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2182.
SERVICES OF PHYSICIANS IN PROVIDERS

(Effective for Services Performed On or After October 1, 1983)

2182.1
 General.--These sections govern reimbursement for services physicians furnished in providers of services, including hospitals, skilled nursing facilities and comprehensive outpatient rehabilitation facilities.  If the physicians are compensated for their services by the provider or another entity, the compensation they receive must be allocated among the various types of services they furnish.  Payment for the services they furnish to the provider is made on either a reasonable cost basis or as a component part of prospective payment.  These payments are made by the Part A intermediary.  Reimbursement for the services physicians furnish to individual patients in providers is made under Part B on a reasonable charge basis by the carrier.   However:

A.
Reimbursement for physician services furnished in teaching hospitals that elect cost reimbursement for such services is made on a reasonable cost basis by the Part A intermediary.   (See §2148.)

B.
Reimbursement for physician services furnished in teaching settings is subject to additional conditions.   (See §§2108.8, 2218, 2420.)

C.
Reimbursement for the services of interns and residents, as well as physicians who are licensed to practice only in the provider setting, is made on a reasonable cost basis by the Part A intermediary.  (See §2120.)

D.
Services furnished by physicians to individual patients in providers must meet the criteria in §2182.4 to be reimbursed on a reasonable charge basis.

E.
Reimbursement for physician services in all-inclusive rate hospitals may be made by the Part A intermediary on a Part B per diem basis.  An all-inclusive rate hospital is a participating hospital in which patients are charged a fixed all-inclusive rate, computed (for inpatients) on a daily or other time basis, or (for outpatients) on a per visit basis applicable uniformly to each patient without regard either to the extent of services required by the patient or the distinction between physicians' and hospital services.

2182.2
 Provider Defined.--For the purpose of these instructions, a provider of services is a participating hospital, skilled nursing facility (SNF) or comprehensive outpatient rehabilitation facility (CORF).  However, these instructions also can be used to determine customary charges for physicians' services in nonparticipating facilities, e.g.,  hospitals and other institutional settings in which physicians are compensated for their services and the patients do not pay for the physicians'  services they receive on a charge basis.  The carrier is responsible for obtaining the data necessary to determine customary charges for the physicians' services furnished in nonparticipating facilities.

2182.3
 Allocation of Physician Compensation.--

 A.
Definition.--For purposes of this instruction, "physician compensation costs" means monetary payments, fringe benefits, deferred compensation and any other items of value (excluding office space, billing and collection services) a provider or other organization furnishes a physician in return for the physician's services to the provider. All costs incurred by the provider, both direct and indirect, related to the physician's private practice must be excluded from physician compensation costs.
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Other organizations are entities "related to" the provider, or entities that furnish services for the provider "under arrangements."

B.
General Rule on Allocation of Physician Compensation Costs.--Except as provided in paragraph D of this section, each provider that incurs physician compensation costs must allocate those costs, in proportion to the percentage of total time that is spent in furnishing each category of services, among:

o
Physician services to the provider (as described in §2182.6);

o
Physician services to patients (as described in §2182.4); and

o
Activities of the physician, such as funded research, that are not reimbursable under either Part A or Part B of Medicare.

C.
Allowable Physician Compensation Costs.--Only compensation allocated to reimbursable physician services to the provider (as described in §2182.6) are includable among provider costs.

Generally, the total compensation received by a physician will be allocated among all services furnished by the physician, unless:

1.
a.
The provider certifies that the compensation is attributable solely to the physician's services to the provider; and

b.
The physician bills all of his or her patients for the physician services he or she furnishes to those patients and personally receives the payment from such billings.  If returned directly or indirectly to the provider or an organization related to the provider, these payments are not compensation for physician services to the provider; or

2.
The provider and physician agree to accept the assumed allocation of all the physician's services to direct services to individual patients.  In this situation a written allocation agreement is not required.

D.
Determination and Payment of Allowable Physician Compensation Costs.--

1.
The intermediary will reimburse the provider for physician compensation costs only if:

a.
The provider submits to the intermediary a copy of the allocation agreement between the provider and the physician that specifies the respective amounts of time (these may be expressed in percentages) the physician spends in furnishing services to the provider, services to patients that meet the criteria of §2182.4; and services that are not reimbursable under either Part A or Part B; and the compensation is reasonable in terms of the time devoted to these services as compared to the applicable Reasonable Compensation Equivalent limit.

2.
In the absence of a written allocation agreement, the intermediary will assume, for purposes of determining reasonable costs of the provider, that 100 percent of the physician's compensation cost is allocated to services to patients.
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NOTE:
If a provider is not seeking reasonable cost reimbursement for costs incurred in compensating provider-based physicians for services to the provider, an allocation agreement is not required.

E.
Provider Recordkeeping Requirements.--The intermediary must advise providers that:

1.
While they have some discretion as to the types of records they maintain as to the allocation of physicians' time to services, the allocations must be supported by adequate documentation and must normally be comparable to previous allocations or to similar situations in comparable providers.  See §2182.13 for an example of a format that providers may use to substantiate allocation agreements.

2.
Except for the assumed allocation situations, they must:

o
Maintain the data and information used to allocate physician compensation in a form that permits validation by the intermediary and the carrier;

o
Report the data or information on which the physician compensation allocation is based to the intermediary and promptly notify the intermediary  of any revisions to the compensation allocation; and

o
Retain each physician compensation allocation agreement, and the information on which it is based, for at least 4 years after the end of each cost reporting period to which the allocation applies.

3.
Allocation agreements are to be submitted annually as part of the cost report filing process.  (See §2182.13 for allocation agreement formats.)  Revisions from the prior allocation agreement could occur where there is a significant change in the manner or extent to which services are furnished, an increase in the number of physicians in the department, or an increase in a physician's administrative or supervisory duties. While the allocation agreement represents a reasonable depiction of the distribution of physician time among covered physician services to patients and to providers, and to noncovered services in the individual case, it should not be inconsistent with allocations representing the distribution of time for physicians who furnish services in like departments in similar hospitals.  If the carrier and the intermediary believe that an allocation agreement is atypical, the physician and provider are given a reasonable opportunity to explain the factors they considered in completing it.  Such issues, however, must be resolved before the agreement can serve as a basis for reimbursement.  If the carrier and the intermediary cannot agree regarding the acceptability of the allocation agreement, refer the matter to the regional office.

In determining whether these agreements are acceptable, the intermediary, for example, also considers its knowledge of the providers and the experience gained about them in the administration of its private business.  If necessary, the carrier and the intermediary may impose an allocation, based on experience in other hospitals, until an acceptable agreement is approved.  If the hospital or its physicians disagree with an imposed allocation, the matter is referred to the regional office.
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4.
While we do not require the maintenance of daily logs or time records to support provider services rendered by physicians, adequate documentation must be maintained to support the total hours for these services to permit application of the RCE limits.  This includes work or teaching schedules, workload counts, or other documentation to substantiate these hours.

5.
Where providers decide to employ time study techniques to substantiate either the allocation of physicians' time to services or the actual provider services hours figure used in the RCE computation, the provider may choose to employ the methodology described in subsection 2313.2.E, Special Applications, but the provider may not be required by the servicing intermediary to utilize that specific methodology.

F.
Effort Reports.--Effort reports generally are not acceptable as a proxy for a time allocation because effort cannot be quantified.  However, they may be used if the carrier and the intermediary determine that program payments do not differ significantly by use of effort reports, i.e., that in the individual case,  effort can be equated to time. If the intermediary, however, determines that there is a difference between reported effort and actual time that unreasonably increases reimbursement, time must be used. When, for example, there is a question of allocating compensation between covered and noncovered services, such as research, the intermediary must adjust the cost reports based on time.

2182.4
 Conditions for Reasonable Charge Payment for "Physicians' Services" to Patients in Providers.--

A.
General.--The carrier will pay for physicians' services to patients of providers on a reasonable charge basis only if the following requirements are met:

1.
The services are personally furnished for an individual patient by a physician;

2.
The services contribute directly to the diagnosis or treatment of an individual patient;

3.
The services ordinarily require performance by a physician; and

4.
In the case of anesthesiology, radiology, or laboratory services, the additional requirements in either §2182.7, §2182.9 or §2182.11 are met.

B.
Services of Physicians to Providers.--If a physician furnishes services in a provider that do not meet the requirements in section A but are related to patient care, the intermediary pays for those services, if otherwise covered, on a reasonable cost basis, or as an element of prospective payment, as appropriate.

C.
Effect of Billing Charges for Physician Services to a Provider.--If services furnished by a physician to a provider are paid on a reasonable cost basis by the intermediary, neither the provider nor physician may seek charge payment from the carrier, the beneficiary, or a private insurer.  If the physician, the provider, or a private
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entity bills the carrier,  the beneficiary or another insurer for physician services to the provider, the provider in which and to which the services were furnished is  considered to have violated its provider participation agreement, and that agreement may be terminated.  The carrier refers any situation in which this happens to the regional office unless it is clearly an isolated case of billing error.

D.
Effect of Assumption of Operating Costs.--If a physician or an entity enters into an agreement (such as a lease or concession) with a provider, under which the physician (or entity) assumes some or all of the operating costs of the provider department:

1.
The carrier makes reasonable charge payments only for physicians' services to individual patients as defined in Paragraph A.
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2.
The physician (or other entity) must make its books and records available to the provider and the intermediary, as necessary, to verify the nature and extent of the costs of the services furnished by the physician (or other entity).

3.
The intermediary reimburses the provider on a reasonable cost basis, to the extent the provider incurs a cost, or as an element of prospective payment, for the lessee's costs associated with producing these services, including overhead, supplies and equipment costs and the costs of employing nonphysician personnel.

E.
Independent Laboratory Services.--Services, such as surgical pathology services, furnished to a provider patient by an independent laboratory, including the laboratory of another hospital, that meet the general conditions in §2182.4.A. and the additional requirements in §2182.11 must be reimbursed as physicians' services on a reasonable charge basis.  These services cannot be billed under arrangements.  Other services, such as clinical diagnostic laboratory services, furnished to hospital inpatients by an independent laboratory are covered as inpatient hospital services and reimbursable to the hospital on a reasonable cost basis or under the prospective payment system.  (However, see §2804 for provisions concerning laboratory tests furnished to inpatients of a hospital with a waiver under 602(k) of the 1983 Amendments to the Social Security Act.)  Clinical diagnostic laboratory services furnished by an independent laboratory to other than a hospital inpatient are generally reimbursable under the clinical laboratory fee schedule provision.

F.
Other Services and Items Furnished by Outside Suppliers.--Some providers obtain items and services for their patients from outside sources.  All items and services, except physicians' services that meet the conditions of §2182.4, must be furnished to hospital inpatients under arrangements.  (See §2182.8.C. for a limited exception and §2804 for hospitals with extensive direct billing of nonphysician services under Part B.)  For items and services furnished to hospital outpatients and SNF patients, reimbursement may be made either by the carrier on a reasonable charge basis or by the intermediary to the provider of services (as long as the service is otherwise covered as a SNF service or outpatient service at a hospital) on a reasonable cost basis.  Physicians' services, however, can be paid only on a reasonable charge basis.  Examples:

1.
A radiology clinic furnishes CT scan services to hospital inpatients.  The technical components of these services must be furnished under arrangements by the hospital.  The interpretation component must be reimbursed by the carrier on a reasonable charge basis. The intermediary pays for the technical component.  Reimbursement is made in the same manner for the two components of CT scan services furnished to hospital outpatients and SNF patients or, the full service is reimbursed by the carrier on a reasonable charge basis.

2.
A surgeon inserts a pacemaker which he furnishes the hospital inpatient. The physician's surgical services are paid by the carrier on a reasonable charge basis.  The pacemaker is covered only as an item obtained under arrangements and the physician must, therefore, bill the hospital for the item itself.  The hospital is paid for the pacemaker by the intermediary.

3.
A supplier furnishes an artificial limb for a hospital inpatient.  The artificial limb is covered only as an item obtained under arrangements and must, therefore, be billed to the hospital.  The hospital is paid for the artificial limb by the intermediary.
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2182.5
 Determining Reasonable Charges for "Physicians' Services" in Providers.--

 A.
General.--The carrier determines reasonable charges for physicians' services to patients in providers in accordance with the general instructions governing reasonable charge payment as well as the additional rules in paragraphs B-F of this section.

 B.
Customary and Prevailing Charges for Physicians' Services in Provider Settings.-

1.
Utilizing compensation data collected by the intermediary, the carrier calculates customary and prevailing charges for physicians' services furnished to individual patients in providers in the same way as for physicians' services furnished outside the hospital, separating, when appropriate, charges for physicians' services furnished in provider-based practices and physicians' services furnished in office-based practices.  It applies the appropriate customary and prevailing charge screens in determining reasonable charges for physicians' services considering the setting.  For example,  in the provider setting, it pays only for EKG interpretations, never the complete service which includes nonphysician and technical inputs.  These EKG interpretations are similar to EKG interpretations furnished  outside the hospital and are subject to the same prevailing charge screens.  They are different, however, from the complete service, which when furnished to a patient outside a provider, includes a technical component.  Charges for these different kinds of services are accumulated separately, and customary and prevailing charges are established for each.  For this purpose, the carrier must use interpretation-only codes, e.g., EKG, EEG, radiology, ultrasound, and pulmonary function.

In developing customary charges for physicians' services furnished in providers by physicians compensated for those services by the provider or a related organization, the carrier establishes a schedule of charges related to that part of the physician's compensation that is allocated to physicians' services to individual patients.  (However, if the hospital and the leasing entity are not under common ownership or control, and are closely related only by virtue of the lease, then this rule does not apply.)  Office space and billing and collection costs  are excluded from the base on which compensation-related charges are determined.  Generally, the carrier uses the compensation paid to the physician during the hospital's most recently ended cost reporting period for this purpose. If the compensation information is unavailable from the hospital, the intermediary makes a reasonable estimate of a fair compensation amount based on what is paid for similar services in another hospital and reports this amount to the carrier.

The carrier develops compensation-related charges on an item-by-item basis, considering the frequency with which the various services are furnished, and the relative values assigned to each service in a relative value study.  The intermediary obtains the frequency data from the provider for the same period as the physician compensation was paid.

If the hospital does not maintain frequency data in a form acceptable to the carrier, the hospital must count and code its charge for each service for which a charge is made during a designated month.  For this purpose it must use the carrier's coding system.  This frequency data is annualized  and used to determine compensation-related customary charges.  Customary charges are determined in this way as long as the physician continues to be compensated by the provider for physicians' services to any patients. Compensation-related customary charges are revised as part of the next reasonable charge update.  Prevailing charge screens for physicians' services to provider patients
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include both compensation-related customary charges as well as the customary charges of physicians who practice in providers but are not compensated for physicians' services by a provider.

If a physician has compensation arrangements with several hospitals, and the compensation-related charges are different in each hospital, a separate identification/billing number is assigned for use in each setting and different customary charges determined in each setting.

2.
Example to Illustrate the Development of Compensation-Related Customary Charges.-
a.
The radiologist receives $125,000 per year from the hospital for furnishing diagnostic services, reimbursable on a reasonable charge basis under Part B. He/she is not compensated for any provider services.

b.
The hospital pays for the radiologist's malpractice expense and for the radiologist's cost of continuing medical education.  These amounts are $5,000 and $2,500 respectively.

Compensation-related customary charges are established as follows:

    
  






Compensation-Radiological
Frequency of
Relative Value

   
Related

 Procedures
Service
 Units (RVU)
Product
Charge    

Chest x-ray single
1,200
4.0
4,800
11.80

  view

Chest x-ray, two
1,000
6.0
6,000
17.80

  views

Spine, Complete
  800
10.0
8,000     
 29.60

Shoulder, Complete
  400  
6.0
2,400        
17.80

Wrist, Complete
  400
6.0
2,400        
17.80

Hand, Complete
  200
6.0
1,200        
17.80

Hip, Complete
  300
7.0
2,100        
20.70

Abdomen, Single
  500
4.0
2,000        
11.80

Upper G.I.
  700
14.0
9,800        
41.40

Colon, Barium Enema
  500
12.0
6,000        
35.50

 44,700

Compensation
$ 125,000

Malpractice Expense
       5,000

Continuing Education
       2,500
Total Compensation
$ 132,500


Compensation    =    $132,500    =    $2.96/RVU

RVU
44,700


C.
Changes in Compensation Agreements.--If a physician who has been compensated by or through a provider (or other entity) for physicians' services to individual patients ends his or her compensation agreement and, instead, bills all patients
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directly for his or her services, i.e., no longer receives any compensation from the hospital or its insurers, determine the physician's customary charges for services based on the 50th percentile of the weighted customary charges used to establish the prevailing charge for the service.  These customary charges remain in effect until you have accumulated charge data from at least 3 months of the 12-month period of July 1 through June 30 preceding the January 1 annual reasonable charge update.  Customary charges are revised only at the time of the annual reasonable charge update.

If a physician terminates a direct billing arrangement and enters into a compensation agreement with a provider, the carrier determines compensation-related customary charges in accordance with paragraph B, except that during the first year the total payments made on the basis of the compensation-related charges may not exceed what the total payment for a comparable volume of services would have been under the physician's former direct billing practice.  The carrier makes this determination on a prospective basis by using reasonable estimates.

D.
Additional Criteria for Certain Specialties.--In determining the amount of payment for anesthesiology, radiology or pathology services furnished by a physician to an individual patient, also follow the rules in §2182.8, §2182.10 or §2182.11.

E.
Customary Charges for Physicians' Services in Outpatient Settings--Combined Billing Previously Used.--There may be some situations in which combined billing was used in hospital outpatient settings, and the physician was compensated by the hospital for his/her services to patients on the basis of either a schedule of charges or variable percentages of charges.  In this case, the carrier uses the schedule of charges or the percentage of the combined charge paid by the hospital to the physician as the physician's customary charges.  The intermediary obtains this information from the provider and reports it to the carrier.

F.
Customary Charges for Physicians' Services in Outpatient Settings.--Undifferentiated Charges Billed to Patients.--In some cases, charges for physicians' services to patients and the provider's charges associated with these services have been combined and billed to patients on a reasonable charge basis.  The provider component of these undifferentiated charges must be identified and billed by the provider to its intermediary.  The carrier bases reimbursement only on  the portion of the charge that is attributed to physicians' services to patients, i.e., services that meet the criteria in §2182.4.A. The component of the formerly combined charges that represents the physicians' charges for their services must be separately identified. These are the physicians' customary charges.  The intermediary obtains the schedule of charges for these physicians' services from the provider and reports it to the carrier.

2182.6 Conditions of Payment for Costs of Physicians' Services to Providers--

A.
General.--Costs a provider incurs for services of physicians are allowable only if:

o
The services do not meet the conditions in §2182.4.A. for reasonable charge reimbursement for physicians' services to individual patients of a provider;

o
The services do not include physician availability services, except for reasonable availability services furnished for emergency rooms; (see §2109);
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o
The provider has incurred a cost for the salary or other compensation it paid the physician for the services; and

o
The costs incurred by the provider for the services meet the requirements regarding costs related to patient care.

These services include, for example, departmental administration, supervision and training of staff, quality control activity, autopsies, clinical laboratory services including analysis (except clinical laboratory consultations and services performed by a physician in personal administration of test devices, isotopes, or other materials to an individual patient), respiratory therapy, tissue committee work, disposal of radiation waste, nonimaging nuclear medicine services, supervision of anesthetists and routine blood gas studies including analysis of routine blood gas studies.  Analysis of clinical laboratory services or routine blood gas studies, although performed by specialists and primary care physicians, are not separately billed under Part B.

B.
Payment Determinations.--The intermediary makes payment for these services either as an element of prospective payment or on a reasonable cost basis.  When reimbursement is made on a reasonable cost basis, the allowable cost cannot exceed the lower of the actual cost or the reasonable compensation equivalent (RCE).

C.
Reasonable Compensation Equivalents (RCEs).--HCFA establishes the methodology for determining RCEs by considering average physician income by specialty and type of location.  The best available data are used.  If the level of physician compensation exceeds the RCE limit, Medicare payment is based on the RCE.  The RCE limit represents reasonable compensation for a full-time physician.  Full time is 2,080 hours per year, including a reasonable amount of time devoted to vacation, sick leave and continuing education.  The intermediary considers the general practice of the hospitals it serves in determining the reasonableness of a hospital-compensated physician's time devoted to vacation, sick leave and continuing education.  It also considers that the need for continuing education in any individual year may vary substantially based on medical specialty and the needs of an individual physician.  Consultation with its medical advisors is appropriate.

NOTE:
As a result of the clinical lab fee schedule, clinical diagnostic laboratory tests furnished by a hospital laboratory for its outpatients are reimbursed on the basis of fee schedules.  If the hospital compensates its pathologists for provider services, the portion of the physician's compensation attributable to provider services to hospital outpatients is not reimbursed on a reasonable cost basis and is not subject to the reasonable compensation equivalent if payment for the hospital's diagnostic clinical laboratory services is made pursuant to the clinical laboratory fee schedule.  However, the portion of the physician's compensation attributable to provider services to hospital outpatients is reimbursed on a reasonable cost basis and is subject to the reasonable compensation equivalent limit if payment for the hospital's outpatient laboratory services is not made pursuant to the clinical laboratory fee schedule.  An example of such services is anatomic pathology services, such as the preparation of a surgical pathology slide for which the hospital has established a separate charge.
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The RCE limits are always applied to the hospital's entire cost reporting year based on the calendar year (CY) in which the cost reporting year begins.  For example, the CY 1983 limits apply to an entire cost reporting year beginning October 1, 1983.  (The RCE limits are applicable for services rendered on or after October 1, 1983.)

The RCE limits are based on a work year of 2,080 hours, i.e., a 40-hour work week.  If the physician devotes more or less time to furnishing provider services, the RCE is adjusted accordingly.  Thus, a physician who spends 60 hours a week in administration of a department is subject to 150 percent of the applicable limit for a physician who devotes full time to departmental services.

The intermediary uses the RCE levels to compute reimbursement when the physician is compensated by the provider or other related organization for administrative, supervisory and other provider services that are reimbursable under Medicare.  In applying the RCE limits, the intermediary assigns each compensated physician to the most appropriate specialty category.  Table I - Estimates of Full-Time Equivalency (FTE) Annual Average Net Compensation Levels for 1983 and 1984, §2182.6.F, depicts reasonable compensation levels for nine physician specialties plus a total or general category.  If no specialty category is indicated, the intermediary uses the RCE level for the "Total" category, which is based on income data for all physicians.  For example, the "Total" category is  used in determining the reasonable cost for full-time physician administration of an emergency room.  The intermediary determines the appropriate geographic area classification using the tables in paragraph G.

If the physician's contractual compensation covers all duties, activities and services furnished to the provider and to its patients and the physician is employed full time, the lower of the physician's actual compensation or the appropriate specialty compensation limit is used and adjusted by the physician's allocation agreement to arrive at the program's allowable costs for physician compensation.  In the absence of an allocation agreement, it is assumed that l00 percent of the compensation was related to services reimbursable on a Part B reasonable charge basis, and that there are no allowable costs for the physician's services to the provider.

If the physician's compensation from the provider represents payment only for administrative, supervisory and other provider services (i.e., the physician bills fees for all physicians' services furnished to individual patients), then the lower of the physician's actual compensation or the appropriate specialty compensation limit is used to arrive at the program's allowable costs for physician compensation.

Generally, it is intended that the RCEs are applied separately for each physician. However, an aggregated application is permitted in larger hospital departments which have similar arrangements with a number of physicians of the same specialty to facilitate administration and reduce paperwork.  Under this optional methodology, the provider services hours and compensation of each involved physician is determined individually and then aggregated by specialty to determine total provider services hours and compensation by specialty for all involved physicians.  The applicable RCE limit is then applied to the aggregated provider services hours and the result compared to the aggregated provider services compensation to determine allowable provider services compensation costs by specialty.
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Example:


Profes-

Provider
sional

Provider
   Provider   

Compen-
Services
Services
Total
Services
   Services   

Physician
 sation
   Hours
  Hours
Hours
Percentage
  Compensation

    A
  $110,000
230
2070
2300
10%
$ 11,000

    B
      90,000
480
1920
2400
20%           
18,000

    C
      80,000
1715
  735
2450
70%
56,000

    D
      85,000
2040
  360
2400
85%
72,250


Totals
  $365,000
4465
5085
9550

$157,250
        
       
     

              


Total Provider 

Services Hours
X
RCE Amount
=
Time Adjusted RCE Limit 

Work Year Hours

(1984 Total

RCE Nonmetro-

politan areas)

4465 X $88,600 = $190,490

2080


The aggregated provider services compensation amount of $157,250 is allowable since it does not exceed the time adjusted RCE limit of $190,490.  If the RCE limits were applied to the physicians' provider services compensation individually, not all of the provider services compensation attributable to Physicians A and B is allowable.

In determining the reasonable cost of physician compensation for services to the provider, the intermediary is not limited to merely applying the RCE limit based on existing staffing, but also considers the inherent reasonableness of the arrangement.  For example, it generally is not reasonable for a hospital to compensate physicians in a particular department for a number of administrative/managerial hours greatly in excess of the hours utilized in comparable departments in other hospitals.

D.
Exceptions to the RCE Limits.--

1.
The RCE limits do not apply to inpatient hospital services payable under the prospective payment system (PPS) and are not used to limit such costs in the PPS base year.

2.
Some hospitals, particularly but not exclusively small or rural hospitals, may be unable to recruit or maintain an adequate number of physicians at a compensation level within the prescribed limits.  If a hospital is able to demonstrate to the intermediary its inability to recruit or maintain physicians at a compensation level allowable under the RCE limits (as documented, e.g., by unsuccessful advertising through national medical or health care publications), then the intermediary may grant an exception to the reasonable compensation limits established under these rules, to the extent reasonable.  An exception might be justified in cases where a provider is located in a remote location and needs to pay a premium because of extraordinary travel time.
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The provider's request for an exception, together with substantiating documentation, must be submitted to the intermediary each year, no later than 90 days after the close of its cost reporting period.  In doing so, it must specify (1) the dollar amount in excess of the limit that it paid its physicians; (2) the name and social security number of the physician; and (3) the specific reasons why an exception is necessary.  The hospital must furnish with its request for an exception adequate supporting documentation.  The documentation must include, but is not limited to, evidence that it has actively sought to secure the services of physicians by advertising in appropriate journals and similar publications.

E.
Adjustments to the RCE Limits.--Intermediaries may adjust the allowance for an individual physician upward to take into consideration the provider's costs of physician membership in professional societies and continuing education.  This adjustment is limited to actual costs incurred up to a maximum of 5 percent of the time adjusted RCE limit. The lesser of actual cost or the 5 percent limit is then added to the RCE limit.

An intermediary may also adjust the RCE limit to take into account the cost of malpractice insurance.  To the extent malpractice insurance is shown to be related to a physician's (or a group of physicians') services to the provider, the intermediary may recognize as an upward adjustment to the RCE limit the related physician malpractice expense incurred by the provider.


The lesser of actual cost or the RCE limit adjusted appropriately to reflect allowances for the costs of membership in professional associations, continuing medical education and/or malpractice insurance premiums represents the reasonable compensation cost.

Where a written agreement between a provider-based physician and a provider clearly stipulates that a portion of the total compensation paid to the physician by the provider is intended to reimburse the physician for the costs incurred by the physician for membership in professional associations, continuing medical education and/or malpractice insurance relating to the physician's services to the provider, intermediaries may adjust the RCE limit upward to take into consideration the provider's additional costs subject to the limitations as described above.

Example A:  A non-Prospective Payment System (PPS) hospital is located in a metropolitan area having a population greater than one million and compensates its radiologist $120,000 for both physician and provider services during its cost reporting period beginning October 1, 1983.  The hospital pays the physician's membership fees in professional societies and for the physician's continuing medical education which amounts to $6,000.  The hospital also pays the physician's malpractice insurance of $8,000.  The physician works a full-time equivalent year of 2,080 hours and the allocation agreement is 50 percent provider services and 50 percent physicians' services.

The applicable RCE amount from the tables in §2182.6.F is $123,400.  This amount is factored by the ratio of provider services hours to FTE hours (50% of 2,080 = 1,040 :- 2,080 = .5 X $123,400 = $61,700) to determine the time adjusted RCE limit of $61,700.  The time adjusted RCE limit of $61,700 is increased by $3,000 (i.e. 50% of $6,000 = $3,000) to account for the costs of membership in professional societies and continuing medical
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education since this amount is lower than five percent of the time adjusted RCE limit (i.e. 5% of $61,700 = $3,085).  The time adjusted RCE limit with this adjustment, $64,700, is further adjusted by the provider component percentage of the malpractice premium (i.e. 50% of $8,000 = $4,000).  The RCE limit with appropriate adjusters amounts to $68,700.

The physician's actual compensation cost, including the cost of continuing medical education, professional membership fees, and malpractice expense amounts to $134,000 (i.e., $120,000 + $6,000 + $8,000 = $134,000).  The provider component compensation amounts to $67,000 (i.e., $134,000 x 50% = $67,000).

The allowable cost is the lower of the actual cost or the adjusted RCE limit (i.e., $67,000 or $68,700).  In this case, the allowable cost is $67,000.

Example B:  A non-PPS hospital is located in a nonmetropolitan area and compensates its pathologist $75,000 for provider services which benefit both Medicare and non-Medicare patients during its cost reporting period beginning October 1, 1983.  The pathologist bills both Medicare and non-Medicare patients directly for Part B physician services.  The hospital pays the physician's membership fees in professional societies and for the physician's continuing medical education which amounts to $3,000.  The hospital also pays the physician's malpractice insurance of $2,500.  During the cost reporting period, the physician spends l,300 hours or 62.5 percent of a full time equivalent of 2,080 hours furnishing contracted provider services.  The allocation agreement is 100 percent provider component.

 1300
The time adjusted RCE limit is $71,188 (2080 X 113,900 = 71,188).   This amount is increased by $3,000, the actual costs incurred for membership in professional societies and continuing medical education (Note: 5% of the time adjusted RCE limit is $3,559.) The time adjusted RCE limit with this adjustment, $74,188, is further increased by the malpractice premium of $2,500 resulting in an RCE limit of $76,688.  Because the allocation is 100 percent provider component, the entire malpractice expense is allowable.

The physician's compensation cost including the cost of continuing medical education, professional membership fees and malpractice expense amounts to $80,500 (i.e., $75,000 + $3,000 + $2,500 = $80,500).

The allowable cost is the lower of the actual cost or the adjusted RCE limit (i.e., $80,500 or $76,688).  In this case, the allowable cost is $76,688.

F.
Table I--Estimates of Full-Time Equivalency (FTE) Annual Average Net Compensation Levels for 1983 and 1984--The following compensation limits apply in the years indicated.  All figures are rounded to the nearest $100.
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Table I.--ESTIMATES OF FTE ANNUAL AVERAGE NET COMPENSATION LEVELS FOR 1983 
AND 1984

Non-Metropolitan

Metropolitan area

Metropolitan areas

Specialty




Areas


less than one


greater than one
million



million

1983
1984

1983
1984

1983
1984



Total




  87,600
  88,600

  93,900
  95,000

  97,100
  98,200


GP/FP




  78,100
  79,000

  74,900
  75,800

  76,000
  76,800

Int Med




  82,300
  83,200

  83,200
  84,400

  90,700
  91,800

Surgery




100,200
101,400

111,800
113,100

113,900
115,300


Pediatrics



  71,700
  72,600

  83,300
  84,300

  77,000
  77,900

OB/Gyn




109,700
111,000

106,600 
107,800

107,600
108,800

Radiology



119,200
120,600

126,600
128,100

123,400
124,900

Psychiatry



  76,000
  76,800

  78,100
  79,000

  84,400
  85,400

Anesthesiology


  91,800
  92,800

109,700
111,000

109,700
110,000

Pathology



113,900
115,300

120,300
121,700

118,200
119,500



If a physician, such as a pathologist, bills all patients, except Medicare patients on a fee basis for covered services that are payable under Medicare solely on a reasonable cost or PPS basis, program liability for these services is a Medicare only cost.

G.
Geographic Area and Classifications for RCE Limits.--As pointed out in paragraph C, RCE limits are adjusted to account for differences in salary levels by location, as well as by specialty.  In the limits set forth in Table I, geographic areas are classified into three types: nonmetropolitan areas with populations of less than one million, and metropolitan areas with populations of more than one million.  Table II identifies by type of location, geographic areas (Standard Metropolitan Statistical Areas)grouped into the latter two categories for use with the 1983 RCE limits.  Table III is similar except that Metropolitan Statistical Areas are utilized for use with the 1984 RCE limits.  All counties not listed and all other affected U.S. possessions and territories not part of a State are considered nonmetropolitan areas.
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TABLE II

Type of Location

      SMSA
Counties
Less than
Greater

1 million
than 1

million
Abilene, Texas
Callahan, Jones, Taylor
X

Akron, Ohio
Portage, Summit
X

Albany, Georgia
Dougherty, Lee
X

Albany, New York
Albany, Montgomery, Rensselaer,
X

 Saratoga, Schenectady

Albuquerque, New Mexico
Bernalillo, Sandoval
X

Alexandria, Louisiana
Grant, Rapides
X

Allentown, Pennsylvania
Pennsylvania--Carbon, Lehigh,
X

 Northampton, New Jersey--Warren

Altoona, Pennsylvania
Blair
X

Amarillo, Texas
Potter, Randall
X

Anaheim, California
Orange

X

Anchorage, Alaska
3rd Judicial Division
X

Anderson, Indiana
Madison
X

Anderson, South Carolina
Anderson
X

Ann Arbor, Michigan
Washtenaw
X

Anniston, Alabama
Calhoun
X

Appleton, Wisconsin
Calumet, Outagamie, Winnebago
X

Arecibo, Puerto Rico
Arecibo
X

Asheville, North Carolina
Buncombe, Madison
X

Athens, Georgia
Clarke, Madison, Oconee, Oglethorp
X

Atlanta, Georgia
 Butts, Cherokee, Clayton, Cobb,

X

 Dekalb, Douglas, Fayette,

 Forsyth, Fulton, Gwinnett,

 Henry, Newton, Paulding,

 Rockdale, Walton.

Atlantic City, New Jersey
Atlantic
X

Augusta, Georgia
Georgia--Columbia, Richmond,
X

 South Carolina--Aiken

Austin, Texas
Hays, Travis, Williamson
X

Bakersfield, California
Kern
X

Baltimore, Maryland
Anne Arundel, Baltimore,

X

 Baltimore City, Carroll,

 Harford, Howard

Bangor, Maine
Penobscot
X

Baton Rouge, Louisiana
Ascencion, East Baton Rouge,
X

 Livingston, West Baton Rouge

Battle Creek, Michigan
Barry, Calhoun
X

Bay City, Michigan
Bay
X

Beaumont, Texas
Hardin, Jefferson, Orange
X

Bellingham, Washington
Whatcom
X

21-58
Rev. 348

02-85
COSTS RELATED TO PATIENT CARE
2182.6(Cont.)

Type of Location
           SMSA
Counties
Less than  
Greater
1 million
than l
million
Benton Harbor, Michigan
Barrien, Cass
X

Billings, Montana
Yellowstone
X

Biloxi, Mississippi
Hancock, Harrison, Stone
X

Binghamton, New York
 New York--Broome, Tioga,
X

    Pennsylvania--Susquehanna

Birmingham, Alabama
Jefferson, Shelby, St. Clair,
X

   Walker

Bismarck, North Dakota
Burleigh, Morton
X

Bloomington, Illinois
McLean
X

Bloomington, Indiana
Monroe
X

Boise, Idaho
Ada
X

Boston, Massachusetts
Massachusetts--Essex, Middlesex,

X

   Norfolk, Plymouth, Suffolk,

   New Hampshire--Rockingham

Bradenton, Florida
Manatee
X

Bremerton, Washington
Kitsap
X

Bridgeport, Connecticut
Fairfield
X

Brownsville, Texas
Cameron
X

Bryan, Texas
Brazos
X

Buffalo, New York
Erie, Niagara

X

Burlington, North Carolina
Alamance
X

Burlington, Vermont
Chittenden
X

Caguas, Puerto Rico
Caguas
X

Canton, Ohio
Carroll, Stark
X

Caspar, Wyoming
Natrona
X

Cedar Rapids, Iowa
Linn
X

Champaign, Illinois
Champaign
X

Charleston, South Carolina
Berkeley, Charleston, Dorchester
X

Charleston, West Virginia
Kanawaha, Putnam
X

Charlotte, North Carolina
Gaston, Mecklenburg, Union
X

Charlottesville, Virginia
Albemarle, Charlottesville,
X

    Fluranna, Greene

Chattanooga, Tennessee
Tennessee--Hamilton, Marion,
X

    Sequatchie, Georgia--Catoosa,

    Dade, Walker

Cheyenne, Wyoming
Laramie
X

Chicago, Illinois
Cook, Du Page, Kane, Lake,

X

    McHenry, Will

Chico, California
Butte
X

Cincinnati, Ohio
Ohio--Clermont, Hamilton, Warren
X

    Indiana--Dearborn, Kentucky--

    Boone, Campbell, Kanton

Clarksville, Tennessee
Tennessee--Montgomery, Kentucky-X

    Christian
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Type of Location
           SMSA
Counties
Less than  
Greater
1 million
than l
million
Colorado Springs, Colorado
El Paso, Teller
X

Columbia, Missouri
Boone
X

Columbia, South Carolina
Lexington, Richland
X

Columbus, Georgia
Georgia--Chattahoochee, Muscogee
X

    (or Columbus), Alabama

    --Russell

Columbus, Ohio
Delaware, Fairfield, Franklin,

X

    Madison, Pickaway

Corpus Christi, Texas
Nueces, San Patricio
X

Cumberland, Maryland
Maryland--Allegany, West
X

    Virginia--Mineral

Dallas, Texas
Collin, Dallas, Denton, Ellis

X

    Hood, Johnson, Kaufman,

    Parker, Rockwall, Tarrant,

    Wise

Danville, Illinois
Vermillion
X

Danville, Virginia
Pittsylvania
X

Davenport, Iowa
Iowa--Scott, Illinois--Henry,
X

    Rock Island

Dayton, Ohio
Greene, Miami, Montgomery,
X

    Preble

Daytona Beach, Florida
Volusia
X

Decatur, Illinois
Macon
X

Denver, Colorado
Adams, Arapahoe, Boulder, Denver

X

    Douglas, Gilpin, Jefferson

Des Moines, Iowa
Polk, Warren
X

Detroit, Michigan
Lapeer, Livingston, Macomb,

X

    Oakland, St. Clair, Wayne

Dubuque, Iowa
Dubuque
X

Duluth, Minnesota
Minnesota--St. Louis, Wisconsin
X

    Douglas

Eau Claire, Wisconsin
Chippewa, Eau Claire
X

Elkhart, Indiana
Elkhart
X

Elmira, New York
Chemung
X

El Paso, Texas
El Paso
X

Enid, Oklahoma
Garfield
X

Erie, Pennsylvania
Erie
X

Eugene, Oregon
Lane
X

Evansville, Indiana
Indiana--Gibson, Posey,
X

    Vanderburgh, Warrick,

    Kentucky--Henderson

Fargo, North Dakota
North Dakota--Cass
X

Fayetteville, Arkansas
Benton, Washington
X

Fayetteville, N. Carolina
Cumberland
X

Flint, Michigan
Genesee, Shiawassee
X
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Type of Location
           SMSA
Counties
Less than  
Greater
1 million
than l
million
Florence, Alabama
Colbert, Lauderdale
X

Florence, S. Carolina
 Florence
X

Fort Collins, Colorado
Larimer
X

Fort Lauderdale, Florida
Broward

X

Fort Meyers, Florida
Lee
X

Fort Smith, Arkansas
Arkansas--Crawford, Sebastian,
X

    Oklahoma--Le Flore, Sequoyah

Fort Walton Beach, Florida
Okaloosa
X

Fort Wayne, Indiana
Adams, Allen, De Kalb, Wells
X

Fresno, California
Fresno
X

Gadsden, Alabama
Etowah
X

Gainesville, Florida
Alachua
X

Galveston, Texas
Galveston
X

Gary, Indiana
Lake, Porter
X

Glens Falls, New York
Warren, Washington
X

Grand Forks, North Dakota
North Dakota--Grand Forks,
X

    Minnesota--Polk

Grand Rapids, Michigan
Kent, Ottawa
X

Great Falls, Montana
Cascade
X

Greeley, Colorado
Weld
X

Green Bay, Wisconsin
Brown
X

Greensboro, N. Carolina
Davidson, Forsyth, Guilford,
X

    Randolph, Stokes, Yadkin

Greenville, S. Carolina
Greenville, Pickens, Spartanburg
X

Hagerstown, Maryland
Washington
X

Hamilton, Ohio
Butler
X

Harrisburg, Pennsylvania
Cumberland, Dauphin, Perry
X

Hartford, Connecticut
Hartford, Middlesex, Tolland

X

Hattiesburg, Mississippi
Forrest, Lamar
X

Hickory, N. Carolina
Alexander, Catawba
X

Honolulu, Hawaii
Honolulu
X

Houston, Texas
Brazoria, Fort Bend, Harris,
X

    Liberty, Montgomery, Waller

Huntington, West Virginia
West Virginia--Cabell, Wayne,
X

    Kentucky--Boyd, Greenup,

    Ohio--Lawrence

Huntsville, Alabama
Limestone, Madison, Marshall
X

Indianapolis, Indiana
Boone, Hamilton, Hancock,

X

    Hendricks, Johnson, Marion,

    Morgan, Shelby

Iowa City, Iowa
Johnson
X

Jackson, Michigan
Jackson
X

Jackson, Mississippi
Hinds, Rankin
X

Jackson, Tennessee
Madison
X

Jacksonville, Florida
Baker, Clay, Duval, Nassau,
X

    St. Johns
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Type of Location
           SMSA
Counties
Less than  
Greater
1 million
than l
million
Jacksonville, N. Carolina
Onslow
X

Jamestown, New York
Chautauqua
X

Janesville, Wisconsin
Rock
X

Jersey City, New Jersey
Hudson
X

Johnson City, Tennessee
Tennessee--Carter, Hawkins,
X

    Sullivan, Unicoi, Washington,

    Virginia--Bristol, Scott,

    Washington

Johnstown, Pennsylvania
Cambria, Somerset
X

Joplin, Missouri
Jasper, Newton
X

Kalamazoo, Michigan
Kalamazoo, Van Buren
X

Kankakee, Illinois
Kankakee
X

Kannapolis, N. Carolina
Cabarrus, Rowan
X

Kansas City, Missouri
Missouri--Cass, Clay, Jackson,

X

    Platte, Ray, Kansas--Johnson,

    Wyandotte

Kenosha, Wisconsin
Kenosha
X

Killeen, Texas
Bell, Coryell
X

Knoxville, Tennessee
Anderson, Blunt, Knox, Union
X

Kokomo, Indiana
Howard, Tipton
X

LaCrosse, Wisconsin
LaCrosse
X

Lafayette, Indiana
Tippecanoe
X

Lafayette, Louisiana
Lafayette
X

Lake Charles, Louisiana
Calcasieu
X

Lakeland, Florida
Polk
X

Lancaster, Pennsylvania
Lancaster
X

Lansing, Michigan
Clinton, Eaton, Ingham, Ionia
X

Laredo, Texas
Webb
X

Las Cruces, New Mexico
Dona Ana
X

Las Vegas, Nevada
Clark
X

Lawrence, Kansas
Douglas
X

Lawton, Oklahoma
Comanche
X

Lewiston, Maine
Androscoggin
X

Lexington, Kentucky
Bourbon, Clark, Fayette,
X

    Jessamine, Scott, Woodford

Lima, Ohio
Allen, Auglaize, Putnam, Van Wert
X

Lincoln, Nebraska
Lancaster
X

Little Rock, Arkansas
Pulaski, Saline
X

Long Branch, New Jersey
Monmouth
X

Longview, Texas
Gregg, Harrison
X

Lorain, Ohio
Lorain
X

Los Angeles, California
Los Angeles

X

Louisville, Kentucky
Kentucky--Bullitt, Jefferson,
X

    Oldham, Indiana--Clark, Floyd

Lubbock, Texas
Lubbock
X

Lynchburg, Virginia
Amherst, Appomattox, Campbell
X
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Type of Location
           SMSA
Counties
Less than  
Greater
1 million
than l
million
Macon, Georgia
Bibb, Houston, Jones, Twiggs
X

Madison, Wisconsin
Dane
X

Manchester, New Hampshire
Hillsborough
X

Manitowoc, Wisconsin
Manitowoc
X

Mansfield, Ohio
Richland
X

Marion, Indiana
Grant
X

Mayaguez, Puerto Rico
Mayaguez
X

McAllen, Texas
Hidalgo
X

Medford, Oregon
Jackson
X

Melbourne, Florida
Brevard
X

Memphis, Tennessee
Tennessee--Shelby, Tipton,
X

    Arkansas--Crittenden,

    Mississippi--Desoto

Meridian, Mississippi
Lauderdale
X

Miami, Florida
Dade

X

Michigan City, Indiana
Laporte
X

Midland, Texas
Midland
X

Milwaukee, Wisconsin
Milwaukee, Ozaukee, Washington

X

    Waukesha

Minneapolis, Minnesota
Minnesota--Anoka, Carver,

X

    Chicago, Dakota, Hennepin,

    Ramsey, Scott, Washington,

    Wright, Wisconsin--St. Croix

Missoula, Montana
Missoula
X

Mobile, Alabama
Baldwin, Mobile
X

Modesto, California
Stanislaus
X

Monroe, Louisiana
Quachita
X

Montgomery, Alabama
Autagua, Elmore, Montgomery
X

Muncie, Indiana
Delaware
X

Muskegon, Michigan
Muskegon, Oceana
X

Nashville, Tennessee
Cheatham, Davidson, Dickson,
X

    Robertson, Rutherford,

    Sumner, Williamson, Wilson

Nassau, New York
Nassau, Suffolk

X

New Bedford, Massachusetts
Bristol
X

New Brunswick, New Jersey
Middlesex
X

New Haven, Connecticut
New Haven
X

New London, Connecticut
New London
X

New Orleans, Louisiana
Jefferson, Orleans, St. Bernard

X

    St. Tammany

New York, New York
Bronx, Kings, New York, Putnam

X

    Queens, Richmond, Rockland,

    Westchester, New Jersey--

    Bergen

Newark, New Jersey
Essex, Morris, Somerset, Union
X
X

Newark, Ohio
Licking
X
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Type of Location
           SMSA
Counties
Less than  
Greater
1 million
than l
million
Newburgh, New York
Orange
X

Newport News, Virginia
Gloucester, Hampton City, James
X

                                                                City, Newport News, York

Norfolk, Virginia
Virginia--Chesapeake,Nansemond,
X

    Norfolk, Portsmouth, Virginia

    Beach City, North Carolina--

    Currituck

N.E. Pennsylvania, Pa
Lackawanna, Luzerne, Monroe
X

Ocala, Florida
Marion
X

Odessa, Texas
Ector
X

Oklahoma City, Oklahoma
Canadian, Cleveland, McClain,
X

    Oklahoma, Pottawatomie

Olympia, Washington
Thurston
X

Omaha, Nebraska
Nebraska--Douglas, Sarpy, Iowa
X

    --Pottawatomie

Orlando, Florida
Orange, Osceola, Seminole
X

Owensboro, Kentucky
Daviess
X

Oxnard, California
Ventura
X

Panama City, Florida
Bay
X

Parkersburg, W. Virginia
West Virginia--Wirt, Wood,
X

    Ohio--Washington

Pascagoula, Mississippi
Jackson
X

Paterson, New Jersey
Passaic
X

Pensacola, Florida
Escambia, Santa Rosa
X

Peoria, Illinois
Peoria, Tazewell, Woodford
X

Petersburg, Virginia
Dinwiddie, Prince George
X

Philadelphia, Pennsylvania
Pennsylvania--Bucks, Chester,

X

    Delaware, Montgomery,

    Philadelphia, New Jersey--

    Burlington, Camden, Gloucester

Phoenix, Arizona
Maricopa

X

Pine Bluff, Arkansas
Jefferson
X

Pittsburgh, Pennsylvania
Allegheny, Beaver, Washington,

X

    Westmoreland

Pittsfield, Massachusetts
Berkshire
X

Pocatello, Idaho
Bannock, Power
X

Ponce, Puerto Rico
Ponce
X

Portland, Maine
Cumberland, Sagadahoc
X

Portland, Oregon
Oregon--Clackamas, Multnomah,

X

    Washington, Washington--Clark

Portsmouth, New Hampshire
New Hampshire--Rockingham,
X

    Strafford Maine--York

Poughkeepsie, New York
Dutchess
X

Providence, Rhode Island
Bristol, Kent, Providence,
X

    Washington

Provo, Utah
Utah
X
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Type of Location
           SMSA
Counties
Less than  
Greater
1 million
than l
million
Pueblo, Colorado
Pueblo
X

Quincy, Illinois
Adams
X

Racine, Wisconsin
Racine
X

Raleigh, N. Carolina
Durham, Orange, Wake
X

Rapid City, South Dakota
Meade, Pennington
X

Reading, Pennsylvania
Berks
X

Redding, California
Shasta
X

Reno, Nevada
Washoe
X

Richland, Washington
Benton, Franklin
X

Richmond, Virginia
Charles City, Chesterfield,
X

                                                                Goochland, Hanover, Henrico,

                                                                Powhatan, Richmond

Riverside, California
Riverside, San Bernardino

X

Roanoke, Virginia
Botetourt, Craig, Roanoke
X

Rochester, Minnesota
Olmsted
X

Rochester, New York
Livingston, Monroe, Ontario,
X

                                                                Orleans, Wayne

Rockford, Illinois
Boone, Winnebago
X

Sacramento, California
Placer, Sacramento, Yolo

X

Saginaw, Michigan
Saginaw
X

St. Cloud, Minnesota
Benton, Sherburne, Stearns
X

St. Joseph, Missouri
Andrew, Buchanan
X

St. Louis, Missouri
Missouri--Franklin, Jefferson,

X

                                                                St. Charles, St. Louis, St.

                                                                Louis City, Illinois--Clinton,

                                                                Madison, Monroe, St. Clair

Salem, Oregon
Marion, Polk
X

Salisbury, N. Carolina
Cabarries, Rowan
X

Salinas, California
Monterey
X

Salt Lake City, Utah
Davis, Salt Lake, Topele, Weber
X

San Angelo, Texas
Tom Green
X

San Antonio, Texas
Bexar, Comal, Guadalupe

X

San Diego, California
San Diego
X

San Francisco, California
Alameda, Contra Costa, Marin,
X

                                                                San Francisco, San Mateo

San Jose, California
Santa Clara
X

San Juan, Puerto Rico
Bayomen, Carolina, Catano,

X

                                                                Guaynalco, San Juan, Tru,

                                                                Jilo Alto

Santa Barbara, California
Santa Barbara
X

Santa Cruz, California
Santa Cruz
X

Santa Fe, New Mexico
Santa Fe
X

Santa Rosa, California
Sonoma
X

Sarasota, Florida
Sarasota
X

Savannah, Georgia
Bryan, Chatham, Effingham

X

Seattle, Washington
King, Snohomish

X
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Type of Location
           SMSA
Counties
Less than  
Greater
1 million
than l
million
Sharon, Pennsylvania
Merier
X

Sheboygan, Wisconsin
Sheboygan
X

Sherman, Texas
Grayson
X

Shreveport, Louisiana
Bossier, Caddo, Webster
X

Sioux City, Iowa
Iowa--Woodbury, Nebraska--
X

                                                                Dakota

Sioux Falls, S. Dakota
Minnehaha
X

South Bend, Indiana
Marshall, St. Joseph
X

Spokane, Washington
Spokane
X

Springfield, Illinois
Menard, Sangaman
X

Springfield, Massachusetts
Hampden, Hampshire
X

Springfield, Missouri
Christian, Greene
X

Springfield, Ohio
Champaign, Clark
X

State College, Pa
Centre
X

Steubenville, Ohio
Ohio--Jefferson, West Virginia
X

                                                               Brooke, Hancock

Stockton, California
San Joaquin
X

Syracuse, New York
Madison, Onondaga, Oswego
X

Tacoma, Washington
Pierce
X

Tallahassee, Florida
Leon, Wakulla
X

Tampa, Florida
Hillsborough, Pasco, Pineallas

X

Terre Haute, Indiana
Clay, Sullivan, Vermillion,
X

                                                               Vigo

Texarkana, Arkansas
Arkansas--Little River, Miller
X

                                                               Texas--Bowie

Toledo, Ohio
Ohio--Fulton, Lucas, Ottawa,
X

                                                               Wood, Michigan--Monroe

Topeka, Kansas
Jefferson, Osage, Shawnee
X

Trenton, New Jersey
Mercer
X

Tuscon, Arizona
Pima
X

Tulsa, Oklahoma
Creek, Mayes, Osage, Rogers,
X

                                                               Tulsa, Wagoner

Tuscaloosa, Alabama
Tuscaloosa
X

Tyler, Texas
Smith
X

Utica, New York
Herkimer, Oneida
X

Vallejo, California
Napa, Solano
X

Victoria, Texas
Victoria
X

Vineland, New Jersey
Cumberland
X

Visalia, California
Tulare
X

Waco, Texas
McLennan
X

Washington, D.C.
D.C.--District of Columbia

X

                                                               Maryland--Charles, Montgomery,

                                                               Prince Georges, Virginia--

                                                              Alexandria, Arlington, Fairfax,

                                                              Loudoun, Prince William

Waterloo, Iowa
Black Hawk
X
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Type of Location
           SMSA
Counties
Less than  
Greater
1 million
than l
million
Wausau, Wisconsin
Marathon
X

West Palm Beach, Florida
Palm Beach
X

Wheeling, West Virginia
West Virginia--Marshall, Ohio
X

    Ohio--Belmont

Wichita, Kansas
Butler, Sedgwick
X

Williamsport, Pennsylvania
Lycoming
X

Wilmington, Delaware
Delaware--New Castle, Maryland,
X

    Cecil, New Jersey--Salem

Wilmington, N. Carolina
Brunswick, New Hanover
X

Worcester, Massachusetts
Worcester
X

Yakima, Washington
Yakima
X

York, Pennsylvania
Adams, York
X

Youngstown, Ohio
Mahoning, Trumbell
X

Yuba City, California
Sutter, Yuba
X
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TABLE III

Type of Location
           MSA
Counties
Less than  
Greater
1 million
than l
million

Abilene, Texas
Taylor
X

Aquadilla, Puerto Rico
Aquadilla
X

Akron, Ohio
Portage, Summit
X

Albany, Georgia
Dougherty, Lee
X

Albany-Schnectady-Troy,
Albany, Greene, Montgomery, 
X

   New York
    Rensselaer, Saratoga, Schenectady

Albuquerque, New Mexico
Bernalillo
X

Alexandria, Louisiana 
Rapides 
X

Allentown-Bethlehem, 
Pennsylvania--Carbon, Lehigh,
X

  Pennsylvania-New Jersey
Northampton, New Jersey--

Warren 

Alton-Granite City, 
Jersey, Madison 
X

  Illinois 

Altoona, Pennsylvania 
Blair 
X

Amarillo, Texas 
Potter, Randall 
X

Anaheim-Santa Ana, 
Orange 

X

  California 

Anchorage, Alaska 
Anchorage 
X

Anderson, Indiana 
Madison 
X

Anderson, South Carolina 
Anderson 
X

Ann Arbor, Michigan 
Washtenaw 
X

Anniston, Alabama 
Calhoun 
X

Appleton-Oshkosh-Neenah,
Calumet, Outagamie, Winnebago 
X

  Wisconsin 

Arecibo, Puerto Rico 
Arecibo 
X

Asheville, North Carolina 
Buncombe 
X

Athens, Georgia 
Clarke, Jackson, Madison, Oconee
X

Atlanta, Georgia 
Barrow, Butts, Cherokee, Clayton, 

X

    Cobb, Coweta, Dekalb, 

    Douglas, Fayette, Forsyth,

    Fulton, Gwinnett, Henry,

    Newton, Paulding, Rockdale,

    Spalding, Walton 

Atlantic City, New Jersey 
Atlantic, Cape May 
X

Augusta, 
Georgia--Columbia, McDuffie,
X

  Georgia-South Carolina
    Richmond, South Carolina--Aiken 

Aurora-Elgin, Illinois
Kane, Kendall
X

Austin, Texas
Hays, Travis, Williamson
X
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Bakersfield, California
Kern
X

Baltimore, Maryland
Baltimore City, Anne Arundel, Baltimore,

X

  Carroll, Harford, Howard, Queen Annes

Bangor, Maine
Penobscot
X

Baton Rouge, Louisiana
Ascension, East Baton Rouge, Livingston,
X

  West Baton Rouge

Battle Creek, Michigan
Calhoun
X

Beaumont-Port Arthur, 
Hardin, Jefferson, Orange
X

  Texas

Beaver County, 
Beaver
X

  Pennsylvania

Bellingham, Washington
Whatcom
X

Benton Harbor, Michigan
Berrien, Michigan
X

Bergen-Passaic, New Jersey
Bergen, Passaic

X

Billings, Montana
Yellowstone
X

Biloxi-Gulfport, 
Hancock, Harrison
X

  Mississippi

Binghamton, New York
Broome, Tioga
X

Birmingham, Alabama
Biount, Jefferson, Saint Clair, Shelby,
X

  Walker

Bismarck, North Dakota
Burleigh, Morton
X

Bloomington, Indiana
Monroe
X

Bloomington-Normal, 
McLean
X

  Illinois

Boise City, Idaho
Ada
X

Boston-Lawrence-Salem-
Essex, Middlesex, 

X

  Lowell-Brockton,
  Norfolk, Plymouth, Suffolk

  Massachusetts

Boulder-Longmont, 
Boulder
X

  Colorado

Bradenton, Florida
Manatee
X

Brazoria, Texas
Brazoria
X

Bremerton, Washington
Kitsap
X

Bridgeport-Stamford-
Fairfield
X

  Norwalk-Danbury, 

  Connecticut

Brownsville-Harlingen,
Cameron
X

  Texas

Bryan-College Station
Brazos
X

  Texas
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Buffalo, New York
Erie

X

Burlington, North Carolina
Alamance
X

Burlington, Vermont
Chittenden, Grande Isle
X

Caguas, Puerto Rico
Caguas
X

Canton, Ohio
Carroll, Stark
X

Casper, Wyoming
Natrona
X

Cedar Rapids, Iowa
Linn
X

Champaign-Urbana-Rantoul,
Champaign
X

  Illinois

Charleston, South Carolina
Berkeley, Charleston, Dorchester
X

Charleston, West Virginia
Kanawaha, Putnam

X

Charlotte-Gastonia-Rock Hill
North Carolina--Cabarrus, Gaston,
X

  North Carolina-
  Lincoln, Mecklenberg, Rowan,

  South Carolina
  Union, South Carolina--York

Charlottesville, Virginia
Albemarle, Charlottesville City, 
X

  Fluranna, Greene

Chattanooga, Tennessee-
Georgia--Catoosa, Dade, Walker, 
X

  Georgia
  Tennessee--Hamilton, Marion

  Sequatchie

Chicago, Illinois
Cook, DuPage, McHenry

X

Chico, California
Butte
X

Cincinnati, Ohio-Kentucky-
Indiana--Dearborn, Kentucky--Boone, 

X

  Indiana
  Campbell, Kanton, Ohio--Clermont,

  Hamilton, Warren

Clarksville-Hopkinsville,
Kentucky--Christian, Tennessee--
X

  Tennessee-Kentucky
  Montgomery

Cleveland, Ohio
Cuyahoga, Geauga, Lake, Medina

X

Colorado Springs, Colorado
El Paso
X

Columbia, Missouri
Boone
X

Columbia, South Carolina
Lexington, Richland
X

Columbus, Georgia-Alabama
Alabama--Russell, Georgia--
X

  Chattahoochee, Muscogee

Columbus, Ohio
Delaware, Fairfield, Franklin, Licking, 
X

  Madison, Pickaway, Union

Corpus Christi, Texas
Nueces, San Patricio
X

Cumberland, Maryland-
Maryland--Allegheny, West Virginia--
X

  West Virginia
  Mineral
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Dallas, Texas
Collin, Dallas, Denton, Ellis, 

X

  Kaufman, Rockwall

Danville, Virginia
Danville City, Pittsylvania
X

Davenport-Rock Island-
Iowa--Scott, Illinois--Henry, 
X

  Moline, Iowa-Illinois
  Rock Island

Dayton-Springfield, Ohio
Clarke, Greene, Miami, Montgomery
X

Daytona Beach, Florida
Volusia
X

Decatur, Illinois
Macon
X

Denver, Colorado
Adams, Arapahoe, Denver, Douglas,

X

  Jefferson

Des Moines, Iowa
Dallas, Polk, Warren
X

Detroit, Michigan
Lapeer, Livingston, Macomb, Monroe,

X

  Oakland, Saint Clair, Wayne

Dothan, Alabama
Dele, Houston
X

Dubuque, Iowa
Dubuque
X

Duluth, Minnesota-
Minnesota--St. Louis, Wisconsin--
X

  Wisconsin
  Douglas

East St. Louis-Belleville,
Clinton, St. Clair
X

  Illinois

Eau Claire, Wisconsin
Chippewa, Eau Claire
X

El Paso, Texas
El Paso
X

Elkhart-Goshen, Indiana
Elkhart
X

Elmira, New York
Chemung
X

Enid, Oklahoma
Garfield
X

Erie, Pennsylvania
Erie
X

Eugene-Springfield, Oregon
Lane
X

Evansville, Indiana-
Indiana-Posey, Vanderburgh, 
X

  Kentucky
Warrick, Kentucky, Henderson

Fargo-Moorhead, North
Minnesota--Clay, North Dakota--Cass
X

  Dakota-Minnesota

Fayetteville, North 
Cumberland
X

  Carolina

Fayetteville-Springdale, 
Washington
X

  Arizona

Flint, Michigan
Genesee
X

Florence, Alabama
Colbert, Lauderdale
X

Florence, South Carolina
Florence
X

Fort Collins-Loveland,
Larimer
X

  Colorado
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Fort Lauderdale-Hollywood-
Broward

X

  Pompano Beach, Florida

Fort Myers, Florida
Lee
X

Fort Pierce, Florida
Martin, St. Lucie
X

Fort Smith, Arkansas-
Arkansas--Crawford, Sebastian, 
X

  Oklahoma
  Oklahoma--Sequoyah

Fort Walton Beach, Florida
Okaloosa
X

Fort Wayne, Indiana
Allen, De Kalb, Whitley
X

Fort Worth-Arlington,
Johnson, Parker, Tarrant
X

  Texas

Fresno, California
Fresno
X

Gadsden, Alabama
Etowah
X

Gainesville, Florida
Alachua, Bradford
X

Galveston-Texas City,
Galveston
X

  Texas

Gary-Hammond, Indiana
Lake, Porter
X

Glens Falls, New York
Warren, Washington
X

Grand Forks, North Dakota
Grand Forks
X

Grand Rapids, Michigan
Kent, Ottawa
X

Great Falls, Montana
Cascade
X

Greeley, Colorado
Weld
X

Green Bay, Wisconsin
Brown
X

Greensboro-Winston-Salem-
Davidson, Davis, Forsyth, Guilford,
X

  HighPoint, North Carolina
  Randolph, Stokes, Yadkin

Greenville-Spartanburg,
Greenville, Pickens, Spartanburg
X

  South Carolina

Hagerstown, Maryland
Washington
X

Hamilton-Middletown, Ohio
Butler
X

Harrisburg-Lebanon-
Cumberland, Dauphin, Lebanon, Perry
X

  Carlisle, Pennsylvania

Hartford-Middletown-
Hartford, Lichtfield, Middlesex, Tolland
X

  New Britain-Bristol, 

  Connecticut

Hickory, North Carolina
Alexander, Burke, Catawba
X

Honolulu, Hawaii
Honolulu
X

Houma-Thibodaux,
Lafourche, Terrebonne
X

  Louisiana

Houston, Texas
Fort Bend, Harris, Liberty, Montgomery,

X

  Waller

Huntington-Ashland,
Kentucky--Boyd, Carter, Greenup, 
X

  West Virginia-Kentucky-
  Ohio--Lawrence, West Virginia--Cabell,

  Ohio
  Wayne
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Huntsville, Alabama
Madison
X

Indianapolis, Indiana
Boone, Hamilton, Hancock, Hendricks,

X

Johnson, Marion, Morgan, Shelby

Iowa City, Iowa
Johnson
X

Jackson, Michigan
Jackson
X

Jackson, Mississippi
Hinds, Madison, Rankin
X

Jacksonville, Florida
Clay, Duval, Nassau, St. Johns
X

Jacksonville, North Carolina
Onslow
X

Janesville-Beloit, 
Rock
X

  Wisconsin

Jersey City, New Jersey
Hudson
X

Johnson City-Kingsport-
Tennessee--Carter, Hawkins, Sullivan, 
X

  Bristol, Tennessee-
  Unicoi, Washington, Virginia--Bristol

  Virginia
  City, Scott, Washington

Johnstown, Pennsylvania
Cambria, Somerset
X

Joliet, Illinois
Grundy, Will
X

Joplin, Missouri
Jasper, Newton
X

Kalamazoo, Michigan
Kalamazoo
X

Kankakee, Illinois
Kankakee
X

Kansas City, Kansas
Johnson, Leavenworth, Miami, Wyandotte
X

Kansas City, Missouri
Cass, Clay, Jackson, Lafayette, Platte,
X

Ray

Kenosha, Wisconsin
Kenosha
X

Killeen-Temple, Texas
Bell, Coryell
X

Knoxville, Tennessee
Anderson, Blount, Grainger, Jefferson,
X

Knox, Sevier, Union

Kokomo, Indiana
Howard, Tipton
X

LaCrosse, Wisconsin
LaCrosse
X

Lafayette, Louisiana
Lafayette, St. Martin
X

Lafayette, Indiana
Tippecanoe
X

Lake Charles, Louisiana
Calcasieu
X

Lake Country, Illinois
Lake
X

Lakeland-Winterhaven,
Polk
X

  Florida

Lancaster, Pennsylvania
Lancaster
X

Lansing-East Lansing,
Clinton. Eaton, Ingham
X

  Michigan

Laredo, Texas
Webb
X

Las Cruces, New Mexico
Dona Ana
X

Las Vegas, Nevada
Clark
X

Lawrence, Kansas
Douglas
X

Lawton, Oklahoma
Comanche
X

Lewiston-Auburn, Maine
Androscogin
X
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Lexington-Fayette, 
Bourbon, Clark, Fayette, Jessamine
X

  Kentucky
  Scott, Woodford

Lima, Ohio
Allen, Auglaize
X

Lincoln, Nebraska
Lancaster
X

Little Rock-North Little
Faulkner, Lonoke, Pulaski, Saline
X

  Rock, Arkansas

Longview-Marshall, Texas
Gregg, Harrison
X

Lorain-Elyria, Ohio
Lorain
X

Los Angeles-Long Beach,
Los Angeles

X

  California

Louisville, Kentucky-
Indiana--Clark, Floyd, Harrison, 
X

  Indiana
  Kentucky--Bullitt, Jefferson, Oldham,

  Shelby

Lubbock, Texas
Lubbock
X

Lynchburg, Virginia
Amherst, Campbell, Lynchburg City
X

Macon-Warner Robins, 
Bibb, Houston, Jones, Peach
X

  Georgia

Madison, Wisconsin
Dane
X

Manchester-Nashua, 
Hillsboro, Merrimack
X

  New Hampshire

Mansfield, Ohio
Richland
X

Mayaguez, Puerto Rico
Mayaguez
X

McAllen-Edinburg-Mission,
Hidalgo
X

  Texas

Medford, Oregon
Jackson
X

Melbourne-Titusville-Palm
Brevard
X

  Bay, Florida

Memphis, Tennessee-
Arkansas--Crittenden, Mississippi--
X

  Arkansas-Mississippi
  De Soto, Tennessee--Shelby, Tipton

Miami-Hialeah, Florida
Dade

X

Middlesex-Somerset-
Hunterdon, Middlesex, Somerset
X

  Hunterdon, New Jersey

Midland, Texas
Midland
X

Milwaukee, Wisconsin
Milwaukee, Ozaukee, Washington, Waukesha
X

Minneapolis-St. Paul,
Minnesota--Anoka, Carver, Chicago, Dakota
X

  Minnesota-Wisconsin
  Hennepin, Isanti, Ramsey, Scott, 

  Washington, Wright, Wisconsin--St. Croix

Mobile, Alabama
Baldwin, Mobile
X

Modesto, California
Stanislaus
X

Monmouth-Ocean,
Monmouth, Ocean
X

  New Jersey

Monroe, Louisiana
Quachita
X
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Montgomery, Alabama
Autauga, Elmore, Montgomery
X

Muncie, Indiana
Delaware
X

Muskegon, Michigan
Muskegon
X

Nashville, Tennessee
Cheatham, Davidson, Dickson, Robertson
X

  Rutherford, Sumner, Williamson, Wilson

Nassau-Suffolk, New York
Nassau, Suffolk

 X

New Bedford-Fall River-
Bristol
X

  Attlebor, Massachusetts

New Haven-Waterbury-
New Haven
X

  Meriden, Connecticut

New London-Norwich,
New London
X

  Connecticut

New Orleans, Louisiana
Jefferson, Orleans, St. Bernard, 

X

  St. Charles, St. John the Baptist, 

  St. Tammany

New York, New York
Bronx, Kings, New York City, Putnam, 

X

  Queens, Richmond, Rockland, Westchester

Newark, New Jersey
Essex, Morris, Sussex, Union

X

Niagara Falls, New York
Niagara
X

Norfolk-Virginia Beach-
Chesapeake City, Gloucester, Hampton City

X

  NewPort News, Virginia
  James City Co., Newport News City, 

  Norfolk City, Poquoson, Portsmouth City, 

  Suffolk City, Virginia Beach City, 

  Williamsburg City, York

Oakland, California
Alameda, Contra Costa

X

Ocala, Florida
Marion
X

Odessa, Texas
Ector
X

Oklahoma City, Oklahoma
Canadian, Cleveland, Logan, McClain, 
X

  Oklahoma, Pottawatomie

Olympia, Washington
Thurston
X

Omaha, Nebraska-Iowa
Iowa--Pottawatamie, Nebraska--Douglas,
X

  Sarpy, Washington

Orange County, New York
Orange
X

Orlando, Florida
Orange, Osceola, Seminole
X

Owensboro, Kentucky
Daviess
X

Oxnard-Ventura, California
Ventura
X

Panama City, Florida
Bay
X

Parkersburg-Marietta,
Ohio--Washington, West Virginia--Wood
X

  West Virginia-Ohio

Pascagoula, Mississippi
Jackson
X

Pensacola, Florida
Escambia, Santa Rosa
X

Peoria, Illinois
Peoria, Tazewell, Woodford
X
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Philadelphia, 
New Jersey--Burlington, Camden

X

  Pennsylvania-New Jersey
  Gloucester, Pennsylvania--Bucks,

  Chester, Delaware, Montgomery,

  Philadelphia

Phoenix, Arizona
Maricopa

X

Pine Bluff, Arkansas
Jefferson
X

Pittsburgh, Pennsylvania
Alleghany, Fayette, Washington, 

X

  Westmoreland

Pittsfield, Massachusetts
Berkshire
X

Ponce, Puerto Rico
Ponce
X

Portland, Maine
Cumberland, Sagadahoc, York
X

Portland, Oregon
Clackamas, Multnomah, Washington,

X

  Yamhill

Portsmouth-Dover-
Rockingham, Strafford
X

  Rochester, New Hampshire

Poughkeepsie, New York
Dutchess
X

Providence-Pawtucket-
Bristol, Kent, Newport, Providence,
X

  Woonsocket, Rhode Island
  Washington

Provo-Orem, Utah
Utah
X

Pueblo, Colorado
Pueblo
X

Racine, Wisconsin
Racine
X

Raleigh-Durham, 
Durham, Franklin, Orange, Wake
X

  North Carolina

Reading, Pennsylvania
Berks
X

Redding, California
Shasta
X

Reno, Nevada
Washoe
X

Richland-Kennewick-Pasco,
Benton, Franklin
X

  Washington

Richmond-Petersburg, 
Charles City County, Chesterfield, 
X

  Virginia
  Colonial Heights City, Dinwiddie,

  Goochland, Hanover, Henrico, Hopewell 

  City, New Kent, Petersburg City, Powhatan,

  Prince George, Richmond City

Riverside-San Bernardino,
Riverside, San Bernardino

X

  California

Roanoke, Virginia
Botetourt, Roanoke, Roanoke City, 
X

  Salem City

Rochester, Minnesota
Olmsted
X

Rochester, New York
Livingston, Monroe, Ontario, Orleans,
X

  Wayne

Rockford, Illinois
Boone, Winnebago
X
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Sacramento, California
Eldorado, Placer, Sacramento,

X

  Yolo

Saginaw-Bay City-Midland,
Bay, Midland, Saginaw
X

  Michigan

St. Cloud, Minnesota
Benton, Sherburne, Stearns
X

St. Joseph, Missouri
Buchanan
X

St. Louis, Missouri-
Illinois--Monroe, Missouri--Franklin,

X

  Illinois
  Jefferson, St. Charles, St. Louis,

  St. Louis City

Salem, Oregon
Marion, Polk
X

Salinas-Seaside-Monterey,
Monterey
X

  California

Salt Lake City-Ogden, Utah
Davis, Salt Lake, Weber
X

San Angelo, Texas
Tom Green
X

San Antonio, Texas
Bexar, Comal, Guadalupe

X

San Diego, California
San Diego

X

San Francisco, California
Marin, San Francisco, San Mateo

X

San Jose, California
Santa Clara

X

San Juan, Puerto Rico
Fajardo, San Juan

X

Santa Barbara-Santa Maria-
Santa Barbara
X

  Lompoc, California

Santa Cruz, California
Santa Cruz
X

Santa Rosa-Petaluma,
Sonoma
X

  California

Sarasota, Florida
Sarasota
X

Savannah, Georgia
Chatham, Effingham
X

Scranton-Wilkes Barre, 
Columbia, Lackawanna, Luzerne,
X

  Pennsylvania
  Monroe, Wyoming

Seattle, Washington
King, Snohomish

X

Sharon, Pennsylvania
Mercer
X

Sheboygan, Wisconsin
Sheboygan
X

Sherman-Denison, Texas
Grayson
X

Shreveport, Louisiana
Bossier, Caddo
X

Sioux City, Iowa-Nebraska
Iowa--Woodbury, Nebraska--Dakota
X

Sioux Falls, South Dakota
Minnehaha
X

South Bend-Mishawaka, 
St. Joseph
X

  Indiana

Spokane, Washington
Spokane
X

Springfield, Illinois
Menard, Sangamon
X

Springfield, Missouri
Christian, Greene
X

Springfield, Massachusetts
Hampden, Hampshire
X

State College, Pennsylvania
Centre
X
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 Steubenville-Weirton, 
Ohio--Jefferson, West Virginia--
X

  Ohio-West Virginia
  Brooke, Hancock

Stockton, California
San Joaquin
X

Syracuse, New York
Madison, Onondaga, Oswego
X

Tacoma, Washington
Pierce
X

Tallahassee, Florida
Gadsden, Leon
X

Tampa-St. Petersburg-
Hernando, Hillsborough, Pasco, Pinelles

X

  Clearwater, Florida

Terre Haute, Indiana
Clay, Vigo
X

Texarkana, Texas-Arkansas
Arkansas--Miller, Texas--Bowie
X

Toledo, Ohio
Fulton, Lucas, Wood
X

Topeka, Kansas
Shawnee
X

Trenton, New Jersey
Mercer
X

Tucson, Arizona
Pima
X

Tulsa, Oklahoma
Creek, Osage, Rogers, Tulsa, Wagoner
X

Tuscaloosa, Alabama
Tuscaloosa
X

Tyler, Texas
Smith
X

Utica-Rome, New York
Herkimer, Oneida
X

Vallejo-Fairfield-Napa,
Napa, Solano
X

  California

Vancouver, Washington
Clark
X

Victoria, Texas
Victoria
X

Vineland-Millville-Bridgeton,
Cumberland
X

  New Jersey

Visalia-Tulare-Porterville,
Tulare
X

  California

Waco, Texas
McLennan
X

Washington, DC-Maryland-
DC--District of Columbia, Maryland--

X

  Virginia
  Calvert, Charles, Frederick, 

  Montgomery, Prince Georges, 

  Virginia--Alexandria, Arlington, 

  Fairfax, Fairfax City, Falls Church 

  City, Loudoun, Manassas City, 

  Manassas Park City, Prince William,

  Stafford

Waterloo-Cedar Falls, Iowa
Black Hawk, Bremer
X

Wausau, Wisconsin
Marathon
X

West Palm Beach-Boca Raton-
Palm Beach
X

  Delray Beach, Florida

Wheeling, West Virginia-Ohio
Ohio--Belmont, West Virginia--Marshall,
X

  Ohio
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Wichita, Kansas
Butler, Sedgwick
X

Wichita Falls, Texas
Wichita
X

Williamsport, Pennsylvania
Lycoming
X

Wilmington, Delaware-
Delaware--New Castle, Maryland--Cecil,
X

  New Jersey-Maryland
  New Jersey--Salem

Wilmington, North Carolina
New Hanover
X

Worcester-Fitchburg-
Worcester
X

  Leominster, Massachusetts

Yakima, Washington
Yakima
X

York, Pennsylvania
Adams, York
X

Youngstown-Warren, Ohio
Mahoning, Trumbull
X

Yuba City, California
Sutter, Yuba
X

2182.7
 Conditions for Payment of Charges--Anesthesiology Services.-

A.
General.--Anesthesiology services personally furnished by a physician are reimbursed on a reasonable charge basis.  A physician may also be reimbursed on a reasonable charge basis for the personal medical direction he/she furnishes to a qualified anesthetist, e.g., certified registered nurse anesthetist (CRNA), anesthesia assistant (AA) and interns or residents.

B.
Concurrent Procedures--Medical Direction.--

1.
The direction of not more than four concurrent anesthesia procedures may be a physician service reimbursable on a reasonable charge basis if the physician does not perform any other services (except as provided in paragraph C) during the same period of time.  In all cases in which medical direction is furnished, the physician must be physically present in the operating suite.

2.
The carrier reimburses a physician for concurrent anesthesiology services furnished to patients in a provider on a reasonable charge basis only if the services meet the conditions for reasonable charge payment in §2182.4.A, and the physician:

a.
Performs a pre-anesthetic examination and evaluation;

b.
Prescribes the anesthesia plan;

c.
Personally participates in the most demanding procedures in the anesthesia plan, including induction and emergence;

d.
Ensures that any procedures in the anesthesia plan that he or she does not perform are performed by a qualified individual;
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e.
Monitors the course of anesthesia administration at frequent intervals;

f.
Remains physically present and available for immediate diagnosis and treatment of emergencies; and

g.
Provides indicated post-anesthesia care.

3.
If anesthesiologists are in a group practice, one physician member may provide the pre-anesthesia examination and evaluation and another fulfill the other criteria.  Similarly, one physician member of the group may provide post-anesthesia care while another member of the group furnishes the other component parts of the anesthesia service.  However, the medical record must indicate that the services were furnished by physicians and identify the physicians who rendered them.


C.
Other Services Furnished by the Physician While Directing Concurrent Procedures.--A physician who is concurrently directing the administration of anesthesia to not more than four surgical patients is ordinarily not involved in furnishing additional services to other patients.  However, addressing an emergency of short duration in the immediate area, or administering an epidural or caudal anesthetic to ease labor pain, or periodic, rather than continuous, monitoring of an obstetrical patient does not substantially diminish the scope of control exercised by the physician in directing the administration of anesthesia to the surgical patients and does not constitute a separate service for the purpose of determining whether the medical direction criteria are met. Further, a physician may receive patients entering the operating suite for the next surgery while directing concurrent anesthesia procedures or check or discharge patients in the recovery room and handle scheduling matters without affecting reasonable charge reimbursement.

However, if the physician leaves the immediate area of the operating suite for other than short durations, devotes extensive time to an emergency case or is otherwise not available to respond to the immediate needs of the surgical patients, the physician's services to the surgical patients are supervisory in nature and the carrier does not make reasonable charge payment.

Example:
A physician is directing CRNAs during three concurrent procedures.  A medical emergency develops in one case that demands the physician's personal continuing involvement.  Since the physician is no longer able to personally respond to the immediate needs of the other two surgical patients, medical direction ends in those two cases.


D.
Concurrent Procedures--Supervision.--When the physician does not fulfill the criteria in §§2182.7.B.1.  and 2182.7.B.2. or is involved in furnishing more than four procedures concurrently, the concurrent anesthesia services are physician services to the provider in which the procedures are performed.  In such cases, the physician is not required to meet the criteria of §§2182.7.B.2.c  and 2182.7.B.2.g  personally, but must ensure that a qualified individual performs any procedure in which he/she does not personally participate.  In these cases, the intermediary will pay for the services the physician furnished, i.e., the services are not physicians' services reimbursable on a reasonable charge basis.
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2182.8
 Determining Reasonable Charges for Anesthesia Services.--

A.
General.--The large majority of anesthesiologists use relative value schedules and dollar conversion factors to set their fees.  The relative value schedules generally assign procedure-specific base unit values, and provide for additional units to take into account such factors as time, risk and age of the patient.  Time units represent the elapsed period of time from when the physician prepares the patient for induction and ends when the physician or anesthetist is no longer in personal attendance with the patients.

Reasonable charges for anesthesia services are, therefore, based on a combination of such unit values, to which dollar conversion factors are applied.

B.
Procedure Personally Performed by a Physician.--If the anesthesia procedure is furnished by a physician, the carrier determines  reasonable charges by allowing no more than one time unit for each 15-minute interval, or fraction thereof, beginning from the time the physician begins to prepare the patient for induction and ending when the patient may be safely placed under post-operative supervision and the physician is no longer in personal attendance.  The same computation is made if an anesthetist assists the physician in the care of a single patient.

C.
Medical Direction--Inpatient Hospital Anesthesia.--The carrier determines reasonable charges for the physician's concurrent services,  i.e., medical direction, by allowing no more than one time unit for each 30-minute interval, or fraction thereof, beginning from the time the physician or anesthetist begins to prepare the patient for induction and ending when the patient may be safely placed under post-operative supervision and the physician and anesthetist are no longer in personal attendance.

Exception: 

Cost Reporting Periods Beginning After September 30, 1983 and Before October 1, 1984 -If it was the physician's practice to employ CRNAs and include charges for their services in his/her bills for anesthesiology services as of the last day of the hospital's most recent cost reporting period (of at least l2 months) ending before September 30, 1983, determine payment under paragraph E.l. 

Cost Reporting Periods Beginning on or After October 1, 1984 - If it is the physician's practice to employ CRNAs and other qualified anesthetists and to include charges for their services in his/her bills for anesthesiology services, determine payment under paragraph E.l. This billing practice applies to existing and new employment relationships between physicians and anesthetists effective with hospital cost reporting periods beginning on or after October 1, 1984 and before October 1, 1987.  

D.
Attending Anesthesiologist Services.--If an anesthesia procedure is furnished in a teaching setting and an attending physician relationship is established, the carrier determines reasonable charges in accordance with paragraph B.  In such cases, the attending physician is usually with the resident for the entire procedure, although there may be cases in which 15-minute time units may be paid for two concurrent procedures.
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E.
Medical Direction--Other Settings.--

1.
When the anesthetists are employees of the physician, the carrier determines reasonable charges for the physician's services, i.e., medical direction, by allowing no more than one time unit for each 15-minute interval, or fraction thereof, beginning from the time the physician or anesthetist begins to prepare the patient for induction and ending when the patient may be safely placed under post-operative supervision and the physician and anesthetist are no longer in personal attendance.

2.
When the anesthetists are not the employees of the physician, all the aspects in the preceding paragraph are the same except that the carrier will allow no more than one time unit for each 30-minute interval, or fraction thereof.

F.
"Standby" Anesthesia Services.--Reasonable charge payment may be made for a physician's "standby" anesthesia services when a physician is physically present in an operating suite monitoring the patient's condition, making medical judgments regarding the patient's anesthesia needs and ready to furnish anesthesia services as necessary to a specific patient who is known to be in potential need of such services.  For example, when a patient is given a local anesthetic for performance of a surgical procedure because of the general state of his or her health, it is also recognized that it may become necessary to administer general anesthesia during the operation, and an anesthesiologist may be physically present in the operating suite and standing by to furnish the services as needed. The carrier determines "standby" services the same as any other anesthesia procedure, i.e., it makes  reasonable charge reimbursement for up to four concurrent procedures.

G.
Supervision of More Than Four Procedures Concurrently.--If the physician is involved in furnishing more than four procedures  concurrently, or is performing other services while directing the concurrent procedures, the concurrent anesthesia services are physician services to the provider in which the procedures are performed.  In such cases, the physician is not required to meet the criteria of §2182.7.B. personally but must ensure that a qualified individual performs any procedure in which the physician does not personally participate.  In these cases, the intermediary will pay for the concurrent services on either a reasonable cost basis or as a component part of prospective payments for physician services to providers.  Payment on a reasonable charge basis is appropriate for pre-anesthesia services above when personally furnished by the physician.   Payment is based on base value units plus one time unit for induction.

H.
Claims for Payment.--To determine the reasonable charge for concurrently furnished anesthesiology services, the bill or claim for payment must indicate whether the anesthetists were employees of the physician, the number of concurrent services and the duration of the procedure.  When the physician personally furnished the full service, this should be indicated along with the duration.  If this information is not furnished, the carrier will assume that the physician supervised an anesthetist and determine the reasonable charge using the base units only, i.e., for the pre-operative and post-operative physician services.
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2182.9
Conditions for Payment of Reasonable Charges--Radiology Services.--

A.
Services to Patients.--The carrier reimburses radiology services furnished by a physician to an individual patient on a reasonable charge basis only if the services meet the conditions for reasonable charge payment in §2182.4.A and are identifiable, direct, and discrete diagnostic or therapeutic services to an individual patient, such as of x-ray films, angiograms, myelograms, pyelograms, nuclear medicine procedures and ultrasound procedures. 

B.
Services to Providers.--The carrier does not pay on a reasonable charge basis for physician services to the provider (for example, administrative or supervisory services) or for provider services needed to produce the x-ray films or other items that are interpreted by the radiologist.  However, allowable costs for such services will be paid to the provider by the intermediary.  (See §2182.4.D for costs borne by a physician, such as under a lease or concession agreement.)
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2182.10
 Determining Reasonable Charges for Radiology Services.--

A.
General Rule.--In determining payment for radiology services that meet the conditions for payment of charges in §2182.4.A, the carrier follows the rules in paragraphs B or C of this section.

B.
Services Not Furnished in Providers.--If the services are furnished in a radiologist's office, a freestanding radiology clinic, or any other setting that is not part of a provider, the carrier determines the amount of payment for the services under the general reasonable charge rules. However, if the services are furnished to a hospital inpatient, it follows the rules in paragraph C.

C.
Services Furnished in Providers.--If the services are furnished in a hospital radiology department or any setting that is part of a provider, the carrier applies the following rules:

1. Determine the amount of payment under the reasonable charge rules for physician  services in providers in §2182.5  and the general reasonable charge rules.

2.
 The reasonable charge for a radiology service furnished in a provider or furnished by a physician outside the hospital to a hospital inpatient shall not exceed 40 percent of the prevailing charge level for the same service ("sameness" will be determined by the procedure code used) furnished in a nonprovider setting.  Apply this limitation to all radiological services (diagnostic and therapeutic) furnished in a provider setting (or furnished by an outside source, e.g., a radiology clinic to a hospital inpatient) if such services are available in a nonprovider setting in the locality (using existing carrier locality designations) in which the hospital is located.  As long as there is a prevailing charge for the procedure code based on actual charge data (rather than a "gap filling" technique) in the locality in which the hospital is situated, assume that the service is presently available in nonprovider settings in the area.  This assumption can be rebutted by documentation showing that the service is not otherwise available in the locality.

3. Apply the 40 percent limitation to the prevailing charge (after application of the economic index) for the total service furnished in a nonprovider setting, i.e., the complete service comprising both the technical and the physician inputs.  There may be instances in which there is no complete service prevailing charge for a service furnished in a nonprovider setting.  This could happen where, in the past, the service was furnished exclusively in provider settings with interpretation--only fees billed.  In such cases, the 40 percent limitation does not apply.  Where the service is actually furnished outside the provider setting, establish a complete service prevailing charge based on actual charge data.  Use this new prevailing charge both for purposes of the 40 percent limitation and for the general application of prevailing charge limits.

4. In applying the 40 percent limitation, use specialty prevailing charge screens if you have one and if a specialist furnishes the service.  In other cases, use the nonspecialty screen.

5. The carrier uses existing locality designations for the purpose of applying the 40 percent limitation.
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6. The beneficiary's coinsurance liability is applied in the following manner:


$100.00
=
office prevailing charge after economic index applied


x  .40
=
limitation factor


$40.00
=
reasonable charge


x  .20
=
coinsurance


$8.00
=
beneficiary coinsurance


$32.00
=
amount payable

D.
Leased Departments.--When the radiology department is leased, i.e., the technicians are employees of the physicians who own the equipment and bear the operating costs and the patient is neither an inpatient nor an outpatient of any hospital, e.g., the patient is referred by a physician outside a hospital for an x-ray and is not registered as a hospital outpatient, reimbursement is not subject to the limitation described in paragraph C or in §2182.4.D.

2182.11
Conditions for Payment of Charges--Physician Laboratory Services.--

A.
Physician Laboratory Services.--The carrier reimburses laboratory services furnished by a physician to an individual patient on a reasonable charge basis only if the services meet the conditions for reasonable charge payment in §2182.4.A  and are:

1. Anatomic pathology services;

2. Consultative pathology services that meet the requirements in paragraph C of this section; or

3. Services performed by a physician in personal administration of test devices, isotopes, or other materials to an individual patient.

B.
Anatomic Pathology Services.--The following categories of services are included in anatomic pathology and qualify for Part B reasonable charge reimbursement when they meet the definition of "physician services," particularly the criterion that they require performance by a physician.  (§2182.4.A.1-3.)

1. Histopathology (Surgical Pathology), is the gross and microscopic examination of organ tissue and is the most commonly furnished anatomic laboratory service.  Surgical pathology always requires performance by a physician and is billable on a reasonable charge basis, except for autopsies which are only reimbursable through the hospital.

2. Cytopathology, is the examination of cells, from fluids, washings, brushings or smears, including cytogenetics but generally excluding hematology.  Cervical and vaginal smears are the most common service in cytopathology.  Routine cervical and vaginal smears, like all routine examinations, are not Medicare covered services. However, if the patient's history or diagnosis indicate the smear is necessary for
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diagnostic or treatment purposes, it may be a covered service.  Cervical and vaginal smears do not require interpretation by a physician unless the results are or appear to be abnormal.  In such cases, a physician personally conducts a separate microscopic evaluation to determine the nature of the abnormality.  This microscopic evaluation does ordinarily require performance by a physician.  When medically necessary and when furnished by a physician, it is reimbursed under Part B on a reasonable charge basis.

4.
 Hematology is, for the purposes of this instruction, an anatomic pathology service only when a physician is required to perform a service.  This includes microscopic evaluation of bone marrow aspirations and biopsies.  It also includes those limited number of peripheral blood smears which need to be referred to a physician to evaluate the nature of an apparent abnormality identified by the technologist.  The carrier's medical advisor should be consulted if appropriate to verify which situations require performance by a physician.

5. Blood Banking Services of hematologists and pathologists are anatomic pathology services billable on a reasonable charge basis when analyses are performed of donor and/or patient blood to determine compatible donor units for transfusion where cross-matching is difficult or where contamination with transmissible disease of donor blood is suspected.

C.
Consultative Clinical Pathology Services.--

1.
General.--For purposes of this section, consultative pathology services must--

a.
be requested by the patient's attending physician;

b.
relate to a test result that lies outside the clinically significant normal or expected range in view of the condition of the patient;

c.
result in a written narrative report included in the patient's medical record; and

d.
require the exercise of medical judgment by the consultant physician.

Routine conversations a laboratory director has with attending physicians about test orders or results are not consultations unless all four requirements are met.  Laboratory personnel, including the director, may from time to time contact attending physicians to report test results or to suggest additional testing or be contacted by attending physicians on similar matters.  This is an activity that is among the routine responsibilities of nonphysician laboratory directors.  These contacts do not constitute consultations.  If in the course of such a contact, the attending physician requests a consultation from the pathologist, and if that consultation meets the other criteria and is properly documented, it is reimbursable on a reasonable charge basis.

For purposes of this instruction, clinical pathology consultations generally consist of two types.  One type would involve a review of a patient's history and medical records along with the laboratory test results.

Example:  A pathologist telephones a surgeon about a patient's suitability for surgery based on the results of clinical laboratory test results.  During the course of their
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conversation, the surgeon asked the pathologist whether, based on test results, and the patient's history and medical records, the patient should be considered a candidate for surgery.  The surgeon's request required the pathologist to render a medical judgment and provide a consultation.  The pathologist should follow-up his oral advice with a written report and the surgeon should note in the patient's medical record that he/she requested a consultation.

Another type would be an interpretive consultation which is a consultation of limited duration requiring the exercise of medical judgment in interpreting test findings and furnishing information directly related to the condition of the patient to the attending physician, which ordinarily cannot be furnished by a nonphysician laboratory specialist. This would generally take place when a patient's attending physician consults with a pathologist about the meaning of the results of new or unfamiliar tests or groupings of tests when they are new or unfamiliar to the attending physician or when they reveal an unanticipated test result.  At times, interpretive consultations may also be appropriate in emergency situations when a patient has an acute condition that requires immediate attention and the interpretation requires performance by a physician.  An interpretive consultation must be requested by the attending physician.  This can be requested at the time the testing is ordered or can be noted on the patient's chart after the consultation. In either event, the consultation would be reimbursable under Part B on a reasonable charge basis.  In any case, if the information could ordinarily be furnished by a nonphysician laboratory specialist, the service of the physician is not a consultation payable on a reasonable charge basis under Part B.

2.
Determining Reasonable Charges for Clinical Pathology Consultations.--The carrier reimburses for laboratory services that meet the conditions for reasonable charge reimbursement by applying the rules in §2182.5.

The carrier should use one code for the interpretive, i.e., the brief consultation, and another for the more comprehensive consultation which usually involves several test results, requires review of the patient's history and generally requires greater physician inputs.

3.
Documentation Requirements.--It is not necessary to require that pathologists or hematologists routinely submit a copy of the attending physician's request for a consultation and a copy of the consultation report with every claim.  However, carriers may request such documentation on a sample basis and, they should, as they would in other cases, conduct post-payment reviews onsite at hospitals to determine whether the services furnished were medically necessary and meet the applicable criteria. In the course of the reviews, carriers may ask for copies of requests from attending physicians, but if the laboratory physician indicates that the request initially was made orally, the carrier will rely on timely entries made by the attending physician in the patient's medical records to indicate that a request was made.

Consultation reports should be in the form or format that meets the hospital's requirements if it represents good medical practice and should be tailored to the nature of the consultation performed.  Because of the unique nature of interpretive pathology consultations, the report can be abbreviated since the patient's history and medical records ordinarily would not be reviewed.  It must, however, be made part of the patient's medical record and contain adequate information to demonstrate that the consultant furnished medical judgment rather than the type of information ordinarily furnished by a
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technologist.  The comprehensive clinical consultation, however, requires a complete narrative report explaining the test results in light of the patient's history and medical records.

2182.12
Blood Gas Studies.--Routine blood gas analyses are ordinarily performed by nonphysician personnel and are not recognized as a service payable on a reasonable charge basis.  Even where the blood gas analysis is performed by a physician, the service is not covered as a Part B physicians' service since the criterion in §2182.4.A.3. is not met.  The interpretation of routine blood gas studies by a physician specialist or a primary care physician cannot be billed or paid separately under Part B.  Such studies and their interpretation are among the many clinical procedures used by an attending physician in arriving at a diagnosis and initiating appropriate treatment.  However, payment is  made on a reasonable charge basis for blood gas studies performed as a part of more complete pulmonary function testing provided the conditions in §2182.4 are met.  In addition, where medically necessary, payment is made for a consultation by a specialist requested by the attending physician because the latter requires assistance in interpreting the results of blood gas studies, e.g., the results fall outside the expected range in light of the patient's history and medical records.

2182.13
Exhibits.--Exhibit I is an interim standard physician-provider allocation agreement that  stays in effect until a cost report is filed for a year ending February 28, 1984.  Complete this exhibit and submit it to your intermediary.  The intermediary indicates whether it is acceptable and sends a copy to the carrier for concurrence.  The criteria in §2182.3 must be used.  Providers who file cost reports after February 28, 1984, are required to complete Form HCFA-339 Provider Cost Report Reimbursement Questionnaire.  The Provider Cost Report Reimbursement Questionnaire includes the Provider-Based Physician Questionnaire which is a series of schedules collecting information on provider-based physician allocation agreements, compensation agreements, and billing agreements.  Schedule 3 of the HCFA-339, Allocation of Physician Compensation, is similar to Exhibit I and produces the information on the physician's professional component percentage.  Therefore, where Schedule 3 of the HCFA-339 is submitted to the intermediary, the intermediary sends this copy, rather than Exhibit I, to the carrier.

Completion of Exhibit I--Allocation of Physician Compensation.--

Line l
Indicate the name of the provider, the provider's Medicare identification number and the provider department.  Indicate the name of each physician or the name of the physician group if there is an agreement between the head of the physician group and the hospital, and the allocation agreement is a departmental allocation agreement, i.e., it applies to all physicians in the department.

Line 2
Indicate the basis for the allocation agreement, whether it is based on estimate, time studies, or other factors.

Line 3
Indicate the total actual hours the physician or physician group works per week.

Line 4
Indicate the percentages of total time the physician or physician group spends in the various listed activities.  Add these individual percentage amounts and list the amount in the Total block.
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Line 4A
 Indicate the percentage of total time the physician or physician group spends in the various listed activities.  Add these individual percentage amounts and list the amount in the Total block.

Line 4B
 Indicate the percentage of total time the physician or physician group spends in furnishing medical or surgical services to individual patients.

Line 4C
 Indicate the percentage of total time the physician or physician group spends in noncovered Medicare activities, such as research.

At the bottom of the exhibit, the provider's representative and one physician or the head of the physician group signs and dates the agreement.
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                                                                           EXHIBIT I


ALLOCATION OF PHYSICIAN COMPENSATION

1.
Provider Name:  ______________  

2.
Basis of Allocation:

Number:

   ______________



/__/ Estimate

Department:
   ______________



/__/ Time Study

Name of Physician______________


/__/ Other (explain):_____

or Group:

________________

______ 

____________

__________




________________________________
__________

3.
Total hours per week (average)






/___/

4.
Percentages of Total Time








   
/100%/

A.
Supervision of technicians, nurses etc,




/___/

Utilization review, other committee work



/___/

Administration








/___/

Supervision of Interns/Residents





/___/

Teaching










/___/

Quality Control








/___/

Autopsies









/___/

Other










/___/

Total












/___/

B.
Medical and surgical services to individual






Patients












/___/

C.
Noncovered activities, e.g., research






/___/

________________________________
_  __
_______________________
_____

Signature--Provider Representative
Date

Signature--Physician(s)


Date

Rev. 385
 21-77

2183
COSTS RELATED TO PATIENT CARE
09-95

2183.
 LEGAL FEES AND OTHER RELATED COSTS  


Legal fees and related costs incurred by a provider are allowable if related to the provider's furnishing of patient care, e.g., legal fees incurred in appeals to the Provider Reimbursement Review Board and, if applicable, further appeals subsequent to a Board decision.  However, legal fees and related costs incurred by a provider related to alleged civil fraud or indictment for a criminal act by the provider or its owners, employees, directors, etc., or legal fees for certain anti-union activities (see §2180), are not related to the furnishing of patient care and, therefore, are unallowable provider costs.
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