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Physical Therapy, Occupational Therapy, and Speech Pathology Services

Furnished to Outpatients Covered Under Part B
241.
COVERAGE OF OUTPATIENT PHYSICAL THERAPY, OCCUPATIONAL THERAPY, AND SPEECH PATHOLOGY SERVICES.

Coverage under Part B includes services furnished by or under arrangements made by a participating provider of services.  For the purpose of this coverage, the term "provider of services" includes approved clinics, rehabilitation agencies, and public health agencies as well as participating hospitals, skilled nursing facilities, and home health agencies.  Reimbursement for these outpatient services is made to the provider on a cost basis.  The patient is responsible only for the regular Part B deductible and coinsurance amounts (i.e., the annual deductible and 20 percent coinsurance).  

241.1
Services Furnished under Arrangements with Providers.--A hospital may make arrangements with others to furnish covered outpatient physical therapy, occupational therapy, or speech pathology services.  When such arrangements are made, receipt of payment by the hospital for the arranged services must (as with services provided directly) relieve the beneficiary or any other person of further liability to pay for the services.  (See §207.)

See §242.5 for the special provisions relating to arrangements for outpatient physical therapy services that may be made by public health agencies and hospitals in rural communities.

242.
CONDITIONS FOR COVERAGE OF OUTPATIENT PHYSICAL THERAPY, OCCUPATIONAL THERAPY, AND SPEECH PATHOLOGY SERVICES.

To be covered under the Medicare program outpatient physical therapy, occupational therapy, or speech pathology services furnished a beneficiary by a participating hospital must meet all of the conditions set forth in §§210.8, 210.9A, B, and C, or 210.11, and §§242.1 - 242.4.

242.1
Physician's Certification and Recertification.--(See §§280 and 282.)

242.2
Outpatient Must be under the Care of a Physician.--The services must be furnished to an individual who is under the care of a physician.  There must be evidence in the patient's clinical record that a physician has seen him at least every 30 days.  If the record does not reflect this, the hospital is responsible for contacting the physician to determine whether this requirement is met.  The physician may be the patient's private physician, a physician on the staff of the hospital, a physician associated with an institution which is the patient's residence, or a physician associated with a medical facility in which the patient is an inpatient.  The attending physician establishes or reviews the plan of treatment and also makes the necessary certifications.  
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242.3
Outpatient Physical Therapy, Occupational Therapy or Speech Pathology Services Furnished Under a Plan.--Outpatient physical therapy, outpatient occupational therapy, or outpatient speech pathology services must be furnished under a written plan of treatment established by:

o
a physician after any necessary consultation with the physical therapist, occupational therapist, or speech pathologist, as appropriate;

o
the physical therapist who will provide the physical therapy services;

o
the occupational therapist who will provide the occupational therapy services; or

o
the speech pathologist who will provide the speech pathology services.

The plan must be established (that is, reduced to writing either by the person who established the plan or by the provider when it makes a written record of that person's oral orders) before treatment is begun.  The plan should be promptly signed by the ordering physician, therapist, or pathologist and incorporated into the provider's permanent record for the patient.

The plan must relate the type, amount, frequency, and duration of the physical therapy, occupational therapy, or speech pathology services that are to be furnished the patient and indicate the diagnosis and anticipated goals.  Any changes to this plan must be made in writing and signed by the physician, therapist, or pathologist.  Changes to the plan may also be made pursuant to oral orders given by the attending physician to a qualified physical therapist (in the case of physical therapy services), a qualified occupational therapist (in the case of occupational therapy services), a qualified speech pathologist (in the case of speech pathology services), a registered professional nurse, or a physician on the staff of the provider.

Changes to such plans also may be made pursuant to oral orders given by the pathologist to another qualified speech pathologist, by the occupational therapist to another qualified occupational therapist, or by the physical therapist to another qualified physical therapist, or by the therapist or pathologist to a registered professional nurse on the staff of the provider.  Such changes must be immediately recorded in the patient's records and signed by the individual receiving the orders.  While the physician may change a plan of treatment established by the pathologist or therapist providing such services, the therapist or pathologist may not alter a plan of treatment established by a physician.

The plan must be reviewed by the attending physician, in consultation with the hospital's physical therapist(s), occupational therapist(s), or speech pathologist(s) at such intervals as the severity of the patient's condition requires, but at least every 30 days.  Each review of the plan should contain the initials of the physician and date performed.  The patient's plan normally need not be forwarded to the intermediary for review but will be retained in the hospital's file.  The hospital must certify on the billing form that the plan is on file (see §420.1, Item 22).
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242.4
Requirement That Services be Furnished on an Outpatient Basis.--Outpatient physical therapy, occupational therapy, and speech pathology services are covered when furnished by you to your outpatients, i.e., to patients in their homes, to patients who come to the outpatient department, or to inpatients of other institutions.  In addition, coverage includes physical therapy, occupational therapy, and speech pathology services furnished by participating hospitals to those of their inpatients who have exhausted their Part A benefits or who are otherwise not eligible for Part A benefits.  Providers of outpatient physical therapy, occupational therapy and speech pathology services that have inpatient facilities, other than participating hospitals and skilled nursing facilities, may not furnish covered outpatient services to their own inpatients.

However, since the inpatients of one institution may be considered the outpatients of another institution, all providers of outpatient physical therapy, occupational therapy, and speech pathology services may furnish such services to inpatients of another health facility.  It should be noted that the certified distinct part of an institution is considered to be a separate institution from a nonparticipating remainder.  Consequently, when only part of an institution is certified as a participating provider of services, that certified distinct part may render covered outpatient physical therapy, occupational therapy, or speech pathology services to the inpatients of the noncertified remainder.  The certified part must bill the program under Part B for outpatient physical therapy, occupational therapy, and speech pathology services it furnishes to inpatients of the noncertified part.

While outpatient physical therapy, occupational therapy, and speech pathology services are covered when furnished in the home, when added expense is caused by a visit to the home, a question must be raised as to whether the rendition of the service in the home is reasonable and necessary.  Where the patient is not confined to his home, such added expense cannot be considered as reasonable and necessary for the treatment of an illness or injury since the home visit is more costly than the medically appropriate and realistically feasible alternative pattern of care; e.g., in the facility's outpatient department.  Consequently, these additional expenses incurred by providers due to travel to a person who is not homebound are not covered.

A hospital may furnish physical therapy, occupational therapy, or speech pathology to its inpatients without having to set up facilities and procedures for those services to its outpatients.  However, if the provider chooses to furnish a particular service, it is bound by its agreement not to charge any individual or other person for items or services for which the individual is entitled to have payment made under the program.  Thus, whenever a hospital furnishes outpatient physical therapy, occupational therapy, or speech pathology to a Medicare beneficiary (either directly or under arrangements with others) it must bill the program under Part B and may only charge the patient for the applicable deductible and coinsurance.

242.5
Outpatient Physical Therapy Services Furnished in the Office of an Independently Practicing Physical Therapist under Arrangements With Hospitals in Rural Communities.--Where the provider is a public health agency or a hospital in a rural community, it may enter into arrangements to have outpatient physical therapy services furnished in the private office of a qualified physical therapist if (a) the agency or hospital does not have the capacity to provide on its premises all of the modalities of treatment, tests, and measurements that are included in an adequate outpatient physical therapy program and (b) the services and modalities which the public health agency or hospital cannot provide on its premises are not available on an outpatient basis in another accessible certified provider.
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Supplementary Medical Insurance Incurred Expenses

Deductible and Coinsurance
245.
SUPPLEMENTARY MEDICAL INSURANCE INCURRED EXPENSES

The supplementary medical insurance plan includes coverage for expenses incurred for the following medical and other health services:

o
Physicians' services, including surgery, consultation, and home, office and institutional calls, and services and supplies furnished incident to a physician's professional service.  (See §208 for the definition of "physician.")

o
Outpatient hospital services furnished incident to physicians' services.  (See §230.4.)

o
Outpatient diagnostic services furnished by a hospital.  (See §230.3.)

o
Outpatient physical therapy, outpatient occupational therapy, and outpatient speech pathology services.  (See §§241 and 242ff.)

o
Diagnostic X-ray tests, laboratory tests, and other diagnostic tests.  (See §228A.)

o
X-ray, radium, and radioactive isotope therapy.  (See §228B.)

o
Surgical dressings, and splints, casts, and other devices used for reduction of fractures and dislocations.  (See §§228C. and 228.3.)

o
Rental or purchase of durable medical equipment for use in the patient's home. (See §235.)

o
Ambulance service.  (See §236.)

o
Prosthetic devices which replace all or part of an internal body organ.  (See §§228D.  and 228.4.) and

o
Leg, arm, back, and neck braces, trusses, and artificial legs, arms, and eyes. (See §§228E.  and 228.5).

245.1
Psychiatric Expenses Limitation under Supplementary Medical Insurance.--Regardless of the actual expenses for physician services incurred in the treatment of mental, psychoneurotic, or personality disorders of persons who are not inpatients of hospitals, the amount of such expenses that can be counted in a calendar year is limited to the lesser of $312.50 or 62.5 percent of the actual expenses.  This limitation does not apply to provider services furnished in connection with the treatment of mental, psychoneurotic, or personality disorders.  Note that the combined billing method cannot be used for either inpatient or outpatient psychiatric services.  (See §400.5.)
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246.
PART B DEDUCTIBLE

In each calendar year a cash deductible must be satisfied before payment can be made under the supplementary medical insurance plan.  The cash deductible for expenses incurred prior to l/l/73 is $50, and from l/l/73 on is $60.  Expenses incurred in the last 3 months of a calendar year which were applied toward the deductible for that year are also applied toward the deductible in the following year.  No more than $50 of expenses can be carried over from 1972 toward the 1973 deductible of $60.

Bills are based on the reasonable charge and count toward the deductible on the basis of incurred, rather than paid, expenses.  Noncovered expenses do not count toward the deductible.  Even though an individual is not eligible for the entire calendar year, i.e., his insurance coverage begins after the first month or he dies before the last month of the year, he is still subject to the full cash deductible. Medical expenses incurred in the portion of the year preceding entitlement to medical insurance are not credited toward the deductible.

Where 100 percent reimbursement is made for radiological and pathological services, charges for such services to inpatients do not count toward the deductible (§256).

247.
PART B COINSURANCE

After the deductible has been satisfied, providers will be paid 80 percent of the reasonable cost of services furnished.  The program reimburses 80 percent of the reasonable charges for services of physicians and other suppliers.  When payment is made on the patient's behalf, the patient is responsible for a coinsurance amount equal to 20 percent of the reasonable charges for the items and services furnished.

The coinsurance does not apply when 100 percent reimbursement is made for radiological and pathological services furnished to hospital inpatients (§ 256).

249.
PART B BLOOD DEDUCTIBLE

A deductible under Part B applies to the first 3 pints of whole blood or equivalent units of packed red cells received by a beneficiary in a calendar year.  The definitions and policies concerning application of the blood deductible, replacement, distinction between blood costs and blood processing costs, etc., are the same as under part A, except that the Part B blood deductible applies on a calendar year basis.  See §222.

Expenses incurred in meeting the blood deductible do not count as "incurred expenses" under Part B for purpose of meeting the Part B cash deductible for reimbursement purposes.  Even though the Part B blood deductible for any calendar year is satisfied in whole or part during the last 3 months of that calendar year, there is no carry-over of credit toward the blood deductible in the following calendar year.
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The Part A and Part B blood deductibles are applied separately.  The blood deductibles are in addition to any other applicable deductible and coinsurance amounts for which the patient is responsible.

It should be noted that payment for blood under Part B is possible only for blood furnished in an

outpatient setting.
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