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534.

SPECIAL BILLING INSTRUCTIONS FOR PNEUMOCOCCAL PNEUMONIA, INFLUENZA VIRUS, AND HEPATITIS B VACCINES

Part B of Medicare pays 100 percent for pneumococcal pneumonia vaccines (PPV) and influenza virus vaccines and their administration.  Payment is on a reasonable cost basis.  Deductible and coinsurance do not apply.  Part B of Medicare also covers the reasonable cost for hepatitis B vaccine and its administration.  Deductible and coinsurance apply.

A.
Coverage Requirements.--Effective for services furnished on or after July 1, 2000, Medicare does not require for coverage purposes, that the PPV vaccine and its administration be ordered by a doctor of medicine or osteopathy.  Therefore, the beneficiary may receive the vaccine upon request without a physician’s order and without physician supervision.  

Effective for services furnished on or after September 1, 1984, hepatitis B vaccine and its administration is covered if it is ordered by a doctor of medicine or osteopathy and is available to Medicare beneficiaries who are at high or intermediate risk of contracting hepatitis B.

Effective for services furnished on or after May 1, 1993, influenza virus vaccine and its administration is covered when furnished in compliance with any applicable State law.  Typically, this vaccine is administered once a year in the fall or winter.  Medicare does not require for coverage purposes that the vaccine must be ordered by a doctor of medicine or osteopathy.  Therefore, the beneficiary may receive the vaccine upon request without a physician's order and without physician supervision.

B.
General Billing Requirements.--Follow the general billing instructions in §560.  You must file your claim on Form HCFA-1450, using bill types 22X and 23X.

For these bills, you must complete Item 44 on Form HCFA-1450.  (See §560.)

Bill for the vaccines and their administration on the same claim.  There is no requirement for a separate bill for the vaccines and their administration.  However, you may require a separate bill if your intermediary requires it.

C.
HCPCS Coding.--Bill for the vaccines using the following HCPCS codes listed below:

90657
Influenza virus vaccine, split virus, 6-35 months dosage, for intramuscular or jet injection use;

90658
Influenza virus vaccine, split virus, 3 years and above dosage, for intramuscular or jet injection use;

90659
Influenza virus vaccine, whole virus, for intramuscular or jet injection use;

90732
Pneumococcal polysaccharide vaccine, 23-valent, adult dosage, for subcutaneous or intramuscular use;

90744
Hepatitis B vaccine, pediatric or pediatric/adolescent dosage, for intramuscular use;

90745
Hepatitis B vaccine, adolescent/high risk infant dosage, for intramuscular use;

90746
Hepatitis B vaccine, adult dosage, for intramuscular use;

90747
Hepatitis B vaccine, dialysis or immunosuppressed patient dosage, for intramuscular use;

90748
Hepatitis B and Hemophilus influenza b vaccine (HepB-Hib), for intramuscular use.

These codes are for reporting of the vaccines only.  Bill for the administration of the vaccines using HCPCS code G0008 for the influenza virus vaccine, G0009 for the PPV vaccine, and G0010 for the hepatitis B vaccine.

D.
Applicable Revenue Codes.--Bill for the vaccines using revenue code 636.  Bill for the administration of the vaccines using revenue code 771.
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E.
Other Coding Requirements.--You must report a diagnosis code for each vaccine if the sole purpose for the visit is to receive a vaccine or if a vaccine is the only service billed on a claim.  Report code V04.8 for the influenza virus vaccine, code V03.82 for PPV, and code V05.3 for the hepatitis B vaccine.  In addition, for the influenza virus vaccine, report UPIN code SLF000 if the vaccine is not ordered by a doctor of medicine or osteopathy.

F.
Simplified Billing of Influenza Virus Vaccine by Mass Immunizers.--Some potential "mass immunizers" have expressed concern about the complexity of billing for the influenza virus vaccine and its administration.  Consequently, to increase the number of beneficiaries who obtain needed preventive immunizations, simplified (roster) billing procedures are available to mass immunizers.  A mass immunizer is defined as any entity that gives the influenza virus vaccine to a group of beneficiaries, e.g., at Public Health Clinics, shopping malls, grocery stores, senior citizen homes, and health fairs.  To qualify for roster billing, immunizations of at least five beneficiaries on the same date is required.

The simplified process involves use of the HCFA-1450 with preprinted standardized information relative to you and the benefit.  When conducting mass immunizations, attach a standard roster to a single pre-printed HCFA-1450 that contains the variable claims information regarding the service provider and individual beneficiaries.

The roster must contain, at a minimum, the following information:

o
Provider name and number;

o
Date of service;

o
Patient name and address;

o
Patient date of birth;

o
Patient sex; 

o
Patient health insurance claim number; and

o
Beneficiary signature or stamped "signature on file".

NOTE:
A stamped "signature on file" can be used in place of the beneficiary's actual signature provided you have a signed authorization on file to bill Medicare for services rendered.  In this situation, you are not required to obtain the patient signature on the roster.  However, you have the option of reporting "signature on file" in lieu of obtaining the patient's actual signature. 

The modified HCFA-1450 shows the following preprinted information in specific FLs:

o
The words "See Attached Roster" in FL 12, (Patient Name);

o
Patient Status code 01 in FL 22 (Patient Status);

o
Condition code M1 in FLs 24-30 (Condition Code) (See NOTE: below);

o
Condition code A6 in FLs 24-30 (Condition Code);

o
Revenue code 636 in FL 42 (Revenue Code), along with the appropriate HCPCS code in FL 44 (HCPCS Code);
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o
Revenue code 771 in FL 42 (Revenue Code), along with HCPCS code G0008 FL 44 (HCPCS Code);

o
"Medicare" on line A of FL 50 (Payer);

o
The words "See Attached Roster" on line A of FL 51 (Provider Number); 

o
UPIN SLF000 in FL 82; and

o
Diagnosis code V04.8 in FL 67 (Principal Diagnosis Code). 

When conducting mass immunizations, you are required to complete the following FLs on the preprinted HCFA-1450:

o
FL  4 (Type of Bill);

o
FL 47 (Total Charges);

o
FL 85 (Provider Representative); and

o
FL 86 (Date).

NOTE:
Medicare Secondary Payer (MSP) utilization editing is by-passed in CWF for all mass immunizer roster bills.  However, if the provider knows that a particular group health plan covers the influenza virus vaccine and all other MSP requirements for the Medicare beneficiary are met, the primary payer must be billed.

If you do not mass immunize, continue to bill for the influenza virus vaccine using normal billing procedures; i.e., submission of a HCFA-1450 or electronic billing for each beneficiary.

When you provide the influenza virus vaccine in a mass immunization setting, you do not have the option to pick and choose who to roster bill for this service.  If you are using employees from your certified portion, and as a result will be reflecting these costs on your cost report, you must bill your intermediary on the HCFA-1450.

If you are using employees from your non-certified portion (employees from another entity that are not part of your SNF), and as a result, payment will not be made on the cost report for these costs, you must obtain a provider number and bill your carrier on the HCFA-1500.

If employees from both the certified and non-certified portions of your facility are used to furnish the vaccine at a single mass immunization site, you must prepare two separate rosters, i.e., one for employees of the certified portion of your facility to be submitted to your intermediary and one for employees of the non-certified portion of your facility to be submitted to your carrier.

G.
Simplified Billing of Pneumococcal Pneumonia Vaccine (PPV) by Mass Immunizers.--The simplified (roster) claims filing procedure has been expanded  for PPV.  A mass immunizer is defined as any entity that gives the PPV to a group of beneficiaries, e.g., at Public Health Clinics, shopping malls, grocery stores, senior citizen homes, and health fairs.  To qualify for roster billing, immunizations of at least five beneficiaries on the same date is required.   

The simplified process involves use of the HCFA-1450 with preprinted standardized information relative to the provider and the benefit.  Mass immunizers attach a standard roster to a single pre-printed HCFA-1450 which will contain the variable claims information regarding the service provider and individual beneficiaries. 

The roster must contain, at a minimum, the following information:
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o
Provider name and number;

o
Date of service;

o
Patient name and address;

o
Patient date of birth;

o
Patient sex; 

o
Patient health insurance claim number; and

o
Beneficiary signature or stamped "signature on file".

NOTE:
A stamped "signature on file" can be used in place of the beneficiary's actual signature provided you have a signed authorization on file to bill Medicare for services rendered.  In this situation, you are not required to obtain the patient signature on the roster.  However, you have the option of reporting "signature on file" in lieu of obtaining the patient's actual signature. 

The roster should contain the following language to be used by you as a precaution to alert beneficiaries prior to administering the PPV.

WARNING:
The beneficiary's vaccination status must be verified before administering the PPV.  It is acceptable to rely on the patient's memory to determine prior vaccination status.  If the patient is uncertain whether they have been vaccinated within the past 5 years, administer the vaccine.  If patients are certain that they have been vaccinated within the past 5 years, do not revaccinate.

The modified HCFA-1450 shows the following preprinted information in the specific form locators (FLs):

o
The words "See Attached Roster" in FL 12, (Patient Name);

o
Patient Status code 01 in FL 22 (Patient Status);

o
Condition code M1 in FLs 24-30 (Condition Code);

o
Condition code A6 in FLs 24-30 (Condition Code);

o
Revenue code 636 in FL 42 (Revenue Code), along with HCPCS code 90732 in FL 44 (HCPCS Code);

o
Revenue code 771 in FL 42 (Revenue Code), along with HCPCS code G0009 in FL 44 (HCPCS Code);

o
"Medicare" on line A of FL 50 (Payer);

o
The words "See Attached Roster" on line A of FL 51 (Provider Number); and

o
Diagnosis code V03.82 in FL 67 (Principal Diagnosis Code).

When conducting mass immunizations, you are required to complete the following FLs on the preprinted HCFA-1450:
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o
FL  4 (Type of Bill);

o
FL 47 (Total Charges);

o
FL 85 (Provider Representative); and

o
FL 86 (Date).

NOTE:
Medicare Secondary Payer (MSP) utilization editing is by-passed in CWF for all mass immunizer roster bills.  However, if you know that a particular group health plan covers the PPV and all other MSP requirements for the Medicare beneficiary are met, the primary payer must be billed.  

If you do not mass immunize, continue to bill for PPV using the normal billing method i.e., submission of a HCFA-1450 or electronic billing for each beneficiary.

When you provide the PPV in a mass immunization setting, you do not have the option to pick and choose who to roster bill for this service.  If you are using employees from your certified portion, and as a result will be reflecting these costs on your cost report, you must bill your intermediary on Form HCFA-1450.

If you are using employees from your non-certified portion (employees from another entity that are not part of your SNF), and as a result, payment will not be made on the cost report for these costs, you must obtain a provider number and bill your carrier on Form HCFA-1500.

If employees from both the certified and non-certified portions of your facility are used to furnish the vaccine at a single mass immunization site, you must prepare two separate rosters, i.e., one for employees of the certified portion of your facility to be submitted to your intermediary and one for employees of the non-certified portion of your facility to be submitted to your carrier.

535.

ALL-INCLUSIVE RATE OR NO-CHARGE STRUCTURE SNF BILLING 



PROCEDURES FOR PART B INPATIENT ANCILLARY SERVICES

The charges to be billed for Part B ancillary services furnished to inpatients when Part A benefits are not payable is dependent upon the cost reimbursement method you use to apportion allowable costs between Medicare beneficiaries and other patients.  Bill these inpatient ancillary services under Part B when the level of care becomes noncovered under Part A, when Part B benefits become exhausted, or are otherwise not payable under Part A.

Part B ancillary services for inpatients are listed in §260A.

When billing for Part B inpatient ancillary services where Part A benefits are not payable, an all-inclusive rate or no-charge structure SNF follows the appropriate cost reimbursement method of billing instructions listed below.

A.
SNFs Using Method A (Use of Statistical Data).--Using the cost report for the immediately preceding cost reporting period:

o
Find the ratio of the total allowable costs of the Part B inpatient ancillary services to the total allowable costs of all inpatient services (including routine);

o
Apply the ratio to your current all-inclusive billing rate.  The result represents the inclusive billing rate applicable to the Part B ancillary services when Part A benefits are not available; and,

 

o
Enter the charge amount obtained by this computation using revenue code 24X, All Inclusive Ancillary.
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B.
SNFs Using Method D (Use of Comparable Skilled Nursing Facility Data).--The inclusive charge for the Part B inpatient ancillary services is determined by applying a fixed percentage (see below) to your average inpatient ancillary charge.  The average inpatient ancillary charge is determined from your prior year cost report by applying to your all-inclusive rate a percentage based upon your total inpatient ancillary costs divided by total costs for all inpatient services (including routine).  An inclusive billing rate applicable to the ancillary services covered for Part B inpatients is 65 percent.
Enter the amount derived by multiplying the average inpatient ancillary service charge by the indicated percentage figure using Revenue Code 24X, All Inclusive Ancillary.

C.
SNFs Using Method E (Percentage of Per Diem).--The inclusive charge for Part B inpatient ancillary services is computed by applying 2.5 percent to your all-inclusive rate for the cost reporting period.

Enter the amount derived by multiplying the total charge for inpatient services (ancillary and routine) by the percentage figure using Revenue Code 24X, All Inclusive Ancillary.

537.

BILLING FOR MAMMOGRAPHY SCREENING

Section 4163 of the Omnibus Budget Reconciliation Act of 1990 added §1834(c) the Act to provide for Part B coverage of mammography screening for certain women entitled to Medicare for screenings performed on or after January 1, 1991.  The term "screening mammography" means a radiologic procedure provided to an asymptomatic woman for the purpose of early detection of breast cancer and includes a physician's interpretation of the results of the procedure.  Unlike diagnostic mammographies, there do not need to be signs, symptoms, or history of breast disease in order for the exam to be covered.

There is no requirement that the screening mammography examination be prescribed by a physician for an eligible beneficiary to be covered.  Payment may be made for a screening mammography furnished to a woman at her direct request.

Prior to October 1, 1994, if you perform screening mammographies, you must request and be recommended for certification by the State certification agency and approved by HCFA before payment is made.  Effective October 1, 1994, if you perform mammography services (diagnostic and screening), you must be issued a certificate from the Food and Drug Administration (FDA) before payment is made.  (See §538 for more detailed instructions.)  If you arrange for another entity to perform a screening mammography for one of your patients prior to October 1, 1994, you must assure that the entity is certified to perform the screening, or on or after October 1, 1994, you must assure that the entity has been issued a certificate by FDA.  Your intermediary will deny claims when it determines that the entity that performed the screening is not certified.  It will utilize denial language in subsection F.  

Section 4101 of the Balanced Budget Act (BBA) of 1997 provides for annual screening mammographies for women over 39 and waives the Part B deductible.  Coverage applies as follows:

o
No payment may be made for a screening mammography performed on a woman under 35 years of age;

o
You will be paid for only one screening mammography performed on a woman between her 35th and 40th birthdays (ages 35 through 39); and
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o
For a woman over 39, you will be paid for a screening mammography performed after 11 full months have passed following the month in which the last screening mammography was performed.

A.
Determining 11 Month Period.--To determine the 11 and 23 month periods, your intermediary starts their count beginning with the month after the month in which a previous screening mammography was performed.

EXAMPLE:
The beneficiary received a screening mammography in January 1991.  Intermediaries start their count beginning with February 1991.  The beneficiary is eligible to receive another screening mammography in January 1992 (the month after 11 full months have elapsed).

B.
Payment Limitations.--There is no Part B deductible.  However, coinsurance is applicable.  Following are three categories of billing for mammography services:  

o
Professional component of mammography services (that is, for the physician's interpretation of the results of the examination); 

o
Technical component (all other services); and 

o
Both professional and technical components (global).  However, global billing is not permitted for services furnished in your outpatient department.  

When the technical and professional components of the screening mammography are billed separately, the payment limit is adjusted to reflect either the professional or technical component only.  That is, the limitation ($62.10 in calendar year 1996, $63.34 in calendar year 1997, $64.73 in calendar year 1998 by 68 percent, $66.22 in calendar year 1999, and $67.81 in calendar year 2000 by 68 percent) applicable to global billing for screening is allocated between the professional and technical components as set forth by regulations.  For example, in calendar year 2000, 32 percent of the $67.81 limit, or $21.69, is used in determining payment for the professional component, and 68 percent of the $67.81 limit, or $46.12, is used in determining payment for the technical component. 

Payment for the technical component equals 80 percent of the least of the:

o
Actual charge for the technical component of the service;

o
Amount determined for the technical component of a bilateral diagnostic mammogram (HCPCS code 76091) for the service under the radiology fee schedule in 1991 or for services furnished on or after January 1, 1992 under the Medicare physicians' fee schedule; or

o
Technical portion of the screening mammography limit.  This is an amount determined by multiplying the screening mammography limit ($60.88 in calendar year 1995, $62.10 for calendar year 1996, $63.34 in calendar year 1997, $64.73 in calendar year 1998, $66.22 in calendar year 1999, and $67.81 for calendar year 2000) by 68 percent.

On January 1 of each subsequent year, the overall limit is updated by the percentage increase in the Medicare Economic Index.

Bill your intermediary on Form HCFA-1450 for the technical component portion of the screening mammography and your carrier on Form HCFA-1500 for the professional component portion.
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C.
Billing Requirements.--Bill for the technical component portion of the screening mammography on Form HCFA-1450 under bill type 22X or 23X along with HCPCS code 76092.  A separate bill is required.  Include on the bill only charges for mammography screening.

On every screening claim, with dates of service October 1, 1997 thru December 31, 1997, where the patient is not a high risk individual, enter in FL 67, “Principal Diagnosis Code,” the following code: 

o
V76.12 "Other screening mammography."

If the screening is for a high risk individual, enter in FL 67, “Principal Diagnosis Code,” the following code:

o
V76.11 “Screening mammogram for high risk patient.”

In addition, for high risk individuals, report one of the following applicable codes in FL 68, “Principal Diagnoses Codes”:

o
V10.3 "Personal history - Malignant neoplasm female breast;"

o
V16.3 "Family history - Malignant neoplasm breast;" and

o
V15.89 "Other specified personal history representing hazards to health."

The following chart indicates the ICD-9 diagnosis codes to be reported for each high risk category:

High Risk Category



Appropriate Diagnosis Code
A personal history of breast

cancer









V10.3

A mother, sister, or daughter

who has breast cancer






V16.3

Not given birth prior to age 30




V15.89

A personal history of biopsy-proven



V15.89

benign breast disease

On every screening claim with dates of service on or after January 1, 1998, you must enter in FL 67, “Principal Diagnosis Code,” the following code:

o
V76.12 “Other screening mammography.”

NOTE:
Code ICD-9 diagnosis code for mammography to the applicable fourth or fifth digit.  Omit decimal points for data entry purposes.  In addition, due to the BBA of 1997, there is no need for you to continue to report the high risk diagnosis code effective January 1, 1998.

 
D.
Actions Required.--Your intermediary will consider the following when determining whether payment may be made:

o
Presence of revenue code 403;

o
Presence of HCPCS code 76092;
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o
Presence of high risk diagnosis code indicator;

o
Date of last screening mammography; and

o
Age of beneficiary.

E.
Determining Payment Amount for Technical Component.--This provides for the payment calculation of the technical portion of a screening mammography.  For services in 2000, your intermediary will pay the lower of:

o
Billed charges for HCPCS code 76092; 

o
$46.12; or

o
The physicians' fee schedule amount for the technical component of HCPCS code 76091.  

EXAMPLE:
$90.00  Facility charges

$75.00  Physicians' fee schedule amount

$46.12 Technical portion screening mammography limit (68% of $67.81)

Payment is 80 percent of the lower of:

$90.00 Hospital charges;

$75.00 Physicians' fee schedule amount for the technical component; or

$46.12 Technical portion screening mammography limit.

To calculate the payment, your intermediary selects the lower of:

$90.00 Charges;

$75.00 Physicians' fee schedule amount for the technical component; or

$46.12 Technical portion of screening mammography limit.

Pay 80 percent of the remainder.  It does not apply to your interim rate.  This is a final payment to you.

In this case:

$46.12 x 80% = $36.90.

To determine the patient's liability to you, multiply the actual charge by 20 percent.  The result plus the unmet deductible is the patient's liability.

In this case:

$90.00 x 20% = $18.00 (coinsurance)

In this example, $18.00 to the coinsurance. 
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F.
Special Billing Instructions When a Radiologist Interpretation Results in Additional Films.--Radiologists who interpret screening mammographies are allowed to order and interpret additional films based on the results of the screening mammogram while the beneficiary is still at your facility for the screening exam.  Where a radiologist interpretation results in additional films, the mammography is no longer considered a screening exam for application of age and frequency standards or for payment purposes.  When this occurs, the claim will be paid as a diagnostic mammography instead of a screening mammography.  However, since the original intent for the exam was for screening, for statistical purposes, the claim is considered a screening. 

Prepare the claim reflecting the diagnostic revenue code (401) along with HCPCS code 76090 or 76091 and modifier GH “Diagnostic mammogram converted from screening mammogram on same day”.  Payment will be made to you on a cost reimbursement basis.   Statistics will be collected based on the presence of modifier GH.  A separate claim is not required.  Regular billing instructions remain in place for mammographies that do not fit this situation. (See subsection C for appropriate bill types.)

G.
Medicare Summary Notice (MSN) and Explanation of Your Medicare Benefits (EOMB) Messages.--If your intermediary has converted to MSN, they should utilize the following MSN messages.  If your intermediary has NOT converted to MSN, they should utilize the following EOMB messages.

If the claim is denied because the beneficiary is under 35 years of age, your intermediary states on the EOMB or MSN the following message:

“Screening mammography is not covered for women under 35 years of age.”

(MSN message number 18-3, or EOMB message under 18.18)

If the claim is denied for a woman 35-39 because she has previously received this examination, your intermediary states on the EOMB or MSN the following message:

“A screening mammography is covered only once for women age 35-39.”

(MSN message number 18-6 or EOMB message number 18.19)

If the claim is denied because the period of time between screenings for the woman based on age has not passed, your intermediary states on the EOMB or MSN the following message:

“This service is being denied because it has not been 12 months since your last 



examination of this kind.”

(MSN message number 18-4 or EOMB message number 18.20)

If the claim is denied because the provider that performed the screening is not certified, your intermediary states on the EOMB or MSN the following message:

“This service cannot be paid when provided in this location/facility.”

(MSN message number 16-2 or EOMB message number 16.4)

In addition to the above denial messages, your intermediary has the option of using the following message on the EOMB or MSN:

“Screening mammograms are covered annually for women 40 years of age and older.”

(MSN message number 18-12 or EOMB message number 18.21)

5-25.3
Rev. 360

11-98
  BILLING PROCEDURES
538
If the claim is denied because the provider that performed the screening is not certified, your intermediary states on the EOMB or MSN the following message:

“This service cannot be paid when provided in this location/facility.”

(MSN message number 16-2 or EOMB message number 16.4)

In addition to the above denial messages, your intermediary has the option of using the following message on the EOMB or MSN:

“Screening mammograms are covered annually for women 40 years of age and older.”

(MSN message number 18-12 or EOMB message number 18.21)

I.
Remittance Advice Messages.--If the claim is denied because the beneficiary is under 35 years of age, your intermediary uses existing American National Standard Institute (ANSI) X-12-835 claim adjustment reason code/message 6, “The procedure code is inconsistent with the patient’s age”  along with line level remark code M37, “Service is not covered when the beneficiary is under age 35.”

If the claim is denied for a woman 35-39 because she has previously received this examination, your intermediary uses existing ANSI X-12-835 claim adjustment reason code/message 119, “Benefit maximum for this time period has been reached” along with line level remark code M89, “Not covered more than once under age 40”

If the claim is denied for a woman age 40 and above because she has previously received this examination within the past 12 months, your intermediary uses existing ANSI X-12-835 claim adjustment reason code/message 119, “Benefit maximum for this time period has been reached” along with line level remark code M90, “Not covered more than once in a 12-month period.”

If the claim is denied because the provider that performed the screening is not certified, your intermediary uses existing ANSI X-12-835 claim adjustment reason code/message B7, “This provider was not certified for this procedure/service on this date of service.”

538.

MAMMOGRAPHY QUALITY STANDARDS ACT (MQSA)

A.
Background.--The MQSA requires the Secretary to ensure that all facilities that provide mammography services meet national quality standards.  Effective October 1, 1994, all facilities providing screening and diagnostic mammography services (except VA facilities) must have a certificate issued by the Food and Drug Administration (FDA) to continue to operate. On September 30, 1994, HCFA stopped conducting surveys of screening mammography facilities. The responsibility for collecting certificate fees and surveying mammography facilities (screening and diagnostic) was transferred to FDA, Center for Devices and Radiological Health.

B.
General.--Your intermediary will pay diagnostic and screening mammography services for claims submitted by you only if you have been issued a MQSA certificate by the FDA.  Your intermediary is responsible for determining that you have a certificate prior to payment.  In addition, it is responsible for ensuring that payment is not made in situations where your certificate has expired, or it has been suspended or revoked or you have been issued a written notification by FDA stating that you must cease conducting mammography examinations because you are not in compliance with certain critical FDA certification requirements.

C.
Under Arrangements.--When you obtain mammography services for your patients under arrangements with another facility, you must ensure that the facility performing the services has been issued a MQSA certificate by FDA.  

D.
Denied Services.--When your intermediary determines the facility that performed the mammography service has not been issued a certificate by FDA or the certificate is suspended or   
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revoked, your claim will be denied utilizing the denial language in §537.G, related to certified facilities.

539.  
BILLING FOR AMBULANCE SERVICES

Your intermediary processes claims for ambulance services provided under arrangements between you and an ambulance company or ambulance services furnished directly by you.  Whether or not the patient is admitted as an inpatient, bill ambulance services as an outpatient service.  

Furnish the following data when needed by your intermediary.  Your intermediary will make arrangements with you about the method and media for submitting the data, i.e., with the claim or upon your intermediary's written request, paper or the electronic record, Addendums A and B, record type 75.

o
A detailed statement of the condition necessitating the ambulance service;

o
Your statement indicating whether or not the patient was admitted as an inpatient.  If applicable, show the name and address of the facility;

o
Name and address of certifying physician;

o
Name and address of physician ordering service if other than certifying physician;

o
Point of pickup (identify place and completed address);

o
Destination (identify place and complete address);

o
Number of loaded miles (the number of miles traveled when the beneficiary was in the ambulance);

o
Cost per mile;

o
Mileage charge;

o
Minimum or base charge; and

o
Charge for special items or services.  Explain.

A.   
General.--§4531(a)(1) of the Balanced Budget Act (BBA) of 1997 provides that in determining the reasonable cost of ambulance services furnished by a provider of services, the Secretary shall not recognize the cost per trip in excess of the prior year’s reasonable cost per trip updated by an inflation factor equal to the consumer price index for all urban consumers (CPI-U) minus 1 percent, effective with services furnished during Federal Fiscal Year  (FFY) 1998 (between October 1, 1997 and September 30, 1998), FFY 1999, and as much of FFY 2000 as precedes January 1, 2000.

The following provides billing instructions for implementing the above provision and is needed to determine the reasonable cost per ambulance trip.  You are to bill for ambulance services using the billing method of base rate including supplies, with mileage billed separately as described below.

B.
Applicable Bill Types.--The appropriate bill types are 22X and 23X.

C.
Revenue Code/HCPCS Reporting.--You must report revenue code 54X and one of the following HCFA Common Procedure Coding System (HCPCS) codes in FL 44 “HCPCS/Rates” for each ambulance trip provided during the billing period: A0030, A0040, A0050, A0320, A0322, A0324, A0326, A0328 or A0330.   In addition, report one of the following mileage HCPCS codes: 
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A0380 or A0390.   No other HCPCS codes are acceptable for reporting ambulance services and mileage.  For purposes of revenue code reporting, report one of the following codes: 540, 542, 543, 545, 546, or 548.  Do not report revenue codes 541, 544, 547, and 549.

Since billing requirements do not allow for more than one HCPCS code to be reported per revenue code line, you must report revenue code 54X (ambulance) on two separate and consecutive line items to accommodate both the ambulance service and the mileage HCPCS codes for each ambulance trip provided during the billing period.  Each loaded (i.e., a patient is onboard) one-way ambulance trip must be reported with a unique pair of revenue code lines on the claim.  Unloaded trips and mileage are NOT reported.
However, in the case where the beneficiary was pronounced dead after the ambulance was called but before pickup, the service to the point of pickup is covered.  In this situation, report the appropriate HCPCS code of either A0322 (if a basic life support (BLS) vehicle is used) or A0328 (if an advanced life support (ALS) vehicle is used.)  Report the mileage HCPCS code A0380 (BLS) or A0390 (ALS) from the point of dispatch to the point of pickup.  No further mileage is billed (e.g., the mileage after the ambulance arrives at the point of pickup is neither billed nor covered.) (See §262.3.H for a more detailed explanation.)

D.
Modifier Reporting.--You must report an origin and destination modifier for each ambulance  trip provided in FL 44 “HCPCS/Rates”. Origin and destination modifiers used for ambulance services are created by combining two alpha characters. Each alpha character, with the exception of X, represents an origin code or a destination code.  The pair of alpha codes creates one modifier.  The first position alpha code equals origin; the second position alpha code equals destination.  Origin and destination codes and their descriptions are listed below:

o   D: 
Diagnostic or therapeutic site other than “P” or “H” when these are used as origin codes;

o   E:     
Residential, Domiciliary, Custodial facility (other than an 1819 facility);

o   G:     
Hospital based dialysis facility (hospital or hospital related);

o   H:     
Hospital;

o   I:    Site of transfer (e.g. airport or helicopter pad) between modes of ambulance transport;

o    J:       Non-hospital based dialysis facility;

o   N:       Skilled Nursing Facility (SNF) (1819 facility);

o   P:        Physician’s office (Includes HMO non-hospital facility, clinic, etc.);

o   R:       Residence;

o   S:        Scene of accident or acute event; or

o   X:       (Destination Code Only) intermediate stop at physician’s office enroute to the hospital. (Includes HMO non-hospital facility, clinic, etc.)
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In addition, you must report one of the following modifiers with every HCPCS code to describe whether the service was provided under arrangement or directly:

o
QM:    Ambulance service provided under arrangement by a provider of services; or

o
QN:    Ambulance service furnished directly by a provider of services.                   
E.
Line-Item Dates of Service Reporting.--You are required to report line-item dates of service per revenue code line.  This means that you must report two separate revenue code lines for every ambulance trip provided during the billing period along with the date of each trip.  This includes situations in which more than one ambulance service is provided to the same beneficiary on the same day.   Line-item dates of service are reported in FL 45 “Service Date” (MMDDYY).   (See  examples below.) (For an exception to the rule for loaded miles see §262.3.H.)  
F.
Service Units Reporting.--For line items reflecting HCPCS codes A0030, A0040, A0050, A0320, A0322, A0324, A0326, A0328 or A0330, you are required to report in FL 46 “AService Units” each ambulance trip provided during the billing period.  Therefore, the service units for each occurrence of these HCPCS codes are always equal to one.  In addition, for line items reflecting HCPCS code A0380 or A0390, you must also report the number of loaded miles.  (See examples below.)

G.
Total Charges Reporting.--For line items reflecting HCPCS codes A0030, A0040, A0050, A0320, A0322, A0324, A0326, A0328 or A0330, you are required to report in FL 47 “Total Charges” the actual charge for the ambulance service including all supplies used for the ambulance trip but excluding the charge for mileage.  For line items reflecting HCPCS codes A0380 or A0390, report the actual charge for mileage.
NOTE:  
There are cases where you do not incur any cost for mileage (e.g., you receive a subsidyfrom a local municipality or the transport vehicle is owned and operated by a governmental or volunteer entity.)  In these situations,  report the ambulance trip in accordance with subsections C through G above.  In addition, for purposes of reporting mileage, report on a separate line item the appropriate HCPCS code, modifiers, and units.  For the related charges, report $1.00 in FL 48 ANon-covered Charges.@  Prior to submitting the claim to CWF, your intermediary will remove the entire revenue code line containing the mileage amount reported in FL 48 ANon-covered Charges@ to avoid nonacceptance of the claim.
Examples.--The following provides examples of how bills for ambulance services should be completed based on the reporting requirements above.  These examples reflect ambulance services furnished directly by you.  Ambulance services provided under arrangement between you and an ambulance company are reported in the same manner except you report a QM modifier instead of a QN modifier.

Example 1 - Claim containing only one ambulance trip.

For the UB-92 Flat File, report as follows:

Record
 Revenue





Modifier

Date of



  Total

Type
 Code     


HCPCS

#1     #2          Service
   Units   

  Charges   

61       
 540             

A0320          
RH   QN       
082797       1 (trip)
  
  100.00

61  

 540           

A0380          
RH   QN       
082797       4 (mileage)
      8.00

For the hard copy UB-92 (HCFA-1450), report as follows:
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FL 42  
 FL 44                     FL 45    
        FL 46       
FL 47
540 
 
A0320RHQN     
082797       
1 (trip)          
100.00

540       
A0380RHQN       
082797           4 (mileage)          8.00

Example 2 - Claim containing multiple ambulance trips.

For the UB-92 Flat File, report as follows:

Record  
 Revenue                          

Modifier        Date of



 Total 

Type        Code           

HCPCS        
#1     #2         Service        Units   

 Charges     

61   
 
540               

A0322         
RH    QN       082897  
   1 (trip)          100.00

61      
540               

A0380         
RH    QN       082897  
   2 (mileage)        4.00

61      
540               

A0324         
RH    QN       082997        1 (trip)          400.00

61   
 
540               

A0390         
RH    QN       082997        3 (mileage)
     6.00

61           540               

A0326         
RH    QN       083097        1 (trip)          500.00

61           540               

A0390         
RH    QN       083097        5 (mileage)
   10.00

For the hard copy UB-92 (HCFA-1450), report as follows:

FL 42    
  FL 44                   FL 45             FL 46              FL 47
540           A0322RHQN       082897           1 (trip)            100.00

540           A0380RHQN       082897           2 (mileage)          4.00

540           A0324RHQN       082997           1 (trip)             400.00

540           A0390RHQN       082997           3 (mileage)          6.00

540           A0326RHQN       083097           1 (trip)             500.00

540           A0390RHQN       083097           5 (mileage)        10.00

Example 3 - Claim containing more than one ambulance trip provided on the same day.

For the UB-92 Flat File, report as follows:

Record  
 Revenue                          

Modifier         Date of                            Total

Type    
 Code            

HCPCS       
#1      #2         Service       Units             Charges
61             540              

A0322         
RH    QN        090297       1 (trip)          100.00

61             540              

A0380         
RH    QN        090297       2 (mileage)        4.00

61             540              

A0322         
HR    QN        090297       1 (trip)          100.00

61             540              

A0380         
HR    QN        090297       2 (mileage)        4.00

For the hard copy UB-92 (HCFA-1450), report as follows:

FL 42       FL 44              
FL 45             FL 46              FL 47


540          A0322RHQN        090297           1 (trip)             100.00

540          A0380RHQN        090297           2 (mileage)           4.00
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FL 42
 FL 44                    FL 45             FL 46               FL 47
540          A0322HRQN        090297           1 (trip)             100.00

540          A0380HRQN        090297           2 (mileage)          4.00  

H.
Edits.--Your intermediary will edit to assure proper reporting as follows:

o
Each pair of revenue codes 54X must have one of  the following ambulance HCPCS codes A0030, A0040, A0050, A0320, A0322, A0324, A0326, A0328 or A0330 and one of the following mileage HCPCS codes A0380 or A0390; 

o
 The presence of an origin and destination modifier and a QM or QN modifier for every line item containing revenue code 54X;           

o
 The units field is completed for every line item containing revenue code 54X; and

o
 Service units for line items containing HCPCS codes A0030, A0040, A0050, A0320, A0322, A0324, A0326, A0328 and A0330 always equal “1”.
540.

GUIDELINES FOR SUBMITTING CORRECTED BILLS

When an initial bill has been submitted and you or the intermediary discover an error on the bill, submit an adjustment bill if the change involves one of the following:

o
A change in the inpatient cash or Part B deductible of more than $1;

o
A change in the number of inpatient days;

o
A change in the blood deductible;

o
A change in provider number; or

o
A change in coinsurance which involves an amount greater than $1.99.

Where there are money adjustments other than a coinsurance amount greater than $1.99, record the difference on a record sufficiently documented to establish an accounting data trail broken out by patient name and HICN, admission, from and thru dates, difference in charge broken out by the ancillary services for the difference, and any unique numbering or filing code necessary for you to associate the adjustment charge with the original billing.

Should a pattern of abuse be determined through audit, you may be required to submit all adjustment bills to the intermediary.

541.

BILLING FOR LABORATORY TESTS

Section 1833(h)(5) of the Act (as enacted by The Deficit Reduction Act of 1984, P.L. 98-369) requires the establishment of a fee schedule for clinical diagnostic laboratory tests paid under Part B and also requires that, with certain exceptions, only the entity that performed the test may be paid.

The exceptions that apply to you are:

o
Laboratory tests you performed for your Medicare inpatients, whether covered under Part A or Part B, are included in the cost report and paid on a reasonable cost basis.  The only covered source for laboratory services furnished under part A is the SNF itself; and

        o      Laboratory tests furnished under arrangements to an SNF patient with Part A coverage are paid on a reasonable cost basis.  The only covered source for services furnished under arrangements for a Part A SNF patient is a hospital with which the facility has a transfer agreement in effect.
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The fee schedule applies where:

o
Patients occupying beds in non-Medicare certified areas are not considered inpatients of the SNF (i.e., nonpatients) for the purpose of this exception.  Tests furnished to them by the SNF are tests furnished to nonpatients of the SNF and are paid under the fee schedule by the intermediary.  Accordingly, those charges must be recorded by the SNF as non-Medicare charges for the purpose of apportioning the SNF=s laboratory costs; and

o
Part B laboratory tests furnished by others are subject to the fee schedule and must be billed by the laboratory that performed the test.

When you operate a laboratory that provides services to patients other than your own inpatients, you are responsible for ascertaining the necessary information for billing the intermediary.  Refer any questions to your intermediary.

541.1
 Screening Pap Smears.--Sections 1861(s)(14) and 1861(nn) of the Act, (as enacted by Section 6115 of the Omnibus Budget Reconciliation Act of 1989) provides for coverage of screening pap smears for services provided on or after July 1, 1990.  Screening pap smears are diagnostic laboratory tests consisting of a routine exfoliative cytology test (Papanicolaou test) provided for the purpose of early detection of cervical cancer.  It includes a collection of the sample of cells and a physician's interpretation of the test.

The screening pap smear examination must be prescribed by a physician for an eligible beneficiary to be covered.

Payment will be made under the clinical diagnostic laboratory fee schedule.

A.
Completion of Form HCFA-1450.--The same exceptions that apply to billing for laboratory tests apply to screening pap smears.  Use revenue code 311 (laboratory, pathology, cytology) or, if your intermediary agrees, 923 (pap smear).  Report the screening pap smear as a diagnostic clinical laboratory service using one of the following HCPCS codes:

o
Q0060.--Screening Papanicolaou smear, cervical or vaginal, up to three smears, by technician under physician supervision; or

o
Q0061.--Screening Papanicolaou smear, cervical or vaginal, up to three smears requiring interpretation by physician.

Report the diagnosis codes in Item 77 (Principal) and 78 (Other).  The codes are:

o 
V72.6 (Laboratory examination) and V76.2 (Special screening for malignant neoplasms, cervix) report these codes when the beneficiary has not has a screening pap smear in the past 3 years; or

o
V72.6 (Laboratory examination) and V15.89 (Other specified personal history presenting hazards to health), when reporting a beneficiary who, based upon the physician's recommendation based upon the patient's medical history or other findings determines that the test be performed more frequently.

B.
Coverage Limitation.--Coverage for screening pap smears is limited to one every 3 years unless the physician has evidence, due to the patient's medical history or other findings, that the patient is at a high risk of developing cervical cancer and the test should be performed more frequently.
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541.2
CLINICAL LABORATORY IMPROVEMENT AMENDMENTS (CLIA)

A.
Background.--CLIA of 1988 changes clinical laboratories' certification.  Effective September 1, 1992, clinical laboratory services are paid only if the entity furnishing the services has been issued a CLIA number.

However, laboratories may be paid for a limited number of laboratory services if they have a CLIA certificate of waiver or a certificate for physician-performed microscopy procedures.  These laboratories are not subject to routine on-site surveys.

B.
Verification Responsibilities.--You are responsible for verifying CLIA certification prior to ordering laboratory services under arrangements.  The survey process validates that laboratory services are provided by approved laboratories.

C.
CLIA Numbers.--Use the following CLIA positions:

o
Positions 1 and 2 are the State code (based on the laboratory's physical location at time of registration);

o
Position 3 is an alpha letter "D"; and

o
Positions 4-10 are a unique number assigned by the CLIA billing system.  (No other lab in the country will have this number.)

D.
Certificate for Physician-Performed Microscopy Procedures.--Effective January 19, 1993, a laboratory that holds a certificate for physician-performed microscopy procedures may perform only those tests specified as physician-performed microscopy procedures and waived tests, as described in §541.2 E. below, and no others.  The following codes may be used:

HCPCS Code

Test

Q0111


Wet mounts, including preparations of vaginal, cervical or skin specimens;

Q0112


All potassium hydroxide (KOH) preparations;

Q0113


Pinworm examinations;

Q0114


Fern test;

Q0115


Post-coital direct, qualitative examinations of vaginal or cervical mucous; and

81015


Urine sediment examinations.

E. 
Certificate of Waiver.--Effective September 1, 1992, all laboratory testing sites (except as provided in 42 CFR 493.3(b)) must have either a CLIA certificate of waiver or certificate of registration to legally perform clinical laboratory testing anywhere in the United States.

A grace period starting May 1, 1993, and ending on July 31, 1993, has been granted to allow providers time to adapt to the new coding system.  Physicians, suppliers, and providers may submit claims for services furnished this grace period with 1992 or 1993 lab codes.
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Claims for services provided prior to the grace period (prior to May 1, 1993) must reflect 1992 codes even if received after the end of the grace period (after July 1, 1993).  Claims with dates of services prior to May 1, 1993,  which reflect 1993 codes, are denied.

Payment for covered laboratory services furnished on or after September 1, 1992, by laboratories that have a waiver is limited to the following eight procedures:

HCPCS Code
Test
1992 
1993
Q0095
81025
Urine pregnancy test; visual color comparison tests;

Q0096
84830
Ovulation test; visual color comparison test for human luteinizing hormone;

Q0097
83026
Hemoglobin; by copper sulfate method, non-automated;

Q0098
32962
Glucose, blood; by glucose monitoring devices cleared by the FDA specifically for home use;

82270
82270
Blood, occult; feces;

Q0100
81002
Urinalysis by dip stick or tablet reagent for bilirubin, glucose, hemoglobin, ketone, leukocytes, nitrite, pH, protein, specific gravity, urobilinogen, any number of constituents; non-automated, without microcopy;

Q0101
85013
Microhematocrit; spun; and

Q0102
85651
Sedimentation rate, erythrocyte; non-automated.

Effective January 19, 1993, a ninth test was added to the waived test list:

Q0116

Hemoglobin by single analyte instruments with self-contained or component features to perform specimen/reagent interaction, providing direct measurement and readout.

F.
Under Arrangements.--When you obtain laboratory tests for outpatients under arrangements with independent laboratories or hospital laboratories, be sure that the laboratory performing the service has a CLIA number.

G.
Certificate of Registration.--Initially, you are issued a CLIA number when you apply to the CLIA program.


Billing Part B Intermediary

Outpatient Physical Therapy (OPT) Bills
542.
BILLING FOR PART B INTERMEDIARY OPT BILLS

Sections 542 - 544.3 have been moved to the Program Integrity Manual which can be found at the following Internet address: www.hcfa.gov/pubforms/83_pim/pimtoc.htm.
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