
Submitter : Dr. Christian Losch 

Organization : Dr. Christian Losch 

Category : Physician 

Issue Areas/Comments 

Date: 08/28/2007 

GENERAL 

GENERAL 

Just a quick note to say thanks for considering the very long overdue payment increase for anesthesia services in 2008. Anesthesia services have long been 
extremely undervalued in current and previous payment plans. I strongly support the increase. 
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Submitter : Jason Heinold 

Organization : Carle Foundation Hospital 

Category : Other Health Care Professional 

Date: 08/28/2007 

Issue Areas/Comments 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

Dcar Sir or Madam: 

I work for Carle Foundation Hospital as an athletic trainer in an outreach clinic that provides rehabilitation services and event coverage for our community. I have 
a Bachelor's degree and 1 am nationally certified and licensed by the State of Illinois to perform these services. 

I am writing today to voicc my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and 
facilities proposed in 1385-P. 

Whilc 1 am concerned that these proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, I am morc concerned 
that thcsc proposed rules will crcate additional lack of access to quality health care for my patients. 

As an athlctic traincr, I am qualificd to perform physical medicinc and rehabilitation services, which you know is not the same as physical therapy. My education, 
clinical cxpcricncc, and national ccrtification exam ensure that my patients receive quality health care. State law and hospital medical professionals have deemed 
mc qualificd to pcrform thesc services and these proposed regulations attcmpt to circumvent those standards. 

Thc lack of acccss and workforce shortage to fill therapy positions is widely known throughout the industry. It is irresponsibIe for CMS, which is supposcd to be 
conccmcd with thc health of Americans, especially those in rural areas, to further reshict their ability to receive those services. The flexible current standards of 
staffing in hospitals and other rehabilitation facilities are pertinent in ensuring patients receive the best, most cost-effective treahnent available. 

Sincc CMS scems to have come to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the 
recommendations of thosc professionals that are tasked with overseeing the day-to-day health care needs of their patients. I respectfully request that you withdraw 
the proposed changes rclated to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility. 

Sinccrcly. 

Jason Heinold, ATC, NAMS-PES 
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Submitter : Dr. Bryan Reuss Date: 08/28/2007 
Organization : Orlando Orthopaedic Center 

Category : Physician 

Issue Areas/Comments 

Therapy Standards and 
Requirements 

Therapy Standards and Requirements 

Dcar Sir or Madam: 

I am an Orthopacdic Surgeon working in Orlando at the Orlando Orthopaedic Ccntcr. 

1 am writing today to voice my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and 
facilities proposcd in 1385-P. 
While I am concerned that these proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, I am more concerned 
that thesc proposed rules will create additional lack of access to quality health care for my patients. 
The athletic traincrs that 1 work closely with are qualified to perform physical medicine and rehabilitation services, which you know is not the same as physical 
therapy. Thcir education, clinical experience, and national certification exam ensure that their and my patients receive quality health care. State law and hospital 
mcdical professionals have deemcd thcm qualified to perform these services and these proposed regulations attempt to circumvent those standards. 
Thc lack of acccss and workforce shortage to fill therapy positions is widely known throughout the indusby. It is irresponsible for CMS, which is supposed to be 
conccrncd with thc health of Americans, especially those in rum1 areas, to further restrict their ability to receive those services. The flexible current standards of 
staffing in hospitals and other rehabilitation facilities are pertinent in ensuring patients receive the best, most cost-effective treatment available. 
Sincc CMS secms to have come to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the 
rccommcndations of those professionals that are tasked with overseeing the day-to-day health care needs of their patients. I respectfully request that you withdraw 
the proposed changcs related to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility. 
Sinccrcly, 
Bryan Reuss. M.D. 
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Submitter : Dr. Keith Brickell 

Organization : Brickell Chiropractic Center 

Category : Chiropractor 

Issue Areas/Comments 

Date: 08/28/2007 

GENERAL 

GENERAL 

Whilc subluxation nccd not always bc detected by X-ray, it is very often the case that a patient requires an X-ray to rule out any contraindications to chiropractic 
care or to dctermine appropriate treatment options. X-rays may also be required to help dctermine the need for funher diagnostic testing, such as an MRI, or for a 
rcfcrral to an appropriate health care specialist. 
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Submitter : Dr. Sheila Rajaratnam 

Organization : Dr. Sheila Rajaratnam 

Category : Physician 

Issue Areas/Comments 

Date: 08/28/2007 

GENERAL 

GENERAL 

Lcslic V. Nonvalk, Esq. 
Acting Administrator 
Ccntcrs for Mcdicarc and Medicaid Serviccs 
Attcntion: CMS-1385-P 
P.O. Box 8018 
Baltimorc. MD 2 1244-8018 

Rc: CMS- 1385-P 
Ancsthcsia Coding (Part of 5-Year Rcview) 

Dcar Ms. Nonvalk: 

I am writing to cxpress my strongest support for the proposal to increase anesthesia paymcnts undcr the 2008 Physician Fee Schedule. I am grateful that CMS has 
rccognizcd thc gross undcrvaluation of ancsthesia services, and that the Agency is taking steps to address this complicated issue. 

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to 
othcr physician scrviccs. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 per unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
arcas with disproportionatcly high Mcdicarc populations. 

In an cffort to rectify this untenable situation, thc RUC recommended that CMS increase the ancsthesia conversion factor to offset a calculated 32 percent work 
undervaluation a move that would result in an increase of nearly $400 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undcrvaluation of ancsthesia scrviccs. I am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the 
RUC s recommendation. 

To ensurc that our paticnts havc access to cxpcrt anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register 
by fully and immcdiatcly implementing thc ancsthesia conversion factor increase as recommendcd by the RUC. 

Thank you for your considcration of this serious matter. 

Sinccrcly, 

Shcila Rajarahlam, M.D. 
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Submitter : Mr. Christopher Frey Date: 08/28/2007 
Organization : NovaCare 

Category : Other Health Care Professional 

Issue Areas/Comments 

Physician Self-Referral Provisions 

Physician Se l f -~e fe r ra l  Provisions 

Dcar Sir or Madam: 

I am a Certified Athletic Trainer at North Pcnn High School. 

I am writing today to voicc my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and 
facilitics proposcd in 1385-P. 

Whilc I am concerned that thesc proposed changes to the hospital Conditions of Participation havc not received the proper and usual vetting, I am more conccrncd 
that thcsc proposed rules will crcatc additional lack of acccss to quality hcalth carc for my paticnts. 

AS an athletic trainer, I am qualified to pcrform physical medicine and rehabilitation scrvices, which you know is not the same as physical thcrapy. My education, 
clinical experiencc, and national certification exam ensurc that my patients receive quality health care. State law and hospital medical professionals have deemed 
mc qualificd to pcrform thcsc scrviccs and thesc proposcd regulations attempt to circumvent those standards. 

Thc lack of acccss and workforce shortage to fill thcrapy positions is widcly known throughout the industry. It is irresponsible for CMS, which is supposed to bc 
conccrncd with thc hcalth of Americans, especially thosc in rural arcas, to further rcshict thcir ability to receive thosc services. The flexible current standards of 
staffing in hospitals and other rchabilitation facilities are pertinent in ensuring patients receive the best, most cost-effective treatment available. 

Sincc CMS sccms to havc come to these proposcd changes without clinical or financial justification, I would strongly encourage the CMS to consider the 
rccommcndations of those professionals that are taskcd with overseeing thc day-to-day hcalth care needs of their patients. I respectfully request that you withdraw 
thc proposed changcs rclated to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility. 

Sinccrcly, 

Christophcr Frcy, M.Ed., ATC 
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Submitter : Ms. persis flor 

Organization : Ms. persis flor 

Category : Other Health Care Professional 

Issue AreasIComments 

Date: 08/28/2007 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

Dear Sir or Madam: 

I am a self employed Athletic Trainer and Nutritionist practicing in the state of New York. 

I am writing today to voicc my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and 
facilities proposed in 1385-P. 

Whilc I am concerncd that thesc proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, I am more conccrncd 
that thcsc proposcd rulcs will crcate additional lack of access to quality health care for my patients. 

As an athlct~c traincr, I am qualified to pcrfon physical mcdicine and rehabilitation scrvices, which you know is not the same as physical therapy. My education, 
clinical cxpcricncc. and national certification exam cnsure that my patients reccivc quality health care. State law and hospital medical professionals have deemed 
mc qualified to pcr fon  thcse scrvices and thcse proposcd regulations attempt to circumvent those standards. 

Thc lack of acccss and workforce shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be 
conccrncd with thc hcalth of Americans, especially those in rural areas, to further restrict their ability to receive those services. The flexible current standards of 
staffing in hospitals and other rehabilitation facilities are pertinent in ensuring patients receive the best, most cost-effective treatment available. 

Since CMS scems to have come to thcsc proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the 
rccommcndations of those professionals that are tasked with overseeing the day-to-day health care needs of their patients. I respectfully rcquest that you withdraw 
thc proposcd changes rclated to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility. 

Sinccrcly. 

Pcrsis Flor. MS ATC 
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Submitter : Dr. James Earley 

Organization : Dr. James Earley 

Category : Physician 

Issue AreasiComments 

Date: 08/28/2007 

Payment For Procedures And 
Services Provided In ASCs 

Payment For Procedures And Services Provided In ASCs 

Lcslie V. Norwalk, Esq. 
Acting Administrator 
Ccntcrs for Medicarc and Medicaid Services 
Attcntion: CMS- 1385-P 
P.O. Box 801 8 
Baltimorc. MD 2 1244-80 18 

Rc: CMS-1385-P 
Anesthcsia Coding (Part of 5-Ycar Rcvicw) 

Dcar Ms. Norwalk: 

1 am writing to express my strongest support for the proposal to increase anesthesia paymcnts under thc 2008 Physician Fee Schedule. I am grateful that CMS has 
rccognizcd thc gross undcrvaluation of anesthesia services, and that the Agcncy is taking steps to address this complicated issue. 

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to 
other physician scrviccs. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 per unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
arcas with disproportionately high Medicare populations. 

In an cffort to rectify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undcrvaluation of ancsthcsia services. I am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the 
RLJC s recommendation. 

To cnsure that our patients havc access to expcrt anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register 
by fully and immcdiatcly implcmcnting the anesthcsia conversion factor incrcase as recommended by the RUC. 

Thank you for your consideration of this serious matter. 

James R. Earlcy, M.D. 
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Submitter : Miss. Catherine Bowen 

Organization : Miss. Catherine Bowen 

Category : Other Health Care Professional 

Issue AreasIComments 

Date: 08/28/2007 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

Dcar Sir or Madam: 

Three months ago 1 became a certified athletic trainer. The preparation to take the certification cxam was a long, intense, but worthwhile process. Thanks to the 
good preparation I was given, 1 was able to pass the board of certification exam on the first attempt. 1 believe an athletic training undergraduate program is one of 
thc most rigorous programs a university can offer. I graduated from my program with a great deal of diagnostic and medical knowledge. I am currently finishing 
my second undcrgraduatc degree in secondary education. My specific area is life science. Many of the courses I have taken for the science education degree have 
also included students from medical pre-professional programs. I have had many conversations with these students and have found that athletic uainers receive 
the most extensive knowledge of the human body and medicine than any other undergraduate student. I realize these other students go on to learn much about 
medicine in their graduate programs, but athletic trainers are very qualified to work as allied health care professionals after their undergraduate studies. 

I am writing today to voicc my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and 
facilities proposcd in 1385-P. 

While 1 am concerned that these proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, I am more concerned 
that thcsc proposed rules will create additional lack of access to quality health care for my patients. 

As an athlctic trainer, 1 am qualified to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My education, 
clinical cxpericncc, and national ccrtification exam ensure that my patients receive quality health care. State law and hospital medicaI professionals have deemed 
mc qualified to perform these sc~vices and these proposed regulations attempt to circumvent those standards. 

The lack of access and workforce shortage to fill therapy positions IS widely known throughout the industry. It is irresponsibIe for CMS, which is supposed to be 
conccmed with the hcalth of Americans, especially those in rural areas, to further restrict their ability to receive those services. The flexible current standards of 
staffing in hospitals and other rehabilitation facilities are pertinent in ensuring patients receive the best, most cost-effective treatment available. 

Sincc CMS scems to havc come to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the 
rccommcndations of thosc professionals that are tasked with overseeing the day-to-day health care needs of heir patients. I respectfully request that you withdraw 
thc proposcd changcs relatcd to hospitals, ~ 1 x 1  clinics, and any Medicare Part A or B hospital or rehabilitation facility. 

Sinccrely, 

Catherinc Bowcn. ATC 
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Submitter : Miss. Dusti O'Berry 

Organization : Department of Veterans Affairs-Alvin C. York VAMC 

Category : Other Health Care Professional 

Issue AreasIComments 

GENERAL 

Date: 08/28/2007 

GENERAL 

RE: Docket #1385-P Therapy Standards and Requirements, Physician Self-Referral Provisions 

BRIEF INTRO ABOUT SELF:Name: Dusti J. O'Bcny. Place of Practice: Alvin C. York VAMC Registered Kinesiotherapist. Provide broad scope of therapies 
to all Veterans including acute and long term psychology involvement in exercise, Drug and Alcohol Abuse Programs, Outpatient Exercise Clinics, Pcrsonalizcd 
excrcisc instmction, Prosthetic/Orthotic equipment evaluations, gait training acute and chronic cardiac, stroke and debility rehabilitation, participating providcr in 
the MOVE! cxercisc program. Graduate of The University of Southern Mississippi, B.S. degree in Health and Human Pcrformance Emphasis: Kinesiotherapy. 
Rcgistcred Kinesiothcrapist, member of the AKTA in activc/good standing since 2003. 

1 am writing today to voice my opposition to the proposcd therapy standards and requirements in rcgards to the staffing provisions for rehabilitation in hospitals 
and othcr facilities proposcd in Fcderal Rcgistcr issuc #1385-P. As a Kincsiothcrapist, I would be cxcluded from providing physical medicinc and rehabilitation 
scrviccs under thcsc rules. 

I am conccrncd that thcse proposed rules will create additional lack of access to quality health care for my paticnts. This is particularly important because my 
collcagucs and I work with many wounded Vetcrans, an increasing numbcr of whom are expected to receivc scrvices in the privatc market. Thcse Medicare rules 
will have a detrimental effect on all commercial-pay patients bccausc Medicare dictatcs much of health care business practices. 

I bclicvc thcsc proposed changes to the Hospital Conditions of Participation have not received the proper and usual vetting. CMS has offered no reports as to why 
thcsc changcs arc necessary. Thcre have not been any reports that address the serious economic impact on Kinesiotherapists, projected increases in Medicare costs 
or patient quality. safcty or acccss. What is driving these significant changes? Who is demanding these? 

As a Kincsiothcrapist, I am qualified to perform physical medicine and rehabilitation services. My education, clinical experience, and Registered status insure that 
my paticnts reccivc quality hcalth care. Hospital and other facility medical professionals have deemcd me qualified to perform these services and these proposcd 
regulations attcmpt to circumvcnt those standards and accepted practices. 

Thc lack of acccss and workforce shortage to fill therapy positions is widely known throughout the health carc indusay. It is irresponsible for CMS to further 
rcstnct PMR serviccs and specialized professionals. 

It is irrcsponsiblc for CMS, which is supposed to be concerned with the hcalth of Americans, especially those in rural areas, to further restrict their ability to 
rcccivc thosc scrviccs. Since CMS seems to have comc to these proposed changes without clinical or financial justification, I would strongly encourage the CMS 
to rcconsidcr thcse proposed rulcs. Leave mcdical judgments and staffing decisions to the professionals. I respectfully request that you withdraw thc proposcd 
changcs rclatcd to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility. 

Sinccrcly, 

Dusti J .  O'Bcny, RKT 
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Submitter : Mrs. Marilyn Houck 

Organization : Mercersburg Academy 

Category : Other Health Care Professional 

Issue Areas/Comments 

Date: 08/28/2007 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

To whom it may concern: 

I am a NATA Ccrtified Athletic Trainer working in a private high school setting for 21 years. I am responsiblc for the immediate care, treatment and rehabilitation 
for approximately 275 high school athletes. My education has consisted of 6 years of coursework and training under qualified NATA Certified Athletic Trainers. 

1 am writing today to voicc my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and 
facilitics proposed in 1385-P. 

While I am conccrncd that thcse proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, I am more concerned 
that thcsc proposcd rulcs will crcatc additional lack of access to quality health care for my patients. 

As an athlctic traincr, I am qualificd to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My education, 
clinical cxpcricncc, and national ccrtifieation exam ensure that my paticnts receive quality health care. State law and hospital medical professionals have dcemed 
mc qualificd to pcrform thcse scrviccs and these proposed regulations attempt to circumvent those standards. 

Thc lack of acccss and workforce shortage to fill thcrapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be 
conccrncd with thc health of Americans, especially those in rural areas, to further restrict thcir ability to receive those services. The flexible current standards of 
staffing in hospitals and other rehabilitation facilities are pertinent in ensuring patients receive the best, most cost-effective treatment available. 

Sincc CMS sccms to havc comc to thcse proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the 
rccommcndations of thosc professionals that are tasked with ovcrseeing the day-to-day health care needs of their patients. I respectfully request that you w~thdraw 
thc proposcd changcs rclatcd to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation faciIity. 

Sinccrcly. 

Marilyn Houck, ATC, MSE 
Hcad Athlctic Traincr 
Mcrccrsburg Acadcmy 
300 E. Scminary St. 
Mercersburg, PA 17236 
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Submitter : Philip Keith 

Organization : Cornerstone University 

Category : Physical Therapist 

Issue AreasIComments 

Date: 08/28/2007 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

Dear Sir or Madam: 

My name is Philip Keith. I am employed as a Certified Athletic Trainer at Comerstone University in Grand Rapids, Michigan. I have A MS in Education and a 
BS in Sports Medicine. I am certified by the National Athletic Trainers' Association and the National Strength and Conditioning Association. 

I am writing today to voice my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and 
facilities proposcd in 1385-P. 

Whilc I am concemcd that thcse proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, I am more concerned 
that thesc proposed rulcs will crcate additional lack of acccss to quality health care for my patients. 

As an athletic traincr, I am qualified to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My education, 
clinical cxperience, and national certification cxam ensure that my patients rcceive quality health care. State law and hospital medical professionals have deemed 
me qualified to pcrform these services and these proposed regulations attempt to circumvent those standards. 

The lack of access and workforce shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be 
concemed with the health of Americans, especialIy those in rural areas, to further restrict their ability to receive those services. The flexible current standards of 
staffing in hospitals and other rehabilitation facilities are pertinent in ensuring patients receive the best, most cost-effective treatment available. 

Since CMS secms to have come to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the 
recommendations of those professionals that are tasked with overseeing the day-to-day health care needs of their patients. I respectfully request that you withdraw 
the proposcd changes related to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation faciliry. 

Sincercly, 

Philip ~ c i t h  MS. ATC. CSCS 
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Submitter : Mr. Richard Frazee Date: 08/28/2007 

Organization : University of West Florida 

Category : Academic 

Issue Areas/Comments 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

Dear Sir or Madam: 
I am a ccrtified arthletic and have been involved in the education of entry-Ievcl athletic baincrs for the past twenty years. I am very proud of the contributions that 
our profession makes toward the delivery of quality health care to all levels of physically activc individuals. The athletic training profession has long been 
rccognizcd as ahighly qualified provider of healthcarc. 
I am writing today to voice my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and 
facilities proposcd in 1385-P. 
While I am conccrncd that thcse proposcd changes to the hospital Conditions of Participation havc not rcceived the proper and usual vetting, I am more concerned 
that thcse proposcd rules will crcatc additional lack of acccss to quality health care for my patients. 
As an athlctic traincr, I am qualificd to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My education. 
clinical cxpcricncc, and national certification exam ensurc that my patients rcccivc quality hcalth cam. State law and hospital medical profess~onals have dcemcd 
mc qualificd to pcrfonn thcsc scrvices and thcsc proposed regulations attempt to circumvent thosc standards. 
Thc lack of acccss and workforcc shortage to fill therapy positions is widcly known throughout the industry. It is irresponsible for CMS, which is supposed to be 
conccrncd with thc health of Americans, especially those in rural areas, to further restrict their ability to receive thosc services. The flexible current standards of 
staffing in hospitals and othcr rehabilitation facilities are pertinent in ensuring patients receive thc best, most cost-effective treatmcnt available. 
Since CMS sccms to havc comc to thcse proposcd changes without clinical or financial justification, I would strongly encourage thc CMS to consider the 
rccommcndations of thosc profcssionals that are tasked with ovcrsecing the day-to-day health care needs of their patients. I respectfully request that you withdraw 
thc proposcd changes related to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility. 
Sinccrcly, 
Richard Frazcc, ATC, LAT 
Program Director. Athletic Training Education 
University of Wcst Florida 
Building 72. Room 247 
Pcnsacola FL 32514 
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Submitter : Dr. Jason Mclntyre, DPT, ATC 

Organization : UPMC Sports Medicine and UPMC Braddock Hospital 

Category : Other Practitioner 

Date: 08/28/2007 

Issue Areas/Comments 

GENERAL 

GENERAL 

Dcar Sir or Madam: 

I'm a doctor of physical therapy and certificd athletic trainer working in Pittsburgh, PA. My physical therapy patients have benefited from the access to Certified 
Athlctic Traincn as supplemental staff in the outpatient physical therapy clinic. Certified Athletic Trainen (ATC's) are highly skilled in rehab exercise and 
modalities and are much more useful aidcs in the clinic than uncertified physical therapy aidcs that are usually undergraduates in college seeking clinical 
obscrvation expcricncc. 

I am writing today to voice my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and 
facilitics proposcd in 1385-P. 

Whilc I am conccmed that thesc proposed changes to the hospital Conditions of Participation have not received the propcr and usual vetting, I am more concerned 
that thesc proposed rules will create additional lack of access to quality health care for my patients. 

As an athlctic traincr. I am qualified to perform physical medicinc and rchabilitation services, which you know is not the same as physical therapy. My education, 
clinical experience, and national certification exam ensure that my patients reccive quality health care. State law and hospital medical professionals have deemed 
me qualified to perform these services and these proposed regulations attempt to circumvent those standards. 

Thc lack of acccss and workforce shortage to fill therapy positions is widcly known throughout the industry. It is irresponsible for CMS, which is supposed to be 
concemcd with thc health of Americans, especially those in rural areas, to further restrict their ability to receive those services. The flexible current standards of 
staffing in hospitals and othcr rchabilitation facilities are pertinent in ensuring patients receive the best, most cost-effective treatment available. 

Sincc CMS secms to have come to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the 
rccornmendations of those professionals that are tasked with overseeing the day-to-day health care needs of their patients. I respectfully request that you withdraw 
thc proposcd changcs rclatcd to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility. 

Sincerely. 

Dr. Jason Mclntyrc, DPT, ATC 
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Submitter : Dr. Mary Ellen Raux 

Organization : Dr. Mary Ellen Raux 

Category : Physician 

Issue Areas/Comments 

GENERAL 

Date: 08/28/2007 

GENERAL 

Lcslic V. Norwalk, Esq. 
Acting Administrator 
Ccnters for Mcdicare and Medicaid Scrviccs 
Attcntion: CMS- 1385-P 
P.O. Box 8018 
Baltimore, MD 21 244-8018 

Rc: CMS- 1385-P 
Anesthcsia Coding (Part of 5-Ycar Revicw) 

Dcar Ms. Norwalk: 

I am writing to cxprcss my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. I am grateful that CMS has 
recognized thc gross undervaluation of anesthesia services, and that the Agency is taking steps to address this complicated issue. 

Whcn the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to 
othcr physician serviccs. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 per unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
arcas with disproportionately high Medicare populations. 

To cnsurc that our paticnts havc acccss to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register 
by fully and immcdiatcly implementing the anesthesia convcrsion factor increase as recommended by the RUC. 

Thank you for your considcration of this serious matter. 

Sinccrcly, 

Mary Ellcn Raux, M.D. 
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Submitter : 

Organization : Alvin C. York V. A. Medical Center 

Category : Other Health Care Professional 

Issue AreasIComments 

Date: 08/28/2007 

GENERAL 

GENERAL 

BRIEF INTRO ABOUT SELF: Tammy Burton, Alvin C. York VAMC. I am a Registered Kinesiotherapist with a BS in Exercise Physiologist. 
Place of Practice: Alvin C. York VAMC Registered Kinesiotherapist. Provide broad scope of therapies to all Veterans including acute and long term psychology 
involvement in exercise, Drug and Alcohol Abuse Programs. Outpatient Exercise Clinics, Personalized exercise instruction, ProstheticfOrthotic equipment 
evaluations, gait training acute and chronic cardiac, stroke and debility rehabilitation, participating provider in the MOVE! exercise program. Registered 
Kinesiotherapist, member of thc AKTA in activefgood standing since 1990. 

I am writing today to voicc my opposition to the proposed therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals 
and othcr facilities proposcd in Fedcral Rcgister issue #1385-P. As a Kinesiotherapist, I would be excluded from providing physical medicine and rehabilitation 
services undcr thcsc rulcs. 

I am conccrncd that thesc proposcd rules will create additional lack of access to quality health care for my patients. This is particularly important because my 
colleagues and I work with many wounded Veterans, an increasing number of whom are expected to receive services in the private market. These Medicare rules 
will havc a dchhental effect on all commercial-pay patients because Medicare dictates much of health care business practices. 

I bclievc thcsc proposed changes to the Hospital Conditions of Participation have not received the proper and usual vetting. CMS has offered no reports as to why 
thcsc changcs are necessary. There have not been any reports that address the serious economic impact on Kinesiotherapists, projected increases in Medicare costs 
or paticnt quality, safcty or acccss. What is driving these significant changes? Who is demanding these? 

As a Kinesiothcrapist, I am qualified to perform physical medicine and rehabilitation services. My education, clinical experience, and Registered status insure that 
my paticnts rcccivc quality hcalth care. Hospital and other facility medical professionals have deemed me qualified to perform these services and thcse proposed 
rcgulations attcmpt to circumvent those standards and accepted practices. 

Thc lack of acccss and workforce shortage to till therapy positions is widcly known throughout the health care industry. It is irresponsible for CMS to further 
rcstrict PMR scrviccs and spccializcd professionals. 

It is irrcsponsiblc for CMS, which is supposed to be concerned with the health of Americans, especially those in rural areas, to further restrict their ability to 
rcccivc thosc scrviccs. Since CMS scems to have come to these proposed changes without clinical or financial justification, I would strongly encourage the CMS 
to reconsider thcsc proposcd rules. Leave medical judgments and staffing decisions to the professionals. I respectfully request that you withdraw the proposed 
changes related to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility. 

Sincerely, 
Tammy Burton, RKT 
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Submitter : Mrs. Susan Houck 

Organization : OUHSC Department of Anesthesiology 

Category : Individual 

Issue Areas/Comments 

Date: 08/28/2007 

Medicare Economic lndex (MEI) 

Medicare Economic lndex (MEI) 

Lcslic V. Norwalk, Esq. 
Acting Administrator 
Ccntcrs for Medicare and Medicaid Scrvices 
Attention: CMS-1385-P 
P.O. Box 8018 
Baltimore. MD 2 1244-801 8 

Re: CMS-I 385-P 

Anesthesia Coding (Part of 5-Ycar Review) 

Dcar Ms. Norwalk: 

1 am writing to express my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. I am grateful that CMS has 
rccognizcd the gross undcrvaluation of anesthesia serviccs, and that the Agency is taking steps to address this complicated issue. 

When thc RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to 
othcr physician scrviccs. Today. more than a decade since the RBRVS took effect, Medicare payment for anesthcsia services stands at just $16.19 per unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
arcas with disproportionately high Mcdicarc populations. 

In an cffort to rectify this untenable situat~on, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work 
undervatuation a move that would result in an increase of nearly $4.00 per anesthesia unlt and serve as a major step forward in correcting the long-standing 
undcrvaluation of anesthesia serviccs. I am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the 
RUC s recommendation 

To ensure that our paticnts have access to cxpert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register 
by fully and immcdiatcly implementing the anesthesia conversion factor increase as recommended by the RUC. 

Thank you for your consideration of this serious matter. 

Susan Houck 
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Submitter : Ms. LEESA DAVIS Date: 08/28/2007 

Organization : AANA 

Category : Other Health Care Professional 

Background 

Background 

August 20,2007 
Office of thc Administrator 
Centers for Medicarc & Medicaid Serviccs 
Dcpartmcnt of Hcalth and Human Serviccs 
P.O. Box 801 8 RE: CMS 1385 P (BACKGROUND, IMPACT) 
Baltimore, MD 21244 801 8 ANESTHESIA SERVICES 

Dcar Administrator: 

As a mcmbcr of thc Amcrican Association of Nurse Anesthetists (AANA), I writc to support the Centers for Medicare & Medicaid Services (CMS) proposal to 
boost the value of anesthesia work by 32%. Under CMS proposed rule Medicare would increase the anesthesia conversion factor (CF) by 15% in 2008 compared 
w~th current levels. (72 FR 381 22,7/12/2007) If adopted, CMS proposal would help to ensure that Certified Registered Nurse Anesthetists (CRNAs) as 
Mcdicare Part B providers can continue to provide Medicare beneficiaries with access to anesthesia services. 

This increase in Medicare payment is important for several reasons, 

? First, as the AANA has previously stated to CMS, Medicare currently under-reimburses for anesthesia services, putting at risk the availability of anesthesia and 
othcr hcalthcare services for Medicare beneficiaries. Studies by the Medicare Payment Advisory Commission (MedPAC) and others have demonstrated that 
Mcdicarc Part B reimburses for most services at approximately 80% of private market rates. but reimburses for anesthesia services at approximately 40% of private 
market rates. 
'? Second. this proposed rule reviews and adjusts anesthesia services for 2008. Most Part B providers services had been reviewed and adjusted in previous years, 
cffcctivc January 2007. Howcvcr, the value of anesthesia work was not adjusted by this process until this proposed rule. 
? Third, CMS proposed change in the relative value of anesthesia work would help to correct the value of anesthesia services which have long slipped behind 
inflationary adjustrncnts. 

Additionally. if CMS proposed change is not enacted and if Congress fails to reverse the 10% sustainable growth rate (SGR) cut to Medicare payment, an average 
12-unit ancsthesia scrvice in 2008 will be reimbursed at a rate about 17% below 2006 payment levels, and morc than a third below 1992 payment levels (adjusted 
for inflation). 

America s 36,000 CRNAs provide some 27 million anesthetics in the U.S. annually, in every setting requiring anesthesia services, and are the predominant 
ancsthesia providcrs to rural and medieally underserved America. Medicare patients and healthcare delivery in the U.S. depend on our services. The availability of 
anesthesia services depends in part on fair Medicare payment for them. I support the agency s acknowledgement that anesthesia payments have been undervalued, 
and its proposal to increase the valuation of anesthesia work in a manner that boosts Medicare anesthesia payment. 

Sinccrcly, 

LEESA F. DAVIS. BSN,MSN,CRNA 
338 COLINWOOD DRIVE 
FAYETTEVILLE. NORTH CAROLINA 28303 
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Submitter : Dr. Francis kumar 

Organization : ouhsc 

Category : Physician 

Issue AreasIComments 

Date: 08/28/2007 

Impact 

Impact 

would you plcasc compensate for anesthesia scviccs thm Medicare? we need your help. Pay increase will help residency programs 
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Submitter  : Randy Biggerstaff Date: 08/28/2007 

Organization : Lindenwood University 

Category : O t h e r  Health C a r e  Provider 

Issue Areas/Comments 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

Dear Sir or Madam: 
I am aCertified Athletic Training that works in the educational world preparing athletic training students to enter the job market. I have been the Program 
Director at Lindenwood University for the last 10 years. My previous employment, for 20 years, was in the clinical setting working on physically active 
individuals. I was onc of the first Certified Athletic Trainers to work in the clinical setting. 
1 am writing today to voice my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and 
facilities proposed in 1385-P. 
Whilc 1 am concerncd that these proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, I am more concerned 
that these proposcd mlcs will crcatc additional lack of access to quality health care for my patients. 
As an athletic traincr, I am qualified to perform physical medicinc and rehabilitation services, which you know is not the same as physical therapy. My education, 
clinical cxpcricncc, and national certification exam enswe that my patients receive quality health care. State law and hospital medical professionals have deemed 
me qualificd to pcrform these scn;ices and these proposed regulations attempt to circumvent those standards. 
Thc lack of access and workforce shortage to f i l l  thaapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be 
concerncd with the health of Americans, especially those in rural areas, to further restrict their ability to rcceive those services. The flexible current standards of 
staffing in hospitals and other rehabilitation facilities are pertinent in ensuring patients reccive the best, most cost-effective treatment available. 
Since CMS sccms to have come to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the 
rccommcndations of those professionals that are tasked with overseeing the day-to-day health care needs of their patients. 1 respccffilly request that you withdraw 
the proposcd changes related to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility. 
Sinccrcly, 
Randy L. Biggcrstaff, MS, ATC, LAT 
Manager Hcalth Science Department 
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Submitter : Mr. Donnie McCoy 

Organization : Mr. Donnie McCoy 

Category : Individual 

Issue Areas/Comments 

Date: 08/28/2007 

GENERAL 

GENERAL 

Dear Ms. Norwalk: 

1 am writing to cxpress my strongest support for the proposal to inereasc anesthesia payments under the 2008 Physician Fee Schedule. I am grateful that CMS has 
rccognizcd the gross undervaluation of anesthesia services, and that the Agency is taking steps to address this complicated issue. 

Whcn thc RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to 
othcr physician services. Today, more than a dccadc since the RBRVS took effect, Medicare payment for anesthesia services stands at just $1 6.19 per unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
areas with disproportionately high Medicarcpopulations. 

In an cffort to rcctify this untenable situation, the RUC recommendcd that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work 
undervaluat~on a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undcrvaluation of ancsthesia services. I am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the 
RUC s recommendation. 

To cnsurc that our paticnts have access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register 
by fully and immediatcly implementing the anesthesia conversion factor increase as recommended by the RUC. 

Thank you for your consideration of this serious matter. 
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Submitter : Mr. Kyle Stanley 

Organization : Mr. Kyle Stanley 

Category : Other Health Care Professional 

Issue ~ r k a s ~ ~ o m m e n t s  

Date: 08/28/2007 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

Dear Sir or Madam: 

MY name is Kylc Stanley. I am a NATA board certified athletic trainer that acquired my degree from Washington State University. I currently work at Virginia 
Mason Medical Ccnter, and Scanle University, both in Scanle Washington. As a certified athletic traincr(soon to be licenced in Washington State per a recently 
passcd 1aw)at Seanlc University it is my responsibility to prevent, treat and rehabilitate injuries that athletes incur during regular practices and competitive events. 
In thc hospital I am involvcd with the Physical Medicine and Rehabilitation program whcrc I work side by side with both physical and occupational therapists in 
the Work Conditioning Program. 

1 am writing today to voice my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and 
facilities proposcd in 1385-P. 

Whilc I am conccmcd that thcse proposed changes to the hospital Conditions of Participation have not received the proper and usual vening, 1 am more concerned 
that these proposcd rules will create additional lack of acccss to quality health care for my patients. 

As an athlctic trainer, 1 am qualified to perform physical medicine and rehabilitation services, which you know is not thc same as physical therapy. My education, 
clinical cxpcricncc, and national certification exam ensure that my patients receive quaIity health care. Statc law and hospital medical professionals have deemed 
mc qualificd to pcrform these services and these proposed regulations attempt to circumvent those standards. 

Thc lack of acccss and workforce shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be 
conccrncd with thc hcalth of Americans, especially those in rural areas, to further restrict their ability to receive those services. The flexible current standards of 
staffing in hospitals and othcr rehabilitation facilities arc pertinent in ensuring patients receive the best, most cost-effective treahncnt available. 

Sincc CMS sccms to havc comc to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the 
rccommendations of those professionals that are tasked with overseeing the day-to-day health care needs of their patients. 1 respectfully request that you withdraw 
the proposcd changcs rclatcd to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility. 

Sincercly, 

Ky lc T Stanley, ATC 
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Submitter : Dr. Michael Mullens 

Organization : UT-Houston Medical School 

Category : Physician 

Issue AreasIComments 

Date: 08l2812007 

GENERAL 

GENERAL 

1 am writing to express my strongest support for the proposal to increaseanesthesia payments under the 2008 Physician Fce Schedule. I am grateful that CMS has 
recognized the gross undervaluation of anesthesia services. and that the Agency is taking steps to address this complicated issue. 

When thc RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to 
other physician services. Today, more than a dccade since the RBRVS took cffcct, Medicare payment for anesthesia services stands at just $16.19 per unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists arc being forced away from 
arcas with disproportionately high Medicare populations. 

In an effort to rectify this untenable situation, the RUC reeommcnded that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undervaluation of ancsthcsia services. I am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the 
RUC s reeommendation. 

To ensure that our patients have access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register 
by fully and immediately implementing the anesthesia conversion factor increase as recommended by the RUC. 

Thank you for your consideration of this serious matter. 
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Submitter : Dr. Jane Fitch 

Organization : OUHSC 

Category : Physician 

Date: 08/28/2007 

Issue Areas/Comments 

GENERAL 

GENERAL 

I am writing to express my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. I am grateful that CMS has 
recognized thc gross undcrvaluation of anesthesia services, and that the Agency is taking steps to address this complicated issue. 

When the RBRVS was institutcd, it creatcd a hugc payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to 
othcr physician services. Today. morc than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 per unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
areas with disproportionately high Medicare populations. 

In an effort to rectify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undervaluation of anesthesia services. I am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the 
RUC s recommendat~on. 

To ensure that our patients have access to expert anesthesiology medical care, it is imperative that CMS foIlow through with the proposal in the Federal Register 
by fully and immediately implementing the anesthesia conversion factor increase as recommended by the RUC. 

Thank you for your consideration of this serious matter. 

I chair an acadcmic anesthesiology program and we are having difficulty fulfilling our academic mission of training the next generation of anesthesiologist, in part 
to thc inadcquatc rcimbunement. Please increase the anesthesia conversion factor. 
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Submitter : Dr. francis kumar 

Organization : ouhsc 

Category : Physician 

Issue AreasIComments 

Date: 08/28/2007 

GENERAL 

GENERAL 

1 am writing to cxpress my strongcst support for the proposal to increase ancsthesia payments under the 2008 Physician Fee Schedule. I am grateful that CMS has 
recognized thc gross undervaluation of anesthesia services, and that the Agency is taking steps to address this complicated issue. 

Whcn thc RBRVS was institutcd, it created a huge payment disparity for ancsthesia care, mostly due to significant undervaluation of anesthesia work compared to 
othcr physician scrviccs. Today, more than a decade sincc the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 per unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
areas with dispropomonatcly high Medicarc populations. 

In an effort to rectify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undcrvaluation of ancsthesia services. I am pleased that the Agency accepted this recommendation in its proposed rule, and 1 support full implementation of the 
RUC s recommendation. 

To ensure that our patients have access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register 
by fully and immediately implementing the anesthcsia conversion factor increase as recommended by the RUC. 

Thank you for your considcration of this serious mattcr. 
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Submitter : Jeffery Potthoff 

Organization : Advanced Sports Medicine and Orthopaedics 

Category : Other Health Care Professional 

Issue Areas/Comments 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

Dcar Sir or Madam: 

Date: 08/28/2007 

I am a Ccrtifred Athletic Traincr and Surgical Technologist working in San Antonio TX. 

I am writing today to voice my opposition to the thcrapy standards and requircmcnts in rcgards to the staffing provisions for rehabilitation in hospitals and 
facilities proposcd in 1385-P. 

Whilc 1 am conccrncd that thcsc proposcd changes to the hospital Conditions of Participation have not received the proper and usual vetting, I am more concerncd 
that thesc proposcd rulcs will create additional lack of acccss to quality health care for my patients. 

As an athlctic trainer, 1 am qualificd to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My education, 
clinical experience, and national certification exam ensure that my paticnts receive quality health care. State law and hospital medical professionals have deemed 
mc qualificd to perform these serviccs and these proposed regulations attempt to circumvent those standards. 

Thc lack of acccss and workforce shortage to fill thcrapy positions is widcly known throughout the industry. It is irresponsible for CMS, which is supposed to be 
conccrncd with thc hcalth of Americans, especiaIly those in rural areas, to further rcstrict their ability to receive those services. The flexible currcnt standards of 
staffing in hospitals and other rehabilitation facilities are pertinent in ensuring patients receive the best, most cost-effective trcahnent available. 

Sincc CMS secms to havc come to these proposed changes without clinical or financial justification. I wouId strongly encourage the CMS to consider the 
rccommcndations of those profcssionaIs that arc tasked with overseeing the day-to-day health care needs of their patients. I rcspectfUlly request that you withdraw 
thc proposcd changcs rclatcd to hospitals, rural clinics, and any Mediearc Part A or B hospital or rehabilitation facility. 

Sinccrely. 

Jcffcry L Potthoff, ATC, LAT, CST 
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Submitter : Dr. Stephen J Copeland 

Organization : Anesthesiology -Wake Forest University 

Category : Physician 

Issue AreasIComments 

Date: 08/28/2007 

GENERAL 

GENERAL 
ATTENTI0N:CMS-I 385-P 
I strongly support implementation of RUCs recommendation to increase anesthesia payments under 2008 Physician Fee Schedule. Thank you. 

Stephen I Copeland, MD 
Assistant Professor of Anesthesiology 
Wake Forest University School of Medicine 
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Submitter : Mr. melvin johnson 

Organization : melvin johnson 

Category : Individual 

Issue Areas/Comments 

Date: 08/28/2007 

GENERAL 

GENERAL 
Leslie V. Norwalk, Esq. 
Acting Administrator 
Ccntcrs for Mcdicare and Mcdicaid Services 
Attcntion: CMS-1385-P 
P.O. Box 80 18 
Baltimorc, MD 2 1244-80 18 

Re: CMS-1385-P 

Anesthesia Coding (Part of 5-Ycar Review) 

Dear Ms. Norwalk: 

I am writing to cxpress my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. I am grateful that CMS has 
recognized the gross undcrvaluation of ancsthcsia services, and that the Agency is taking steps to address this complicated issue. 

When thc RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to 
othcr physician serviccs. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 per unit. This 
amount does not cover the cost of caring for our nation s senlors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
arcas with disproportionately high Mcdicare populations. 

In an effort to rcctify this untenable situation, the RUC recommcndcd that CMS increasc the anesthesia conversion factor to offset a calculated 32 percent work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undcrvaluation of ancsthcsia serviccs. I am plcased that the Agency acceptcd this rccommendation in its proposed rulc, and 1 support full implementation of the 
RUC s recommendation. 

To cnsurc that our patients havc acecss to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register 
by fully and immediately implementing the anesthesia conversion factor incrcase as recommended by the RUC. 

Thank you for your considcration of this serious matter. 

Sincerely, 
Melvin Johnson 
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Submitter : Dr. Marcy Taylor 

Organization : Anesthesia Consultants of Indianapolis 

Category : Physician 

Issue Areas/Comments 

Date: 08/28/2007 

GENERAL 

GENERAL 

Leslic V. Nonvalk, Esq. 
Acting Administrator 
Centers for Medicare and Medicaid Services 
Attention: CMS- 1385-P 
P.O. Box 80 18 
Baltimore, MD 2 1244-80 18 

Rc: CMS-I 385-P 

Ancsthcsia Coding (Pan of 5-Ycar Rcvicw) 

Dcar Ms. Nonvalk: 

1 am writing to cxpress my strongcst support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. I am grateful that CMS has 
rccognizcd thc gross undervaluation of anesthesia services, and that the Agency is taking steps to address this complicated issue. 

Whcn thc RBRVS was instituted, it created a huge payment disparity for ancsthesia care, mostly due to significant undervaluation of anesthesia work compared to 
othcr physician scrvices. Today, more than a decade since the RBRVS took effect. Medicare payment for anesthesia services stands at just $16.19 per unit. This 
amount does not cover the cost ofcaring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
arcas with disproponionatcly high Medicare populations. 

In an cffort to rcctify this untenable situation, the RUC recomrnendcd that CMS increase the ancsthesia conversion factor to offset a calculated 32 percent work 
undervaluation a move that would result in an increase of nearly $400 per anesthesia unit and serve as a major step fonvard in correcting the long-standing 
undcrvaluation of ancsthcsia scrvices. I am pleased that the Agcncy acceptcd this rccommcndation in its proposed rule. and I support full implcmcntation of the 
RUC s recommendation. 

To cnsurc that our paticnts have access to cxpcn anesthesiology medical care, it is imperativc that CMS follow through with the proposal in the Federal Register 
by fully and immcd~atcly implementing the ancsthesia conversion factor increase as recommended by the RUC. 

Thank you for your considcration of this serious mattcr. 

Marcy Taylor, M.D. 
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Submitter : Mrs. Sandra Weems 

Organization : Mrs. Sandra Weems 

Category : Individual 

Issue AreasIComments 

Date: 08/28/2007 

GENERAL 

GENERAL 

Dear Ms. Notwalk: 

I am writing to cxprcss my strongest support for thc proposal to increase ancsthesia payments under the 2008 Physician Fee Schedule. I am grateful that CMS has 
rccognizcd thc gross undervaluation of anesthcsia scrviccs, and that the Agency is taking stcps to address this complicated issuc. 

Whcn thc RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to 
other physician scrviccs. Today, more than a decadc since the RBRVS took effect, Medicare payment for anesthcsia services stands at just $16.1 9 per unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system In which anesthesiologists are be~ng forced away from 
arcas with disproportionately high Medicarc populations. 

In an effort to rcctify this untcnablc situation, the RUC recommendcd that CMS increase the ancsthcsia conversion factor to offset a calculated 32 percent work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undervaluation of ancsthesia services. I am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the 
RUC s recommendation. 

To cnsure that our patients have access to expert anesthesiology mcdical care, it is imperative that CMS follow through with the proposal in the Fcderal Register 
by fully and immediately implementing the anesthcsia conversion factor increase as recommended by the RUC. 

Thank you for your considcration of this serious matter. 
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Submitter : Dr. mark willis 

Organization : anesthesia consultants medical group 

Category : Physician 

Date: 08/28/2007 

Issue AreasIComments 

GENERAL 

GENERAL 

Leslic V. Nowalk, Esq. 
Acting Administrator 
Ccnters for Mcdicarc and Mcdicaid Services 
Attention: CMS-1385-P 
P.O. Box 80 18 
Baltimore, MD 2 1244-8018 

Rc: CMS-I 385-P 
Ancsthcsia Coding (Part of 5-Ycar Rcview) 

Dcar Ms. Nowalk: 

1 am writing to cxpress my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. I am grateful that CMS has 
rccognizcd the gross undervaluation of anesthesia services, and that the Agency is taking steps to address this complicated issue. 

Whcn the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to 
othcr physician serviccs. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia serviees stands at just $16.19 per unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
arcas with disproportionatcly high Medicare populations. 

In an effort to rcctify this untenable situation, the RUC rccommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undervaluation of ancsthcsia serviees. 1 am pleased that thc Agency accepted this recommendation in its proposcd rule, and I support full implementation of the 
RUC s recommendat~on. 

To ensurc that our paticnts have access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register 
by fully and immediately implementing the anesthesia conversion factor increase as recommended by the RUC. 

Thank you for your consideration of this serious matter 

Sincerely. 
Mark L. Willis M.D. 
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Submitter : 

Organization : 

Category : Physical Therapist 

Issue AreasIComments 

Date: 08/28/2007 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

Points to consider: 1 .Having separate ownership creates a checks and balance system behveen professionals to determine medical necessity.2.Care under physician 
owncd facilities may allow for potentially unlicensed personnel to perform trcatmcnt due to physician scope to practice.3.When considering that for a surgery to bc 
fully successful, a pt. must return to normal function, why should a physician be allowed to collect off the work that wc arc trained as professional to perform. 
Wc are not eligible, nor should wc be, to collect from the physicians surgery yet we must work hand in hand to achieve the desired outcomes. 
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Submitter : Ms. Colleen Whalin 

Organization : Advantage Physical Therapy 

Category : Other Health Care Professional 
Issue AreasIComments 

Date: 08/28/2007 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

Dear Sir or Madam: 

My name is Colleen Whalin and I am a certified athletic trainer working on an outpatient physical therapy clinic in Ventura, CA. 1 graduated from an accreditied 
athletic training cducation program, from Indiana University and recieved my Masters of Science in Sports Medicine from Oregon State Univecsity. 

1 am writing today to voicc my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and 
facilities proposcd in 1385-P. 

Whilc I am conccmed that thcse proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, 1 am more concerned 
that thcsc proposcd rules will create additional lack of access to quality health carc for my paticnts. 

As an athlctic traincr, I am qualified to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My cducation, 
clinical cxpcricncc, and national certification cxam ensure that my patients receivc quality health care. State law and hospital medical professionals have deemed 
mc qualified to pcrform these services and these proposed regulations attempt to circumvcnt those standards. 

Thc lack of acccss and workforce shortage to fill therapy positions is widcly known throughout the industry. It is irresponsible for CMS, which is supposcd to be 
conccrned with the hcalth of Americans, especially those in mral areas, to funher rcsmct their ability to receive those services. The flexible current standards of 
staffing in hospitals and other rehabilitation facilities are pertinent in ensuring patients rcceivc the best, most cost-effective treatment available. 

Sincc CMS scems to have comc to thcse proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the 
rccommcndations of thosc professionals that arc tasked with overseeing thc day-to-day health care needs of their paticnts. I respectfully request that you withdraw 
thc proposcd changcs rclatcd to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility. 

Sinccrcly. 

Collcen MF Whalin, MS. ATC 
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Submitter : 

Organization : Excel Sports and Physical Therapy 

Category : Comprehensive Outpatient Rehabilitation Facility 

Issue AreaslCornments 

Date: 08/28/2007 

GENERAL 

GENERAL 

Dear Sir or Madam: 

I am a Certificd Athletic Trainer (ATC) in the state of Missouri. I am certified by the National Athletic Trainea' Association Board of Certification and licensed 
in thc state of Missouri. I havc been practicing as an ATC for 10 y c m  and am currently employed in an outpatient injury rehabilitation clinic. I provide medical 
scrviccs to athlctcs at a local high school and coordinate wellness programs to area businesses. 

My cducation consists of a four year, bachelor's degrcc in Athletic TraininglSports Medicine. My education consisted of class instruction in injury evaluation. 
injury rchabilitation, administration, and counseling. 1 reccivcd both classroom instruction and practical instruction through intense hands-on 'clinicals' in which 
I was highly traincd in thc abovc mcntioncd areas. 

I am writing today to voice my opposition to the therapy standards and requircmcnts in regards to the staffing provisions for rehabilitation in hospitals and 
facilities proposed in 1385-P. 

Whilc I am concerned that these proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, 1 am more concerned 
that thcse proposed rulcs will create additional lack of access to quality health care for my patients. 

As an athletic trainer, I am qualified to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My education, 
clinical expericnce, and national certification exam ensure that my patients receive quality health care. State law and hospital medical professionals have deemed 
mc qualified to perform these services and these proposed regulations attempt to circumvent those standards. To disregard Certified Athletic Trainers as 
rchabilitation spccialists. or even as medical professionals (as the American Medical Association has recognized ATC's as), is to completely ignore and deny the 
ATC's cstablishcd qualifications as specialists duc to our high quality education and training. 

Thc lack of acccss and workforce shortage to fill therapy positions is widcly known throughout the industry. It is irresponsible for CMS, which is supposed to be 
conccrncd with thc hcalth of Americans, especially those in rural arcas, to further restrict their ability to receive those services. The flexible current standards of 
staffing in hospitals and other rehabilitation facilities are pertinent in ensuring patients receive the best, most cost+ffectivc treatment available. 

Since CMS scems to have come to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the 
recommendations of thosc professionals that are tasked with overseeing the day-to-day health care needs of their patients. I respectfully request that you withdraw 
the proposed changes related to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility. 

Sincercly, 

Nathan Placc ATC, CSCS 
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Submitter : Mrs. marian maher 

Organization : Bronx VA Medical Center 

Category : Other Health Care Professional 

Issue AreasIComments 

Date: 08/28/2007 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

I am a Registered Kinesiotherapist working for the past 20+ years at the Bronx VA Medical Center. 

I am writing today to voice my opposition to the proposed therapy standards and requirements in regards to thc staffing provisions for rehabilitation in hospitals 
and other facilities proposed in Federal Register issue #1385-P. As a Kinesiotherapist, I would be excluded from providing physical medicine and rehabilitation 
services under thcse nrlcs. 

As a Kincsiothcrapist, I am qualified to perform physical medicine and rehabilitation services. My education, clinical experience, and Registered stahls insure that 
my paticnts rcceivc quality health care. Hospital and other facility medical professionals havc deemed me qualified to perform these services and these proposed 
regulations attcmpt to circumvcnt those standards and accepted practices. 

The lack of acccss and workforce shortagc to fill therapy positions is widely known throughout thc health care industry. It is irresponsible for CMS to further 
rcstrict PMR services and specialized professionals. 

It is irrcsponsiblc for CMS, which is supposed to be concerned with the health of Americans, especially those in rural areas, to further restrict their ability to 
rcccivc thosc services. Since CMS seems to have come to these proposcd changes without clinical or financial justification, I would strongly encourage the CMS 
to reconsidcr thcsc proposed rules. Leave mcdical judgments and staffing decisions to the professionals. I respectfully request that you withdraw the proposed 
changcs relatcd to hospitals, rural clinics, and any Medicarc Part A or B hospital or rehabilitation facility. 

Sinccrcly, 
Marian Maher, RKT 
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Submitter : Dr. Seth Wolin 

Organization : North Castle Chiropractic 

Category : Chiropractor 

Issue Arens/Comments 

Date: 08/28/2007 

GENERAL 

GENERAL 

Regarding the proposed rule in the Federal Rcgister that would eliminate patient reimbursement for X-rays taken by a radiologist or other non-treating physician 
and thcn uscd by a doctor of chiropractic. this rule would serve dual negative purposes. 

First, it would place an undue financial burden on Medicare beneficiaries, andlor CMS. By eliminating reimbursement for x-rays taken by a radiologist on 
rcfcrral by a D.C., the patient will eithcr have to lay out money from hisiher own pocket, or see hisiher primary care physician for the purpose of obtaining thc 
rcferral in ordcr to be cligible for reimbursement. (The PCP will invariably thcn bill Medicare for the visit - a visit which is unnecessary, other than for insurance 
coverage purposcs rc: thc x-ray.) 

The sccond negative effcct is that this rulc would create an impediment to the treating chiropractor obtaining diagnostic information required to accurately diagnose 
and trcat thc patient. Whilc x-rays are not usually necessary to diagnosc a subluxation, they are often ncccssary to rule out contraindications to manipulative 
therapy. On that basis alone, this ruling would create patient safety and risk management concerns which are unacceptable. 

Please do not implcment this rulc. It will most certainly cost the systcm more money while increasing patient risk and chiropractic physician malpractice 
exposure. 

Thank you, 

Seth Wolin, D.C.. D.A.B.C.O. 
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Submitter : Mr. Zachary Hunt 

Organization : Lima Memorial Health Systems 

Category : Health Care Professional or Association 

Issue Areas/Comments 

GENERAL 

Date: 08/28/2007 

GENERAL 

Dear Sir or Madam: 

My name is Zachaxy Hunt. 1 am a graduate ofAnderson University. I have a Bachlor of Arts in Athletic Training. We as athletic trainers are more than capable of 
working with mcdicare and or.medicaid patients. To say that we arc not is a ludicris statement. Atheltic Trainers education is much more intensive than that of a 
PTA. Thercforc, athletic trainers can do anything and everything a PTA can do. 

1 am writing today to voice my opposition to the therapy standards and requirements in regards to the stafing provisions for rehabilitation in hospitals and 
facilities proposcd in 1385-P. 

While I am concerned that these proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, I am more concerned 
that these proposed rules will create additional lack of acccss to quality health care for my patients. 

As an athletic traincr, 1 am qualified to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My education, 
clinical cxpcricncc, and national certification exam ensure that my patients receive quality health care. State law and hospital medical professionals have deemed 
me qualified to pcrform these services and these proposed regulations attempt to circumvent those standards. 

The lack of acccss and workforce shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be 
conccmed with the health of Americans, especially those in rural areas, to further restrict their ability to receive those services. The flexible current standards of 
staffing in hospitals and other rehabilitation facilities are pertinent in ensuring patients receive the best, most cost-effcetive treatment available. 

Since CMS seems to have come to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the 
rccommendations of those professionals that are tasked with overseeing the day-to-day health care needs of their patients. I respectfully request that you withdraw 
the proposcd changes related to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility. 

Sinccrcly, 

Zachaxy Hunt ATC, LAT 
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Submitter : Mr. Brian Pacyna 

Organization : Ministry 

Date: 08/28/2007 

Category : Health Care Provider/Association 

Issue Areas/Comments 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

To whom it may concern, 
I havc bccn a Liccnsed Athletic Traincr in the state of Wisconsin for 16 years. During this time I have provided rehabilitation to the elderly with total joint 
replacements, emergency serviccs at athletic events for cervical fractures and currently in the occupational health setting to prevent injuries and help reduce worker 
compensation claims for companies. The limiting of my services causes concern. I feel I provide a crucial service from the elderly man who can now walk pain 
frce, to the young man who would have been in a wheelchair if the coach's would have moved him if I had not stopped them. These patienu of mine and many 
others are now contributing members to society.The political process of health care providers from different domains fighting each other I feel takes services away 
from paticnts.Plcasc I urge to consider the patients in this decision, and not lobbyist. 
Thank you, 
Brian Pacyna 
Liccnscd Athlctic Traincr 
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Submitter : Ms. Allison Tresca 

Organization : Nevada State Board of Physical Therapy 

Category : State Government 

Issue AreaslCornrnents 

GENERAL 

GENERAL 

Scc Attachment 
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Submitter : Rene' Van Calster 

Organization : Prevea Health 

Category : Individual 

Issue AreasIComments 

Date: 08/28/2007 

Proposed Elimination of Exemption 
for Computer-Generated 
Facsimiles 

Proposed Elimination of Exemption for Computer-Generated Facsimiles 

At Prcvea Health in Grcen Bay Wi, we are in the process of implementing an Electronic Health Record. Our vendor for this product is Epic out of Madison WI. 
At Prevca wc currently fax an average of 24,000 medications a month to area pharmacies, using the Epic system. Some of these pharmacies are larger chains, but 
many of them arc small independently owned pharmacies in the more rural areas of Wisconsin. 

By changing to a fax mcthodology for dclivering prescriptions a couple ycars ago, we have significantly improved the quality of care over what was being donc in 
thc papcr world. Our system now enables providen to do interaction checking, as well as decreasing the potential for errors not only in ordering but also in the 
legibility issucs that happen with a hand written prescription. We have had a lot ofpositive fcedback from out local pharmacies, as we implemented this new 
proccss. By eliminating the cxemption for faxing of Medicare Part D prescriptions in the proposed time frame, we will most likely have to revert back to a papcr 
systcm for all our prescriptions. This could potentially compromise the safety and well being of our patients. 

Wc believe that E-prescribing is the safest and most secure method for communicating prescriptions to pharmacies. We also support the push to make electronic 
prescriptions the standard for the country. However, wc believe that eliminating the ability to fax prescriptions by January 2009 is too soon. A date of January 
2010 would givc us in the clinic setting, as well as those in the pharmacy setting, more time to make sure that implementing this new technology is done so 
without advenc outcomes for our patients. 

The cost to Prcvea Clinic to implement E-prescribing will be approximately %50,000.00. This is a significant cost to incur, and requires careful planning on 
budgeting to make it happen. In addition to the implementation costs, there is also legislation that needs to be caught up with this requirement as well. Things 
likc how to address scheduled medications, such as narcotics need to be addressed. 

Another conccm that our organization has is that there are only a few major third party intermediaries. How will these few companies be able to handle the mass 
systcm changc with so many customcrs in a limited amount of time? 

Finally, other Epic customers we have talked to about E-prescribing shared that they use faxing as a back up if there are transaction failures electronically. What is 
going to be thc back up system available now, if faxing is not an option? So while decreasing the number of faxed prescriptions is desirable, I am not sure 
realistically that it can be eliminated altogether. 

Thank you for your consideration of these rccommcndations. 
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Submitter : Mr.  michael Gnacinski 

Organization : concordia university of wisconsin 

Category : Other Health Care Professional 

Issue Areas/Comments 

Date: 08/28/2007 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

Dcar Sir or Madam: 

My namc is Michacl Gnacinski, I am a graduate assistant athlctic trainer at concordia university of wisconsin. I provide athlctic b'aining services to the student 
athlctcs hcrc at thc university. I have rccently graduated from the nivcrsity of wisconsin cau claire with a BS in athlctic training and am currently pursuing my 
mastcrs in Rchabilitation Sciencc. 

I am writing today to voice my opposition to the therapy standards and requirements in regards to thc staffing provisions for rehabilitation in hospitals and 
facilities proposcd in 1385-P. 

While I am concerncd that thcse proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, I am more concerned 
that these proposcd rules will create additional lack of access to quality health care for my patients. 

As an athlctic traincr, I am qualified to perform physical medicinc and rchabilitation services, which you know is not the same as physical therapy. My education, 
clinical expcricncc, and national certification exam cnsure that my patients receive quality health care. State law and hospital medical professionals have deemed 
me qualiticd to perform thcse services and these proposed regulations attempt to circumvent those standards. 

Thc lack of access and workforce shortage to fill therapy positions is widely known throughout the industry. It is inesponsible for CMS, which is supposed to be 
concerncd with the health of Americans, especially those in rural areas, to further restrict their ability to receive those services. The flexible current standards of 
staffing in hospitals and other rehabilitation facilities arc pertinent in ensuring patients reeeive the best, most cost-cffcctive treatment available. 

Sincc CMS secms to have come to thcse proposcd changes without clinical or financial justification, I would strongly encourage the CMS to consider the 
rccommcndations of those professionals that are tasked with overseeing the day-to-day health care needs of their patients. I respectfully request that you withdraw 
the proposcd changcs rclatcd to hospitals, rural clinics, and any Mcdicare Part A or B hospital or rchabilitation facility. 

Sincerely, 

Michacl Gnacinski, ATC 
Concordia University Wisconsin 
Graduatc Assistant, Athletic Training 
12800 N.  Lake Shore Dr. 
Mcquon, WI 53097 
262.893.4505 (ccll) 
262.243.2969 (fax) 
michacl.gnacinski@cuw.cdu 
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Submitter : Date: 08/28/2007 
Organization : 

Category : Physician 

Issue Areastcomments 

Coding-- Additional Codes From 
5-Year Review 

Coding-- Additional Codes From 5-Year Review 

Leslic V. Norwalk, Esq. 
Acting Administrator 
Ccnters for Medicarc and Mcdicaid Serviccs 
Attention: CMS-1385-P 
P.O. Box 8018 
Baltimorc. MD 21244-801 8 

Rc: CMS-1385-P 

Ancsthcsia Coding (Part of 5-Year Review) 

Dcar Ms. Norwalk: 

I am writing to cxprcss my strongcst support for the proposal to increase anesthesia paymcnts under the 2008 Physician Fee Schedule. 1 am grateful that CMS has 
rccognizcd the gross undervaluation of anesthesia services, and that the Agency is taking steps to address this complicated issue. 

When the RBRVS was instituted, it creatcd a huge payment disparity forancsthcsia care, mostly due to significant undervaluation of anesthesia work compared to 
othcr physician scrviccs. Today, more than a decade since the RBRVS took cffect, Medicare payment for anesthesia services stands at just $16.19 per unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are be~ng forced away from 
arcas with disproportionately high Mcdicare populations. 

In an effort to rcctify this untcnable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undervaluation of anesthesia services. I am pleased that the Agency accepted this recommendation in its proposed rule, and I support Full implementation of the 
RUC s recommendation. 

To ensure that our patients have access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register 
by fully and immcdiately implcmenting the anesthesia conversion factor increase as recommended by the RUC. 

Thank you for your considcration of this serious matter. 

Mark Alcid,MD 

Page 928 of 2934 August 30 2007 08:35 AM 



Submitter : Ms. Gwendolyn Davis 

Organization : Clemson University Athletic Department 

Category : Other Practitioner 

Issue Areas/Comments 

Date: 08/28/2007 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

Dear Sir or Madam: 

Hello, I am Gwendolyn Davis, a graduate assistant athletic trainer for men's track and ficld at Clcmson University. I am a recent graduate of Tcxas State 
University - San Marcos. I am licenscd in the state of Texas and Certified nationally to practice athletic training. 

1 am writing today to voice my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and 
facilities proposcd in 1385-P. 

While I am concerned that these proposed changes to the hospital Conditions of Partieipation have not received the proper and usual vetting, I am more concerned 
that thesc proposed rules will create additional lack of access to quality health care for my patients. 

As an athlctic trainer. I am qualified to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My education, 
clinical cxpcricnce, and national certification cxam ensure that my patients reeeive quality health care. State law and hospital medical professionals have deemed 
mc qualified to pcrfom thcse sewices and these proposed regulations attempt to circumvent those standards. 

Thc lack of acccss and workforce shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be 
conccrncd with thc health of Americans, especially those in rural areas, to further restrict their ability to receive those sewices. The flexible current standards of 
staffing in hospitals and other rehabilitation facilities are pertinent in ensuring patients receive the best, most cost-effective treatment available. 

Sincc CMS scems to havc come to these proposed changes without clinical or financial justification, I would strongly encouragc the CMS to consider the 
rccommcndations of thosc professionals that are tasked with overseeing the day-today health care needs of their patients. I respectfully request that you withdraw 
thc proposcd changcs relatcd to hospitals, ~ r a l  clinics, and any Medicare Part A or B hospital or rehabilitation facility. 

Sinccrcly, 

Gwendolyn D. Davis, ATC, LAT 
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Submitter : Mr. Horace Elliott 

Organization : National Board of Chiropractic Examiners 

Category : Individual 

Date: 08/28/2007 

Issue AreasIComments 

Coding--Reduction In TC For 
Imaging Services 

Coding--Reduction In TC For Imaging Services 

As a paticnt and party interestcd in fair and unbiascd treatment when it comes to chiropractic services reimbursements, I strongly oppose the proposed CMS rule 
under CMS-1385-P. It is discriminatory and puts chiropractic patients at risk, as it will hinder referrals and the free flow of diagnostic information necessary to 
hcat. I would ask, what is thc rcason for thc new rule and where did it originate? Is it just another attack on chiropractic by thc medical establishment? 
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Submitter : Dr. Jeffrey Miller 

Organization : OUHSC-Dept of Anesthesiology 

Category : Physician 

Issue AreasIComments 

Date: 08/28/2007 

GENERAL 

GENERAL 

Lcslic V. Norwalk, Esq. 
Acting Administrator 
Ccntcrs for Medicare and Medicaid Scrvices 
Attcntion: CMS-1385-P 
P.O. Box 801 8 
Baltimorc, MD 21 244-80 18 

Rc: CMS- 1385-P 
Ancsthcsia Coding (Part of 5-Ycar Rcvicw) 

Dcar Ms. Norwalk: 

I am writing to exprcss my strongest support for the proposal to increase anesthesia payments under thc 2008 Physician Fee Schedule. I am grateful that CMS has 
recognized the gross undervaluation of anesthesia services. and that the Agency is taking steps to address this complicated issuc. 

When the RBRVS was instituted, it created a huge payment disparity for anesthesia carc, mostly due to significant undervaluation of anesthesia work compared to 
othcr physician scrvices. Today, more than a decade sincc the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 per unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
arcas with disproportionatcly high Medicare populations. 

In an cffort to rcctify this untcnablc situation, thc RUC recommended that CMS increase the anesthesia convcrsion factor to offset a calculated 32 percent work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undervaluation of anesthesia scrvices. I am pleased that thc Agency accepted this recommendation in its proposed rule, and I support full implementation of thc 
RUC s recornmendat~on. 

To cnsure that our paticnts have access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register 
by fully and immediately implcmenting the anesthesia conversion factor increase as  recommended by the RUC. 

Thank you for your consideration ofthis serious matter. 

Jcffrcy Millcr 
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Submitter : Dr. Szu Nien Yeh 

Organization : ACI 

Category : Physician 

Issue AreasICornments 

Date: 08/28/2007 

GENERAL 

GENERAL 

Leslie V. Nonvalk, Esq. 
Acting Administrator 
Centers for Medicare and Medicaid Services 
Attention: CMS-1385-P 
P.O. Box 801 8 
Baltimore. MD 2 1244-801 8 

Re: CMS-1385:P 
Anesthesia Coding (Part of 5-Year Review) 

Dear Ms. Nonvalk: 

I am writing to express my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. I am grateful that CMS has 
recognized the gross undervaluation of anesthesia services, and that the Agency is taking steps to address this complicated issue. 

Whcn thc RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to 
othcr physician scrviccs. Today, more than a decadc since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.1 9 per unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
arcas with disproportionately high Medicare populations. 

In an cffort to rcctify this untcnable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work 
undcrvaluation-a movc that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undcrvaluation of anesthesia scrvices. I am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of thc 
RUC s recommendat~on 

To cnsurc that our paticnts have access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register 
by fully and immediately implcmenting the anesthesia conversion factor increase as recommended by thc RUC. 

Thank you for your consideration of this serious matter. 
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Submitter : Mr. Ryan Clark 

Organization : Athletic & Rehabilitation Center 

Category : Other Health Care Professional 

Issue Areas/Comments 

Date: 08/28/2007 

GENERAL 

GENERAL 

Dcar Sir or Madam: 

My namc is Ryan N. Clark. I am the Dircctor or Rehabilitation of Athlctic & Rehabilitation Center in Kansas City, MO. I am a certified athletic trainer and have 
camcd my mastcrs dcgrcc in excrcisc physiology with an emphasis in biochemisty and sports nutrition. I have also obtained my certified strength and 
conditioning spccialist ccrtification. (CSCS) 

1 am writing today to voicc my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and 
facilities proposcd in 1385-P. 
While 1 am concerned that thcsc proposed changes to the hospital Conditions of Participation have not receivcd the proper and usual vetting, I am more conccmcd 
that thcsc proposcd rulcs will creatc additional lack of access to quality health carc for my patients. 
As an athlctic trainer, 1 am qualified to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My education, 
clinical cxpcricncc, and national ccrtification exam ensure that my patients receivc quality health care. State law and hospital medical professionals have deemed 
mc qualified to perform these services and these proposed regulations attempt to circumvent those standards. 

Thc lack of acccss and workforce shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be 
conccmcd with thc hcalth of Amcricans, especially those in rural areas, to further rcstrict their ability to receive those services. The flexible current standards of 
staffing in hospitals and other rehabilitation facilit~es are pertinent in ensuring patients receive the best, most cost-effective treatment available. 

Since CMS sccms to havc come to these proposed changes without clinical or finaneial justification, 1 would strongly encourage the CMS to consider the 
rccommcndations of those professionals that are taskcd with overseeing thc day-to-day health carc needs of their patients. 1 respectfully request that you withdraw 
thc proposcd changcs rclatcd to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility. 

Sinccrcly, 

Ryan N. Clark MS. ATC-LAT, CSCS 
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Submitter : Mr. Lun Fen Yeh Date: 08/28/2007 

Organization : None 

Category : Individual 

Issue AreasIComments 

GENERAL 

GENERAL 

Lcslic V. Nonvalk. Esq. 
Acting Administrator 
Ccntcrs for Mcdicarc and Medicaid Scrvices 
Attcntion: CMS-1385-P 
P.O. Box 8018 
Baltimorc, MD 21244-801 8 

Rc: CMS- 1385-P 
Ancsthcsia Coding (Pan of 5-Ycar Rcview) 

Dcar Ms. Nonvalk: 

I am writing to cxpress my strongest suppon for the proposal to increase anesthesia payments under the 2008 Physician Fce Schedule. 1 am grateful that CMS has 
rccognizcd thc gross undcwaluation of anesthesia services, and that the Agency is taking steps to address this complicated issue. 

Whcn thc RBRVS was instituted, it created a hugc payment disparity for anesthcsia care, mostly due to significant undervaluation of anesthesia work compared to 
othcr physician scrviccs. Today, morc than a decade sincc the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 per unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
arcas with disproponionatcly high Mcdicarc populations. 

In an cffort to rcctify this untcnablc situation, the RUC rccommendcd that CMS increasc the anesthesiaconversion factor to offset a calculated 32 perccnt work 
undervaluation-a move that would result in an incrcasc of ncarly $4.00 per anesthesia unit and servc as a major step forward in correcting the long-standing 
undervaluation of ancsthcsia scwiccs. I am pleascd that thc Agcncy acccptcd this recommendation in its proposcd rule, and 1 suppon full implementation of thc 
RUC s recommendat~on. 

To cnsurc that our paticnts have acccss to expert anesthesiology mcdical care, it is imperative that CMS follow through with h c  proposal in the Federal Reglster 
by fully and immcdiatcly implcmcnting the ancsthesia conversion factor increase as recommended by the RUC. 

Thank you for your considcration of this serious matter. 
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Submitter : Dr. Brian Zeller Date: 08/28/2007 

Organization : Winona State University 

Category : Other Health Care Professional 

Issue Areas/Comments 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

Dear Sir or Madam: 
My name is Brian Zeller and I am a Certified Athletic Trainer (ATC), professor and clinical educator at Winona State University in Winona, Minnesota. My 
primary role at Winona State University is to educate athletic training students into becoming OUTSTANDING aIlied health professions who are skilled in the 
prevention, evaluation, treatment and rehabilitation of our patients. Personally, I have an undergraduate and graduate degree specifically in athletic training and a 
Doctor of Philosophy (PhD) dcgree in Exercise Science. . 

I am writing today to voice my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and 
facilities proposed in 1385-P. 
While I am concerned that these proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, I am more concerned 
that these proposed rules will create additional lack of access to quality health care for my patients. 
As an athletic traincr, I am qualified to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My education, 
clinical experience, and national certification exam ensure that my patients receive quality health care. State law and hospital medical professionals have deemed 
me qualified to perform these services and these proposed regulations attempt to circumvent those standards. 
The lack of access and workforce shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be 
concerned with the health of Amcricans, especially those in rural areas, to further restrict their ability to receive thosc services. The flexible current standards of 
staffing in hospitals and other rehabilitation facilities are pertinent in ensuring patients receive the best, most cost-effective treatment available. 
Since CMS secms to have come to these proposed changes without clinical or financial justification, 1 would strongly encourage the CMS to consider thc 
recommcndations of those profcssionals that are tasked with overseeing the day-to-day health care needs of their patients. I respectfully request that you withdraw 
thc proposcd changcs rclatcd to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility. 
Sinccrcly, 
Dr. Brian Zcllcr, PhD, ATC 
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Submitter : Ms. Anne M. Felts 

Organization : Advance Rehabilitation 

Category : Other Health Care Professional 

Issue Areas/Comments 

Date: 08/28/2007 

Therapy Standards and 
Requirements 

Therapy standards and Requirements 

I am writing today to voicc my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation proposed in 1385-P 

I am concerncd that thcsc proposed rules will create additional lack of access to quality health care for my patients. I have been a Certified Athletic Trainer for over 
13 ycars, 10 of which havc bccn spcnt in the clinical setting rathcr than a traditional high school or college. I have spcnt time extending my education by both 
sccking a Mastcrs Dcgrec and taking classcs to enchance my knowledge of complicatcd subject mattter such as neurological rehabilitation. I and my co-workers 
who arc Physical Thcrapist scc no difference in my standard of care and outcomes. 

As a Ccrtified Athlctic Traincr, I am qualified to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My 
cducation, clinical cxpcriencc, and national certification exam ensurc that my patients receive quality health care. State law and hospital medical professionals have 
decmcd mc qualified to perform these services and thesc proposcd regulations attempt to circumvent thosc standards. 

Thc lack of acccss and workforce shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be 
conccrned with the health of Americans, especially those in rural areas, to further restrict their ability to receive those services. The flexible current standards of 
staffing in hospitals and other rehabilitation facilities are pertjnent in ensuring patients receive the best, most cost-effective treatment available. 

Sincc CMS sccms to have come to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the 
rccommcndations of thosc professionals that are tasked with oversecing the day-to-day health care needs of their patients. I respectfully request that you withdraw 
thc proposcd changcs rclatcd to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility. 
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Submitter : Date: 08/28/2007 

Organization : Eastern Washington University 

Category : Other Health Care Professional 

Issue Areas/Comments 

GENERAL 

GENERAL 

Dcar Sir or Madam: 

My namc is Eric Gunning. I am a certified athletic traincr at Eastern Washington University, wherc I providc care for injury pevention, evaluation, and 
managcmcnt. 

I am writing today to voicc my opposition to the thcrapy standards and requirements in rcgards to thc staffing provisions for rehabilitation in hospitals and 
facilitics proposed in 1385-P. 

Whilc I am conccrned that these proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, I am more concerned 
that these proposcd rules will create additional lack of access to quality health care for my patients. 

As an athlctic trainer, I am qualified to perform physical medicine and rehabilitation serviees, which you know is not the same as physical therapy. My education, 
clinical cxpericnce, and national certification exam ensure that my patients receive quality health eare. State law and hospital medical professionals have deemed 
mc qualified to perform these services and these proposed regulations attempt to circumvent those standards. 

The lack of access and workforce shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be 
concerned with the hcalth of Americans, especially those in rural areas, to further restrict their ability to receive those services. The flexible current standards of 
staffing in hospitals and other rehabilitation facilities are pertinent in ensuring patients receive thc best, most cost-effective treatment available. 

Sincc CMS scems to have comc to these proposcd changes without clinical or financial justification, I would strongly encourage the CMS to consider the 
rccommcndations of those professionals that are tasked with overseeing the day-to-day health care needs of their patients. I respectfully request that you withdraw 
thc proposcd changcs relatcd to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility. 

Sinccrcly. 

Eric Gunning. MSEd, ATC 
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Submitter : Mrs. Michele ~orenzo  

Organization : noen 

. Category : Individual 

Issue AreasIComments 

Date: 08/28/2007 

GENERAL 

GENERAL 

Lcslic V. Norwalk, Esq. 
Acting Administrator 
Ccntcrs for Mcdicarc and Medicaid Scrvices 
Attcntion: CMS-1385-P 
P.O. Box 801 8 
Baltimorc, MD 2 1244-801 8 

Rc: CMS-1385-P 
Anesthesia Coding (Part of 5-Year Revicw) 

Dcar Ms. Norwalk: 

I am writing to cxpress my strongest support for thc proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. I am grateful that CMS has 
recognized thc gross undcrvaluation of anesthesia services, and that thc Agency is taking steps to address this complicated issue. 

Whcn thc RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to 
othcr physician scrviccs. Today, more than a decade sincc the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 per unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
arcas with disproportionately high Medicare populations. 

In an cffort to rcctify this untenable situation, the RUC rccommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work 
undervaluation-a move that would rcsult in an incrcase of nearly $4.00 per anesthesia unit and scrve as a major step forward in correcting the long-standing 
undcrvaluation of ancsthcsia services. I am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the 
RUC s recommendat~on. 

To ensurc that our patients have access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register 
by fully and immediately implementing the anesthesia conversion factor increase a s  recommended by the RUC. 

Thank you for your consideration of this serious matter. 
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Submitter : Mr. Todd martin 

Organization : Mr. Todd martin 

Category : Other Health Care Professional 

Issue Areas/Comments 

GENERAL 

GENERAL 

Date: 08/28/2007 

Todd Martin ATC 
Hanovcr PA 
I am writing today to voice my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and 
facilities proposcd in 1385-P. 

Whilc I am concerned that these proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, I am more concerned 
that these proposcd rules will create additional lack of access to quality health care for my patients. 

As an athletic trainer, I am qualified to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My education, 
clinical cxpcrience, and national certification exam ensure that my patients receive quaIity health care. State law and hospital medical professionals have decmed 
mc qualifid to perform these serviccs and these proposed regulations attempt to circumvent those standards. 

The lack of acccss and workforce shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be 
conccrncd with thc hcalth of Americans, especially those in rural areas, to further restrict their ability to reccive those services. The flexible current standards of 
staffing in hospitals and othcr rehabilitation facilities are pertinent in ensuring patients receive the best, most cost-effective treatment available. 

Sincc CMS secms to havc comc to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the 
recommendations of thosc professionals that are tasked with overseeing the day-to-day health care needs of their patients. I respectfully request that you withdraw 
thc proposed changes relatcd to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility. 

Sincerely, 

Todd Martin ATC 
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Submitter : Dr. Martin Lupowitz 

Organization : Accord Chiropractic 

Category : Chiropractor 

Issue Areas/Comments 

Date: 08/28/2007 

Technical Corrections 

Technical Corrections 

Thc proposcd rule datcd July 12th containcd an item undcr thc technical corrections section calling for the current regulation that permits a beneficiary to be 
rcimburscd by Mcdicare for an X-ray taken by a non-treating provider and uscd by a Doctor of Chiropractic to dctcrmine a subluxation, be eliminated. I am 
writing in strong opposition to this proposal. 

While subluxation does not necd to bc detectcd by an X-ray, in some cascs thc paticnt clinically will rcquirc an X-ray to identify a subluxation or to rule out any 
'rcd flags,' or to also dcterminc diagnosis and trcatmcnt options. X-rays may also bc requircd to help determine the need for further diagnostic tcsting, i.c. MRI 
or for a rcfcrral to the appropriatc spccialist. 

By limiting a Doctor of Chiropractic from referring for an X-ray study, thc costs for patient care will go up significantly due to the necessity of a referral to 
anothcr providcr (orthopedist or rhcumatologist, etc.) for duplicative evaluation prior to referral to thc radiologist. With fixed incomes and limited rcsourccs 
seniors may choose to forgo X-rays and thus needed trcatment. If treatment is delayed illnesses that could be life threatening may not be discovered. Simply put, 
it is thc paticnt that will suffcr as result of this proposal. 

I strongly urgc you to table this proposal. These X-rays, if needed, are integral to the overall treatment plan of Medicare paticnts and, again, it is ultimately the 
paticnt that will suffcr should this proposal bccome standing regulation. 

Sinccrcly, 
Martin Lupowitz. D.C. 
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Submitter : Dr. Karen Hostetter 

Organization : New Mexico State University 

Category : Academic 

lssue AreaslComments 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

I have attached a file with my comments. 

CMS- 1385-P-10147-Attach-I .DOC 
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Dear Sir or Madam: 

My name is Karen Hostetter. I have been a certified athletic trainer since 1993, and have worked 
in several settings, including traditional high school and college athletic training rooms, and 
physical therapy clinics. My current position as Program Director for the athletic training 
education program at New Mexico State University provides me with the opportunity to 
encourage students to pursue their goals of working in the health care industry. I am writing 
today to voice my opposition to the therapy standards and requirements in regards to the staffing 
provisions for rehabilitation in hospitals and facilities proposed in 1385-P. 

While I am concerned that these proposed changes to the hospital Conditions of Participation 
have not received the proper and usual vetting, I am more concerned that these proposed rules 
will create additional lack of access to quality health care for my patients. 

As an athletic trainer, I am qualified to perform physical medicine and rehabilitation services, 
which you know is not the same as physical therapy. My education, clinical experience, and 
national certification exam ensure that my patients receive quality health care. State law and 
hospital medical professionals have deemed me qualified to perform these services and these 
proposed regulations attempt to circumvent those standaids. 

'The lack of access and workforce shortage to fill therapy positions is widely known throughout 
the industry. It is irresponsible for CMS, which is supposed to be concerned with the health of 
Americans, especially those in rural areas, to further restrict their ability to receive those 
services. The flexible current standards of staffing in hospitals and other rehabilitation facilities 
are pe~tinent in ensuring patients receive the best, most cost-effective treatment available. 

Since CMS seems to have come to these proposed changes without clinical or financial 
justification, I would strongly encourage the CMS to consider the recommendations of those 
professionals that are tasked with overseeing the day-to-day health care needs of their patients. I 
respectfully request that you withdraw the proposed changes related to hospitals, rural clinics, 
and any Medicare Part A or R hospital or rehabilitation facility. 

Sincerely, 

Karen Hostetter, PhD, ATC 
Athletic Training Education Program Director 
New Mexico State University 
MSC 3FAC, Box 30001 
Las Cruces, New Mexico 88003-0001 



Submitter : Mr. James Tyrrell 

Organization : Athletic0 LTD 

Category : Other Health Care Professional 

Issue Areas/Comments 

GENERAL 

GENERAL 

Dcar Sir or Madam: 

Date: 08/28/2007 

Nt namc is Jim Tyrrcll. I am an athletic trainer cmploycd by an outpatient rehabiliation center in Chicago, Illinois. I have becn a certified athletic trainer for 8 
ycars. 

I am writing today to voicc my opposition to the therapy standards and rcquirements in rcgards to the staffing provisions for rehabilitation in hospitals and 
facilities proposcd in 1385-P. 

While I am conccrned that these proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, I am more concerned 
that thcsc proposcd rulcs will crcate additionaI lack of access to quality health care for my patients. 

As an athlctic traincr, I am qualified to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My education, 
clinical cxpcricncc, and national certification exam ensure that my patients receive quality health care. State law and hospital medical professionals have deemed 
mc qualificd to pcrform thcse scrvices and these proposcd regulations attempt to circumvent those standards. 

Thc lack of access and workforce shortage to fill therapy positions is widely known throughout the industiy. It is irresponsible for CMS, which is supposed to be 
conccrncd with thc hcalth of Americans, especially thosc in rural arcas, to funher reshict their ability to receive those services. The flexible current standards of 
staffing in hospitals and other rehabilitation facilities are pertinent in ensuring patients receive h e  best, most cost-effective treatment available. 

Sincc CMS sccms to havc comc to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the 
rccommcndations of thosc professionals that are tasked with overseeing the day-to-day health care needs of their patients. I respectfully request that you withdraw 
thc proposcd changcs rclatcd to hospitals, rural clinics, and any Medicarc Part A or B hospital or rehabilitation facility. 

Sinccrcly, 

Jim Tyrrcll ATC, CSCS 
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Submitter : Ms. Mary Manning 

Organization : Pasco Hernando Community College 

Category : Academic 

Issue AreasIComments 

Date: 08/28/2007 

GENERAL 

GENERAL 

Dcar Sir or Madam: 

I currently work at Pasco Hemando Community Collegc as a licensed Athletic Trainer in the state of Florida. I have a masters in education and havc been ccrtified 
by the National AthIctic Traincrs Association sincc 1988 and worked in a hospital/clinic sctting until I became licensed in Florida 2005. 

I am writing today to voicc my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and 
facilities proposed in 1385-P. 

While 1 am concerned that these proposed changes to the hospital Conditions of Participation have not recieved the proper and usual vetting. I am more concerned 
that these proposed mlcs will create additional lack of access to quality health carc for my patients. 

As an athletic trainer, I am qualified to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My education, 
clinical experience, and national certification exam ensure that my patients recieve quality health care. State law and hospital medical professionals have deemed 
me qualificd to pcrform these services and these proposed regulations attemp to circumvent those standards. 

Thc lack of access and workforce shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be 
conccrncd with the hcalth of Americans, cspically those in rural areas, to fiuther restrict their ability to recieve those services. The flexibile current standards of 
staffing in hospitals and the othcr rehabilitation facilities are pertinent in ensuring patient recieve the best, most cost-effective treatments available. 

Since CMS sccms to havc comc to these proposed changes without clinical or financial justification. I would strongly encourage the CMS to consider the 
rccommcndations of thosc professionals that are tasked with overseeing the day-to-day health care needs of their patients. I resoectklly request that you withdraw 
thc proposcd changes rclatcd to hospitals. mral clinics, and any Medicare Part A or B hospital or rehabilitation facility. 

Sinccrcly, 
Mary C. Manning, ATC 
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Submitter : Mr. Jeff Thomas Date: 08/28/2007 

Organization : Chicago Blackhawks I Athletic0 PT 

Category : Health Care Provider/Association 

Issue AreasIComments 

Physician Self-Referral Provisions 

Physician Self-Refenal Provisions 

Dcar Sir or Madam: 
BRIEF INTRO ABOUT SELF ie. Where you work, what you do, education, certification, etc. 

I am writing today to voice my opposition to the therapy standards and rcquirements in regards to the staffing provisions for rehabilitation in hospitals and 
facilities proposcd in 1385-P. 
Whilc 1 am concemcd that these proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, I am more concerned 
that thcse proposcd rules will creatc additional lack of access to quality hcalth carc for my patients. 
As an athlctic traincr, I am qualified to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My education, 
clinical cxpcricncc. and national certification exam ensurc that my patients receive quality health care. State law and hospital medical professionals have deemed 
mc qualified to pcrform these serviccs and these proposed regulations attempt to circumvent those standards. 
Thc lack of acccss and workforce shortagc to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposcd to be 
concemcd with thc hcalth of Americans, especially those in rural areas, to further restrict their ability to reccivc those services. The flexible current standards of 
staffing in hospitals and other rehabilitation facilities are pertincnt in ensuring paticnts receive the best, most cost-effectivc treatment available. 
Sincc CMS sccms to have come to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the 
rccommcndations of thosc professionals that arc tasked with overseeing the day-today health care needs of their patients. I respectfully request that you withdraw 
thc proposcd changes related to hospitals, rum1 clinics, and any Medicare Part A or B hospital or rehabilitation facility. 
Sinccrcly, 
Jcff Thomas MS,ATC 
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Submitter : Dr. Nancy Greilich 

Organization : UT Southwestern Medical School 

Category : Physician 

Issue Areas/Comments 

Date: 08/28/2007 

Resource-Based PE RVUs 

Resource-Based PE RVUs 

Rc: CMS- 1385-P 

Ancsthcsia Coding (Part of 5-Ycar Rcview) 

Dcar Ms. Nowalk: 

I am writing to cxprcss my strongest support for thc proposal to increase anesthesia payments under thc 2008 Physician Fee Schedule. I am grateful that CMS has 
recognized thc gross undcrvaluation of anesthesia scrvices, and that the Agency is taking steps to address this complicated issue. 

Whcn thc RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly duc to significant undervaluation of anesthesia work compared to 
othcr physician services. Today, more than a decade since the RBRVS took effcct, Medicare payment for anesthesia services stands at just $16.19 per unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
arcas with disproportionately high Medicare populations. 

In an cffort to rectify this untenablc situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undcrvaluation of ancsthcsia scrvices. I am plcased that the Agency accepted this recommendation in its proposed mle, and I support full implementation of the 
RUC s recommendation. 

To cnsurc that our paticnts havc access to expcrt anesthesiology mcdicaI care, it is imperative that CMS follow through with the proposal in the Federal Rcgister 
by fully and immcdiatcly implcmcnting the anesthesia conversion factor increase as recommended by thc RUC. 

Thank you for your consideration of this serious matter. 

Sinccrcly, 
Nancy B Greilich MD 
Associate Professor, 
UT Southwestern Mcdical Center 
Dallas TX 75930 
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Submitter : Dr. Victor Kuchmaner 

Organization : Kuchmaner Chiropractic 

Category : Physician 

Issue AreaslComments 

Date: 08/28/2007 

Technical Corrections 

Technical Corrections 

I am writing in concerns to the proposed rule dated July 12th calling for the current regulation that permits a beneficiary to be reimbursed by Medicare for an X- 
ray takcn by a non-trcating providcr and used by a Doctor of Chiropractic to determine a subluxation be eliminated. I strongly disagree with this proposal. These 
X-rays arc nccded for the overall treatment of thc patient and arc beneficial to the treatment and diagnosis. Please consider the importance of this scrvice. 

Thank you, 
Dr. V.A. Kuchmancr 
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Submitter : Dr. Jeffrey Peak 

Organization : Dr. Jeffrey Peak 

Category : Physician 

Issue Areas/Comments 

Date: 08/28/2007 

GENERAL 

GENERAL 

Lcslic V. Norwalk, Esq. 
Acting Administrator 
Ccntcrs for Mcdicarc and Mcdicaid Services 
Attcntion: CMS-I 385-P 
P.O. Box 80 18 
Baltimorc, MD 2 1244-80 1 8 

Rc: CMS-1385-P 

Anesthcsia Coding (Part of 5-Year Review) 

Dear Ms. Norwalk: 

I am writing to express my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. I am grateful that CMS has 
rccognizcd the gross undervaluation of anesthesia services, and that the Agency is taking steps to address this complicated issue. 

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to 
othcr physician services. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $1 6.19 per unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
arcas with disproportionatcly high Medicare populations. 

In an cffort to rectify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undcrvaluation of anesthesia services. I am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the 
RUC s recommendation. 

To cnsure that our paticnts have access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register 
by fully and immcdiately implementing the anesthesia conversion factor increase as recommended by the RUC. 

Thank you for your consideration of this serious matter 
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Submitter : Carol Gordon 

Organization : Elmhurst Rehabilitation S.C. 

Category : Physical Therapist 

Issue Areas/Comments 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

see attachment 
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Submitter : Mr. Jeremy Donner , 

Organization : Institute for Athletic Medicine 

Category : Other Health Care Professional 

Issue AreaslComments 

Date: 08/28/2007 

GENERAL 

GENERAL 

Dcar Sir or Madam: 

I am an Athlctic Traincr in thc secondary school sctting and also in a clinical setting. 1 am at Coon Rapids High School, MN and also work part-time at a 
physical thcrapy clinic in Minncapolis, MN. I have a four ycar bachclor of scicnce dcgrcc in Athlctic Training from North Dakota State Univeristy and am BOC 
ccrtificd as an Athlctic Traincr 

I am writing today to voice my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and 
facilities proposed in 1385-P. 

While I am concerned that these proposed changes to the hospital Conditions of Participation havc not received the proper and usual vetting, I am more concerned 
that thcsc proposcd rulcs will create additional lack of access to quality health care for my patients. 

As an athletic trainer, I am qualified to perform physical medicine and rehabilitation serviccs, which you know is not the same as physical therapy. My education, 
clinical cxpcriencc, and national certification exam ensure that my patients receive quality health care. State law and hospital medical professionals have deemed 
me qualificd to perform thcsc services and thew proposed regulations attempt to circumvent those standards. 

Thc lack of access and workforce shortage to fill therapy positions is widcly known throughout the industry. It is irresponsible for CMS, which is supposed to he 
conccrncd with thc health of Americans, cspecially thosc in rural areas, to further restrict their ability to receive those services. The flexible current standards of 
staffing in hospitals and other rehabilitation facilities are pertinent in ensuring patients rcccivc the best, most cost-effective treahncnt available. 

Sincc CMS sccms to havc comc to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the 
rccommcndations of thosc professionals that arc tasked with overseeing the day-to-day health care needs of their patients. I respectfully request that you withdraw 
thc proposcd changes related to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility. 

Sinccrely, 

Jcrcmy Donncr, ATC 

Page 95 1 of 2934 August 30 2007 08:35 AM 



Submitter : Mr. Brian Maddy 

Organization : OU Physicians 

Category : Academic 

Issue Areas/Comments 

GENERAL 

GENERAL 

see attachment 
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Submitter : Date: 08/28/2007 
Organization : 

Category : Physician 

Issue Areas/Comments 

GENERAL 

GENERAL 

I am writing to cxprcss my strongest support for thc proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. I am grateful that CMS has 
rccognizcd thc gross undervaluation of ancsthcsia scrviccs. and that thc Agcncy is taking steps to addrcss this complicated issue. 

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly duc to significant undervaluation of anesthesia work compared to 
other physician scrviccs. Today, more than a decade since the RBRVS took cffcct, Medicare payment for anesthesia services stands at just % 16.19 per unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in wh~ch anesthesiologists are being forced away from 
arcas with disproportionatcly high Mcdicarc populations. 

In an cffort to rcctify this untenable situation. the RUC recommended that CMS increase thc anesthesia conversion factor to offset a calculated 32 percent work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undervaluation of ancsthcsia scrviccs. I am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of thc 
RUC s recommendation. 

To cnsurc that our paticnts havc access to expcrt anesthesiology mcdical carc. it is imperativc that CMS foIlow through with the proposal in the Federal Registcr 
by fully and immcdiatcly implementing the anesthesia convcrsion factor increase as recommended by the RUC. 

Thank you for your consideration of this serious matter. 

Page 953 of 2934 August 30 2007 08:35 AM 



Submitter : Mr. chad hopkins 

Organization : Carle Foundation Hospital Sports Medicine 

Category : Other Health Care Professional 

Issue AreaslComments 

Date: 08/28/2007 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

Dear Sir or Madam: 

I am a Certified Athletic Trainer working in a Sports Medicine department that is affiliated with Carle Foundation Hospital. I have a Master's degree and attend 
several continuing education scminars each year to kcep current with the latest techiques. My duties include providing rehabilitation to conccrvative care athletes 
in order for them to return to play safcly, as well as post surgical athletes. 

I am writing today to voice my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and 
facilities proposcd in 1385-P. 

While I am concerned that these proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, I am more concerned 
that these proposed rules will create additional lack of access to quality health care for my patients. 

As an athletic trainer, I am qualified to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My education, 
clinical experience, and national certification exam ensurc that my paticnts receivc quality health care. State law and hospital medical professionals have deemed 
me qualified to perform these scrviccs and these proposed regulations attempt to circumvent those standards. 

The lack of access and workforce shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be 
conccmcd with thc health of Americans, especially those in rural areas, to funher restrict their ability to receive those services. The flexible current standards of 
staffing in hospitals and other rehabilitation facilities are pcrtinent in ensuring paticnts receivc the best, most cost-effective treatment available. 

Since CMS secms to havc come to these proposed changes without clinical or financial justification, 1 would strongly encourage the CMS to consider the 
recommendations of thosc professionals that arc tasked with overseeing the day-today health care needs of their patients. 1 respectfully request that you withdraw 
the proposed changes related to hospitals, rural clinics, and any Medicare Part A or B hospitaI or rehabilitation facility. 

Chad Hopkins, MS,ATC 
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Submitter : Mr. Brian Maddy 

Organization : OU Physicians 

Category : State Government 

Issue AreaslComments 

Date: 08/28/2007 

GENERAL 

GENERAL 

Leslie V. Norwalk, Esq. 
Acting Administrator 
Centers for Medicare and Medicaid Services 
Attcntion: CMS-1385-P 
P.O. Box 801 8 
Baltimore, MD 21 244-801 8 

Ancsthcsia Coding (Part of 5-Ycar Revicw) 

Dcar Ms. Norwalk: 

I am writing to express my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. I am grateful that CMS has 
rccognizcd thc gross undcrvaluation of anesthesia services, and that the Agency is taking steps m address this complicated issue. 

Whcn thc RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to 
othcr physician services. Today, more than a decade since the RBRVS took effect, Medieare payment for anesthesia services stands at just $16.19 per unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are be~ng forced away from 
arcas with disproportionately high Mcdicare populations. 

In an cffon to rectify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undcrvaluation of ancsthcsia services. I am pleased that the Agency accepted this recommendation in its proposed rule, and 1 support full implementation of the 
RUC s recommendat~on 

To cnsurc that our paticnts havc access to expert anesthesiology medical care, it is imperative that CMS follow through with thc proposal in the Federal Register 
by fully and immcdiatcly implementing the anesthesia conversion factor increase as recommended by the RUC. 

Thank you for your consideration of this serious matter. 
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Submitter : Dr. cheryl mcfarland-bryant 

Organization : Better health Chiropractic,P.A. 

Category : Chiropractor 

Date: 08/28/2007 

Issue Areas/Comments 

GENERAL 

GENERAL 

It is important to see recent x-rays to rule out fractures on medicare patients prior to adjusting their spines. You are doing them a disservice to eliminate re- 
imbursement for this. Please reconsider. Chiropractic patients value this service. 
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Submitter : Mr. Scott La Falce 

Organization : Cherokee Medical 

Category : Other Health Care Professional 

Issue Areas/Comments 

Date: 08/28/2007 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

Dcar Sir or Madam: 

My namc is Scott La Falce. I am a certified athlctic trainer who holds a mastets degree in cducation. I have worked as a medical provider, treating patients within 
the scope of my practice, in the United States Navy for the past four years. I have also worked with professional football teams, high school athletics, and in 
outpatient physical therapy clinics in my professional career. It is ridiculous that healthcare professionals, such as athletic trainers, have to fight for the right to 
practice within their scopc. 

I am writing today to voice my opposition to the thcrapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and 
facilitics proposcd in 1385-P. 

Whilc 1 am conccrncd that thcse proposed changes to the hospital Conditions of Participation have not receivcd the proper and usual vetting, I am more concerned 
that thcsc proposcd rules will creatc additional lack of access to quality hcalth care for my patients. 

As an athletic traincr, I am qualified to perform physical medicinc and rehabilitation services, which you know is not the same as physical therapy. My cducation, 
clinical cxpcricncc, and national ccrtification cxam ensurc that my paticnts receivc quality hcalth care. Statc law and hospital medical professionals have dcemed 
mc qualificd to perform thcse scrviccs and these proposed regulations attempt to circumvent those standards. 

The lack of acccss and workforce shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be 
concerned with the hcalth of Americans, especially those in rural areas, to further restrict thcir ability to receive those services. The flexible current standards of 
staffing in hospitals and other rehabilitation facilities arc pertinent in ensuring patients receive the best, most cost-effective trcatrnent available. 

Sincc CMS secms to have come to these proposed changes without clinical or financial justification, I would strongly cncourage the CMS to consider the 
rccommcndations of those professionals that are tasked with overseeing the day-to-day health care needs of their patients. I respectfully rcqucst that you withdraw 
thc proposcd changes related to hospitals, rural clinics, and any Medicarc Part A or B hospital or rehabilitation facility. 

Sinccrcly. 

Scott La Falcc, MA. ATC 
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Submitter : Dr. Ernesto Rodriguez 

Organization : Dr. Ernesto Rodriguez 

Category : Physician 

Issue Areas/Comments 

GENERAL 

GENERAL 

Date: 08/28/2007 

Lcslic V. Norwalk, Esq. 
Acting Administrator 
Centcrs for Medicare and Medicaid Services 
Attention: CMS-1385-P 
P.O. Box 80 18 
Baltimorc, MD 2 1244-80 18 

Rc: CMS-1385-P 

Ancsthcsia Coding (Part of 5-Year Review) 

Dcar Ms. Norwalk: 

I am writing to exprcss my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. 1 am grateful that CMS 
has recognized thc gross undervaluation of anesthesia services, and that the Agency is taking steps to address this complicated issue. 

Whcn the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared 
to other physician services. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 per unit. 
This amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiolog~sts are being forced away 
from areas with disproportionately high Medicare populations. 

In an effort to rectify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undcrvaluation of anesthcsia services. I am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the 
RUC s recommendation. 

To cnsurc that our patients have access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal 
Rcgister by fully and immediately implementing the anesthcsia conversion factor increasc as recommended by the RUC. 
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Thank you for your consideration of this serious matter. 
Ernesto 0. Rodriguez, M.D. 

Page 959 of 2934 August 30 2007 08:35 A M  



Submitter : Mrs. Joelle Beaudoin Date: 08/28/2007 

Organization : Northern Michigan Sports Medicine Center 

Category : Comprehensive Outpatient Rehabilitation Facility 

Issue Areas/Comments 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

Dear Sir or Madam: 
I am a Certified Athletic Trainer who has been practicing for 7 years. I graduated from Central Michigan University with a degree in sports medicine /athletic 
training. I have worked in northern michigan in an out patient physical therapy clinic, while contracting to a rural secondary high school for athletic training 
services. Due to schools having such little money to pay full time ATC's salaries, the only feasible option to work full time is to contract with a rehab facility. 
Our Sports medicinelphysical therapy clinic (Northern Michigan Sports Medicine Center) provides jobs to I0 athletic trainers with secondary school contracts. 
Without clinical positions available for ATC's to practice, this will jepordize thousands of high schools in obtaining athletic training services. 
I strongly oppose thc thcrapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and facilities proposed in 1385-P. 
Whilc I am concerned that thcsc proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, I am more concerned 
that thcsc proposcd rules will crcatc additional lack of acccss to quality health care for my patients. 
As an athlctic traincr. I am qualified to pcrform physical medicine and rehabilitation services, which you know is not the samc as physical therapy. My education, 
clinical cxpcricncc, and national ccnification exam cnsurc that my paticnts receive quality health care. State law and hospital medical professionals havc deemed 
mc qualified to pcrform thcsc scrvices and thcse proposed regulations attempt to circumvent those standards. 
Thc lack of access and workforce shortage to fill therapy positions is widely known throughout thc industry. It is irresponsible for CMS, which is supposed to be 
concerned with thc health of Americans, especially those in rural areas, to further rcshict their ability to receive those services. The flexibIe current standards of 
staffing in hospitals and other rehabilitation facilities arc pertinent in ensuring paticnts receive the bcst, most cost-effective treatment available. 
Sincc CMS sccms to have comc to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the 
recommendations of thosc professionals that are tasked with overseeing the day-to-day health care needs of thcir patients. I respectfully request that you withdraw 
thc proposcd changcs related to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility. The amount ofjobs and schools that will 
bc harmcd by this proposcd amendment  will be detrcmental. 

Sinccrcly, 
Jocllc Bcaudoin, ATC 
Out Reach Coordinator of NMSMC 
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Submitter : Dr. Robert LoGreco 

Organization : Dr. Robert LoGreco 

Category : Physician 

Issue Areas/Comments 

Date: 08/28/2007 

GENERAL 

GENERAL 

Leslic V. Norwalk, Esq. 
Acting Administrator 
Centers for Medicare and Mcdicaid Services 
Attention: CMS-1385-P 
P.O. Box 801 8 
Baltimore, MD 21244-801 8 

Rc: CMS- 1385-P 

Ancsthcsia Coding (Part of 5-Year Rcview) 

Dear Ms. Norwalk: 

I am writing to express my strongest support for the proposal to increasc anesthesia payments under the 2008 Physician Fec Schedule. I am grateful that CMS has 
recognized the gross undervaluation of anesthesia services, and that the Agency is taking steps to address this complicated issue. 

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to 
other physician services. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 per unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
arcas with disproportionately high Medicare populations. 

In an cffort to rcctify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undcrvaluation of ancsthesia services. I am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the 
RUC s recommendation. 

To ensure that our patients have access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register 
by fully and immediately implementing the anesthesia conversion factor increase as recommended by the RUC. 

Thank you for your consideration of this serious matter. 

Robcrt LoGreco, M.D. 
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Submitter : Lisa Kluchurosky 

Organization : Columbus Children's Hospital 

Category : Hospital 

Issue Areas/Comments 

Date: 08/28/2007 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

August 28,2007 

To Whom It May Concern: 

My name is Lisa Kluchurosky, and 1 am a certified and licensed athletic trainer in the State of Ohio. 1 am the Program Manager for the Sports Medicine 
Department at Columbus Children s Hospital in Ohlo. 

I am writing today to voicc my opposition to thc thcrapy standards and requirements in regards to the physician self-referral provisions proposed in 1385-P. 

Initially, I am conccrncd that thcsc proposcd changes to the hospital Conditions of Participation have not received the proper and usual vening. CMS seems to 
have comc to thcsc proposcd changcs without cIinical or financial justification, and without the input of various healthcare professionals who will be tasked with 
hiring cnough staff to adequately treat our therapy patients. 

Thc workforce shortage to fill therapy positions is widely known throughout the industry. Given thesc known shortages, it would seem CMS would want to do 
all thcy can to cnsurc all Amcricans havc access to thc thcrapy services they need, particularly in some of the more rural or underserved areas of the country. 
Instcad, the provisions in 1385-P would put another obstacle in front of many Americans and deny them the access to qualified healthcare providers to meet their 
mcdical nccds. 

Thc currcnt standards of stafting in hospitals and other rehabilitation facilities flexibility are pertinent in ensuring patients receive the best, most cost-effective 
treatment available. Hospital administrators and managers are charged with filling thesc jobs with the most qualified people to provide therapy services and 
cnsuring thc safcty and wcll-being of our patients. 1 would ask that CMS allow hospital administrators (such as me) to make these staffing decisions in 
accordancc with statc law and in thc best intercst of our patients and our facility. 

Currcnt hospital Conditions of Practice, statc law and hospital medical professionals havc givcn mc the authority to determine who is qualificd to provide 
rchabilitation scrviccs. Thcsc proposed regulations attempt to circumvent those standards. 

I would strongly encourage the CMS to consider the recommendations of those professionals that are tasked with overseeing the day to day healthcare needs of 
their patients. 1 respectfully rcqucst that you withdraw the proposed changes related to hospitals, rural clinics, and any Medicare Pan A or B rehabilitation facility. 

Lisa K. Kluchurosky, MEd, ATC 
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Submitter : Dr. Lee Berens 

Organization : Dr. Lee Berens 

Category : Physician 

Issue AreaslComments 

Date: 08/28/2007 

GENERAL 

GENERAL 

Lcslie V. Norwalk, Esq. 
Centers for Medicare services 
Baltimore 2 1244 

Rc: CMS-1385-P 

Dcar Ms. Norwalk: 

I am apprcciativc that CMS is taking steps to rectify thc substantial undervaluation of anesthesia services and am writing to support the proposed increasc of 
paymcnt for ancsthesia scrviccs. 

I apprcciatc that the Agency has accepted the recommendation of a revision to the RBRVS system and hope that the recommendation will be fully implemented. 

Thank you for your attention to this matter. 

Sincercly, 

Lee Bercns MD 
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Submitter : Dr. Corrie Pillon Date: 08/28/2007 

Organization : Genesis Chiropractic 

Category : Chiropractor 

Issue Areas/Comments 

GENERAL 

GENERAL 

Centers for Medicarc and Medicaid Services 
Department of Health and Human Services 
Attcntion: CMS-1385-P 
PO Box 80 18 
Baltimorc, Maryland 2 1244-80 18 

Re TECHNlCAL CORRECTIONS 

The proposcd rulc dated July 12th contained an item under the technical corrections section calling for the current regulation that permits a beneficiary to be 
reimbursed by Mcdicare for an X-ray taken by a non-treating provider and used by a Doctor of Chiropractic to determine a subluxation, be eliminated. 1 am 
writing in strong opposition to this proposal. 

While subluxation does not need to be detected by an X-ray, in some cases the patient clinically will require an X-ray to identify a subluxation or to rule out any 
"rcd flags," or to also determinc diagnosis and treatment options. X-rays may also be required to help determine the need for further diagnostic testing, i.e. MRI 
or for a referral to the appropriate specialist. 

By limiting a Doctor of Chiropractic from referring for an X-ray study, the costs for patient care will go up significantly due to the necessity of a referral to 
anothcr providcr (orthopedist or rhcumatologist, etc.) for duplicative evaluation prior to referral to the radiologist. With fixed incomes and limited resources 
scniors may choosc to forgo X-rays and thus needed treatment. If treatment is delayed illnesses that could bc life threatening may not be discovered. Simply put, 
it  is thc patient that will suffcr as rcsult of this proposal. 

I strongly urgc you to tablc this proposal. These X-rays, if ncedcd, are integral to the overall treatment plan of Medicare patients and, again, it is ultimately the 
patient that will suffcr should this proposal become standing regulation. 

Sinccrcly, 

Dr. Comc L. Pillon 
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Submitter : Mr. Mark Schauer 

Organization : Cleveland Clinic 

Category : Other Practitioner 

Issue Areas/Comments 

Date: 08/28/2007 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

Dcar Sir or Madam: 

My namc is Mark Schaucr, I am cmployed by thc Clevcland Clinic, Cleveland, OH. I am an Administrator in the Department of Orthopaedics and practicing 
Athletic Traincr. I have practiccd as an Athletic Trainer ovcr the past 19 years in many settings including the clinical outpatient setting, working side by side with 
Physical Thcrapists. Rcccntly I bccamc aware of proposed changes that will greatly effect thc care that we provide for our patients at Cleveland Clinic as a part of 
an intcgratcd hcalth carc tcam. 

I am writing today to voice my opposition to the therapy standards and requirements in regards to the stafting provisions for rehabilitation in hospitals and 
facilitics proposcd in 1385-P. 

While I am concemcd that these proposcd changes to the hospital Conditions of Participation have not received the proper and usual vetting, I am more concerned 
that thcsc proposcd rules will create additional lack of access to quality health care for my patients. 

As an athletic traincr, I am qualificd to perform physical medicine and rehabilitation scrvices, which you know is not the same as physical therapy. My education, 
clinical cxpcricncc, and national certification exam cnsure that my patients receivc quality health care. State law and hospital medical professionals have decmed 
mc qualificd to perform these scrvices and these proposed regulations attcmpt to circumvent thosc standards. 

Thc lack of acccss and workforce shortage to fill thcrapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be 
conccmcd with thc health of Amcricans, especially those in rural areas, to further restrict thcir ability to receive those services. The flexible current standards of 
stafting in hospitals and othcr rehabilitation facilitics are pcrtinent in ensuring patients receive the best, most cost-effective heatmcnt available. 

Sincc CMS sccms to havc come to these proposed changes without clinical or financial justification, I would sh.ongly encourage the CMS to consider the 
rccommcndations of thosc professionals that are tasked with overseeing the day-today health carc needs of their patients. I respectfully request that you withdraw 
the proposed changes related to hospitals, rural clinics, and any Mcdicare Part A or B hospital or rehabilitation facility. 

Sincercly, 

Mark D. Schaucr, MA, MBA, ATC 
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Submitter : Dr. David Pope Date: 08/28/2007 

Organization : Arkansas Pathology Associates, P.A. 

Category : Physician 

Issue AreasIComments 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

I am submitting comments on the Physician Self-Referral Provisions of CMS-1385-P entitled Medicare Program; Proposed Revisions To Payment Policies 
Under The Phys~cian Fee Schedule For Calendar Year 2008 . I am a board-certified Pathologist and a member of the College of American Pathologists. My 
practice is located in Little Rock, Arkansas, and I am a partner in this group of nine Pathologists who own an independent pathology laboratory. 
I am encouraged that CMS is undertaking this important initiative to end self-referral abuses in the billing and payment for pathology services. I am aware of 
arrangements in my practice area that give physician groups a share of the revenues from the pathology services ordered and performed for the group s patients. I 
bclieve thcsc arrangements arc an abuse of the Stark Law prohibition against physician self-referrals, and I support revisions to close the loopholes that allow 
physicians to profit from pathology services. 
In Arkansas. I am awarc of a ccrtain large urology group that traditionally performed two part prostate biopsies for years and the local pathology providers turned 
these diagnostic reports around in 24 hours. There was frequcnt and collegial communication among the physicians and good continuity of care on subsequent 
prostatectomies. When this urology group developed their own in-house pathology/histology lab, they began and still perform twelve part (or more) prostate 
biopsy scrics per patient. Diagnostic quality and turn-around time did not diminish because of this, but continuity of care was negatively impacted. This also 
created a poor collegial environment between the urology group and local Pathologists. The statement that twelve part biopsies are a trend or standard of care 
rings hollow as no other Urologists in the state of Arkansas are routinely performing twelve part biopsies on their patients. Most other Urologists still perform 
two or six part biopsies per patient. 
There also does not appear to be any added benefit to the patient receiving a twelve part biopsy series in terms of treatmcnt. This method of biopsy only results in 
increased diagnosis of minimal prostate disease or atypical small acinar proliferations which propagate only further biopsies and increased medical costs to the 
patienuinsurer. The Urolog~st s argument that this is standard of care is made more fallacious by the fact that when members of this particular urology group 
perform prostate biopsies in local hospitals (out of their own facility), thcy are only doing two part biopsies on Medicare and non-Medicare patients alike. It is all 
too obvious that they are using the in-office ancillary exception purely for financial gain at the expense of the patientlinsurer. This is an abuse of the current 
loopholc which is thc in-office ancillary pathology service exception. This loophole has made a mockery of Pathology as a professional service and threatens the 
core of our profession. 
I implore CMS to considcr modification of the current law such that these loopholes which allow for illegitimate and abusive profit will be closed. Spccifically I 
support thc cxpansion of the antimark-up rule to purchased pathology interpretations and the exclusion of anatomic pathology from the in-office ancillary service 
cxccption to thc Stark Law. I belicve that physicians should not be able to profit from the provision of pathology services unless the physician is capable of 
pcrsonally performing or supcrvising the scrvice. 
I agree that the Medicare Program should ensure that providers furnish care in the best interest of their patient s, and restrictions on physician self-referrals are an 
impcrativc program safeguard to ensure that clinical decisions are determined solely on the basis of quality. The proposed changes do not impact the availability or 
dclivcry of pathology services and arc designed only to remove the financial conflict of interest that compromises the integrity of the Medicare program 
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Date: 08/28/2007 Submitter : Dr. Stephen Campbell 

Organization : AAOC 

Category : Physician 

Issue Areas/Comments 

GENERAL 

GENERAL 

I urge you to continue to ensure access to high quality anesthesia service and support the CMS proposal to increase reembursment to anesthesia providers. 
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Submitter : Mrs. Carla McSpadden 

Organization : American Society of Consultant Pharmacists 

Category : Pharmacist 

Issue Areas/Comments 

Proposed Elimination of Exemption 
for Computer-Generated 
Facsimiles 

Proposed Elimination of Exemption for Computer-Generated Facsimiles 

See Attachment 
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American Society of Consultant Pharmacists 
1321 Duke St. 
Alexandria, VA 22314-3563 
'Phone: 703-739-1300 
FAX: 703-739-1321 
E-mail: info@ascp.com 

August 28,2007 

Centers for Medicare & Medicaid Services, 
Department of Health and Human Services, 
P.O. Box 8018 
Baltimore, MD 21244-8018 

Re: CMS-1385-P; PROPOSED ELIMINATION OF EXEMPTION FOR 
COMPUTER-GENERATED FACSIMILES 

To Whom it May Concern: 

The American Society of Consultant Pharmacists is pleased to offer comments to the 
Centers for Medicare and Medicaid Services on the elimination of the exemption for 
computer-generated facsimiles included in proposed rule CMS-1385-P issued July 2, 
2007. 

The American Society of Consultant Pharmacists (ASCP) is the international 
professional association that provides leadership, education, advocacy, and 
resources to advance the practice of senior care pharmacy. ASCP's 8,000+ members 
manage and improve medication therapy and improve the quality of life of geriatric 
patients and other individuals residing in a variety of environments, including 
nursing facilities, subacute care and assisted living facilities, psychiatric hospitals, 
hospice programs, and home and community-based care. 

Despite having recently completed a successful pilot study on electronic prescribing 
in the long-term care setting, the current e-prescribing environment is still limited in 
the long-term care industry. Reasons for this include the costs of buying and 
installing a system, training involved, time and workflow impact, and lack of 
reimbursement for costs and resources. However, the distinct difference in the long- 
term care setting is that all of these potential barriers apply not only to prescribers 
and pharmacies, but also to the nursing facilities. While pharmacies rely heavily on 
computer technology and some are already capable of utilizing e-prescribing, many 
independently-owned nursing facilities have yet to adopt technology other than the 
computers in their administrative and billing offices. In fact, most long-term care 
facilities still utilize manual charting processes and the pharmacies provide the 



medical records. CMS states in their final e-prescribing rule that "less than 30 
percent of nursing homes have computer access at the nursing station." That being 
said, many long-term care providers realize the potential efficiencies related to 
technology implementation as evidenced by the increasing implementation of 
electronic medication administration records (eMARs), stand-alone electronic health 
records, and computer-generated faxes for order management. However, these are 
just initial steps toward adoption of fully interoperable electronic health records and 
data exchange. 

CMS has recognized the differences between the long-term care and ambulatory 
settings in their e-prescribing final rule published on November 7,2005. In that 
document, CMS states: 

"We agree that the nursing home industry standard practice is not conducive 
to early application of e-prescribing standards. The foundation standards 
that have been adequately tested in the ambulatory setting may not be 
directly transferable to the LTC setting for several reasons.. . The current 
practice is for written orders to be faxed to the pharmacist as well as 
transcribed onto the Plan of Care at the nursing station. These intermediate 
steps would need to be developed separately in an e-prescribing system." 

The last sentence of the above quote is an important point. The steps necessary for 
complete medication management in the long-term care setting are quite different 
than in the ambulatory setting; the unique challenges in long-term care require 
special planning and a unique timeline for widespread implementation. It is for 
these reasons that CMS, in the final rule, did not require application of the 
foundation e-prescribing standards in the long-term care setting: 

". . .we exempt from the requirement to use NCPDP SCRIPT Standard 
prescription transactions between prescribers and dispensers where a non- 
prescribing provider is required by law to be a part of the overall transaction 
process.'' 

Because the proposed rule eliminating computer-generated faxes specifically 
mentions the SCRIPT standard and CMS previously exempted long-term care 
transactions from using SCRIPT (as seen above), it is our understanding that the 
new proposed rule does not apply currently to long-term care. However, ASCP is 
requesting formal clarification on this point. 

Eventually, ASCP would like to see full adoption of e-prescribing in the long-term 
care setting using the SCRIPT standard. Realistically, it is going to take more time 
before the final goal is realized. However, progress is being made. The long-term 
care e-prescribing pilot has identified necessary additions to the SCRIPT standard, 
Version 8, Release 1 (8.1), in order to account for the nuances of the long-term care 
setting. Through the National Council for Prescription Drug Programs (NCPDP), 
Work Group 14, the long-term care work group, has already forwarded and 
championed several modifications to the NCPDP SCRIPT Standard. Thus far, four 
Data Element Request Forms (DERFs) have been submitted for American National 
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Standards Institute (ANSI) accreditation with more pending final NCPDP approval 
and ANSI submission: 

D E W  743 - This DERF identified a specific unit, room and bed for medication delivery to 
the NCPDP SCRIPT Version 10.0 Patient Segment. This NCPDP SCRIPT Version was 
available for use in October 2006. 

DERF 779 - This DERF will create a new Census Update Transaction. This new CENSUS 
SCRIPT is used to inform the pharmacy when a resident is admitted, discharged, or has a 
demographic change (e.8. a change in UIRIB or payer) that is not related to an order. Until 
this CENSUS DERF is available, the pharmacy system should review each NEWRX to see if 
any resident changes have occurred to insure that the pharmacy system is updated when the 
NE W R X  is processed. 

DERF 784- This DERF creates a new prescription modification process to link the current 
order cancellDC with the new order to indicate to the pharmacy that this was a change to an 
existing order. This change was how an order modification was addressed in the 
pilot. 

DERF 795 - This DERF creates a way to send a refill requestfrom the facility to the 
pharmacy. This new RESUPPLY SCRIPT DERF is designedfor use in the LTC 
environment to allow nursingfacilities to request a new supplylre$llfrom a pharmacy. 

The DERFs 779,784 and 795 were recently balloted and approved as part of the 
NCPDP SCRIPT Standard Implementation Guide Version 10 Release 1 (10.1). 

ASCP strongly recommends the adoption of the SCRIPT 10.1 standard as the e- 
prescribing standard within long-term care by August 2009, the expected 
completion date of the final long-term care electronic health record certification by 
the Certification Commission for Health Information Technology (CCHIT). It is 
important for the long-term care industry to adopt e-prescribing following the 
CCHIT roadmap and not be hindered by regulations counter to the certification 
process. 

Also, it is important to discuss the impact of the proposed fax exemption elimination 
on the prescribing of controlled substances. The Drug Enforcement Administration 
has not yet approved the use of e-prescribing systems for controlled substances and 
still requires those prescriptions to be written and "manually signed by the 
prescriber. There are exceptions, such as when a Schedule I1 prescription is 
intended for a resident of a long-term care facility or a patient in a Medicare-covered 
hospice program, in which case a copy of the prescription may be transmitted 
entirely via fax without requiring the pharmacy to obtain an original, manually 
signed copy of the prescription. However, DEA controlled substance prescription 
regulations do not specifically prohibit a computer-generated fax transmission of a 
"manually signed" prescription. If the computer-generated fax exemption were 

ASCP Comments to CMS on Proposed Elimination of Exemption for Computer-Generated Facsimiles 
August 2007 



removed completely, a prescriber or facility using a paperless system that involved 
computer-generated faxes would be required to add an additional step to the 
prescribing process for controlled substances. Not only could this wreak havoc on 
current workflows, but it has the potential to negatively impact implementation of 
health information technology - which is contrary to CMS's intended goal with the 
proposed exemption elimination. We recommend specifically exempting controlled 
substances from the elimination of computer-generated faxed prescriptions. 

While the long-term care industry is still quite dependent on faxed medication 
orders at this point in time, progress is definitely being made towards the adoption 
of health information technology, such as e-prescribing. ASCP requests: 

- Clarification on the applicability to the long-term care industry of 
the proposed elimination of the exemption for computer-generated 
facsimile of prescriptions; 

- Adoption of the NCPDP SCIUIT standard, version 10.1, prior to 
CCHIT certification of long-term care EHRs so that e-prescribing 
and EHRs will be successful when implemented in this setting; and 

- Exemption of controlled substances from the proposed rule to 
eliminate at least some barriers for those currently using paperless 
systems. 

ASCP would like to thank CMS for taking steps towards the advancement of health 
information technology. If we can answer any questions or be of further assistance, 
please let us know. 

Sincerely, 

Carla Saxton McSpadden, RPh, CGP 
Assistant Director, Policy and Advocacy 
American Society of Consultant Pharmacists 
1321 Duke St. 
Alexandria, VA 22314 
(703) 739-1316 ext. 129 
E-mail: cmcspadden@ascp.com 
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Submitter : Dr. Charles Cowles 

Organization : Univ of Texas -Houston 

Category : Physician 

Issue AreasIComments 

Date: 08/28/2007 

GENERAL 

GENERAL 

Lcslic V. Nonvalk. Esq. 
Acting Administrator 
Centers for Mcdicarc and Medicaid Scrvices 
Attcntion: CMS- 1385-P 
P.O. Box 8018 
Baltimorc, MD 2 1244-8018 

Re: CMS-1385-P 

Ancsthcsia Coding (Part of 5-Ycar Review) 

Dcar Ms. Nonvalk: 

I am writing to cxprcss my strongest support for thc proposal to incrcasc anesthcsia payments under the 2008 Physician Fee Schedule. I am grateful that CMS has 
rccognizcd thc gross undcrvaluation of ancsthcsia services, and that the Agency is taking steps to address this complicated issuc. 

When thc RBRVS was instituted, it created a huge payment disparity for anesthcsia carc, mostly due to significant undervaluation of anesthesia work compared to 
othcr physician scrviccs. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 per unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
arcas with disproportionately high Medicarc populations. 

In an cffort to rcctify this untcnable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step fonvard in correcting the long-standing 
undcrvaluation of anesthcsia services. 1 am pleased that the Agency accepted this recommendation in its proposed rulc, and I support full implementation of thc 
RUC s recommendation. 

To cnsurc that our paticnts havc access to expcrt anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register 
by fully and immcd~atcly implcmcnting the ancsthesia conversion factor inercase as rccommended by the RUC. 

Thank you for your considcration of this serious matter. 
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Submitter : Dr. cary lubet 

Organization : Dr. cary lubet 

Category : Chiropractor 

Issue Areas/Comments 

Physician Scacity Areas 

Physician Scacity Areas 

when will you allow chiropractors to participate in this? 
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Submitter : Dr. Paul Harkins 

Organization : Dr. Paul Harkins 

Category : Physician 

Issue AreaslComments 

Date: 08/28/2007 

Coding-- Additional Codes From 
5-Year Review 

Coding-- Additional Codes From 5-Year Review 

Rc: CMS-1385-P 

Anesthesia Coding (Part of 5-Year Review) 

I am writing to express my swongest support for the proposal to increase anesthesia paymcnts under the 2008 Physician Fee Schedule. I am grateful that CMS has 
recognizcd thc gross undcrvaluation of ancsthcsia serviccs, and that the Agency is taking steps to address this complicated issue. 

Whcn thc RBRVS was instituted, it crcated a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to 
othcr physician scrvices. Today, morc than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 per unit. This 
amount docs not covcr the cost of caring for our nation's seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
areas with disproponionately high Medicare populations. 

In an effort to rectify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work 
undcrvaluati0n:a move that would result in an increase of nearly $4.00 per anesthesia unit and scrvc as a major step forward in correcting the long-standing 
undervaluation of anesthesia services. I am pleased that the Agency accepted this recommendation in its proposed rulc, and I support full implementation of the 
RUC's rccommcndation. 

To ensurc that our patients havc access to expcrt anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register 
by fully and immediately implementing the anesthesia conversion factor increase as recommended by the RUC. 

Thank you for your considcration of this serious matter, 
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Submitter : Dr. James Maddux 

Organization : Dr. James Maddux 

Category : Physician 

Issue AreaslComments 

Date: 08/28/2007 

GENERAL 

GENERAL 

Lcslic V. Nonvalk. Esq. 
Acting Administrator 
Ccntcrs for Mcdicare and Medicaid Services 
Attention: CMS-I 385-P 
P.O. Box 801 8 
Baltimore, MD 21244-8018 

Rc: CMS-1385-P 

Anesthesia Coding (Part of 5-Ycar Rcv~ew) 

Dcar Ms. Nonvalk: 

I am writing to cxpress my saongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. I am grateful that CMS has 
rccognizcd thc gross undervaluation of anesthesia services, and that thc Agency is taking steps to address this complicated issue. 

Whcn thc RBRVS was instituted, it created a hugc payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to 
othcr physician scrviccs. Today, morc than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands atjust $16.19 per unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
areas with disproportionately high Medicare populations. 

In an cffort to rcctify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work 
undervaluat~on a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undervaluation of anesthesia services. I am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the 
RUC s recommendation. 

To ensure that our patients have access to expert anesthesiology mcdical care, it is imperative that CMS follow through with the proposal in the Federal Register 
by fully and immediately implementing the anesthesia conversion factor increase as recommended by the RUC. 

Thank you for your consideration of this serious matter. 
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Submitter : Miss. Colleen Wittkopp 

Organization : Ohio University Athletic Training 

Category : Other Health Care Professional 

Issue Areas/Comments 
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Submitter : 

Organization : 

Category : Other Health Care Professional 

Issue AreaslComments 

Date: 08/28/2007 

Background 

Background 

Dear Administrator, 

I am writing in support of CMS proposal to boost the value of anesthesia work by 32%. This will ensure that CRNAs can continue to to provide anesthesia to 
medicare beneficiaries with a need for anesthesia services. 

Currently, according to MedPAC studies; reimbursement is between 40-80%. Boosting the value of anesthesia delivery to 32%, will bring us current in regards 
to thc inflation that has occured over the last several ycars. I am concerned that Congress will over look the need to reverse the IO%SGR thereby causing our 
reimbursement, to dccrcasc 17% below 2006 payment levels!! 

Appromimatcly twcnty seven million patients in the US, including underserved and rural populations, rely on CRNAs to provide their anesthesia care. Thc 
availability of ancsthesia scrvices by CRNAs, will bc dircctly affected by fair Medicare reimbursement for anesthesia services rendered. I support CMS's proposal 
to boost thc valuc our work so as to cnsure the continued availability of anesthesia services for the patients who require our services. 

Thank you. 
Sinccrcly. 
Janicc Carey CRNA MS 
I I Bnkside Drive 
Billerica MA 01821 
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Submitter : Dr. Sarah Radabaugh 

Organization : Thermopolis Chiropractic Clinic 

Category : Chiropractor 

Issue Areas/Comments . 

Date: 08/28/2007 

Technical Corrections 

Technical Corrections 

X-rays, whcn necdcd, are intcgral to the overall chiropractic treatment plan of Medicare patients, and unfortunately in the end, it is the beneficiary who will bc 
negatively affectcd by this proposed changc in coverage. The current X-ray Medicare protocol has served patients well, and there is no clinical reason for this 
proposed changc. If doctors of chiropractic are unable to refer patients directly to a radiologist, patients may be required to make additional and unnccessary visits 
to thcir primary care providers, significantly driving up the costs of patient care. 
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Submitter : Dr. david larson 

Organization : california anesthesia associates 

Category : Physician 

Issue AreaslComments 

GENERAL 

GENERAL 

CMS-1385-P 

Plcasc incrcasc rsvb for ancsthcsia by $4 pcr unit 

David D Lanon. M.D. 
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Submitter : Dr. Shashidhar Subbanna Date: 08/28/2007 
Organization : Medical College of Georgia 

Category : Physician 

Issue AreaslComments 

GENERAL 

GENERAL 

Lcslic V. Norwalk, Esq. 
Acting Administrator 
Centcrs for Medicare and Medicaid Services 
Attention: CMS- 1385-P 
P.O. Box 801 8 
Baltimore. MD 21244-801 8 

Re: CMS-1385-P 
Anesthesia Coding (Part of 5-Year Review) 

Dcar Ms. Nonvalk: 

I am writing to cxprcss my strongest support for the proposal to increase anesthcsia paymcnts under the 2008 Physician Fee Schedule. I am grateful that CMS has 
rccognizcd thc gross undcrvaluation of anesthesia services. and that the Agency is taking steps to address this complicated issue. 

Whcn thc RBRVS' was instituted, it created a huge payment disparity for anesthesia eare, mostly due to significant undervaluation of anesthesia work compared to 
othcr physician services. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.1 9 per unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
arcas with disproportionately high Medicare populations. 

In an effort to rcctify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undcrvaluation of anesthesia services. I am pleased that the Agency accepted this recommcndation in its proposed rule, and I support full implementation of the 
RUC s recommendation. 

To cnsurc that our paticnts havc access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register 
by fully and immcdiatcly implementing the anesthesia conversion factor increase as recommended by the RUC. 

Thank you for your consideration of this serious matter. 

Sinccrcly 

Shashidhar Subbanna 
Ancsthcsiologist 
Medical Collcgc of Georgia 
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Submitter : Mr. Jeremy Wiley Date: 08/28/2007 

Organization : Intermountain Sports Medicine 

Category : Other Health Care Professional 

Issue Areas/Comments 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

To whom it may concern: 
My name is Jeremy Wiley, ATC and I am currently working as an athletic Training Lead for a clinical sports medicine outreach program. I work in a rural type 
setting. Our local hospital is in a well populated college town and we provide services for various rural, mainly agricultural towns. 

I am writing today to voicc my opposition to the therapy standards and requirements in regards to the stafing provisions for rehabilitation in hospitals and 
facilitics proposed in 1385-P. 
I am a Certified Athletic Traincr; I know and feel that I am qualified to perform physical medicine and rehabilitation services, which is not the same as physical 
therapy. My collegc cducation. numerous hours of clinical experience, and passing of a national certification exam ensure that my patients receive quality hcalth 
care. Multiplc states and medical profcssionals have deemed me qualified to perform these services and these proposed regulations attempt to circumvent those 
standards. 
The lack ofacccss and workforcc shortage to fill therapy positions is widely known throughout the industry. We have recently had a well paying position for a 
Physical Therapist open for ovcr 6 months with no qualified applicants. It is irresponsible for CMS, which is supposed to be concerned with thc health of 
Americans, especially thosc in rural areas, to further restrict their ability to receive those services. The flexible current standards of staffing in hospitals and other 
rehabilitation facilitics are pertinent in ensuring patients receive the best, most cost-effective treatment available. 
Sincc CMS sccrns to have come to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the 
rccommcndations of those professionals that are tasked with overseeing the day-to-day health care needs of their patients. I respectfully request that you withdraw 
thc proposcd changcs related to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility. 
Thank You, 
Jcrcmy Wilcy. ATC 
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Submitter : Dr. cary lubet Date: 08/28/2007 

Organization : Dr. cary lubet 

Category : Chiropractor 

Issue AreaslComments 

GENERAL 

GENERAL 

This will certainly effect the dependency on MDs for our care, personally I would do it for free, but then again this is not allowed, dont take away the ab l i t~  for 
us to render care and rule out underlying disorders ..... 
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Submitter : Mrs. Tara Humphreys 

Organization : University of Hawaii @Manoa 

Category : Other Health Care Professional 

Date: 08/28/2007 

Issue Areas/Comments 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

Dcar Sir or Madam, 
My namc is Tara and I am a Ccrtified Athletic Trainer. I am employcd by the University of Hawaii to provide care, prevention, and rehabilitative services to our 
athletes. I wcnt to Loyola Marymount University and have workcd in several colleges before coming to UH. I have been here almost 10 years. I am certified by 
both the National Athletic Trainers Association as an ATC and Thc National Strcngth and Conditioning Association as a CSCS. 
I am writing today to voice my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and 
facilities proposcd in 1385-P. 

Whilc I am conccrncd that thcse proposed changcs to the hospital Conditions of Participation have not received thc proper and usual vetting, I am more concerned 
that thcsc proposed rules will crcate additional lack of access to quality health care for my patients. 

As an athletic traincr, I am qualified to perform physical medicine and rchabilitation services, which you know is not the same as physical therapy. My education, 
clinical experience, and national certification exam ensure that my patients rcccive quality health care. State law and hospital medical professionals have deemed 
mc qualificd to perform these services and these proposed regulations attempt to circumvent those standards. 

Thc lack of access and workforce shortage to fill thcrapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be 
conccrncd with the health of Americans, especially thosc in rural areas, to further restrict their ability to receive those services. The flexible current standards of 
staffing in hospitals and othcr rehabilitation facilities are pertinent in ensuring patients receive the best, most cost-effective treatment available. 

Sincc CMS sccms to have comc to thesc proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the 
rccommcndations of thosc profcssionals that are tasked with overseeing the day-to-day health carc needs of their patients. I respectfully request that you withdraw 
the proposcd changcs rclatcd to hospitals, rural clinics, and any Mcdicare Part A or B hospital or rehabilitation facility. 

Sincerely, 

Tara M. Humphreys, ATC, CSCS 
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Dear Sir or Madam: 

My name is Charlie Hamilton, ATC, MA, LAT. I work at Carlsbad High School in 
Carlsbad, NM, as the athletic trainer for all the team sports and athletics. I have a BS 
degree from the University of New Mexico in Athletic Training as well as an Health 
Education certification. I acheived my MA from Towson University in Liberal Studies 
with an emphasis in Biopsychology and Exercise Physiology. 

I am writing today to voice my opposition to the therapy standards and requirements in 
regards to the staffing provisions for rehabilitation in hospitals and facilities proposed in 
1385-P. 

While I am concerned that these proposed changes to the hospital Conditions of 
Participation have not received the proper and usual vetting, I am more concemed that 
these proposed rules will create additional lack of access to quality health care for my 
patients. 

As an athletic trainer, I am qualified to perform physical medicine and rehabilitation 
services, which you know is not the same as physical therapy. My education, clinical 
experience, and national certification exam ensure that my patients receive quality health 
care. State law and hospital medical professionals have deemed me qualified to perform 
these services and these proposed regulations attempt to circumvent those standards. 

The lack of access and workforce shortage to fill therapy positions is widely known 
throughout the industry. It is irresponsible for CMS, which is supposed to be concemed 
with the health of Americans, especially those in rural areas, to further restrict their 
ability to receive those services. The flexible current standards of staffing in hospitals 
and other rehabilitation facilities are pertinent in ensuring patients receive the best, most 
cost-effective treatment available. 

Since CMS seems to have come to these proposed changes without clinical or financial 
justification, I would strongly encourage the CMS to consider the recommendations of 
those professionals that are tasked with overseeing the day-to-day health care needs of 
their patients. I respectfully request that you withdraw the proposed changes related to 
hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility. 

Sincerely, 

Charlie Hamilton, MA, ATC, LAT 


