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Outpatient Therapy Services
270.

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

Outpatient physical therapy (PT), occupational therapy (OT), or speech pathology (SP) services furnished to a beneficiary by a participating provider are covered only when furnished in accordance with the following conditions.

270.1
Physician Certification and Recertification.--

A.
Content of Physician Certification.--No payment may be made for outpatient PT, OT, or SP services unless a physician certifies that:

o
A plan for furnishing such services is or was established by the physician, physical therapist, occupational therapist, or speech pathologist and periodically reviewed by the physician (see §270.3);

o
The services are or were furnished while the patient was under the care of a physician (see §270.2); and

o
The services are or were reasonable and necessary to the treatment of the patient's condition.

Since the certification is closely associated with the plan of treatment, the same physician who establishes or reviews the plan must certify the necessity for the services.   Obtain the certification at the time the plan of treatment is established or as soon thereafter as possible.  A physician is a doctor of medicine, osteopathy, or podiatric medicine if the services are consistent with the function he/she is legally authorized to perform in the State in which he/she performs the function.  The services performed by physicians within this definition are subject to any limitations imposed by the State on the scope of practice.

B.
Recertification.--When services are continued under the same plan of treatment, the physician must recertify at intervals of at least once every 30 days that there is a continuing need for such services and must estimate how long services are needed.  Obtain the recertification at the time the plan of treatment is reviewed since the same interval (at least once every 30 days) is required for the review of the plan.  Recertifications are signed by the physician who reviews the plan of treatment.  You may choose the form and manner of obtaining timely recertification.

C.
Method and Disposition of Certifications.--There is no requirement that the certification or recertification be entered on any specific form or handled in any specific way, as long as the contractor can determine, when necessary, that the certification and recertification requirements are met. Retain certification by the physician and certify on the billing form that the requisite certification and recertifications have been made by the physician and are on file when the request for payment is forwarded.

D.
Delayed Certification.--Obtain certifications and recertifications as promptly as possible. Payment is not made unless the necessary certifications have been secured.  In addition to complying with the usual content requirements, delayed certifications and recertifications are to include an explanation for the delay and any other evidence necessary in the case.  You may choose the form and manner of obtaining delayed certifications and recertifications.
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Outpatient Must Be Under Care of Physician.--Outpatient PT, OT, or SP services are furnished only to an individual who is under the care of a physician.  There must be evidence in the patient's clinical record that he/she has been seen by a physician at least every 30 days.  If the patient has not been seen by the physician within a 30 day period, you are responsible for contacting the physician.  This physician may be the patient's private physician, a physician on your staff, 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 makes the necessary certifications.

270.3
Outpatient PT, OT, or SP Services Furnished Under a Plan.--To be covered, Outpatient PT, OT, or SP services must be provided under a written plan of treatment established by:

o
A physician (after any necessary consultation with the physical therapist, occupational therapist, or speech pathologist);

o
The physical therapist who provides the physical therapy services;

o
The occupational therapist who provides the OT services; or

o
The speech pathologist who provides the SP services.

Make sure the plan is established, i.e., it is reduced to writing either by the person who established the plan or by you when you make a written record of that person's oral orders, before treatment begins.  The plan must be promptly signed by the ordering physician, therapist, or speech pathologist and incorporated into the patient's clinical record.

Make sure the plan details the type, amount, frequency, and duration of the physical therapy, OT, or SP services to be furnished.  The plan must also indicate the diagnosis and anticipated goals.  Any changes to this plan must be made in writing and must be 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, a qualified occupational therapist, a qualified speech pathologist, a registered professional nurse, or a physician on your staff.

Changes to such plans also may be made pursuant to oral orders given by the speech pathologist to another qualified speech pathologist, by the occupational therapist to another qualified occupational therapist, by the physical therapist to another qualified physical therapist, or by the therapist or pathologist to a registered  professional nurse on your staff.  Such changes must be immediately recorded in the patient's record and must be 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 patient's plan normally need not be forwarded with the claim but is retained in the provider's file. The provider must certify on the billing form that the plan is on file.

270.4
Outpatient Requirement--PT, OT, and SP services are covered when furnished by a provider to its outpatients, i.e., to patients in their homes, to patients who come to the facility's outpatient department, or to inpatients of other health facilities.  In addition, coverage includes OT, OT, and SP services furnished by participating hospitals and SNFs to inpatients who have exhausted their Part A inpatient benefits or who are otherwise not eligible for Part A benefits.  Providers of 

outpatient PT, OT, and SP services that have inpatient facilities (other than participating hospitals and SNFs) may not furnish covered outpatient services to their own inpatients.  However, an inpatient of one institution may be considered an outpatient of another institution.  Thus, all providers of outpatient PT, OT, and SP services may furnish such services to inpatients of another health facility.
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Outpatient  PT, OT, and SP services are covered when furnished in the home.  However, the expense of making a trip to the home is not always reasonable and necessary.  If the patient is not confined to the home, such added expense is not considered reasonable and necessary for the treatment of an illness or injury since the home visit is more costly than a 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.

271.

PHYSICAL THERAPY SERVICES

271.1
Conditions of Coverage.--

A.
General.--To be covered, physical therapy services must:

o
Relate directly and specifically to the plan of treatment described in §270.3, and

o
Be reasonable and necessary to the treatment of the individual's illness or injury.

Services related to activities for the general well-being and welfare of patients (e.g., general exercises to promote overall fitness and flexibility and activities to provide diversion or general motivation) do not constitute physical therapy services for Medicare purposes.

B.
Evaluation.--The physical therapy evaluation is an integral component of physical therapy services.  It establishes the baseline data necessary for assessing expected rehabilitation potential, setting realistic goals, and measuring progress.  The evaluation of the patient's condition must form the basis for the physical therapy treatment goals.  A physical therapy initial evaluation (excluding routine screening) is covered when it is reasonable and necessary for the qualified physical therapist to determine if there is an expectation that either restorative or maintenance services are appropriate for the patient's condition.  When a patient exhibits a demonstrable change in physical functional ability, reevaluations are covered to reestablish appropriate treatment goals.  Reevaluations are also covered for ongoing assessment of the patients's rehabilitation needs.  Initial evaluations or reevaluations that are determined reasonable and necessary are covered even though the expectations are not realized or when the evaluation determines that skilled rehabilitation is not needed.

C.
Reasonable and Necessary.-- The following conditions must be met for services to be considered reasonable and necessary:

o
The services must be considered under accepted standards of medical practice to be a specific and effective treatment for the patient's condition.

o
The services must be of such a level of complexity and sophistication or the condition of the patient must be such that the services required can be safely and effectively performed only by or under the supervision of a qualified physical therapist. Services which do not require the performance or supervision of a physical therapist are not considered reasonable or necessary physical therapy services even if they are performed or supervised by a physical therapist.

NOTE:
When the intermediary determines the services furnished were of a type that could have been safely or effectively performed only by or under the supervision of a qualified physical therapist, it presumes that such services were properly supervised.  However, this assumption may be rebutted.  If, in the course of processing claims, the intermediary finds that physical therapy services are not being furnished under proper supervision, the intermediary denies the claim and brings this matter to the attention of the Division of Health Standards and Quality of the HCFA RO.
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o
There must be an expectation that the condition will improve significantly in a reasonable (and generally predictable) period of time based on the assessment made by the physician of the patient's restoration potential after any needed consultation with the qualified physical therapist.  Alternatively, the services must be necessary to establish a safe and effective maintenance program required in connection with a specific disease state.

o
The amount, frequency, and duration of the services must be reasonable.

NOTE:
Claims for physical therapy services denied because the services are not considered reasonable and necessary are excluded from coverage and are thus subject to consideration under the waiver of liability provision in §l879 of the Act.

D.
Types of Therapy.--

l.
Restorative Therapy.-- To constitute physical therapy, a service must be reasonable and necessary to the treatment of the individual's illness.  If an individual's expected restoration potential is insignificant in relation to the extent and duration of physical therapy services required to achieve such potential, the services are not considered reasonable and necessary.  In addition, there must be an expectation that the patient's condition will improve significantly in a reasonable (and generally predictable) period of time.  If at any point in the treatment of an illness it is determined that the expectations will not materialize, the services are no longer considered reasonable and necessary and are excluded from coverage.

2.
Maintenance Program.-- The repetitive services required to maintain function generally do not involve complex and sophisticated physical therapy procedures and do not require the judgment and skill of a qualified physical therapist for safety and effectiveness.  However, in certain instances, the specialized knowledge and judgment of a qualified physical therapist may be required to establish a maintenance program.  For example, a Parkinson's disease patient who has not been under a restorative physical therapy program may require the services of a physical therapist to determine the most effective type of exercise to maintain the patient's present functional level.

In such situations, the following services constitute physical therapy:

o
The initial evaluation of the patient's needs;

o
The design by the qualified physical therapist of a maintenance program appropriate to the capacity and tolerance of the patient and the treatment objectives of the physician;

o
The instruction of the patient or supportive personnel, e.g., aides,  nursing personnel or family members, if furnished on an outpatient basis, in carrying out the program; and

o
Reevaluations as required.

If a patient has been under a restorative physical therapy program, the physical therapist regularly reevaluates the condition and adjusts the exercise program.  The physical therapist should have already designed the required maintenance program and instructed the patient, supportive personnel, or family members, if the services have been furnished on an outpatient basis, in implementing the program before it is determined that no further restoration is possible.  Therefore, when the therapist does not establish a maintenance program until after the restorative physical therapy program has been completed, no further physical therapy services are reasonable and necessary. Therefore, establishing such a program is not reasonable and necessary to the treatment of the patient's condition and is not covered.
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271.2
Application of Guidelines.-- The following discussion illustrates the application of the above guidelines to the more common modalities in which the reasonableness and necessity of physical therapy services is a significant issue.

A.
Hot Pack, Hydrocollator, Infra-Red Treatments, Paraffin Baths, and Whirlpool Baths.--Heat treatments of this type and whirlpool baths do not ordinarily require the skills of a qualified physical therapist.  However, in a particular case, the skills, knowledge, and judgment of a qualified physical therapist might be required in such treatments or baths, e.g., when the patient's condition is complicated by circulatory deficiency, areas of desensitization, open wounds, or other complications.  Also, if such treatments are given prior to but as an integral part of a skilled physical therapy procedure, they are part of the physical therapy service.

B.
Gait Training.--Gait evaluation and training furnished to a patient whose ability to walk has been impaired by neurological, muscular, or skeletal abnormality requires the skills of a qualified physical therapist.  However, if gait evaluation and training cannot reasonably be expected to significantly improve the patient's ability to walk, such services are not considered reasonable and necessary.  Repetitious exercises to improve gait or maintain strength and endurance and assisted walking are appropriately provided by supportive personnel, e.g., aides or nursing personnel, and do not require the skills of a qualified physical therapist.

C.
Ultrasound, Shortwave, and Microwave Diathermy Treatments.--These modalities must always be performed by or under the supervision of a qualified physical therapist.  Therefore, such treatments constitute physical therapy.

D.
Range of Motion Tests.--Only the qualified physical therapist may perform range of motion tests, and such tests constitute physical therapy.

E.
Therapeutic Exercises.--Therapeutic exercises which must be performed by or under the supervision of the qualified physical therapist because of either the type of exercise employed or the condition of the patient constitute physical therapy.  

Range of motion exercises require the skills of a qualified physical therapist only if:

o
They are part of the active treatment of a specific disease which has resulted in a loss or restriction of mobility (as evidenced by physical therapy notes showing the degree of motion lost and the degree to be restored) and;

o
Such exercises, either because of their nature or the condition of the patient, may only be performed safely and effectively by or under the supervision of a qualified physical therapist.

Generally, range of motion exercises which are not related to the restoration of a specific loss of function but rather are related to the maintenance of function (see §271.1D2) do not require the skills of a qualified physical therapist.

( conditions must be met.)
o
The services must be considered under accepted standards of practice to be a specific and effective treatment for the patient's condition.

 
o
The services must be of such a level of complexity and sophistication, or the patient's condition must be such, that the services required can be safely and effectively performed only by or under the supervision of a qualified speech pathologist.
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272.

SP SERVICES

272.1.
Conditions of Coverage.--

A.
General.--SP services are those services necessary for the diagnosis and treatment of speech and language disorders which result in communication disabilities and those services necessary for the diagnosis and treatment of swallowing disorders (dysphagia), regardless of the presence of a communication disability.  The services must relate directly and specifically to the plan of treatment described in §270.3.

B. 
Reasonable and Necessary.--SP services must be reasonable and necessary to the treatment of the individual's illness or injury.  To be considered reasonable and necessary, the following

NOTE:
When the intermediary determines that the services furnished were of a type that could have been safely and effectively performed only by or under the supervision of a qualified speech pathologist, it presumes that such services were properly supervised.  However, this assumption may be rebutted and, if in the course of processing claims, the intermediary finds that SP services are not being furnished under proper supervision, it denies the claim and brings this matter to the attention of the Division of Health Standards and Quality of the HCFA RO.

o 
There must be an expectation that the patient's condition will improve significantly in a reasonable (and generally predictable) period of time based on the assessment by the physician of the patient's restoration potential after any needed consultation with the qualified speech pathologist, or the services must be necessary to establish a safe and effective maintenance program required in connection with a specific disease state.

o
The amount, frequency, and duration of the services must be reasonable under accepted standards of practice.  (The intermediary consults with local speech pathologists or the State chapter of the American Speech-Language-Hearing Association in the development of any utilization guidelines.)

Claims for SP services considered not reasonable and necessary are denied and are therefore subject to the waiver of liability provisions in §l879 of the Act.

272.2
Application of Guidelines.--The following discussion illustrates the application of the above guidelines to the more common situations in which the reasonableness and necessity of speech pathology services furnished is a significant issue.

A.
Restorative Therapy.--If an individual's expected restoration potential is insignificant in relation to the extent and duration of SP services required to achieve such potential, the services are not considered reasonable and necessary.  In addition, there must be an expectation that the patient's condition will improve significantly in a reasonable (and generally predictable) period of time.  If at any point in the treatment of an illness or injury it is determined that the expectations will not materialize, at this point, the services are no longer considered reasonable and necessary for the treatment of the patient's condition and are not covered.

B.
Maintenance Program.--If, after the initial evaluation of the extent of the disorder or illness, the restoration potential is judged insignificant or if, after a reasonable period of trial, the patient's response to treatment is judged insignificant or at a plateau, an appropriate functional maintenance program may be established. The specialized knowledge and judgment of a qualified speech pathologist may be required if the treatment aim of the physician is to be achieved, e.g., a multiple 
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sclerosis patient may require the services of a speech pathologist to establish a maintenance program designed to fit the patient's level of function.  In such a situation, the following services constitute covered speech therapy:

o
The initial evaluation of the patient's needs;

o
The design by the qualified speech pathologist of a maintenance program which is appropriate to the capacity and tolerance of the patient and the treatment objectives of the physician;

o
The instruction of the patient and supportive personnel, e.g., aides, nursing personnel, or family members, when furnished on an outpatient basis in carrying out the program; and

o
Reevaluations as required.

After the maintenance program has been established and instructions have been given for implementing the program, the services of the speech pathologist are no longer considered reasonable and necessary for the treatment of the patient's condition and are not covered.

If a patient has been under a restorative SP program, the speech pathologist must regularly reevaluate the condition and adjust the treatment program. Consequently, during the course of treatment, the speech pathologist must determine when the patient's restorative potential will be achieved and, by the time the restorative program has been completed, must have designed the required maintenance program and instructed the patient, supportive personnel, or family members in the implementation of the program.  A separate charge for the establishment of the maintenance program under these circumstances is not recognized.  Moreover, after the restorative speech pathology program has been completed, no further speech pathology services are considered reasonable and necessary and, therefore, establishing a maintenance program is not considered reasonable and necessary to the treatment of the patient's condition and is not covered if the maintenance program is not established until after the active course of treatment.

272.3
Types of Services.--SP services can be grouped into two main categories: (1) services concerned with diagnosis or evaluation and (2) therapeutic services.

A.
Diagnostic and Evaluation Services.--Unless excluded by law, these services are covered if they are reasonable and necessary.  The speech pathologist employs a variety of formal and informal language assessment tests to ascertain the type, causal factor(s), and severity of the speech and language disorders. Reevaluation is covered only if the patient exhibits a change in functional speech or motivation, clearing of confusion, or the remission of some other medical condition which previously contraindicated SP. However, monthly reevaluations, e.g., a Porch Index of Communicative Ability for a patient undergoing a restorative SP program, are considered a part of the treatment session and are not covered as a separate evaluation for billing purposes.

B.
Therapeutic Services.--The following situations are examples of common medical disorders and resulting communication deficits which may necessitate active restorative therapy:

o
Cerebrovascular disease such as cerebral vascular accidents presenting with dysphagia, aphasia/dysphasia, apraxia, and dysarthria;

o
Neurological disease such as Parkinsonism or multiple sclerosis may exhibit dysarthria, dysphagia, or inadequate respiratory volume/control;

o
Mental retardation with disorders such as aphasia or dysarthria; and
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o
Laryngeal carcinoma requiring laryngectomy resulting in aphonia may warrant therapy of the laryngectomized patient so he/she can develop new communication skills through esophageal speech and/or use of the electrolarynx.

NOTE:
Many patients who do not require SP services as defined above do require services involving nondiagnostic, nontherapeutic, routine, repetitive, and reinforced procedures or services for their general well-being and welfare, e.g., practicing word drills.  Such services do not constitute SP services for Medicare purposes and are not covered since they do not require performance by or the supervision of a qualified speech pathologist.

273.

OCCUPATIONAL THERAPY SERVICES

OT services are covered under the guidelines in §253.3.     


General Exclusions From Coverage
280.

SERVICES NOT REASONABLE AND NECESSARY

Payment may not be made for items and services which are not reasonable and necessary for the diagnosis or treatment of illness or injury or to improve the functioning of a malformed body member.

281.

NO LEGAL OBLIGATION TO PAY FOR OR PROVIDE SERVICES

Program payment may not be made for items or services which neither the beneficiary nor any other person or organization has a legal obligation to pay for or provide.  This exclusion applies when items and services are furnished gratuitously without regard to the beneficiary's ability to pay and without expectation of payment from any source, such as free x-rays or immunizations provided by private health organizations.  However, Medicare payment is not precluded merely because a provider waives the charge in the case of a particular patient or group or class of patients.  The waiver of charges for some patients does not impair the right to charge others, including Medicare patients.  The determinative factor in applying this exclusion is the reason the particular individual is not charged.

The following sections illustrate the applicability of this exclusion to various situations involving services other than those paid for directly or indirectly by a government entity.  (For a discussion of the latter, see §282.3.)

281.1
Indigence.--This exclusion does not apply when items and services are furnished to an indigent individual without charge because of his/her inability to pay, if the provider bills other patients to the extent that they are able to pay.

281.2
Provider Bills Only Insured Patients.--Some providers waive their charges for individuals of limited means, but they also expect to be paid when the patient has insurance which covers the items or services they furnish.  In such a situation, because it is clear that a patient is charged if insured, a legal obligation to pay exists and benefits are payable for services rendered to patients with medical insurance if the provider customarily bills all insured patients (not just Medicare patients) even though uninsured patients are not charged.

Individuals with conditions which are the subject of a research project may receive treatment financed by a private research foundation.  The foundation may establish its own clinic to study certain diseases or it may make grants to various other organizations. In most cases, the patient is not expected to pay for his/her treatment out-of-pocket, but if he/she has insurance, the parties expect that the insurer will pay for the services.  In this situation, a legal obligation is considered to exist in the case of a Medicare patient even though other patients may not have insurance and are not charged.
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281.3
Medicare Patient Has Other Health Coverage.--Payment is not precluded under Medicare even though the patient is covered by another health insurance plan or program which is obligated to provide or pay for the same services.  This plan may be the type which pays money toward the cost of the services, such as a health insur​ance policy, or it may be the type which organizes and maintains group practice prepayment plans and its own faci​li​ties and professional staff.  Examples of the latter type are employer and union sponsored plans which furnish services to special groups of employees or retirees or to union members.

The exceptions to this policy are services covered by no-fault insurance, services rendered during a specified period of up to 18 months to individuals entitled on the basis of end stage renal disease (ESRD) who are insured under an employer group health plan (EGHP), services rendered to employed individuals age 65 or over and spouses age 65 or over of employed individuals of any age who are insured under an EGHP, services rendered to disabled active individuals covered by a large group health plan (LGHP), and services covered by workers' compensation (WC).  In these cases, the other plan pays primary benefits, and, if the other plan does not pay the entire bill, secondary Medicare benefits may be payable. Medicare is also secondary to the extent that services have been paid for by a liability insurer.

281.4
Items Covered Under Warranty.--When a defective medical device such as a cardiac pacemaker is replaced under a warranty, hospital or other provider services rendered by parties other than the warrantor are covered despite the warrantor's liability.

Under cost reimbursement, the following rules apply to payment for the device itself.  If the device is replaced free of charge by the warrantor, no program payment may be made, since there was no charge involved.  If, however, a replacement device from another manufacturer had to be substituted because the replacement device offered under the warranty was not acceptable to the beneficiary or his/her physician, payment may be made for the replaced device.  Also, if the warrantor supplied the replaced device but some charge or pro rata payment was imposed, program payment may be made for the charge imposed for the device furnished by the warrantor.

If a hospital could have obtained an acceptable device free of charge under a warranty but chose to purchase one instead, payment cannot be made for the purchased device under the prudent buyer rules.  Also, if an acceptable device could have been pur​chased at a reduced price under a warranty but the hospital did not take advant​age of the warranty (i.e., it paid the full price to the original manufacturer or purchased the replacement device from a different manufac​turer), the most the hospital can receive as payment for the purchased device is the amount it would have had to pay if it had pursued the warranty.  

While payments to a hospital for inpatient services under the prospective pay​ment system (PPS) are not reduced to reflect collections by the provider under warranty provisions for medical devices, cost-based reimbursed hospitals and exempt units are subject to the prudent buyer rules.

281.5
Members of Religious Orders.--A legal obligation to pay exists when a religious order either pays for or furnishes services to members of the order.  Although medical services furnished in such a setting are not ordi​narily expressed in terms of a legal obligation, the order has an obligation to care for its members who have rendered life long services, similar to that existing under an employer's prepayment plan.  Thus, payment may be made for such services whether they are furnished by the order itself or by independent sources that customarily charge for their services.
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282. ITEMS AND SERVICES FURNISHED, PAID FOR, OR AUTHORIZED BY          GOVERNMENT ENTITIES - FEDERAL, STATE, OR LOCAL GOVERNMENTS

The law contains three separate exclusions applicable to items and services furnished, paid for, or authorized by government entities.  In general, payment may not be made for items and services:  (1) furnished by a provider (govern​men​t or nongovernment) or other person at public expense pursuant to an authorization issued by a Federal agency (see §282.1); (2) furnished by a provider of services or agency of the Federal Government (see §282.2); and (3) paid for directly or indirectly by a Federal, State, or local government entity.  (See §282.3.)  Apply each of these exclusions separately, i.e., benefits are excluded when any one of the exclusions applies.

282.l
Items and Services Furnished by Federal Provider of Services.--Payment may not be made for services furnished by a Federal provider except for (1) covered emergency services and (2) items or services furnished by a Federal provider determined by the Secretary to be acting as a community institution or agency in the provision of services to the public.

For this purpose, a provider acquired by the Department of Housing and Urban Development (HUD) as an interim measure to preserve the facility's assets pending a sale of the property is not considered to be a Federal provider of services.  Accordingly, Medicare payment may be made for services furnished by such a HUD owned provider whether or not the provider is serving the public generally.

282.2
Items and Services Which Provider or Supplier Is Obligated to Furnish Under Federal Government Contract or Law.--Payment may not be made for items or services which a provider is obligated to render at public expense by law of or contract with the United States.

282.3
Items and Services Paid for Directly or Indirectly by Government Entity.--

A.
General.--Payment may not be made for items and services paid for by a State, local or Federal government agency, except as specified in subsections B and C.  This exclusion applies to services furnished by government facilities as well as services furnished by nongovernment facilities yet paid for by a government agency.

B.
Statutory Exceptions.--The exclusion of items and services paid for by a government entity does not apply in the following situations.  Therefore, payment may be made when:

o
The items or services are furnished under a health benefits or insurance plan established for employees of the government entity; or

o
The items or services are furnished under one of the titles of the Act (e.g., medical assistance under title XVI or XIX).

C.
Exceptions Approved by the Secretary.--The Secretary is authorized by law to specify additional exceptions to this exclusion.  The Secretary has approved Medicare payment for items or services paid for by a State or local government entity and furnished to an individual as a means of controlling infectious diseases or because the individual is medically indigent.
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282.4
Illustrations of Exclusions of Services Covered by Various Government Programs.--

A.
Department of Veterans Affairs (DVA).--Services furnished without charge by a DVA facility are excluded from coverage under Medicare.  In addition, the fact that a beneficiary is eligible to have services furnished by private sources but paid for by the VA precludes payment for these services under Medicare.  It is generally advantageous for health insurance beneficiaries to have services paid for under a VA program if possible, since the VA has limited deductible or coinsurance requirements.

B.
Government Research Grants.--A beneficiary eligible to have his/her care paid for by a government research grant may receive benefits under title XVIII if the facility charges patients who have Medicare or other insurance.  If a provider claims payment under title XVIII, it may not also accept research grant funds for the services in question except to the extent of the deductible and coinsurance amounts.

C.
Vocational Rehabilitation (VR) Agencies.--Under the VR programs of the States, vocational training and services are provided to handicapped persons who qualify under State law.  If items or services are furnished or paid for by a State VR agency, title XVIII benefits are payable only if the agency makes services available without cost as a means of controlling infectious diseases or because the individual is medically indigent.

D.
State or Local Health Department Clinics.--Many State or local health departments operate outpatient clinics.  Services rendered by such clinics free of charge because of the individual's medical indigence or as a means of controlling infectious diseases (e.g., city-operated charity clinics) are covered under title XVIII.

E.
CHAMPUS (Civilian Health and Medical Program of the Uniformed Services) and CHAMPVA (Civilian Health and Medical Program of the Veterans Administration).--

l.
General.--CHAMPUS and CHAMPVA are similar programs administered by the Department of Defense.  The one difference between the two programs is that the VA determines the eligibility of persons seeking to establish entitlement to CHAMPVA coverage.  CHAMPUS provides benefits for health care services furnished by civilian providers, physicians, and suppliers to retired members of the Uniformed Services and to spouses and children of active duty, retired, and deceased members.  The term "Uniformed Services" includes the Army, Navy, Air Force, Marine Corps, Coast Guard, the Commissioned Corps of the U.S. Public Health Service, and the Oceanic and Atmospheric Administration.  CHAMPVA provides similar benefits to spouses and children of veterans who are entitled to VA permanent and total disability benefits and to widows and children of veterans who died of service connected disabilities.

2.
Effect of Medicare Eligibility on CHAMPUS/CHAMPVA Entitlement.-CHAMPUS/CHAMPVA beneficiaries (with the exception of dependents of active duty members) lose their entitlement to CHAMPUS/CHAMPVA if  they qualify for Medicare on any basis other than the premium HI provisions.  (See §100.)  Individuals eligible for Medicare Part B only, as well as dependents of active duty members, retain their CHAMPUS/CHAMPVA entitlement.
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3.
Medicare - CHAMPUS/CHAMPVA Relationship.--CHAMPUS/CHAMPVA reduces its liability in all cases by the amount payable by Medicare, i.e., Medicare is the primary payer and CHAMPUS/CHAMPVA supplements Medicare by paying the Medicare deductible, coinsurance, and portions of the bill not covered by Medicare.  Thus, dually entitled individuals may be reimbursed up to l00 percent of expenses for items and services covered by both programs.

F.
Active Duty Members of Uniformed Services.--In certain circumstances, active duty members of the Uniformed Services may receive care in civilian facilities which is paid for by the Army, Navy, Air Force, Marine Corps, or other appropriate uniformed service. Except for emergency services, prior approval is generally required before payment may be made.  Services furnished pursuant to approval and services paid for or expected to be paid for by the Uniformed Services are not payable under Medicare.

283.

SERVICES NOT PROVIDED WITHIN THE UNITED STATES

Payment may not be made for services (except for inpatient services provided in Canadian or Mexican hospitals  in specified situations) not provided within the United States.  The United States includes the 50 States, the District of Columbia, the Commonwealth of Puerto Rico, the Virgin Islands, Guam, and American Samoa.

284.

SERVICES RESULTING FROM WAR

Payment may not be made for items and services required as a result of war or an act of war occurring after the effective date of the patient's current coverage.

286.

ROUTINE SERVICES AND APPLIANCES

Payment may not be made for:

o
Routine physical checkups;

o
Eyeglasses or contact lenses (except as noted in §253.10), eye examinations for the purpose of prescribing, fitting, or changing eyeglasses, and eye refractions;

o
Hearing aids and examinations for hearing aids; or

o
Immunizations (except as noted in §253.10).

NOTE:
Routine physical checkups include (1) examinations performed without relationship to treatment or diagnosis of a specific illness, symptom, complaint, or injury and (2) examinations required by third parties such as insurance companies, business establishments, or government agencies.
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287. CHARGES IMPOSED BY IMMEDIATE RELATIVES OF PATIENT OR MEMBERS          OF HIS/HER HOUSEHOLD

A.
General.--Payment may not be made under Part A or Part B for expenses which constitute charges by immediate relatives of the beneficiary or by members of his/her household.  The intent of this exclusion is to bar Medicare payment for items and services which ordinarily are furnished gratuitously because of the relationship of the beneficiary to the person imposing the charge.  This exclusion applies to items and services rendered by providers to immediate relatives of the owner(s). It also applies to services rendered by physicians to their immediate relatives and items furnished by suppliers to immediate relatives of the owner(s).

B.
Immediate Relative.--The following degrees of relationship are included within the definition of immediate relative:

o
Husband and wife;

o
Natural or adoptive parent, child, and sibling;

o
Stepparent, stepchild, stepbrother, and stepsister;

o
Father-in-law, mother-in-law, son-in-law, daughter-in-law, brother-in-law, and sister-in-law;

o
Grandparent and grandchild; and

o
Spouse of grandparent and grandchild.

NOTE:
A brother-in-law or sister-in-law relationship does not exist between the owner of a provider (or supplier) and the spouse of his wife's (her husband's) brother or sister.  A father-in-law or mother-in-law relationship does not exist between the owner of a provider (or supplier) and his/her spouse's stepfather or stepmother.

For purposes of this section, a step-relationship and an in-law relationship continues to exist even if the marriage upon which the relationship is based is terminated through divorce or through the death of one of the parties.  Thus, for example, if a provider treats the stepfather of the owner after the death of the owner's natural mother or after the owner's stepfather and natural mother are divorced or if the provider treats the owner's father-in-law or mother-in-law after the death of his wife, the services are considered to have been furnished to an immediate relative and therefore are excluded from coverage.

C.
Members of Patient's Household.--These are persons sharing a common abode with the patient as a part of a single family unit, including those related by blood, marriage or adoption, domestic employees and others who live together as part of a single family unit.  A mere roomer or boarder is not included.

D.
Charges for Provider Services.--Payment may not be made under Part A or Part B for items and services furnished by providers to immediate relatives of the owner(s) of the providers. This exclusion applies whether the provider is a sole proprietor who has an excluded relationship to the patient or a partnership in which even one of the partners is related to the patient.
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E.
Charges for Physician and Physician-Related Services.--This exclusion applies to physician services, including services of a physician who belongs to a professional corporation, and services furnished incident to those services (e.g., by the physician's nurse or technician) if the physician who furnished the services or who ordered or supervised services incident to his/her services has an excluded relationship to the beneficiary.

Professional corporation means a corporation that is completely owned by one or more physicians and is operated for the purpose of conducting the practice of medicine, osteopathy, dentistry, podiatry, optometry, or chiropractic, or is owned by other health care professionals as authorized by State law.  Any physician or group of physicians which is incorporated constitutes a professional corporation.  Generally physicians who are incorporated identify themselves as a professional corporation (P.C.) or professional association (P.A.).

F.
Charges for Items Furnished by Nonphysician Suppliers.--This exclusion applies to charges imposed by a nonphysician supplier that is not incorporated, whether the supplier is owned by a sole proprietor who has an excluded relationship to the patient or by a partnership in which even one of the partners is related to the patient.

This exclusion does not apply to charges imposed by a corporation (other than a professional corporation), regardless of the patient's relationship to any of the stockholders, officers, or directors of the corporation or to the person who furnished the service.

288.

PERSONAL COMFORT ITEMS

Payment is not made for items which do not contribute meaningfully to the treatment of an illness or injury or the functioning of a malformed body member except as necessary for the palliation or management of terminal illness.
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289.

FOOT CARE AND SUPPORTIVE DEVICES FOR THE FEET

Payment is not made for the following types of services:

A.
Treatment of Flat Foot.--The term "flat foot" is defined as a condi​tion in which one or more arches in the foot have flattened out.  Services directed toward the care or correction of such condition are not covered.  (See subsection D for supportive devices and subsection C for situations where the initial diagnostic service will be covered.)

B.
Treatment of Subluxations of the Foot.--Subluxations of the foot are defined as partial dislocations or displacements of joint surfaces, tendons, ligaments, or muscles of the foot.  Surgical or nonsurgical treatments undertaken for the sole purpose of correct​ing a subluxated structure in the foot as an isolated entity are not covered.  This exclusion does not apply to the ankle joint (talo-crural joint).

Reasonable and necessary diagnosis and treatment (except by the use of ortho​pedic shoes or other supportive devices for the foot) of symptomatic conditions such as osteoarthritis, bursitis (including bunion), tendonitis, etc., that result from or are associated with partial displacement of foot structures are covered services.  

C.
Routine Foot Care.--Routine foot care includes the cutting or removal of corns, or calluses, the trimming of nails (including mycotic nails),  and other hygienic and preventive maintenance care in the realm of self-care, such as cleaning and soaking the feet, the use of skin creams to maintain skin tone of both ambulatory and bedfast patients, and any services performed in the absence of localized illness, injury, or symptoms involving the foot.  For example, foot care such as routine soaking and application of topical medica​tion on the physician's order between required visits to the physician is not covered.  In addition, any treatment of a fungal (mycotic) infection of the toenail is considered routine and is not covered in the absence of:

o
Clinical evidence of mycosis of the toenail, and  

o
Compelling medical evidence documenting that the patient either: 

-
Has a marked limitation of ambulation requiring active treatment of the foot, or 

-
In the case of a nonambulatory patient has a condition that is likely to result in significant medical compli​cations in the absence of such treatment.

The treatment of warts (including plantar warts) is not considered routine foot care.  As a result, services provided for the treatment of warts on the foot are covered to the same extent as services provided for the treatment of warts located elsewhere on the body.

D.
Application of Foot Care Exclusions to Provider Services.-- Charges for provider services furnished in connection with noncovered foot care which are normally separately identified by the provider must be shown as noncovered charges and excluded from payment.  However, the provider is not expected to identify services in connection with noncovered foot care when it is neither the normal practice to separately identify the services nor admini​stratively feasible to establish a separate charge for such services or when such services are performed as a necessary and integral part of otherwise cov​ered services.  In addition, when services or procedures are performed in con​nection with the diagnosis of specific symptoms or complaints which suggest the need for covered services, the initial diagnostic services are consid​ered covered services regardless of the resulting diagnosis.

2-92
Rev.  1

04-98
COVERAGE OF SERVICES
292

E.
Supportive Devices for Feet.--Orthopedic shoes or other supportive devices for the feet are not covered.  The exclusion of orthopedic shoes does not apply to such a shoe if it is an integral part of a leg brace, or to certain specialized shoes for diabetics.

290.

CUSTODIAL CARE

Custodial care is excluded from coverage. Custodial care serves to assist an individual in the activities of daily living, such as assistance in walking, getting in and out of bed, bathing, dressing, feeding, and using the toilet, preparation of special diets, and supervision of medication that usually can be self-administered.  Custodial care essentially is personal care that does not require the continuing attention of trained medical or paramedical person​nel.  In determining whether a person is receiving custodial care, consider the level of care and medical supervision required and furnished. Do not base the decision on diagnosis, type of condition, degree of functional limitation, or rehabilitation potential.

291.

COSMETIC SURGERY

Cosmetic surgery or expenses incurred in connection with such surgery is not covered.  Cosmetic surgery includes any surgical procedure directed at improving appearance, except when required for the prompt (i.e., as soon as medically feasible) repair of accidental injury or for the improvement of the functioning of a malformed body member.  For example, this exclusion does not apply to surgery in connection with treatment of severe burns or repair of the face following a serious automobile accident, or to surgery for therapeutic purposes which coincidentally also serves some cosmetic purpose.

292.

DENTAL SERVICES

Items and services in connection with the care, treatment, filling, removal, or replacement of teeth, or structures directly supporting the teeth are not covered. Structures directly supporting the teeth means the periodontium, which includes the gingivae, dentogingival junction, periodontal membrane, cementum, and alveolar process.
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