsurance amount, exclude any charges for clinical diagnostic lab services, influenza vaccine, and pneumococcal pneumonia vaccine, and deduct any unmet Part B deductible from the billed charges. Multiply the remainder by 20%.  The result is the applicable coinsurance on the claim.  In this example: $400 (charges) - $75 (deductible) = $325 x 20% = $65 (coinsurance).

NOTE:
The above addresses interim payments only.  It does not address payments for outpatient claims containing services subject to fee schedules.  (See §3628 for determining payment for clinical diagnostic lab services and §3629C for DME, orthotic/prosthetic devices, and take home surgical dressings and PM AB-98-63 for outpatient rehabilitation services.)  It also does not apply to screening mammography services which are subject to a special payment limit.  (See §3660.10.)
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3626.4
Reporting Outpatient Surgery and Other Services.--

A.
General.--Section 9343(g) of the Omnibus Budget Reconciliation Act of 1986 (OBRA), P.L. 99-509, requires that beginning July 1, 1987 (i.e., the "from date" on the bill), hospitals must report outpatient services provided to Medicare beneficiaries using HCPCS.  HCFA developed HCPCS by using the American Medical Association's Current Procedural Terminology, 4th Edition (CPT-4) for physician services and adding HCFA developed codes for certain nonphysician services. All of the CPT-4 is contained within HCPCS.

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

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

You must edit to insure that:

o
No more than one bill (bill type 13x, 14x, or 83x) is submitted for a particular HICN, provider ID, and date of outpatient surgery subject to the ASC payment limit; and 

o
Late charges (bill type xx5) are not submitted for a date, HICN, and provider ID for which you have received a bill for outpatient surgery subject to the ASC payment limit.  

NOTE:
When hospitals include preoperative diagnostic services on an ASC bill, the dates of the services may be prior to the day of ASC surgery.  When hospitals report outpatient laboratory services subject to the laboratory fee schedule, they must show line item dates of service on claims that span two or more dates.  Do not reject ASC bills which include preoperative laboratory services, as long as the dates of the laboratory services (revenue codes 300-319) are no earlier than five days prior to the "from" date (FL 6) on the HCFA-1450.   

Do not accept 839 type bills as they are not recognized for Medicare. 

B.  Reporting Surgery.--

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

Except for these out-of-scope surgical procedures, hospitals use HCPCS codes for all surgical procedures performed on outpatients, including both ASC-approved surgical procedures and other significant non-ASC surgical procedures.  Out-of-scope procedures will not remove a bill from the ASC payment limitation.  If out-of-scope procedures are reported, the OCE and the ASC Pricer program will identify them and establish the correct bill type.  Therefore, do not return bills with incorrect bill types 83x or 13x because of these surgical procedures.
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2.
Type of Bill.--Hospitals use the Form HCFA-l450 to bill for outpatient surgical and other procedures.  Section 3604 contains general instructions for bill review.  Report bill type 83x to the PS&R system for claims subject to the ASC payment limit. This bill type permits separate identification of revenue code charges for the PS&R when these surgical procedures are involved. The OCE program will tell you whether bill type 83x or 13x is applicable for the PS&R system.  Therefore, it is not necessary for your claims processing for the hospital to enter the correct bill type.

If the hospital reports bill type 83x but not a designated procedure, develop to determine whether the type of bill is incorrect or a procedure code is missing.

3.
Selecting and Reporting Procedure Codes.--Using medical records as basic sources, hospitals report HCPCS surgical procedure codes for outpatient surgery in FL 44 adjacent to the revenue code for the operating room or other room used for the surgery.  The bill includes the hospital's charges for the surgery as well as all other services provided on the day the procedure was performed.

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

Install an edit in your system to require at least one HCPCS code when revenue code 36x (operating room services) is billed.  Do not use the additional revenue codes listed in subsection C for this edit unless there are special SUBC instructions which require HCPCS codes with other revenue codes.

a.
ASC Procedures.--Effective for hospital cost reporting periods beginning on or after October 1, 1987, payment for covered ambulatory surgical center procedures performed on an outpatient basis is based in part on what the program pays for the same surgical procedure if it were performed in an approved ASC.  The aggregate payment for these surgical procedures is the lesser of:

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

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

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

When more than one significant procedure is performed in one operative session, the hospital reports all surgical procedures on the bill.  Hospitals may repeat the same HCPCS code if the same procedure is performed multiple times, e.g., multiple excisions of lesions.  Do not roll-up line items that contain ASC procedure codes.

The order in which procedures are reported is not material.  The ASC PRICER program determines which procedures are covered by the ASC limits and arrays them in the proper order for calculating payment.
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For cost reporting periods beginning on or after October 1, 1987, the payment amounts for ASC surgical procedures performed on an outpatient basis are based in part on the ASC rates (see subsection C).  Maintain a rate file; determine the procedure price on a bill-by-bill basis; and when necessary, apply 100 percent of the rate to the most expensive ASC listed procedure and 50 percent of the rate for other ASC listed procedures.

The final payment for ASC surgical procedures is handled through the cost settlement process.  Therefore, as bills are processed, the PS&R accumulates facility charges attributable to ASC procedures (by identifying the charges billed under certain revenue codes) and the ASC payment rate for each procedure, based upon the HCPCS code.  Periodically review the payment data accumulated in the PS&R (see subsection E) and make any necessary adjustments to the outpatient interim rate to determine if the hospital's charges or costs are substantially higher than the ASC rate.  This avoids program overpayment.

b.
Special Payment Rate Extension for Eye and Eye and Ear Specialty Hospitals.--A hospital is allowed an extension of the blended payment of 75 percent of the Medicare reasonable cost/charge payment amount and 25 percent ASC amount if it meets specific requirements.  For hospitals that qualified under OBRA 1987, this extension is applicable for cost reporting periods beginning on or after October 1, 1988 and before January 1, 1995; for hospitals that qualified under OBRA 1993, the extension is applicable for portions of cost reporting periods beginning on or after January 1, 1994 and before January 1, 1995.  The hospital requirements are:

o
The hospital specializes in eye, or eye and ear services to the extent that more than 60 percent of its total Medicare inpatient DRGs during the cost reporting period are DRGs 36 through 74;

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

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

The hospital must demonstrate to you that it meets these criteria based on its cost reporting period beginning on or after October 1, 1986 and ending before October 1, 1987.  Advise the RO of any hospitals meeting the criteria.

For cost reporting periods beginning on or after January 1, 1995, the blended payment amount reverts to a 42 percent reasonable cost/charge payment amount and a 58 percent ASC payment amount.

Apply the blended payment calculation during cost settlement.  No changes are required in your claims processing operation, the ASC Pricer or the PS&R.

A hospital in a State receiving payment under a State payment control system under §§1814(b)(3) or 1886(c) of the Act uses inpatient data comparable to the DRG data cited above to demonstrate that it meets the requirements.

A hospital which believes it qualifies as an eye, or eye and ear, specialty hospital, but which is not subject to PPS, may meet the first criterion by demonstrating to you that more than 60 percent of its inpatient revenues are attributable to admissions pertaining to eye, or eye and ear, diagnoses.
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Effective for portions of cost reporting periods beginning on or after January 1, 1994, a general acute care hospital may qualify for the 75/25 percent blended payment if it:

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

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

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

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

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

d.
Unlisted Service or Procedure.--There may be services or procedures performed that are not found in HCPCS.  These are typically services that are rarely provided, unusual, variable, or new.  A number of specific code numbers have been designated for reporting unlisted procedures. When an unlisted procedure code is used, an operative report describing the service is submitted with the claim.  Pertinent information includes a definition or description of the nature, extent, and need for the procedure and the time, effort, and equipment necessary to provide the service.

When you receive a claim with an unlisted procedure code, review it to verify that there is no existing code that adequately describes the procedure.  If you determine that an adequately descriptive code is contained in codes 10000-69979 of the CPT-4 portion of HCPCS, advise the hospital of your determination and process the claim.  If your review determines that no existing code is sufficiently descriptive, pay the claim using the unlisted procedure code.  If the frequency of the procedure warrants assignment of a local code, forward a copy and the operative report to your RO HCPCS coordinator for a code determination.  When you receive a determination, inform the hospital of the correct code for future reporting.
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NOTE:

If the claim was submitted via EMC or identified after the bill has been processed, an operative report, the provider number, revenue codes, and charges are sufficient.

The "Unlisted Procedures" and codes for surgery are:

15999 Unlisted procedure, excision pressure ulcer

17999 Unlisted procedure, skin, mucous membrane and Subcutaneous tissue

19499 Unlisted procedure, breast 

20999 Unlisted procedure, musculoskeletal system, general

21299 Unlisted craniofacial and maxillofacial procedure

21499 Unlisted orthopedic procedure, head

21899 Unlisted procedure, neck or thorax

22899 Unlisted procedure, spine

22999 Unlisted procedure, abdomen, musculoskeletal system

23929 Unlisted procedure, shoulder

24999 Unlisted procedure, humerus or elbow

25999 Unlisted procedure, forearm or wrist

26989 Unlisted procedure, hands or fingers

27299 Unlisted procedure, pelvis or hip joint

27599 Unlisted procedure, femur or knee

27899 Unlisted procedure, leg or ankle

28899 Unlisted procedure, foot or toes

29799 Unlisted procedure, casting or strapping

29909 Unlisted procedure, arthroscopy

30999 Unlisted procedure, nose

31299 Unlisted procedure, accessory sinuses

31599 Unlisted procedure, larynx

31899 Unlisted procedure, trachea, bronchi

32999 Unlisted procedure, lungs, and pleura

33999 Unlisted procedure, cardiac surgery

36299 Unlisted procedure, vascular injection

37799 Unlisted procedure, vascular surgery

38999 Unlisted procedure, hemic or lymphatic system

39499 Unlisted procedure, mediastinum

39599 Unlisted procedure, diaphragm

40799 Unlisted procedure, lips

40899 Unlisted procedure, vestibule of mouth

41599 Unlisted procedure, tongue, floor of mouth

41899 Unlisted procedure, dentoalveolar structures

42299 Unlisted procedure, palate, uvula

42699 Unlisted procedure, salivary glands or ducts

42999 Unlisted procedure, pharynx, adenoids, or tonsils

43499 Unlisted procedure, esophagus

43999 Unlisted procedure, stomach

44799 Unlisted procedure, intestine
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44899 Unlisted procedure, Meckel's diverticulum and the mesentery

45999 Unlisted procedure, rectum

46999 Unlisted procedure, anus

47399 Unlisted procedure, liver

47999 Unlisted procedure, biliary tract

48999 Unlisted procedure, pancreas

49999 Unlisted procedure, abdomen, peritoneum, and omentum

53899 Unlisted procedure, urinary system

55899 Unlisted procedure, male genital system

56399 Unlisted procedure, laparoscopy, hysteroscopy

58999 Unlisted procedure, female genital system nonobstetrical

59899 Unlisted procedure, maternity care and delivery

60699 Unlisted procedure, endocrine system

64999 Unlisted procedure, nervous system

66999 Unlisted procedure, anterior segment of eye

67299 Unlisted procedure, posterior segment

67399 Unlisted procedure, ocular muscle

67599 Unlisted procedure, orbit

67999 Unlisted procedure, eyelids

68399 Unlisted procedure, conjunctiva

68899 Unlisted procedure, lacrimal system

69399 Unlisted procedure, external ear

69799 Unlisted procedure, middle ear

69949 Unlisted procedure, inner ear

69979 Unlisted procedure, temporal bone, middle fossa approach

e.
Aborted or Discontinued ASC Surgical Procedures.--Hospitals  report the appropriate ICD-9-CM diagnosis code (V64.1, V64.2, or V64.3) on the bill.  If the procedure was discontinued after anesthesia was induced, hospitals report the aborted procedure using the appropriate HCPCS code with modifier -53 (Discontinued Procedure).  Payment is 100 percent of the facility rate, subject to the ASC payment limitation.  If the procedure was terminated before anesthesia was induced, hospitals add modifier -52 (Reduced Services) to the HCPCS code.  For ASC services identified by modifier -52, payment is 50 percent of the facility rate, subject to the ASC payment calculation. (See §3627.11 instructions for use of modifiers -52 and -53.)
C.
Determining ASC Payment Rate.--

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

Separate payment is not made for the following services directly related to the surgery. Services reported under the following revenue codes (when they are reported in connection with a covered ASC procedure) are subject to the ASC payment limitation.

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

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

o
25x Pharmacy;

o
270 Medical/surgical supplies-devices (general);

o
272 Sterile supply;

                        o
276 Intraocular lens;


o
36x Operating room services;

o
37x Anesthesia;

o
38x Blood;

o
39x Blood storage and processing;

o
45x Emergency room;

o
49x Ambulatory surgical care;

o
51x Clinic;

o
52x Free-standing clinic;

o
70x Cast room;

o
71x Recovery room;

o
75x Gastro-intestinal services;

                  

o
760 Treatment or observation room (general);

o
761 Treatment room;

                        o
769 Other treatment room;





o
920 Other diagnostic services general;

o
929 Other diagnostic services, other (codes 921-925 are excluded and may be used to report nonfacility services);
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o
940 Other therapeutic services, general; and

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

These revenue codes include diagnostic or therapeutic items and services furnished by the hospital staff in connection with a covered ASC surgical procedure.  All services provided in conjunction with surgery, including simple diagnostic tests such as urinalysis and blood hemoglobin and hematocrit, must be included in the reporting of outpatient hospital facility services. 

b.
Surgical Dressings, Supplies, Splints, Casts, Appliances, Equipment, Drugs, Biologicals.--This includes all supplies and equipment commonly furnished by the ASC in connection with surgical procedures.  (See subsection D for certain exceptions.)

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


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


Items such as elastic stockings, support hose, foot coverings, leotards, knee supports, surgical leggings, gauntlets and pressure garments for the arms and hands are examples of items that are not ordinarily covered as surgical dressings, and should not be billed under the revenue code listed in §3626.4C2a.

Other covered supplies, splints, and casts include only those furnished by the hospital at the time of the surgery.  Additional covered supplies and materials furnished later are generally furnished as "incident to" a physician's service, not as a hospital service.  The term "supplies" includes those required for both the patient and hospital personnel, i.e., gowns, masks, drapes, hoses, scalpels, etc., whether disposable or reusable.
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In order to identify the supplies and equipment commonly furnished in connection with surgical procedures in a manner comparable to their identification for inclusion in the ASC facility services, it is necessary to code at the third digit level.
The codes for supplies included in the ASC payment limitation are:

o
270 Medical Surgical Supplies;

o
272 Sterile Supply;

o
276 Intraocular Lens.

(2)
Special Billing Instruction--Cataract Surgery with Intraocular Lens Insertion or Exchange of Intraocular Lens.--When hospitals bill for HCPCS codes 66983, 66984, 66985, and 66986, they must separate the charge for the intraocular lens (IOL) and bill the IOL charge under supply revenue code 276 (Intraocular Lens).  You must reject bills for these HCPCS codes if revenue code 276 is not listed on the HCFA-1450.

(3)
Drugs and Biologicals.--The hospital revenue code for drugs is:

o
25x Pharmacy

For pharmaceuticals used incident to surgical procedures, hospitals may use either the general classification (revenue code 250) or any of the following specific revenue codes:

o
251 Generic Drugs;

o
252 Nongeneric Drugs;

o
257 Nonprescription;

o
258 IV Solutions; 

o
259 Other Pharmacy.

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

Revenue code 256 is also excluded as experimental drugs are not covered.  

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

o
38x Blood; 

o
39x Blood Storage and Processing.
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d.
Materials for Anesthesia.--These include the anesthetic itself and any necessary materials, whether disposable or reusable.  Covered ASC facility services do not include the services of a certified registered nurse anesthetist (CRNA).  Separate identification of these services is not necessary as they can be determined at cost settlement.

The revenue code for anesthesia services is:

o
37x Anesthesia

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

e.
Items on List of Prosthetic Devices Subject to a Fee Schedule on an ASC Bill.--When the payment rates were calculated for ASC services, prosthetics were excluded.  However, when the list of prosthetics was published for application of the fee schedule, the list contained items that had been considered supplies in institutional settings.  HCPCS codes A4214, A4310 through A4330, A4338 through A4359, and A5102 through A5114 are considered supplies when reported on an ASC bill.  Therefore, payment is included in the facility fee.  Hospitals are required to report these HCPCS codes under revenue code 272.

HCPCS codes A4361 through A4404, A4454, A4455 and A5051 through A5093 are, by statute, prosthetic devices and excluded from the facility fee.  Hospitals are required to report charges for these items under revenue code 274, and payment is under the orthotic and prosthetic fee schedule.  (See §3629.E.)

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

D.
Services Not Included In the Definition of Outpatient Hospital Facility Services.--Revenue codes not described in subsection C are excluded from the ASC payment limitation because the services they describe are not facility services for purposes of establishing the ASC payment rates. A discussion of the most commonly used codes follows.  Where these, or other services not described in subsection C are reported on a bill for services covered by the ASC payment limitation, the ASC Pricer program provides you data to accumulate separate transactions for the PS&R system. See §3656.4 for the ASC Pricer program.

The sale, lease, or rental of DME to ASC patients for use in their homes is excluded from the covered ASC facility services payment.  When the hospital supplies DME in connection with a covered procedure, the charges are excluded from the definition of outpatient hospital facility services.  In this situation the hospital bills the Regional DME Carrier. 

Except for the limited number and type of diagnostic tests noted above, charges for laboratory services are excluded from the definition of outpatient hospital facility services.  Clinical diagnostic laboratory services are paid under the lab fee schedule.  The revenue codes for these are:

o
30x Laboratory

o
31x Laboratory Pathological
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If an ASC furnishes ambulance services, they are not included in the ASC facility payment.  Therefore, they are not included in the definition of outpatient hospital facility services.  The revenue code for ambulance services is:

o
54x Ambulance


Prosthetic devices, whether implanted, inserted, or otherwise applied by covered surgical procedures are covered, but not included in the ASC facility payment amount.  Therefore, they are not included in the definition of hospital outpatient facility services that are subject to the ASC payment limitation.  In order to receive full reimbursement for these services, hospitals must report such services under revenue code 274 (Prosthetic Devices).

Leg, arm, back, and neck braces as well as artificial legs, arms, and eyes are not considered part of an ASC facility service and are not included in the ASC facility payment rate.  Charges for these items or equipment are, therefore, not included in the definition of hospital outpatient facility services for calculating the ASC payment limitation.
Revenue codes in 27x not included in the ASC payment limitation are:

o
271 Non-Sterile Supplies;

o
273 Take Home Supplies;

o
274 Prosthetic Devices;

o
275 Pacemaker;

o
277 Oxygen - Take Home;

o
278 Other Implants; and

o
279 Other Devices.

Physician services furnished in connection with a covered procedure are not subject to the ASC payment limitation.  Hospitals must continue to bill for these services separately.
E.
Payment Rates.--You are provided an ASC Pricer program to calculate payment rates for ASC surgical procedures.  (See §3656.4.)  In calculating the appropriate rate, the adjustment program performs the following:

1.
Adjustment of Payment Rates.--The hospital wage index developed by HCFA is used to adjust ASC payment rates.  The same wage index is used to calculate the ASC payment limitation for hospitals.  (See §3656.4.)
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The ASC Pricer program uses the following procedure for adjusting the National ASC payment rates:

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

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

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

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

The sum is the adjusted payment rate.

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


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

= ($204.98 x 0.9689) + $390.02

= $198.61 + $390.02

= $588.63
2.
Calculating ASC Payment Rate for Multiple Procedures.--Where a beneficiary has more than one ASC surgical procedure performed in the same operative session, special payment rules apply.   The ASC Pricer program calculates the full rate for the procedure classified in the highest payment group when two or more ASC procedures are performed.  Any other ASC procedures furnished in the same session are paid at 50 percent of their applicable rate.  If the procedures are in the same group, the adjustment program calculates the payment at the full rate for one, and 50 percent of the rate for the other procedures.

EXAMPLE:
A beneficiary receives a group 4 and a group 1 procedure in the same session.  Total payment is calculated as follows:


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

= ($204.98 x 0.9689) + $390.02

= $198.61 + $390.02

= $588.63


Adjusted rate for group 1
= ½  x $314 =$157

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

= ($54.09 x 0.9689) + $102.91

   = $52.41 + $102.91 

   = $155.32 


Total Adjusted Payment for

Both Procedures
    = $588.63 + $155.32 

    = $743.95

Rev. 1731
6-155.9A

01-98
BILL REVIEW
3626.4(Cont.) 

Bilateral procedures must be reported using modifier -50 (Bilateral Procedure) (§3627.11).  Codes billed with the bilateral modifier are considered two procedures.  Payment is made at 150 percent of the applicable group rate.  


EXAMPLE:
A beneficiary receives a bilateral Group 4 procedure in the same session. Total payment is calculated as follows:


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

= ($204.98 x 0.9689) + $390.02

 






= $198.61 + $390.02

 






= $588.63


Adjusted rate for group 4 with bilateral modifier:

= ½ x $595=$297.50

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

=
$102.49 x 0.9689 + $195.01

= $99.30 + $195.01


= $294.31


Total adjusted rate for the two procedures

= $588.63 + $294.31

= $882.94

3.
Handling Non-ASC Services.--

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

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

b.
Revenue Codes.--Where revenue codes are included on the bill for services not included in the ASC facility services, the ASC PRICER program prepares separate transaction records for the PS&R.  It accumulates ASC revenue code charges applicable to facility services and revenue code changes applicable to nonfacility services (i.e., medical and other health services) under different bill types.  ASC facility services are accumulated under bill type 83x and nonfacility services under bill type 13x.  See §3656.4 for a description of the ASC PRICER program.
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Preparation of separate transactions occurs after your preparation of UNIBILL and does not affect the UNIBILL record.

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

G.
Reporting of Other Outpatient Services.--See §3627 for HCPCS reporting requirements. If HCPCS coding is not required, revenue codes are used for the billing of hospital outpatient services on Form HCFA-1450.

H.
Relationship of Laboratory Fee Schedules.--The fee schedule for clinical diagnostic lab services applies to bill types l3x, l4x, and 83x.  (See §3628.)  Laboratory services furnished in connection with surgery on the ASC list are not included in the ASC facility services. Hospitals continue to bill for laboratory services as now.

I.
Editing Procedures Codes on Outpatient Bills.--Process all outpatient bills through the OCE.  (See §3656.5.) 

J.
EMC Formats.--

1.
Standard Tape Format.--Record type 61 is used to report outpatient 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 using the "From" and "Through" dates shown in record 20.  Include other record types as appropriate.

2.
Direct Data Entry.--You are responsible for determining where to locate the HCPCS procedure code on your data entry screen.

K.
UNIBILL.--Report the surgical procedure codes in the financial data section (FLs 32-40).  Include revenue code, HCPCS, revenue units, and covered charges in the record.  Where more than one HCPCS procedure is applicable to a single revenue code, the hospital shows all ASC procedure charges and revenue code units on the first line and repeats the revenue code with zero charges and units as often as necessary to include each HCPCS code on a separate line.  If the procedure is done more than once, it is listed once for each occurrence in the UNIBILL report as above.  Use override code 4 in FL 40 to by-pass HCFA edits requiring charges with revenue codes.  
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L.
Medical Review of Ambulatory Surgery.--Effective April 1, 1989, PROs  assume the MR for all surgical procedures on the approved ASC list which are performed in a hospital outpatient department (and ASCs).  (See Addendum F.)  Beginning with PRO contracts effective October 1, 1988, PROs review certain selected surgical procedures prior to the procedure being performed.  Furnish to the PRO a UNIBILL record for outpatient surgery as review becomes operational with each PRO.  Include initial bills, adjustments, and RTI corrections.  See §3770.1A for data required by the PRO and required intermediary editing. Attending physician and operating physician identification numbers are required data elements.  Admission type, admission source, admitting diagnosis and readmission indicators are not required for outpatient bills.  All other data and edit requirements apply.  Do not medically review any selected preprocedure surgical claims as these are subject to the ASC limit and will be reviewed by PROs.  Instead of receiving ICD-9-CM codes and dates in FL 80-81, you will receive HCPCS codes in FL 44.  See §3906 for MR of ambulatory surgery which is not on the approved ASC list.

M.
Relationship to Inpatient Services.--The rule for treating outpatient services furnished to an individual who is subsequently admitted to the same hospital as an inpatient before midnight of the next day as a Part A inpatient services is unaffected.  (See §3610.3.)  The ASC payment limit is not applicable to payment under Part B for medical and other health services provided to hospital inpatients when Medicare Part A benefits are not payable.  (See §3110.)

N.
Excluded Hospitals.--The following hospitals and distinct part hospital units are not subject to the ASC payment limitation.  However, they must comply with the coding and billing requirements described in subsection B.

o
Hospitals participating in a HCFA approved demonstration project or State reimbursement control system applicable to outpatient services.  The area receiving this waiver is Maryland; and

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

Rev. 1617
6-155.12

12-99





BILL REVIEW



3627

3627.
HCFA COMMON PROCEDURE CODING SYSTEM (HCPCS)

HCPCS is based upon the American Medical Association's (AMA) Physicians' Current Procedural Terminology, Fourth Edition (CPT-4).  It includes three levels of codes and modifiers.  HCFA monitors the system to ensure uniformity.  Level I contains only the AMA's CPT-4 codes.  This level consists of all numeric codes.  Level II contains the codes for physician and nonphysician services which are not included in CPT-4, e.g., ambulance, DME, orthotics and prosthetics.  These are alpha-numeric codes maintained jointly by HCFA, the Blue Cross and Blue Shield Association (BCBSA), and the Health Insurance Association of America (HIAA).  Level III (local assignment) contains the codes for services needed by individual contractors or State agencies to process Medicare and Medicaid claims.  They are used for items and services not having the frequency of use, geographic distribution, or general applicability needed to justify a code assignment at a higher level.  The local codes are also alpha-numeric, but are restricted to the series beginning with W, X, Y, and Z.

There are certain HCPCS codes that are not used by Medicare.  If they are reported on a claim with other services which are covered, deny the line item as non-covered and move the charges to non-covered.  Attach the appropriate ANSI code for the denial to your RA and to the crossover record you send to any subsequent payer.  Do not RTP the claim unless the provider has failed to also include parallel codes.  If so, notify him/her to submit the correct codes to Medicare in order to obtain payment.  Usually, the codes not used by Medicare are Level I codes and Medicare makes payment using Level II codes instead.

Level I (CPT-4) codes/modifiers can be purchased in hardcopy form or a tape/cartridge from:

American Medical Association

P.O. Box 7046

Dover, DE  19903-7046

Telephone 1-800-621-8335

Level II (non-CPT-4) codes/modifiers can be purchased in hardcopy form from:

Superintendent of Documents

P.O. Box 371954

Pittsburgh, PA 15250-7954

Telephone (202) 512-1800



Fax: (202) 512-2250

Level II codes/modifiers are also available on computer tape from the National Technical Information Services (NTIS).  Their address is:

National Technical Information Service

5285 Port Royal Road

Springfield, VA  22161

Sales Desk: (703) 487-4650, Subscriptions: (703) 487-4630, TDD (hearing impaired only):(703) 487-4639, RUSH Service (available for an additional fee): 1-800-553-NTIS, Fax: (703) 321-8547, and E-mail: orders@ntis.fedworld.gov

Local codes/modifiers (Level III) are for items and services not covered by any Level I or Level II code/modifier.  They are alpha-numeric and are restricted to the W, X, Y, and Z series.  New local codes/modifiers can only be added with prior HCFA Central Office (CO) approval.  If you have an item or service not described by a Level I or Level II code/modifier for Part B Medicare and you believe a local code/modifier is necessary, submit your request to the Regional Office (RO).  (See §3627.2.) The RO reviews the request and forwards the submitted information and its recommendation for consideration of a local code/modifier assignment to the HCPCS Coordinator, Room C4-02-16 in the CO.
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HCFA establishes reasonable criteria for code assignments, such as a minimum frequency of occurrence of a service.  It is not appropriate to request assignment of codes for items rarely furnished.  The occasional service is correctly reported in a miscellaneous code (ending in 99) generally referred to as “not otherwise classified” (NOC).  Use discretion in requesting assignment of local codes, remembering that there are finite numbers of codes available for local assignment, that once issued a number cannot be reused for a minimum of five years, and that all parties involved with the coding system have to maintain and update their systems to reflect current coding assignments.  (See §3627.2.)

Do not delay claims processing (except for laboratory claims) pending a local code assignment.  Use the appropriate NOC code.  See §3628C for special considerations involved in assignment of local codes for laboratory services.  See §3626.4B.3.d for action required in processing outpatient claims with unlisted procedure codes.

3627.1
Use and Maintenance of CPT-4 in HCPCS.--The text contains over seven thousand service codes and descriptors plus titles and modifiers and is copyrighted by the AMA. The AMA entered into an agreement with HCFA which states:


o
The AMA permits HCFA, its agents, and other entities participating in programs administered by HCFA to use CPT-4 codes and terminology in HCPCS;


o
HCFA shall adopt and use CPT-4 in connection with HCPCS for reporting services under Medicare and Medicaid;


o
HCFA agrees to include a statement in HCPCS that participants are authorized to use the copies of CPT-4 material in HCPCS only for purposes directly related to participating in HCFA programs and that permission for any other use must be obtained from the AMA;


o
HCPCS shall be prepared in format(s) approved in writing by the AMA which include(s) appropriate notice(s) to indicate that CPT-4 is copyrighted material of the AMA;


o
Both AMA and HCFA will encourage health insurance organizations to adopt CPT-4 for the reporting of services to achieve the widest possible acceptance of the system and the uniformity of services reporting consistent therewith; 


o
The AMA recognizes that HCFA and other users of CPT-4 may not provide payment under their programs for certain procedures identified in CPT-4. Accordingly, HCFA and other health insurance organizations may independently establish policies and procedures governing the manner in which the codes are used within their operations; and


o
The AMA Editorial Panel has the sole responsibility to revise, update, or modify CPT-4 codes.  

The AMA updates and republishes CPT-4 annually and provides HCFA with the updated data.  HCFA updates the alpha-numeric (Level II) portion of HCPCS and incorporates the updated AMA material to create the HCPCS file.  The file is duplicated and distributed to Medicare contractors and State agencies.  To the extent that you have required providers to use Level II coding (e.g., HHAs for DME claims), furnish them copies of the codes and definitions, or refer them to the GPO or NTIS for their purchase.
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You may publish, edit, and abridge CPT-4 terminology within your claims processing area.  You are not allowed to publish, edit, or abridge versions of CPT-4 for distribution outside of your claims processing structure.  This would violate copyright laws.  You may print the codes and approved narrative descriptions in newsletters that instruct providers in how and when to use certain codes when reporting services on claims forms, e.g., services subject to ASC limitation, out-of-scope services, need for documentation of services, handling of unusual circumstances, reporting new and changed codes.  However, HCFA acknowledges that CPT is a trademark of the AMA and your newsletter must show the following statement in close proximity to listed codes and descriptors:

"CPT codes and descriptions only are copyright 1996 AMA.  All Rights Reserved.”  (The date is the date of the most recent publication of CPT.)

You may also print the code and approved narrative description in development requests relating to individual cases.  

3627.2
Addition, Deletion, and Change of Local Codes.--Under the outpatient prospective payment system, payment is made based on HCPCS codes.  As a result, request for local codes are not accepted for services paid under this system since there is no mechanism for the pricing of local codes.  However, requests to add a new local code or modifier for services not subject to the outpatient prospective payment system may continue to be made.  Such requests must include the following information:


o
Identify the component making the request and its address, i.e., contractor name and number;


o
Exact descriptor or terminology to be used;


o
Reason the code/modifier assignment is requested e.g., received on claim, request from hospital, new procedure, new product, etc.  This provides background that helps HCFA in deciding whether or not a national code may be required;


o
Expected coverage, utilization, or payment limits placed upon the service;


o
Nearest national HCPCS code/modifier with an explanation why it cannot be used; 

and


o
For modifiers only, a description of how the modifier will be used (e.g., to trigger MR, for informational purposes, to affect payment, how it impacts payment, or for internal processing only).  (See §3627.11 for information on reporting of modifiers.)

Send requests for local codes to your RO.  The RO will review the request to determine that the required documentation is provided, and whether a current code/modifier exists. If no current code/modifier is found, the RO will forward the submitted documentation and its recommendation for consideration of a local code/modifier assignment to the HCPCS Coordinator, Room C4-02-16 in CO.  The request will be placed on the HCFA HCPCS Workgroup agenda for review and a final decision regarding the establishment of a new local code/modifier.  The RO will be notified of the decision and, if approved, the new code/modifier will be added to the HCPCS database.

The RO and CO must receive written notification when local codes/modifiers are deleted and when there are changes to administrative data.

3627.3
Use and Acceptance of HCPCS Codes.--HCPCS is updated annually to reflect changes in the practice of medicine and provision of health care.  HCFA provides a file containing the updated HCPCS codes to contractors and Medicaid State agencies 90 days in advance of the implementation of the annual update.  Update your HCPCS file and map all new or deleted codes to appropriate payment information no later than 3 months after receipt of the update.
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3627.4
HCPCS Manuals.--Providers use the CPT-4 manual published by the AMA as a coding source.  It is your responsibility to supply providers with HCFA s alpha-numeric code updates and with your local codes. 

Inform providers when the annually updated HCPCS becomes available and effective in your claims processing system.

3627.6
Public Relations.--Establish a knowledgeable person as a focal point for provider inquiries.  This person must be able to address coding and payment questions.

When codes change, are added or deleted, or when general problems arise, send appropriate bulletins to providers.

Since local changes can occur throughout the year, continue your professional relations work to provide as much information as possible to providers.

3627.7
HCPCS Training.--A large number of changes to HCPCS may necessitate the training of provider personnel.  If this is necessary, schedule the sessions in conjunction with the State medical records association or the State hospital association.  In issuing the invitations, ensure that the people who complete the bills attend.  In the training, emphasize the use of the new manuals and the proper completion of the claim forms.

Be alert to a provider having difficulty with HCPCS.  Provide follow up training geared to the individual situation.  Review and discuss specific billing problems over the phone or by mail.  If a volume of problems develop with a specific provider, schedule a visit to provide the specific training needed.  Training is your responsibility.

3627.8
Reporting Hospital Outpatient Services Using HCFA Common Procedure Coding System  (HCPCS).--

A.
General.--Section 9343(g) of the Omnibus Budget Reconciliation Act (OBRA) of 1986 requires hospitals to report claims for outpatient services using HCPCS coding.  HCPCS includes CPT-4 codes.  In preparation of implementation of a hospital outpatient prospective payment system, hospitals are required to report services, utilizing HCPCS coding in order to assure proper payment.  This applies to acute care hospitals, including those paid under alternative payment systems (e.g., Maryland), long-term care hospitals, rehabilitation hospitals, psychiatric hospitals, hospital-based RHCs, and hospital-based FQHCs.  These instructions also apply to all-inclusive rate hospitals.  If the hospital has your approval to combine- bill the professional component charges, they do not report HCPCS for the professional service revenue code, but must report HCPCS for hospital services.   Hospital-based and independent ESRD facilities must also use HCPCS to bill for blood and blood products, and to bill for drugs and clinical diagnostic laboratory services paid outside the composite rate.  (See §§3644.E and 3644.F.)  In addition, hospitals are required to report HCPCS and modifiers as described in §3661.1.


CAHs are required to report HCPCS only for services not paid on a reasonable cost basis, e.g., screening mammographies and bone mass measurements.

HCPCS codes are required for surgery, radiology, other diagnostic procedures, clinical diagnostic lab, durable medical equipment, orthotic-prosthetic devices, take home surgical dressings, therapies, preventive services, immunosupressive drugs, drugs identified in §3660.11 - §3660.15, and the other services described in §3627.9.

RPT claims that do not contain a HCPCS code for each service reported where HCPCS coding is required.
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B.
Line Item Dates of Service.--Hospitals are required to report line item dates of service (FL 45 on Form HCFA-1450) for every line where a HCPCS code is required for services paid under OPPS on all outpatient bills, including claims where the from and thru dates are equal. (See §3626.2 for edit requirements.)


C.
Reporting of Service Units.-- The definition of service units (FL 46 on Form HCFA-1450) is being revised for hospital outpatient services where HCPCS code reporting is required.  A unit is being redefined as the “number of times the service or procedure being reported was performed.”  Hospitals are required to make a numerical entry in FL 46.

EXAMPLES:


If the following procedures are performed once on a specific date of service, the entry in the “service Units” field as follows:

90849
Multiple-family group psychotherapy



units = 1

92265 
Needle oculoelectromyography, one or more             units = 1  



extraocular muscles, one or both eyes, with


interpretation and report

95004
Percutaneous tests (scratch, puncture, prick)


units = no. of tests performed


with allergenic extracts, immediate type reaction, 


specify number of tests

95861
Needle electromyography two extremities with

units = 1


or without related paraspinal areas

97530
Therapeutic activities, direct (one on one) patient
1 unit > 8 minutes < 23 minutes


contact by the provider (use of dynamic


2 units > 23 minutes to < 38 minutes


activities to improve functional performance), 

3 units > 38 minutes to < 53 minutes


each 15 minutes







4 units > 53 minutes to < 68 minutes













5 units > 68 minutes to < 83 minutes













6 units > 83 minutes to < 98 minutes













8 units > 113 minutes to < 128 minutes

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

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

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

RTP claims that do not contain service units for a given HCPCS code.
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3627.9
HCPCS Codes for Diagnostic Services and Medical Services.--The following instructions apply to reporting medical and additional diagnostic services other than radiology.  Some diagnostic services are subject to payment limitations.  (See §3631.)  These reporting requirements apply to hospital services provided in clinics, emergency departments, and other outpatient departments.  (See §3628 for procedures for reporting laboratory services, §3631 for reporting radiology, and §3629 for reporting DME and prosthetics and orthotics.)  In most cases, CPT-4 codes are used to code hospital services.  However, for some categories of services, use of CPT-4 codes would be so problematic for hospitals that new HCPCS codes have been assigned.  Use them in lieu of CPT-4 codes.
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CPT-4 codes are used by physicians to report physician services and do not necessarily reflect the technical component of a service furnished by the hospital.  Therefore, hospitals should ignore any wording in the CPT-4 codes that indicates that the service must be performed by a physician.  In cases where there are separate codes for the technical component, professional component, and/or complete procedure, hospitals must use the code that represents the technical component.  If there is no technical component code for the service, hospitals are to use the code that represents the complete procedure.

The following codes are required when the services they identify are provided.  The codes are in the same order as they appear in CPT-4.  Where CPT-4 codes are not appropriate, the required HCPCS codes are shown:

Visits - Do not report the following codes  if the sole reason for the visit was to undergo a laboratory, radiology, or diagnostic test, a surgical or medical procedure, or to receive psychiatric services, chemotherapy, physical therapy, occupational therapy, speech-language pathology or cardiac rehabilitation. Code 99201 is used by hospitals to report a visit in a hospital outpatient department, e.g., medical clinic or emergency department.  A visit is defined as a direct personal contact between a registered hospital outpatient and a physician (or other person who is authorized by State licensure law and where applicable, by hospital staff bylaws to order or provide services for the patient) for the purpose of diagnosis or treatment of the patient.

Code 99201 is used for a new patient and code 99211 for an established patient regardless of the duration or complexity of the visit.  Report the number of visits in the units column.  (Visits with more than one health professional, and multiple visits with the same health professional, that take place during the same session at a single location within the hospital, constitute a single visit.)  Additional services involving laboratory, radiology, diagnostic tests, or other procedures that are provided at the time of the visit are coded separately.  Hospitals may report codes 99202 through 99215, 99281 through 99288, or 92002-92014 in lieu of 99201 if they wish, but this level of detail is not required.

Immunization Injections - codes 90700 - 90749 (Hospitals use the number of injections for units.)

Infusion Therapy (excludes chemotherapy) - Hospitals do not use CPT-4 codes 90780 or 90781 for infusion therapy.  Instead, they use the following alpha-numeric code:

Q0081 -
Infusion therapy, using other than chemotherapeutic drugs, per visit.

Therapeutic or Diagnostic Injections - Hospitals are not required to code these injections, but may code them using codes 90782 - 90799 if they wish.

Psychiatry - codes 90801 -  90899.  (Special instructions:  Hospitals also use these codes to report drug and alcohol abuse services using the number of visits or services for units.) 
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Activity Therapy - Hospitals use the following alpha-numeric code for activity therapy furnished in connection with partial hospitalization (Special instructions:  Hospitals use the number of visits for units.):

Q0082 -
Activity therapy furnished in connection with partial hospitalization (e.g., music, dance, art or play therapies that are not primarily recreational), per visit.

Biofeedback - codes 90901 and 90911.  (Special instructions:  Hospitals show the number of visits for units.) 

Dialysis - HCPCS coding is not required for dialysis.

Gastroenterology - codes 91000 - 91299 (Special instructions:  Hospitals use the number of visits or services for units.)

Ambulance Services - Providers are required to report HCPCS and modifiers to describe the type of ambulance services, pickup-origins, and destinations.  

Ophthalmology - codes 92018 - 92499 (Special instructions:  Hospitals use the number of visits or services for units.)

Otorhinolaryngologic Services - codes 92502 - 92599 (Special instructions: Hospitals use the number of visits or services for units.)

Cardiovascular- codes 92950 - 93990 (Special instructions:  Hospitals use only codes shown below and indicate the number of services for units.)

Cardiovascular Therapeutic Services - codes 92950 - 92998
ECG - code 93005

Rhythm strip, telephonic - code 93012

Stress Test - code 93017

Ergonovine provocation test - code 93024

Rhythm strip ECG - code 93041

Holter monitor - codes 93225, 93226, 93231, 93232, and 93236

Cardiography - code G0005, G0006, G0015, 93012, 93270, and 93271

Various cardiovascular tests and services - codes Q0035 and 93278 - 93660

Plethysmography - code 93721

Miscellaneous cardiovascular tests - codes 93724 - 93740, 93770 and 93799

Cardiac rehabilitation - codes 93797 and 93798

Noninvasive vascular diagnostic studies - codes 93875 - 93990

6-156.6
Rev. 1729

12-97
BILL REVIEW
3627.9 (Cont.)

Pulmonary - codes 94010 - 94070 and 94200 - 94799

Allergy Tests - codes 95004 - 95078.  (Special instructions:  Hospitals show the number of visits in the units column.)

Allergy Therapy - code 95115 (Special instructions:  Hospitals use code 95115 to report all allergy therapies provided during a visit, without regard to the type or number of antigens or injections.  Hospitals show the number of visits for units.)  Hospitals may report codes 95117 - 95199, but this level of coding is not required.

Neurology - codes 95805 - 95999 (Special instructions:  Hospitals show the number of visits or services for units.)

Central Nervous System Assessments/Tests - codes 96100 - 96117.

Chemotherapy - Hospitals do not use CPT-4 codes for chemotherapy administration.  They use the following alpha-numeric codes.  (Special instructions:  Hospitals show the number of visits for units.):

Q0083 -
Chemotherapy administration by other than infusion technique only (e.g., subcutaneous, intramuscular, push), per visit.

Q0084 -
Chemotherapy administration by infusion technique only, per visit.

Q0085 -
Chemotherapy administration by both infusion technique and other technique(s) (e.g., subcutaneous, intramuscular, push), per visit.

Hospitals code the drugs administered during chemotherapy using the following alpha-numeric HCPCS codes in the range of J8530 to J9999:

J8530
CYCLOPHOSPHAMIDE; ORAL 25 MG

J8560
ETOPOSIDE; ORAL, 50 MG

J8600
MELPHALAN; ORAL, 2 MG

J8610
METHOTREXATE; ORAL, 2.5 MG

J8999
PRESCRIPTION DRUG, ORAL, CHEMOTHERAPEUTIC, NOS

J9000
DOXORUBICIN HCL, 10 MG  

J9015
ALDESLEUKIN, PER SINGLE USE VIAL

J9020
ASPARAGINASE, 10,000 UNITS

J9031
BCG (INTRAVESICAL) PER INSTILLATION

J9040
BLEOMYCIN SULFATE, 15 UNITS

J9045
CARBOPLATIN, 50 MG

J9050
CARMUSTINE, 100 MG

J9060
CISPLATIN, POWDER OR SOLUTION, PER 10 MG

J9062
CISPLATIN, 50 MG

J9065
INJECTION, CLADRIBINE, PER 1 MG

J9070
CYCLOPHOSPHAMIDE, 100 MG

J9080
CYCLOPHOSPHAMIDE, 200 MG

J9090
CYCLOPHOSPHAMIDE, 500 MG

J9091
CYCLOPHOSPHAMIDE, 1.0 GRAM

J9092
CYCLOPHOSPHAMIDE, 2.0 GRAM

J9093
CYCLOPHOSPHAMIDE, LYOPHILIZED, 100 MG

J9094
CYCLOPHOSPHAMIDE, LYOPHILIZED, 200 MG

J9095
CYCLOPHOSPHAMIDE, LYOPHILIZED, 500 MG
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J9096
CYCLOPHOSPHAMIDE, LYOPHILIZED, 1.0 GRAM

J9097
CYCLOPHOSPHAMIDE, LYOPHILIZED, 2.0 GRAM

J9100
CYTARABINE, 100 MG

J9110
CYTARABINE, 500 MG

J9120
DACTINOMYCIN, 0.5 MG

J9130
DACARBAZINE, 100 MG

J9140
DACARBAZINE, 200 MG

J9150
DAUNORUBICIN, HYDROCHLORIDE, 10 MG

J9165
DIETHYLSTILBESTROL DIPHOSPHATE, 250 MG

J9181
ETOPOSIDE, 10 MG

J9182
ETOPOSIDE, 100 MG

J9185
FLUDARABINE PHOSPHATE, 50 MG

J9190
FLUOROURACIL, 500 MG

J9200
FLOXURIDINE, 500 MG

J9202
GOSERELIN ACETATE IMPLANT, PER 3.6 MG

J9208
IFOSFAMIDE, 1 GM

J9209
MESNA, 200 MG

J9211
IDARUBICIN HYDROCHLORIDE, 5 MG

J9213
INTERFERON, ALFA-2A, RECOMBINANT, 3 MILLION UNITS

J9214
INTERFERON, ALFA-2B, RECOMBINANT, 1 MILLION UNITS

J9215
INTERFERON, ALFA-N3, (HUMAN LEUKOCYTE DERIVED), 250,000 IU

J9216
INTERFERON, GAMMA 1-B, 3 MILLION UNITS

J9217
LEUPROLIDE ACETATE (FOR DEPOT SUSPENSION), 7.5 MG

J9218
LEUPROLIDE ACETATE, PER 1 MG

J9230
MECHLORETHAMINE HCL, (NITROGEN MUSTARD), 10 MG

J9245
INJECTION, MELPHALAN HYDROCHLORIDE, 50 MG

J9250
METHOTREXATE SODIUM, 5 MG

J9260
METHOTREXATE SODIUM, 50 MG

J9265
PACLITAXEL, 30 MG

J9266
PEGASPARGASE, PER SINGLE DOSE VIAL

J9268
PENTOSTATIN, PER 10 MG

J9270
PLICAMYCIN, 2.5 MG

J9280
MITOMYCIN, 5 MG

J9290
MITOMYCIN, 20 MG

J9291
MITOMYCIN, 40 MG

J9293
INJECTION, MITOXANTRONE HYDROCHLORIDE, PER 5 MG

J9320
STREPTOZOCIN, 1 GM

J9340
THIOTEPA, 15 MG

J9360
VINBLASTINE SULFATE, 1 MG

J9370
VINCRISTINE SULFATE, 1 MG

J9375
VINCRISTINE SULFATE, 2 MG

J9380
VINCRISTINE SULFATE, 5 MG

J9390
VINORELBINE TARTRATE, PER 10 MG

J9999
NOT OTHERWISE CLASSIFIED, ANTINEOPLASTIC DRUGS

Special Dermatological Procedures - codes 96900 - 96999 (Special instructions:  Hospitals show the number of visits for units.)

Physical Medicine and Rehabilitation - codes 97001- 97799.
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Other Services - codes 99175 - 99186 and 99195.
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3627.11
Use of Modifiers in Reporting Hospital Outpatient Services.--HCFA requires the following CPT and HCPCS Level II modifiers for accuracy in reimbursement, coding consistency, editing, and to capture payment data for constructing Medicare outpatient groups for the future hospital outpatient prospective payment system.


Hospitals must report the modifiers appended to the appropriate HCPCS procedure code to communicate that the code has been altered as indicated.  (Hospitals must not report the modifier by using a separate five digit code [09950, 09952, 09953, 09959, 09976, or 09977] in addition to the procedure code.)


Hospitals use CPT modifiers -50, -52, -59, -76, -77, and the HCPCS Level II modifiers identified below, when appropriate, for surgical procedures (CPT codes 10000-69999), radiology (CPT codes 70010-79999), and other diagnostic procedures (CPT codes 90700-99199).  


Hospitals are required to use modifier -52 or modifier -53 to report terminated surgical procedures. (See instructions below to determine which is appropriate.)


A.
Modifier -50 (Bilateral Procedure).--Bilateral  procedures that are performed at the same operative session must be identified by reporting the appropriate five digit code describing the first procedure and adding the modifier -50 to the procedure code to identify the second (bilateral) procedure.  Hospitals must not submit two lines items to report a bilateral procedure.  They must use modifier -50 appended to the procedure code to report both procedures as a one line item.  When modifier -50 is reported, you must reimburse for two procedures.  See §3626.4 B.3.e. for payment of bilateral ASC surgical procedures.


NOTE:
Modifier -50 must not be used for:


o
Surgical procedures identified by their terminology as “bilateral,” e.g., 27395 (Lengthening  of hamstring tendon, multiple, bilateral), or 


o
Surgical procedures identified as “unilateral or bilateral,” e.g., 52290 (Cystourethroscopy,  with meatotomy, unilateral or bilateral).


You will be provided a file of HCPCS codes identifying surgical procedures which have a bilateral surgery indicator of  “1” on the Medicare Fee Schedule Data Base.  These are the only surgeries that may be performed as bilateral procedures.  You must edit to insure that any other surgical procedures reported with modifier -50 are rejected.  


B.
Modifier -52 (Reduced Services).--Hospitals use this modifier to identify that a service or procedure was partially reduced or eliminated at the physician’s election.  Hospitals report the five digit code identifying the service that was initiated and add modifier -52, signifying that the service was reduced.  


If a surgical procedure is terminated after the patient has been prepared for the surgery (including sedation when provided) and taken to the room where the procedure is to be performed, but before the induction of anesthesia (e.g. local, regional block(s), or general anesthesia), hospitals add modifier -52 to the intended procedure code (single line item).   See §3626.4 B.3.e. for special instructions for payment when an ASC surgical  procedure is involved.  See modifier -53 for reporting instructions for surgical procedures terminated after anesthesia has been induced.
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C.
Modifier -53 (Discontinued Procedure).--(Required only for discontinued surgical procedures as described below.)  Under certain circumstances, a physician may elect to terminate a surgical or diagnostic procedure.  Due to extenuating circumstances or those that threaten the well-being of the patient, it may be necessary to indicate that a surgical (diagnostic or therapeutic) procedure was started but discontinued.  If a procedure is terminated after the induction of anesthesia (e.g. local, regional block(s), or general anesthesia), or after the procedure was started (incision made, intubation started, scope inserted), hospitals add modifier -53 to the intended procedure code (single line item).  See §3626.4 B.3.e. for special instructions for payment when an ASC surgical procedure is involved.  See modifier -52 for reporting instructions for surgical procedures terminated before anesthesia is induced.

NOTE:
Do not report the elective cancellation of a procedure.


D.
Modifier -59 (Distinct Procedural Service).--Modifier -59 is used to identify procedures/ services that are not normally reported together, but may be performed under certain circumstances. This may represent a different session or patient encounter, different procedure or surgery, different site or organ system, separate incision, or separate injury (or area of injury in extensive injuries) not ordinarily encountered or performed on the same day by the same physician.  Hospitals use this modifier to indicate that a procedure or service was distinct or independent from other services performed on the same day.  


EXAMPLE:
Procedures 23030 (Incision and drainage, shoulder area; deep abscess or hematoma) and 20103 (Exploration of penetrating wound (separate procedure); extremity) are performed on the same patient on the same date of service.  If these two codes are billed together without modifier -59, code 20103 would be denied as duplicate billing.  (Since the incision and drainage of the shoulder  [code 23030] is the definitive procedure, any exploration of the area [code 20103 preceding this is considered an inherent part of the procedure.)  If, however, the exploration procedure (code 20103) was conducted on a different part of the same limb, or on a different limb, adding the -59 modifier to either code 20103 or code 23030 would explain the circumstance and prevent denial of the service.


E.
Modifier -76 (Repeat Procedure by Same Physician).--Hospitals use this modifier to indicate that a procedure or service was repeated in a separate operative session on the same day. The procedure code is listed once and then listed again with modifier -76 added (two line items). The number of times the procedure was repeated is reported in the units field (except for ASC procedures, as indicated in the exception below). 


NOTE:
This modifier (and modifier -77 below) may be reported for services ordered by physicians but performed by technicians.

EXAMPLE:
EKGs which have to be repeated due to changes in the patient’s condition or the need to assess the effect of therapeutic procedures.

 

EXCEPTION:

If the procedure is an ASC procedure, hospitals do not use the units field to indicate that the procedure was performed more than once on the same day.  Hospitals report the HCPCS code without modifier -76 to indicate the first time the procedure was performed.  For each additional time the procedure was performed, the HCPCS code is repeated with modifier -76 added.


F.
Modifier -77 (Repeat Procedure by Another Physician).--Hospitals use this modifier to indicate  that a basic procedure performed by  another  physician  had to  be repeated in a separate operative session on the same day.  The procedure code is listed once and then listed again with modifier -77 added (two line items). The number of times the procedure was repeated is reported in 
6-156.12
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the units field (except for ASC procedures, as indicated in the exception below).  This modifier is similar to modifier -76, except that the same procedure was performed by a different physician.  


EXCEPTION:
If the procedure is an ASC procedure, hospitals do not use the units field to indicate that the procedure was performed more than once on the same day.  Hospitals report the HCPCS code without modifier -77 to indicate the first time the procedure was performed.  For each additional time the procedure was performed, the HCPCS codes is repeated with modifier -77 added.


G.
HCPCS Level II Modifiers.--The following modifiers must be added, as appropriate, to HCPCS codes for procedures performed on eyelids, fingers,  toes, or to specific sides of the body. These modifiers are used to prevent erroneous denials when duplicate HCPCS codes are billed to report separate procedures  performed on different  anatomical sites or different sides of the body.


-
E1
Upper left, eyelid

-
E2
Lower left, eyelid

-
E3
Upper right, eyelid 

-
E4
Lower right, eyelid


-
FA
Left hand, thumb

-
F1
Left hand, second digit

-
F2
Left hand, third digit

-
F3
Left hand, fourth digit

-
F4
Left hand, fifth digit

-
F5
Right hand, thumb

-
F6
Right hand, second digit

-
F7
Right hand, third digit

-
F8
Right hand, fourth digit

-
F9
Right hand, fifth digit

                     

-
LC
Left circumflex coronary artery (Hospitals use with codes 92980-92982,        92995, and 92996.)

-
LD
Left anterior descending coronary artery (Hospitals use with codes 92980-92982, 92995, and 92996.)


-
LT
Left side (used to identify procedures performed on the left side of the body)

                       

-
QM
Ambulance service provided under arrangement by a provider of services (See  §3660.1 A.)


-
QN
Ambulance service furnished directly by a provider of services (See §3660.1 A.)


-
RC
Right coronary artery (Hospitals use with codes 92980-92982, 92995, and     92996.)


-
RT
Right side (used to identify procedures performed on the right side of the body)


-
TA
Left foot, great toe

-
T1
Left foot, second digit

-
T2
Left foot, third digit

-
T3
Left foot, fourth digit

-
T4
Left foot, fifth digit
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-
T5
Right foot, great toe

-
T6
Right foot, second digit

-
T7
Right foot, third digit

-
T8
Right foot, fourth digit

-
T9
Right foot, fifth digit


NOTE:     
Hospitals must not use modifiers LT and RT to report bilateral surgical procedures.  
They use modifier -50 (Bilateral Procedure).


H.  Modifier Examples.-- XXXXX represents the five-digit CPT-4 code




Example Number
Right side?
Left side?
Same operative session?
Same doctor?
Repeat procedure same day?
Code
Service units


1
Y




XXXXXRT
1


2

Y



XXXXXLT
1


3
Y
Y
Y


XXXXX50
1


4
Y
Y
N


XXXXXRT

XXXXXLT
1

1


5
Y
Y
Y
Y
Y, right side* only
XXXXX50

XXXXXRT76
1

1


6
Y
Y
Y
N
Y, right side* only
XXXXX50

XXXXXRT77
1

1


7
Y


Y
Y, right side* only
XXXXXRT

XXXXX76
1

1


8
Y


N
Y, right side* only
XXXXXRT

XXXXX77
1

1



Note that examples 4-8 above reflect very rare circumstances and will not be encountered often.  Also, the use of modifier “50" (bilateral) or “RT” and “LT” as described in the grid above only applies to CPT codes where bilateralism is not already inherent in the CPT code description.  


*Right side is used here for purposes of illustration only.  For the left side, the modifier “LT” should be used instead of  “RT.”
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