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DISCLAIMER

The Guide to Medicare Preventive Services for Physicians, Providers, Suppliers, and
Other Health Care Professionals has been prepared as a service to the public and is not
intended to grant rights or impose obligations. This Guide may contain references or
links to statutes, regulations, or other policy materials. The information provided is only
intended to be a general summary. It is not intended to take the place of either the
written law or regulations. We encourage readers to review the specific statutes,
regulations, and other interpretive materials for a full and accurate statement of their
contents.

ICD-9 Notice

The ICD-9-CM codes and descriptors used in this publication are copyright 2004 under
uniform copyright convention. All rights reserved.

American Medical Association Notice and Disclaimer

CPT codes, descriptions, and other data only are copyright 2004 American Medical
Association (or such other date of publication of CPT). All rights reserved. Applicable
FARS/DFARS apply. CPT® is Current Procedural Terminology, and was developed by
the American Medical Association in 1966. Each year, an annual publication is prepared,
that makes changes corresponding with significant updates in medical technology and
practice.

The Medicare Learning Network (MLN)
The Medicare Learning Network (MLN) is the brand name for official CMS educational

products and information for Medicare providers. For additional information visit the
Medicare Learning Network's Medlearn web page at www.cms.hhs.gov/medlearn.



http://www.cms.hhs.gov/medlearn

Medicare Expands Preventive Benefits for Seniors

Every year, hundreds of thousands of Americans die prematurely from diseases that are
preventable through immunization or amendable through early detection, treatment, and
lifestyle changes. The good news is that every year the statistics improve. Some of this
improvement can be contributed to an increased national focus on early detection and
promotion of prevention and screening services.

Prior to the Medicare Prescription Drug, Improvement, and Modernization Act (MMA) of
2003, the Medicare Program provided coverage for many preventive services, including:
annual mammography screening, increased access to Pap tests and pelvic exams,
colorectal and prostate cancer screening, glaucoma screening, diabetes self-
management, medical nutritional therapy, and bone mass measurement. The MMA
further expanded preventive services for Medicare beneficiaries to include an initial
preventive physical examination (IPPE), i.e., “Welcome to Medicare” physical
examination, coverage for cardiovascular screening blood tests, and coverage for
diabetes screening tests. The inclusion of these new benefits continues the Centers for
Medicare & Medicaid Services’ (CMS’) effort to move Medicare toward a prevention-
oriented program.

This national focus on prevention and early detection has resulted in a higher level of
consumer interest in preventive medicine and a greater need for information on
Medicare coverage of these preventive services. CMS is taking significant steps to reach
out and educate both the provider community and beneficiaries about the array of
preventive services and screenings Medicare covers for eligible beneficiaries. “The
Guide to Medicare Preventive Services for Physicians, Providers, Suppliers, and Other
Health Care Professionals” is one resource that CMS has prepared for the provider
community as part of a comprehensive program to promote awareness and increase
utilization of these benefits. This guidebook also provides coverage, coding, billing, and
payment information to help you file claims effectively. Complimentary resources on
Medicare prevention-related benefits, such as web-based training courses, brochures,
and other educational products for providers can be found on the Medicare Learning
Network’s website at www.cms.hhs.gov/medlearn.

CMS recognizes the crucial role that health care providers play in promoting, providing,
and educating Medicare patients about these beneficial preventive services and
screenings. We need your help to convey the message that prevention, early detection,
disease management, and lifestyle changes can help improve the quality of life for
Medicare beneficiaries. The “Welcome to Medicare” physical examination presents a
new opportunity for you to share with your Medicare patients information about
prevention and screening services for which they may be eligible and encourages
utilization of these benefits as appropriate. With your help we will be able to deliver the
best possible healthcare to Medicare beneficiaries and continue our initiative toward a
prevention-oriented program. For beneficiary-related information, you or your patients
may visit www.medicare.gov and/or call 1-800-MEDICARE (1-800-633-4227).
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PREFACE

< WHY PREVENTION IS IMPORTANT

Preventive screenings and services, early detection of disease, and disease
management, along with professional advice on diet, exercise, weight control, and
smoking cessation, can help beneficiaries lead healthier lives and prevent, delay, or
lessen the impact of disease.

The Centers for Medicare & Medicaid Services (CMS) continues with its initiative to help
Medicare beneficiaries lead healthier lives through a comprehensive health care
program, and to make Medicare a prevention-focused program. Specifically, CMS
coverage rules, as governed by statute and regulations, are designed to support Federal
health initiatives such as:

« Healthy People 2010 (www.healthypeople.gov)
« Steps to a Healthier US (www.healthierus.gov)
« The Secretary's Diabetes Detection Initiative (www.ndep.nih.gov/ddi/)

Heart disease, cancer, stroke and diabetes cause the most deaths of people with
Medicare, but each disease can be prevented or treated more effectively when found
earlier. In addition to the many Federal initiatives to promote awareness of preventive
services, the Centers for Medicare & Medicaid Services has joined the American Cancer
Society, the American Diabetes Association, and the American Heart Association to help
get the word out about the prevention and early detection services covered by Medicare.
These groups have also joined together to start a public awareness campaign,
“Everyday Choices for a Healthier Life,”™ which is focused on helping all Americans
lower their risk of cancer, diabetes, heart disease, and stroke by taking charge of their
everyday choices. To find out more about the “Everyday Choices” campaign or how to
lower your risk for these four diseases, visit www.everydaychoices.org or call 1-866-399-
6789.

+* NEW PREVENTIVE SERVICES

The Medicare Prescription Drug, Improvement, and Modernization Act (MMA) of 2003
expands Medicare coverage to include the following new preventive services as of
January 1, 2005:

« Initial Preventive Physical Examination (IPPE) - the "Welcome to Medicare"
Physical Examination

« Cardiovascular Screening Blood Tests
« Diabetes Screening Tests

This document includes a section on each of Medicare’s comprehensive array of
preventive benefits and includes useful provider and beneficiary resources:

. Initial Preventive Physical Examination (IPPE)- the "Welcome to Medicare"
Physical Examination


http://www.healthypeople.gov/
http://www.healthierus.gov/
http://www.ndep.nih.gov/ddi/
http://www.everydaychoices.org/

Cardiovascular Screening Blood Tests

Diabetes Screening Tests, Supplies, Self-Management Training, and Other
Services

Mammography Screening
Screening Pap Tests

Pelvic Screening Examination
Colorectal Cancer Screening
Prostate Cancer Screening
Influenza, Pneumococcal, and Hepatitis B Vaccinations
Bone Mass Measurements
Glaucoma Screening

Glossary of Commonly Used Terms
CMS and Medicare Websites
Preventive Websites

Preventive Benefits Chart

< THE INFORMATION IN THIS GUIDE

This professional resource has been developed by CMS to meet the need of the
provider community for updated information on Medicare preventive services and
screenings. This Guide contains a variety of information to help providers understand
Medicare's coverage and requirements regarding preventive services. It also provides
information about filing claims and educating beneficiaries about Medicare benefits for
which they may be eligible. This information may be useful for physicians, non physician
practitioners, and front office and billing staff. For each preventive service, this Guide
provides the following information:

Detailed Service Explanations

Coverage Guidelines

Frequency Parameters

Coding and Diagnosis Information

Billing Requirements

Reimbursement Information

Reasons for Claim Denial

Written Advance Beneficiary Notice (ABN) Requirements



Since each service is covered comprehensively, some information may be repeated in
subsequent sections. Boxes containing small amounts of text provide explanations and
web links for further information.



INITIAL PREVENTIVE PHYSICAL EXAMINATION
"WELCOME TO MEDICARE" PHYSICAL EXAMINATION

% OVERVIEW

The Medicare Prescription Drug Improvement and Modernization Act (MMA) of 2003
expanded Medicare’s coverage of preventive services. Central to the Centers for
Medicare & Medicaid Services' (CMS') initiative to move Medicare toward a more
prevention-oriented program is the new initial preventive physical examination (IPPE)
also referred to as the "Welcome to Medicare" Physical Examination. All beneficiaries
enrolled in Medicare Part B with effective dates that begin on or after January 1, 2005
will be covered for the IPPE benefit. This one-time benefit must be received by the
beneficiary within the first six months of Medicare Part B coverage.

The goal of the IPPE, which also includes an electrocardiogram (EKG) are health
promotion and disease detection and includes education, counseling, and referral to
screening and preventive services also covered under Medicare Part B.

New Benefit - The Initial Preventive Physical Examination

The IPPE consist of the following seven components:

1. A review of an individual's medical and social history with attention to modifiable
risk factors

2. A review of an individual’s potential (risk factors) for depression

3 A review of the individual's functional ability and level of safety

4 An examination to include an individual’s height, weight, blood pressure

measurement, and visual acuity screen

Performance of an electrocardiogram (EKG) and interpretation of the EKG

Education, counseling, and referral based on the results of the review and

evaluation services described in the previous five elements

7. Education, counseling, and referral (including a brief written plan such as a
checklist for obtaining the appropriate screening and/or other Medicare Part B
preventive services)

o o

Each of these elements is further defined below.

Note: The IPPE does not include any clinical laboratory tests. The physician,
qualified non physician practitioner, or hospital may also provide and bill
separately for the screening and other preventive services that are currently
covered and paid for by Medicare Part B.



% COMPONENTS OF THE INITIAL PREVENTIVE PHYSICAL
EXAMINATION

These seven components enable the health care provider to identify risk factors that
may be associated with various diseases and to detect diseases early when outcomes
are best. The health care provider is then able to, educate and counsel the beneficiary
about the identified risk factors and possible lifestyle changes that could have a positive
impact on the beneficiary’s health. The IPPE includes all of the following services
furnished to a beneficiary by a physician or other qualified non physician practitioner...

Preparing Beneficiaries

1. Review of the beneficiary's medical and For the IPPE Visit
social history with attention to modifiable
risk factors for disease detection. Providers can help beneficiaries
get ready for the IPPE by
. Medical history includes, at a minimum, suggesting they come prepared

past medical and surgical history, including with the following information:
experiences with illnesses, hospital stays,
operations, allergies, injuries, and
treatments; current medications and
supplements, including calcium and

e Medical records, including
immunization records.

« Family health history, in as

vitamins; and family history, including a much detail as possible.
review of medical events in the beneficiary's
family, including diseases that may be « Afull list of medications and
hereditary or place the individual at risk. supplements, including
calcium and vitamins — how
« Social history includes, at a minimum, often and how much of each is
history of alcohol, tobacco, and illicit drug taken.

use; diet; and physical activities.

2. Review of the beneficiary's potential (risk factors) for depression.
This includes current or past experiences with depression or other mood disorders,
based on the use of appropriate screening instrument for persons without a current
diagnosis of depression. The physician or other qualified non physician practitioner
may select from various available standardized screening tests that are designed for
this purpose and recognized by national professional medical organizations.

3. Review of the beneficiary's functional ability and level of safety.
This is based on the use of appropriate screening questions or screening
questionnaire. The physician or other qualified non physician practitioner may select
from various available screening questions or standardized questionnaires designed
for this purpose and recognized by national professional medical organizations. This
review must include, at a minimum, the following areas:

« Hearing impairment

« Activities of daily living
« Falls risk

« Home safety



4.

An examination.

This includes measurement of the beneficiary’s height, weight, blood pressure, a
visual acuity screen, and other factors as deemed appropriate by the physician or
qualified non physician practitioner, based on the beneficiary’s medical and social
history and current clinical standards.

Performance and interpretation of an EKG.

As required by statute, the IPPE always includes a screening EKG. If the primary
physician/qualified non physician practitioner does not perform the EKG during the
IPPE visit, the beneficiary should be referred to another physician or entity to perform
and/or interpret the EKG. Both the IPPE and the EKG must be performed and the
EKG interpreted before either is billed. The primary physician or qualified non
physician practitioner must document the results of the screening EKG in the
beneficiary’s medical record to include performance and interpretation.

Note: The referring physician/qualified non physician practitioner should ensure that the

6.

performing provider bills the appropriate G code, not a CPT code in the 93000
series. Both components of the IPPE (the examination and the screening EKG)
must be performed before the claims can be submitted by the physician,
qualified non physician practitioner and/or entity.

Education, counseling, and referral.

Education, counseling, and referral, as determined appropriate by the physician or
qualified non physician practitioner, based on the results of the review and evaluation
services described in the previous five elements. Examples:

« Counseling on diet if overweight
« Referral to a cardiologist for abnormal EKG
« Education on prevention

Education, counseling, and referral for other preventive services.

Education, counseling, and referral, (to include a brief written plan provided to the
beneficiary, such as a checklist for obtaining the appropriate screening and/or other
Medicare Part B preventive services) as listed below:

Pneumococcal, influenza, and hepatitis B vaccine and their administration
Screening mammography

Screening Pap test and screening pelvic examinations

Prostate cancer screening tests

Colorectal cancer screening tests,

Diabetes outpatient self-management training services

Bone mass measurements

Screening for glaucoma

Medical nutrition therapy for individuals with diabetes or renal disease
Cardiovascular screening blood tests

Diabetes screening tests

Each of these preventive services and screenings are discussed in detail in this
guide.



% COVERAGE INFORMATION

Medicare provides coverage of the IPPE for all newly enrolled beneficiaries who receive
the IPPE within the first six months after the effective date of their Medicare Part B
coverage, but only for those beneficiaries whose first Part B coverage period begins on
or after January 1, 2005. This is a one-time benefit per Medicare Part B enrollee.

The IPPE must be furnished by either a physician or by qualified non physician
practitioner.

Coverage of the IPPE visit is provided as a Who May Perform the IPPE?
Medicare Part B benefit. The coinsurance or
copayment applies after the yearly Medicare Part B Physician

deductible has been met. No deductible applies for Physician means a doctor of
an IPPE provided in a Federally Qualified Health medicine or osteopathy.

Center (FQHCs). Qualified Non Physician

. Practitioner

% DOCUMENTATION For the purpose of the IPPE a

. o - . qualified non physician practitioner
The physician or qualified non physician practitioner is a physician assistant, nurse

must document that all seven required components practitioner, or clinical nurse
of the IPPE were provided or provided and referred specialist.
(e.g., checklist).

If a separately, identifiable, medically necessary E/M service is also performed, the
physician and/or qualified non physician practitioner must document this in the medical
record.

The physician and/or qualified non physician practitioner should use the appropriate
screening tools normally used in a routine physician’s practice. The 1995 and 1997 E/M
documentation guidelines (www.cms.hhs.gov/medlearn/emdoc.asp) should be followed
for recording the appropriate clinical information in the beneficiary’s medical record.

All referrals and a written medical plan must be included in this documentation.


http://www.cms.hhs.gov/medlearn/emdoc.asp

< CODING AND DIAGNOSIS INFORMATION
Procedure Codes and Descriptors

Use the following Healthcare Common Procedure Coding System (HCPCS) codes to bill
for the IPPE and EKG services:

Table 1 — HCPCS Codes for the IPPE

HCPCS Code Code Descriptor
Initial preventive physical examination; face-to-face
G0344 visit, services limited to new beneficiary during the first

six months of Medicare Part enrollment

Electrocardiogram; routine ECG with at least 12 leads;
with interpretation and report, performed as a
component of the initial preventive physical
examination

G0366

Tracing only; without interpretation and report,
G0367 performed as a component of the initial preventive
physical examination

Interpretation and report only, performed as a
G0368 component of the initial preventive physical
examination

Note: A physician or qualified non physician practitioner performing the complete
IPPE would report both HCPCS codes G0344 and G0366.The HCPCS codes for the
IPPE do not include other preventive services that are currently paid separately under
Medicare Part B screening benefits. When these other preventive services are
performed, they must be identified using the appropriate existing codes. The
HCPCS/CPT codes for other preventive services will be provided later in this Guide.

< DIAGNOSIS REQUIREMENTS

Although a diagnosis code must be reported on the claim, there are no specific ICD-9-
CM diagnosis codes that are required for the IPPE and corresponding screening EKG.
Providers should choose an appropriate ICD-9-CM diagnosis code. Contact your local
carrier for further guidance.

< BILLING REQUIREMENTS
Billing and Coding Requirements When Submitting to Carriers

When submitting claims to Carriers, the appropriate HCPCS G code (as listed in Table
1) for the IPPE and EKG must be reported on a CMS-1500 (or the HIPAA 837
Professional electronic claim format). The type of service (TOS) for each of the new
codes follows:

G0344 TOS =1
G0366 TOS =5
G0367 TOS =5
G0368 TOS =5



Physicians or qualified non physician practitioners will be reimbursed for only one IPPE
performed no later than six months after the date the beneficiary’s first coverage begins
under Medicare Part B. The coverage effective date must begin on or after January 1,
2005.

When a physician or qualified non physician practitioner provides a separately
identifiable medically necessary E/M service in addition to the IPPE, CPT codes 99201 —
99215 may be used depending on the clinical appropriateness of the encounter. The
E/M code should be reported with modifier — 25.

If the EKG portion of the IPPE is not performed by the primary physician or qualified non
physician practitioner during the IPPE visit, another physician or entity may perform
and/or interpret the EKG. The referring provider should ensure that the performing
provider bills the appropriate HCPCS G code for the screening EKG, and not a CPT
code in the 93000 series. Both the IPPE and the EKG should be billed in order for
the beneficiary to receive the complete IPPE service.

Should an additional medically necessary EKG in the 93000 series need to be
performed on the same day as the IPPE, report the appropriate EKG CPT code (s) with
modifier 59. This will indicate that the additional EKG is a distinct procedural service.

Other covered preventive services performed may be billed in addition to G0344 and the
appropriate EKG HCPCS G code.

Billing and Coding Requirements When Submitting to Fiscal Intermediaries (FIs)

Claims must be submitted on a CMS-1450 (or the HIPAA 837 Institutional electronic
claim format. The appropriate HCPCS G code (Table 1) for the IPPE benefit/screening
EKG service must be submitted. RHCs and FQHCs should follow normal billing
procedures for RHC/FQHC services.

When a physician or qualified non physician practitioner provides a separately
identifiable medically necessary E/M service in addition to the IPPE, CPT code (s) 99201
— 99215 may be used depending on the clinical appropriateness of the encounter. The
E/M code should be reported with modifier — 25

Types of Bills for Fls

The FI will reimburse for the IPPE and EKG only when the services are submitted on
one of the following type of bills (TOB)

Table 2 — Facility Type and Type of Bill (TOB)

Facility Type TOB
Hospital Outpatient 12X and 13X
Skilled Nursing Facility 22X

Rural Health Clinic (RHC)

(independent and provider-based) 71X
Federally Qualified Health Center (FQHC) 73X
(freestanding and provider-based)

Critical Access Hospital (CAH) 85X




NOTE: Effective April 1, 2005, RHCs and FQHCs will no longer have to report
additional line items when billing for preventive and screening services on TOBs
71x and 73x. Also, CMS is eliminating the special HCPCS coding for
independent and hospital-based FQHCs billed on TOB 73x. Except for
telehealth originating site facility fees reported using revenue code 0780, all
charges for RHC/FQHC services must be reported on the revenue code line for
the encounter, 052x, or 0900/0910.

Special Billing Instructions for Rural Health Clinics/Federally Qualified Health
Centers (RHCs/FQHCs)

Table 3 — Facility Type and Type of Bill (TOB) for RHCs and FQHCs

Facility Type TOB Basis of Payment

Rural Health Clinic (RHC)
(independent and provider- 71X
based)

All-inclusive Rate

Federa”y Qualified Health (for prOfeSSional SerViceS)

Center (FQHC)

(freestanding and provider-
based)

73X

. RHCs and FQHCs should follow normal billing procedures for RHC/FQHC services.

. Encounters with more than one health professional and multiple encounters with the
same health professionals that take place on the same day and at the same location
constitutes a single visit.

. The technical component of the EKG performed at an independent RHC/FQHC is
billed to the carrier using the practitioner ID and billing instructions.

. The technical component of the EKG performed at a provider-based RHC/FQHC is
billed on the applicable TOB (Table 3) and submitted to the Fl using the base
provider number and billing instructions.

« RHCs and FQHCs use revenue code 052X.

% REIMBURSEMENT INFORMATION

General Information

The Medicare Part B deductible and coinsurance or copayment applies. No deductible
applies for an IPPE provided in a Federally Qualified Health Center (FQHC).

Hospital Outpatient Department: Ambulatory Payment Classification (APC) Group
G0344 will be assigned to APC 0601
G0367 will be assigned to APC 0099

Under OPPS, Medicare pays for hospital outpatient services on a

rate-per-service basis that varies according to the APC group to Additional information
which the service is assigned. fabou(;[ IVLPFS can be
ound at:

www.cms.hhs.gov/phy
sicians/pfs/ on the
Reimbursement for the IPPE is based on the Medicare Physician Web.

Fee Schedule (MPFS).

Reimbursement of Claims by Carriers



http://www.cms.hhs.gov/physicians/pfs/
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Reimbursement of Claims by Fiscal Intermediaries (FIs)

Reimbursement for the IPPE is dependent upon the type of facility. The following table

lists the type of payment that facilities receive for the IPPE:

Table 4 — Types of Payments Received by Facilities for the IPPE

Facility Type Basis of Payment

Outpatient Prospective Payment

Hosbital Outpatient (OPPS), for hospitals subject to the
P P OPPS. Hospitals not subject to OPPS are
paid under current methodologies

System

Critical Access Hospital (CAH) Reasonable Cost

(Paid at 101% of their reasonable cost)

Payment for the technical component of

Skilled Nursing Facility the EKG based on the Medicare
Physician Fee Schedule (MPFS)
Rural Health Clinic (RHC) All-inclusive Rate

Federally Qualified Health Center

(FQHC) All-inclusive Rate

NOTE: Maryland hospitals will be reimbursed for inpatient or outpatient services

according to the Maryland State Cost Containment Plan.

“ REASONS FOR CLAIM DENIAL

Following are examples of situations when Medicare may deny coverage of the IPPE:

. The beneficiary’s Medicare Part B coverage did not begin on or after January 1,

2005

« A second IPPE is billed for the same beneficiary
. The IPPE was performed outside of the first six months of
Medicare Part B coverage

Providers may find specific payment decision information on the
Remittance Advice (RA). The RA will include Health Care Claim

To obtain Carrier and
FI contact information
please visit
www.cms.hhs.gov/con
tacts/incardir.asp on
the Web.

Adjustment Reason Codes and RA Remark Codes to provide

additional information on payment adjustments. The most current listing of these codes
can be found at www.wpc-edi.com/Codes/Codes.asp on the Web. Additional information

about claims can be obtained from the Carrier or Fl.



http://www.wpc-edi.com/Codes/Codes.asp
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http://www.cms.hhs.gov/contacts/incardir.asp

% WRITTEN ADVANCE BENEFICIARY NOTICE (ABN)

REQUIREMENTS

An Advance Beneficiary Notice (ABN) is a written notice that a
provider or supplier gives to a Medicare beneficiary. The
purpose of the ABN is to inform a beneficiary, before he or she
receives specified items or services that otherwise might be
paid for by Medicare, that Medicare probably will not pay on
that particular occasion. The ABN allows the beneficiary to
make an informed consumer decision whether or not to
receive the items or services for which he or she may have to
pay out of pocket or through other insurance.

Frequently, there is confusion regarding whether an ABN can
be used to shift liability to a beneficiary for the cost of non-
covered items or services. In making this decision, the

Beneficiary Notices Initiative
(BNI)

BNI is an agency objective to
improve agency-to-beneficiary
communications to further
beneficiary education and health
promotion, and to facilitate access
to and exercise of individual rights
and protections. For more
information please visit
www.cms.hhs.gov/medicare/bni on
the Web.

provider/supplier first must determine whether the item or service meets the definition of
the Medicare-covered benefit. If the item or service does not meet the definitional
requirements for the Medicare-covered benefit, then the item or service will never be
covered by Medicare. As a result, the beneficiary will always be liable for the cost of the
item or service, and an ABN is not needed to shift liability to the beneficiary

If the item or service meets the definition of the Medicare-covered benefit, Medicare still
may not pay for the item or service if the item or service was "not reasonable and
necessary" for the beneficiary on the occasion in question or if the item or service
exceeds the frequency limitation for the particular benefit or falls outside the applicable
time frame for receipt of the covered benefit. In these instances, an ABN may be used to
shift liability for the cost of the item or service to the beneficiary. If an ABN is not issued
to the beneficiary, the provider/supplier may be held liable for the cost of the item or
service unless the provider/supplier is able to demonstrate that they did not know and
could not reasonably have been expected to know that Medicare would not pay for the

item or service.



http://www.cms.hhs.gov/medicare/bni

INITIAL PREVENTIVE PHYSICAL EXAMINATION
THE "WELCOME TO MEDICARE" PHYSICAL EXAMINATION

Resource Materials

Physician Information Resource for Medicare Website

This site contains physician-specific information, including updates to policies (such as MPFS),
regulations, coding and coverage information, program integrity information, and other valuable
resources at www.cms.hhs.gov/physicians.

Medicare Fee-For-Service Providers Website

This site contains detailed provider-specific information, including information about the Clinical
Laboratory Fee Schedule at www.cms.hhs.gov/providers.

Medicare Learning Network

The Medicare Learning Network (MLN) is the brand name for official CMS educational products
and information for Medicare providers. For additional information visit the Medicare Learning
Network's Medlearn web page at www.cms.hhs.gov/medlearn.

Beneficiary Notices Initiative Website www.cms.hhs.gov/medicare/bni

Carrier and Fl Contact Information www.cms.hhs.gov/contacts/incardir.asp

Documentation Guidelines — Evaluation Management Services
www.cms.hhs.gov/medlearn/emdoc.asp

National Correct Coding Initiative Edits Website at www.cms.hhs.gov/physicians/cciedits

CMS Legislative Summary of H.R. 1, Medicare Modernization Act of 2003 (MMA), Subtitle
B, Section 611: Coverage of an Initial Preventive Physical Examination

www.cms.hhs.gov/mmu/HR1/PL108-173summary.asp#tVisubtitleB

Final Rule, CMS-1429-FC, 42 C.F.R. Parts 40, 405, 410, 411, 414, 418, 424, 484, and 486:
Revisions to Payment Policies Under the Physician Fee Schedule for Calendar Year 2005

www.cms.hhs.gov/regulations/pfs/2005/1429fc/master_background_1429-fc.pdf

Washington Publishing Company (WPC) Code Lists

WPC assists in the maintenance and distribution of HIPAA-related code lists that are external to
the X12 family of standards at www.wpc-edi.com/Codes/Codes.asp

Beneficiary-related resources can be found in Appendix C of this Guide.
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CARDIOVASCULAR SCREENING BLOOD TESTS

% OVERVIEW

From 1979 to 2001, cardiovascular disease was the primary diagnosis for more
Americans discharged from short-stay hospital visits than any other disease category. In
2001 alone, there were over 71 million physician visits, nearly 6 million hospital
outpatient visits, and 4 million emergency room visits due to cardiovascular disease. In
2001, more than 6 million Americans were admitted to the hospital with a diagnosis of
cardiovascular disease, of which 64.5% were 65 or older." Heart disease is the number
killer of American women. One in three women dies of heart disease.? But heart disease
can also lead to disability and a significantly decreased quality of life. Unfortunately,
most women don't know this. Women often fail to make the connection between risk
factors, such as high blood pressure and high cholesterol, and their own chance of
developing heart disease.

Recognizing the need for early detection to effectively combat the risks of cardiovascular
disease, Congress expanded preventive services to include the coverage of
cardiovascular screening blood tests. The Medicare Prescription Drug Improvement and
Modernization Act (MMA) of 2003 established Medicare coverage of cardiovascular
screening blood tests for the early detection of cardiovascular disease or abnormalities
associated with an elevated risk.

New Benefit - Cardiovascular Screening Blood Tests

Effective with services performed on or after January 1, 2005, Medicare provides
coverage of cardiovascular screening blood tests for the early detection of
cardiovascular disease or abnormalities associated with an elevated risk of heart
disease and stroke. These tests will determine a beneficiary’s cholesterol and other
blood lipid levels such as triglycerides. CMS recommends that all eligible beneficiaries
take advantage of this coverage, which can determine whether beneficiaries are at high
risk for cardiovascular disease.

The cardiovascular screening blood tests covered by Medicare are:
« Total Cholesterol Test

« Cholesterol Test for High-Density Lipoproteins

« Triglycerides Test

NOTE: The beneficiary must fast for 12 hours prior to the test. Other cardiovascular
screening blood tests remain non-covered.

' The Centers for Medicare & Medicaid Services. January 9, 2004. Medicare Issue of the Day: Medicare's Proposed
Regulation to Implement New Preventive Services Under MMA [online]. Baltimore, MD: The Centers for
Medicare & Medicaid Services, The U.S. Department of Health and Human Services, 2004 [cited 1 October
2004]. Available from the World Wide Web:
(www.cms.hhs.gov/medicarereform/issueoftheday/01092004iotd.pdf).

% The National Heart, Lung, and Blood Institute. What is the Heart Truth? [online]. Bethesda, MD: The National Heart,
Lung, and Blood Institute, The National Institutes of Health, The U.S. Department of Health and Human
Services, 2004 [cited 28 January 2005]. Available from the World Wide Web:
(www.nhlbi.nih.gov/health/hearttruth/whatis/index.htm).
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Risk Factors

The coverage of cardiovascular screening blood tests presents a new opportunity for
health care professionals to help Medicare beneficiaries learn if they have an increased
risk of developing heart disease and how they can control their cholesterol levels
through diet, physical activity or if necessary with medication. While anyone can develop
cardiovascular disease, some factors that may put individuals more at risk include:

« Diabetes

« Family history of cardiovascular disease
« High-fat diet

« History of previous heart disease

« Hypercholesterolemia (high cholesterol)
« Hypertension

o Lack of exercise

« Obesity
« Smoking
o Stress

% COVERAGE INFORMATION

Medicare provides coverage of cardiovascular screening blood tests for all
asymptomatic beneficiaries every 5 years (i.e., at least 59 months after the last covered
screening tests). The screening blood tests must be ordered by the physician or qualified

non physician practitioner treating the beneficiary for the — —
purpose of early detection of cardiovascular disease. The Who are Qualified Physicians and
beneficiary must have no apparent signs or symptoms of Non Physician Practitioners?

cardiovascular disease. .
Physician

Physician means a doctor of

Coverage of cardiovascular screening blood tests is medicine or osteopathy.

provided as a Medicare Part B benefit. The beneficiary will

pay nothing for the blood test (there is no coinsurance or Qualified Non Physician
copayment and no deductible for this benefit). Practitioner
For the purpose of the
NOTE: Laboratories must offer the ability to order a lipid cardiovascular screening blood test,
panel without the low-density lipoprotein (LDL) a qualified non physician practitioner
measurement. The frequency limit for each test is a physician assistant, nurse

practitioner, or clinical nurse.

applies regardless of whether tests are provided in

a panel or individually.

% DOCUMENTATION

The documentation must show that the screening tests were ordered by a physician or
non physician practitioner treating an asymptomatic beneficiary for the purpose of early
detection of cardiovascular disease. The beneficiary had the test performed after a 12-
hour fast. The appropriate supporting procedure and diagnosis codes should be
documented.
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< CODING AND DIAGNOSIS INFORMATION
Procedure Codes and Descriptors

Use the following Healthcare Common Procedure Coding System (HCPCS)/Current
Procedural Terminology (CPT) codes to bill for the cardiovascular screening blood tests:

Table 1 — HCPCS/CPT Codes for Cardiovascular Screening Blood Tests

HCPCS/CPT Code Code Descriptor
80061 Lipid Panel
This panel must include: 82465, 83718, and 84478
82465 Cholesterol, serum or whole blood, total
Lipoprotein, direct measurement; high-density cholesterol (HDL
83718
cholesterol)
84478 Triglycerides

NOTE: The tests should be ordered as a lipid panel; however, they may be ordered
individually.
Diagnosis Requirements

One or more of the following ICD-9-CM ("V") diagnosis code(s) must be reported for
cardiovascular screening blood tests:

Table 2 — Diagnosis Codes for Cardiovascular Screening Blood Tests

ICD-9-CM Diagnosis Description

Code

V81.0 Special screening for ischemic heart disease

V81.1 Special screening for hypertension

V81.2 Specjgl screening for other and unspecified cardiovascular
conditions

< BILLING REQUIREMENTS
Billing and Coding Requirements When Submitting to Carriers

When submitting claims to Carriers, the appropriate HCPCS/CPT procedure code (Table
1) and the appropriate diagnosis code (Table 2) must be reported on Form CMS-1500
(or the HIPAA 837 Professional electronic claim format).

Billing and Coding Requirements When Submitting to Fiscal Intermediaries (FIs)

When submitting claims to Fls, the appropriate HCPCS codes (Table 1) and the
appropriate diagnosis code (Table 2) must be reported on Form CMS-1450 (or the
HIPAA 837 Institutional electronic claim format).
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Types of Bills for Fls

The FI will reimburse for the cardiovascular screening blood tests when submitted on the
following type of bills (TOB):

Table 3 — Facility Type and Type of Bills (TOB) for the Cardiovascular Screening Blood
Tests

Facility Type TOB
Hospital 12X, 13X, 14X
Skilled Nursing Facility (SNF) 22X, 23X
Critical Access Hospital (CAH) 85X

The service is covered when it is performed on an inpatient or outpatient basis in a
hospital, CAH, or SNF.

Special Billing Note

Generally Rural Health Clinics (RHCs) and Federally Qualified Health Centers (FQHCs)
cannot bill for non-RHC/FQHC services. The diabetes screening tests are considered
non-RHC/FQHC services. However, if the RHC or FQHC is provider-based, then the lab
tests can be billed for by the base provider to the Fl, using the base-provider's ID
number. The FI will make payment to the base-provider no the RHC/FQHC. If the facility
is freestanding, then the individual practitioner bills the carrier for the lab tests.

o,

<+ REIMBURSEMENT INFORMATION
General Information

Coverage of the cardiovascular screening blood tests is provided as a Medicare Part B
benefit. The beneficiary will pay nothing for the blood tests (there is no coinsurance or
copayment and no Medicare Part B deductible for this benefit).

Reimbursement of Claims by Carriers

Reimbursement for the cardiovascular screening blood tests is based on the Medicare
Clinical Laboratory Fee Schedule.

Additional information about
the Clinical Laboratory Fee
Schedule can be found at:
www.cms.hhs.gov/providers/p
ufdownload/clfcrst.asp on the
Web.

Reimbursement of Claims by Fiscal Intermediaries (FIs)

Reimbursement for the cardiovascular screening blood tests is
dependent upon the type of facility. The following table lists
the type of payment that facilities receive for cardiovascular
screening blood tests:

Table 4 — Facility Payment Methodology for Cardiovascular Screening Blood Tests

If the Facility Is a...

Then Payment is Based On...

Critical Access Hospital (CAH)

Reasonable Cost Basis
(Paid at 101% of their reasonable cost)

Hospital

Clinical Laboratory Fee Schedule

Skilled Nursing Facility (SNF) Clinical Laboratory Fee Schedule
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NOTE: Maryland hospitals will be reimbursed for inpatient or outpatient services
according to the Maryland State Cost Containment Plan.

 REASONS FOR CLAIM DENIAL

Following are examples of when Medicare may deny coverage of To obtain Carrier and
cardiovascular screening blood tests: FI contact information
please visit

. The beneficiary received a covered Lipid Panel during the past 5 | WWW-cms.hhs.gov/con
tacts/incardir.asp on

years. the Web.

« The beneficiary received the same individual cardiovascular
screening blood test during the past 5 years.

Providers may find specific payment decision information on the Remittance Advice
(RA). The RA will include Health Care Claim Adjustment Reason Codes and RA Remark
Codes to provide additional information on payment adjustments. The most current
listing of these codes can be found at www.wpc-edi.com/Codes/Codes.asp on the Web.
Additional information about claims can be obtained from the Carrier or Fl.

< WRITTEN ADVANCE BENEFICIARY

NOTICE (ABN) REQU'REMENTS Beneficiary Notices Initiative
(BNI)
An Advance Beneficiary Notice (ABN) is a written notice . o
that a provider or supplier gives to a Medicare BNl is an agency objective to
beneficiary. The purpose of the ABN is to inform a improve agency-to-beneficiary

communications to further
beneficiary education and health
promotion, and to facilitate access
to and exercise of individual rights

beneficiary, before he or she receives specified items or
services that otherwise might be paid for by Medicare,
that Medicare probably will not pay on that particular

occasion. The ABN allows the beneficiary to make an and protections. For more
informed consumer decision whether or not to receive information please visit

the items or services for which he or she may have to www.cms.hhs.gov/medicare/bni on
pay out of pocket or through other insurance. the Web.

Frequently, there is confusion regarding whether an ABN can be used to shift liability to
a beneficiary for the cost of non-covered items or services. In making this decision, the
provider/supplier first must determine whether the item or service meets the definition of
the Medicare-covered benefit. If the item or service does not meet the definitional
requirements for the Medicare-covered benefit, then the item or service will never be
covered by Medicare. As a result, the beneficiary will always be liable for the cost of the
item or service, and an ABN is not needed to shift liability to the beneficiary
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If the item or service meets the definition of the Medicare-covered benefit, Medicare still
may not pay for the item or service if the item or service was "not reasonable and
necessary" for the beneficiary on the occasion in question or if the item or service
exceeds the frequency limitation for the particular benefit or falls outside the applicable
time frame for receipt of the covered benefit. In these instances, an ABN may be used to
shift liability for the cost of the item or service to the beneficiary. If an ABN is not issued
to the beneficiary, the provider/supplier may be held liable for the cost of the item or
service unless the provider/supplier is able to demonstrate that they did not know and
could not reasonably have been expected to know that Medicare would not pay for the
item or service.
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CARDIOVASCULAR SCREENING BLOOD TESTS

Resource Materials

Physician Information Resource for Medicare Website

This site contains physician-specific information, including updates to policies, regulations, coding
and coverage information, program integrity information, and other valuable resources.
www.cms.hhs.gov/physicians

Medicare Fee-For-Service Providers Website

This site contains detailed provider-specific information, including information about the Clinical
Laboratory Fee Schedule.
www.cms.hhs.gov/providers

Medicare Learning Network

The Medicare Learning Network (MLN) is the brand name for official CMS educational products
and information for Medicare providers. For additional information visit the Medicare Learning
Network's Medlearn web page at http://www.cms.hhs.gov/medlearn.

Beneficiary Notices Initiative Website
www.cms.hhs.gov/medicare/bni

Carrier and FI Contact Information
www.cms.hhs.gov/contacts/incardir.asp

National Correct Coding Initiative Edits Website
www.cms.hhs.gov/physicians/cciedits

CMS Legislative Summary H.R. 1, MMA, Subtitle B, Section 612: Coverage of a
Cardiovascular Screening Blood Test

www.cms.hhs.gov/mmu/HR1/PL108-173summary.asp#tVIsubtitieB

Final Rule, CMS-1429-FC, 42 C.F.R. Parts 40, 405, 410, 411, 414, 418, 424, 484, and 486:
Revisions to Payment Policies Under the Physician Fee Schedule for Calendar Year 2005

www.cms.hhs.gov/regulations/pfs/2005/1429fc/master_background_1429-fc.pdf

United States Preventive Services Task Force (USPSTF): Screening for Lipid Disorders in
Adults

www.ahcpr.gov

Washington Publishing Company (WPC) Code Lists

WPC assists in the maintenance and distribution of HIPAA-related code lists that are external to
the X12 family of standards.
www.wpc-edi.com/Codes/Codes.asp

Beneficiary-related resources can be found in Appendix C of this Guide.
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DIABETES SCREENING TESTS, SUPPLIES, SELF-
MANAGEMENT TRAINING AND OTHER SERVICES

% OVERVIEW

Diabetes is the sixth leading cause of death in the United States. 17 million Americans
have diabetes, and over 200,000 individuals die each year of related complications.®
These complications include heart disease, stroke, blindness, kidney failure, leg and foot
amputations, pregnancy complications, and death related to pneumonia and flu.
Diabetes is the leading cause of blindness among adults, and the leading cause of end
stage renal disease. With early detection and treatment the development of severe
vision loss can be reduced by 50 — 60 percent and kidney failure can be reduced by 30 —
70 percent.

Millions of people have diabetes and do not know it. However, with early detection and
treatment the more likely it is that the serious health consequences of diabetes can be
prevented or delayed. The Medicare Prescription Drug Improvement and Modernization
Act (MMA) of 2003, expanded diabetic services covered by Medicare to include diabetes
screening for beneficiaries at risk for diabetes or those diagnosed with pre-diabetes. This
benefit will help to improve the quality of life for Medicare beneficiaries by preventing
more severe conditions that can occur without proper treatment from undiagnosed or
untreated diabetes.

Diabetes Mellitus

Diabetes (diabetes mellitus) is defined as a condition of abnormal glucose metabolism
using the following criteria.

. A fasting blood glucose greater than or equal to 126 mg/dL on two different
occasions.

« A 2 hour post-glucose challenge greater than or equal to 200 mg/dL on two different
occasions.

« Arandom glucose test over 200 mg/dL for a person with symptoms of uncontrolled
diabetes.

Risk Factors

To be eligible for the diabetes screening tests beneficiaries must have any of the
following risk factors or at least 2 of the following characteristics:

% The Centers for Medicare & Medicaid Services. 2004. Diabetes Brochure [online]. Baltimore, MD: The Centers for
Medicare & Medicaid Services, The U.S. Department of Health and Human Services, 2004 [cited 1 October
2004]. Available from the World Wide Web: (www.cms.hhs.gov/medlearn/diabetes_brochure.pdf).
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Individuals are considered at risk for diabetes if they have any of the following risk
factors:

« Hypertension

« Dyslipidemia

« Obesity (a body mass index greater than or equal to 30kg/m2)

. Previous identification of an elevated impaired fasting glucose or glucose intolerance
OR

Individuals who have a risk factor consisting of at least 2 of the following characteristics:
« Overweight (a body mass index greater than 25 kg/m2 but less than 30kg/m2)

« Family history of diabetes

« Age of 65 or older

. A History of gestational diabetes mellitus, or delivery of a baby weighing greater than
9 pounds

New Benefit - Diabetes Screening Tests

Effective with services provided on or after January 1, 2005, Medicare provides
coverage of diabetes screening tests for individuals in the risk groups previously listed or
those diagnosed with pre-diabetes. This new benefit will allow for earlier diagnosis for
Medicare beneficiaries, which will assist in treatment and management of the disease.

Pre-diabetes is a condition of abnormal glucose metabolism diagnosed from a previous
fasting glucose level of 100-125 mg/dL or a 2-hour post-glucose challenge of 140-199
mg/dL. The “term pre-diabetes” includes impaired fasting glucose and impaired glucose
tolerance.
The diabetes screening blood tests covered by Medicare include:
« Afasting blood glucose test
AND
« A post-glucose challenge tests; not limited to

. an oral glucose tolerance test with a glucose challenge of 75grams of

glucose for non-pregnant adults

OR
« a 2-hour post-glucose challenge test alone
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% COVERAGE INFORMATION

Effective with services performed on or after January 1, 2005, provides coverage for

diabetes screening tests with the following frequency:

Beneficiaries diagnosed with pre-diabetes

Medicare provides coverage a maximum of two diabetes screening tests within a 12-
month period (but not less than 6 months apart) for beneficiaries diagnosed with pre-

diabetes.

Non-diabetic and not previously diagnosed as pre-
diabetic

Medicare provides coverage for one diabetes
screening test within a 12-month period (i.e., at least
11 months have passed following the month in which
the last Medicare-covered diabetes screening test
was performed) for non-diabetic and not previously
diagnosed as "pre-diabetes".

Coverage for diabetes screening is provided as a
Medicare Part B benefit. The Medicare Part B
deductible and coinsurance or copayments do not
apply. The beneficiary will not pay for this screening.

Who are Qualified Physicians
and Non Physician
Practitioners?

Physician
Physician means a doctor of
medicine or osteopathy.

Qualified Non Physician Practitioner
For the purpose of the diabetes
screening blood tests, a qualified
non physician practitioner is a
physician assistant, nurse
practitioner, or clinical nurse

% CODING AND DIAGNOSIS INFORMATION

Procedure Codes and Descriptors

The Healthcare Common Procedure Coding System/Current Procedural Terminology
(HCPCS/CPT) codes used to report diabetes screening tests are:

Table 1 — HCPCS/CPT Codes for Diabetes Screening Tests

HCPCS/CPT Codes | Code Descriptors

82947 Glucose; quantitative, blood (except reagent strip)

82950 Glucose, post glucose dose (includes glucose)

82951 Glucose; tolerance test (GTT), three specimens (includes
glucose)

NOTE: Procedure codes are paid under the Clinical Laboratory Fee Schedule.

Diagnosis Requirements

The screening ("V") diagnosis code V77.1 (Special Screening for Diabetes Mellitus)

must be reported.
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% BILLING REQUIREMENTS

Billing and Coding Requirements When Submitting to Carriers

When submitting claims to Carriers, the appropriate
Healthcare Common Procedure Coding System (HCPCS)
code (see Table 1) and the corresponding ICD-9-CM
diagnosis code (s) for the service (s) provided must be
reported on Form CMS-1500 (or the HIPAA 837 Professional
electronic claim format).

Billing and Coding Requirements When Submitting to
Fiscal Intermediaries (FIs)

See the National Correct
Coding Initiative edits web
page for currently
applicable bundled Carrier
processed procedures at
www.cms.hhs.gov/physicia
ns/cciedits on the Web.

When submitting claims to Fls, the appropriate Healthcare Common Procedure Coding
System (HCPCS) code (see Table 1), the appropriate revenue code, and the
corresponding ICD-9-CM diagnosis code (s) must be reported on Form CMS-1450 (or

the HIPAA 837 Institutional electronic claim format).

Type of Bills (TOB) For Fls

The applicable FI claim type of bills (TOB) and associated revenue codes for diabetes

screening tests are:

Table 2 — Facility Type and Type of Bills (TOB) for Diabetes Screening Services

Facility Type TOB
Hospital Inpatient (for Medicare Part B services) 12X
Hospital Outpatient 13X
Hospital Outpatient - Other 14X
Critical Access Hospital (CAH) 85X
Skill(_ad Nursing Facilit_y (SNF) Inpatient (for 20X
Medicare Part B Services)

SNF Outpatient 23X

Special Billing Instructions

« Skilled Nursing Facility (SNF) - When furnished to a beneficiary in a SNE Part A

covered stay, the SNF must bill the FI using bill type 22X.

« Generally Rural Health Clinics (RHCs) and Federally Qualified Health Centers
(FQHCs) cannot bill for non-RHC/FQHC services. The diabetes screening tests are
considered non-RHC/FQHC services. However, if the RHC or FQHC is provider-
based, then the lab tests can be billed for by the base provider to the Fl, using the
base-provider’s ID number. The FI will make payment to the base-provider no the
RHC/FQHC. If the facility is freestanding, then the individual practitioner bills the

carrier for the lab tests.
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<+ REIMBURSEMENT INFORMATION

Reimbursement of diabetes screening tests is made under the Clinical Laboratory Fee
Schedule.

Critical Access Hospitals (CAHs) will be reimbursed at 101% of their reasonable cost.

Maryland hospitals will be reimbursed according to the Maryland State Cost
Containment Plan.

Claims from physicians, non physician practitioners, or suppliers where assignment is
not accepted are subject to Medicare's limiting charge.

Reimbursement of Claims by Carriers
Additional information about ) . . . .
the Clinical Laboratory Fee Reimbursement for diabetes screening test services is

Schedule can be found at: based on the Clinical Laboratory Fee Schedule.
www.cms.hhs.gov/providers/p
ufdownload/clfcrst.asp on the Reimbursement of Claims by Fiscal Intermediaries
Web. (FIS)

Reimbursement for diabetes screening test services is
based on the Clinical Laboratory Fee Schedule.

4+ REASONS FOR CLAIM DENIAL I
The following are examples of situations where Medicare may | F! contact information

deny coverage of diabetes screening tests: please visit
www.cms.hhs.gov/con

- . , . tacts/incardir.asp on
« Beneficiary is not at risk for diabetes the Web.

« Beneficiary has already had two diabetes screenings
within the past year and has not been identified as having pre-diabetes

Providers may find specific payment decision information on the Remittance Advice
(RA). The RA will include Health Care Claim Adjustment Reason Codes and RA Remark
Codes to provide additional information on payment adjustments. The most current
listing of these codes can be found at www.wpc-edi.com/Codes/Codes.asp on the Web.
Additional information about claims can be obtained from the Carrier or Fl.
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% WRITTEN ADVANCE BENEFICIARY NOTICE (ABN)

REQUIREMENTS

An Advance Beneficiary Notice (ABN) is a written notice that a provider or supplier gives
to a Medicare beneficiary. The purpose of the ABN is to inform a beneficiary, before he
or she receives specified items or services that otherwise might be paid for by Medicare,
that Medicare probably will not pay on that particular occasion. The ABN allows the
beneficiary to make an informed consumer decision whether or not to receive the items
or services for which he or she may have to pay out of pocket or through other

insurance.

Frequently, there is confusion regarding whether an ABN
can be used to shift liability to a beneficiary for the cost of
non-covered items or services. In making this decision, the
provider/supplier first must determine whether the item or
service meets the definition of the Medicare-covered
benefit. If the item or service does not meet the definitional
requirements for the Medicare-covered benefit, then the
item or service will never be covered by Medicare. As a
result, the beneficiary will always be liable for the cost of
the item or service, and an ABN is not needed to shift
liability to the beneficiary

Beneficiary Notices Initiative
(BNI)

BNl is an agency objective to
improve agency-to-beneficiary
communications to further
beneficiary education and health
promotion, and to facilitate
access to and exercise of
individual rights and protections.
For more information please visit
www.cms.hhs.gov/medicare/bni
on the Web.

If the item or service meets the definition of the Medicare-covered benefit, Medicare still
may not pay for the item or service if the item or service was "not reasonable and
necessary" for the beneficiary on the occasion in question or if the item or service
exceeds the frequency limitation for the particular benefit or falls outside the applicable
time frame for receipt of the covered benefit. In these instances, an ABN may be used to
shift liability for the cost of the item or service to the beneficiary. If an ABN is not issued
to the beneficiary, the provider/supplier may be held liable for the cost of the item or
service unless the provider/supplier is able to demonstrate that they did not know and
could not reasonably have been expected to know that Medicare would not pay for the

item or service.
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% DIABETES SUPPLIES

In addition to the new diabetes screening tests, Medicare also provides coverage for the
following diabetes supplies.

Supplies Covered

Medicare provides limited coverage, based on established medical necessity
requirements, for these diabetes supplies:

. Blood glucose self-testing equipment and supplies
« Therapeutic Shoes

« One pair of depth-inlay shoes and three pairs of inserts
OR
« One pair of custom-molded shoes (including inserts), if the beneficiary cannot
wear depth-inlay shoes because of a foot deformity, and two additional pairs
of inserts within the calendar year

« Insulin pumps and the insulin used in the pumps

NOTE: In certain cases, Medicare may also pay for separate inserts or shoe
modifications.

Blood Glucose Monitors and Associated Accessories

Medicare provides coverage of blood glucose monitors and associated accessories and
supplies for insulin-dependent and non-insulin dependent diabetics based on medical
necessity.

Coverage Information

Coverage for diabetes-related Durable Medical Equipment (DME) is provided as a
Medicare Part B benefit. The Medicare Part B deductible and coinsurance or copayment
applies. If the provider or supplier does not accept assignment, the amount the
beneficiary pays may be higher. In this case, Medicare will provide payment of the

Medicare-approved amount to the beneficiary.
For information regarding

Medicare's medical necessity
requirements and claim filing
information, please contact the

NOTE: Medicare allows additional test strips and
lancets if deemed medically necessary.

However, Medicare will not pay for any local DMERC. Please visit
supplies that are not requested or were sent www.cms.hhs.gov/suppliers/dmep
automatically from suppliers. This includes os/default.asp for the name,
lancets, test strips, and blood glucose address, and telephone number of
monitors. the local DMERC.
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Coding and Diagnosis Information

Procedure Codes and Descriptors

The Health Care Common Procedure Coding System (HCPCS) codes used to report
blood glucose self-testing equipment and supplies are:

Table 3 - HCPCS Codes for Blood Glucose Self-Testing Equipment and Supplies

HCPCS Code HCPCS Code Descriptor

A4253 50 test strips for a blood glucose monitor
A4259 100 lancets for a blood glucose monitor
E0607 Home blood glucose monitor

For Medicare coverage of a blood glucose monitor and associated accessories, the
provider must provide the beneficiary with a prescription that includes the following
information:

« A diagnosis of diabetes

« The number of test strips and lancets required for one month's supply

« The type of meter required (i.e., if a special meter for vision problems is required, the
physician should state the medical reason for the required meter)

. A statement that the beneficiary requires insulin or does not require insulin
. How often the beneficiary should test the level of blood sugar

Insulin-Dependent
For beneficiaries who are insulin-dependent, Medicare provides coverage for:

« Upto 100 test strips and lancets every month
« One lancet device every 6 months

Non-Insulin Dependent
For beneficiaries who are non-insulin dependent, Medicare provides coverage for:

« Upto 100 test strips and lancets every 3 months
« One lancet device every 6 months
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Therapeutic Shoes

Medicare requires that the physician who is managing a patient's diabetic condition
document and certify the beneficiary's need for therapeutic shoes. Coverage for
therapeutic shoes under Medicare Part B requires that:

« The shoes are prescribed by a podiatrist or other qualified physician

. The shoes must be furnished and fitted by a podiatrist or other qualified individual,
such as a pedorthist, prosthetist, or orthotist

Coverage Information

Coverage for depth-inlay shoes, custom-molded shoes, and shoe inserts for
beneficiaries with diabetes is provided as a Medicare Part B benefit. The Medicare Part
B deductible and coinsurance or copayment applies. If the provider does not accept
assignment, the amount the beneficiary pays may be higher, and the beneficiary may be
required to pay the full amount at the time of service. In this case, Medicare will provide
payment of the Medicare-approved amount to the beneficiary.

The physician must certify that the beneficiary meets the following criteria:

« The beneficiary must have diabetes
. The beneficiary must have at least one of the following conditions
- Partial or complete amputation of a foot
- Foot ulcers
- Calluses that could lead to foot ulcers
- Nerve damage from diabetes and signs of calluses
- Poor circulation
- A deformed foot

The beneficiary must also be treated under a comprehensive plan of care to receive
coverage.

For each individual, coverage of the footwear and inserts is limited to one of the
following within one calendar year:

« No more than one pair of depth shoes and three pairs of inserts (not including the
non-customized removable inserts provided with such shoes)

« No more than one pair of custom-molded shoes (including inserts provided with such
shoes) and two additional pairs of inserts
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Coding and Diagnosis Information

Procedure Codes and Descriptors

The Health Care Common Procedure Coding System (HCPCS) codes used to report
therapeutic shoes are:

Table 4 — HCPCS Codes for Therapeutic Shoes

HCPCS Code | HCPCS Code Descriptor

For Diabetics only, multiple density insert, direct formed, molded to foot after
external heat source of 230 degrees Fahrenheit or higher, total contact with
K0628 patient's foot, including arch, base layer minimum of 4 inch material of Shore
A 35 durometer or 3/16 inch material of Shore A 40 (or higher), prefabricated,
each

For Diabetics only, multiple density insert, custom molded from model of
patient's foot, total contact with patient's foot, including arch, base layer
minimum of 3/16 inch material of Shore A 35 durometer or higher, includes
arch filler and other shaping material, custom fabricated, each

K0629

Insulin Pumps

Insulin pumps that are worn outside the body and the insulin used with the pump may be
covered for some beneficiaries who have diabetes and who meet certain conditions
(criteria listed in following table). Insulin pumps are available through a prescription.
Beneficiaries must meet either of the following criteria to receive coverage for an
external infusion pump for insulin and related drugs and supplies:
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Criteria A Criteria B

The patient has completed a comprehensive The patient with diabetes has been on a pump
diabetes education program, and has been on | prior to enroliment in Medicare and has

a program of multiple daily injections of insulin | documented frequency of glucose self-testing
(i.e. at least 3 injections per day), with an average of at least 4 times per day during
frequent self-adjustments of insulin dose for the month prior to Medicare enroliment.

at least 6 months prior to initiation of the
insulin pump, and has documented frequency
of glucose self-testing an average of at least 4
times per day during the 2 months prior to the
initiation of the insulin pump, and meets one
or more of the following criteria while on the
multiple daily injection regimen:

« Glycosylated hemoglobin level (HbAlc) >
7.0 percent

« History of recurring hypoglycemia

« Wide fluctuations in blood glucose before
mealtime

« Dawn phenomenon with fasting blood
sugars frequently exceeding 200 mg/dL

« History of severe glycemic excursions

Diabetes needs to be documented by a fasting C-peptide level that is less than or equal
to 110% of the lower limit of normal of the laboratory's measurement method. Continued
coverage of the insulin pump would require that the beneficiary has been seen and
evaluated by the treating physician at least every 3 months. The pump must be ordered
by, and follow-up care of the beneficiary must be managed by, a physician who
manages multiple patients with Continuous Subcutaneous Insulin Infusion Pumps (CSlI)
and who works closely with a team including nurses, diabetes educators, and dieticians
who are knowledgeable in the use of CSII.

Coverage Information

The Medicare Part B deductible and coinsurance or copayment applies. When covered,
Medicare will pay for the insulin pump, as well as the insulin used with the insulin pump.
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Coding and Diagnosis Information

Procedure Codes and Descriptors

The Healthcare Common Procedure Coding System (HCPCS) codes used to report
insulin pumps and supplies are:

Table 5 — HCPCS Codes for Insulin Pumps and Supplies

HCPCS Code HCPCS Code Descriptor
K0455 Infusion pump used for uninterrupted parenteral administration of medication,
epoprostenol or treprostinil
K0552 Supplies for external infusion pump, syringe type cartridge, sterile, each
Replacement battery for external infusion pump owned by patient, silver
K0601 .
oxide, 1.5 volt, each
J1817 Insulin for administration through DME (i.e., insulin pump) per 50 units
Replacement battery for external infusion pump owned by patient, silver
K0602 .
oxide, 3 volt, each
Replacement battery for external infusion pump owned by patient, alkaline,
K0603
1.5 volt, each
K0601 Replacement battery for external infusion pump owned by patient, lithium, 3.6
volt, each
K0601 Replacement battery for external infusion pump owned by patient, lithium, 4.5
volt, each

Billing Requirements

Billing and Coding Requirements Specific to Durable Medical Equipment Regional Carriers

(DMERCs)

For information regarding

Medicare's medical

necessity requirements and

claim filing information,
please contact the local
DMERC. Please visit

Beneficiaries can no longer file their Medicare claim forms. The
provider must file the form on behalf of the beneficiary.

Reimbursement Information

Reimbursement of diabetes supplies is made by the four
DMERCSs based on a national Fee Schedule. Medicare Part B

www.cms.hhs.gov/suppliers/ | deductible and coinsurance do apply. Medicare allows 80% of the

dmepos/default.asp for the

name, address, and

telephone number of the

local DMERC.

approved Fee Schedule.

Claims from physicians, non physician practitioners, or suppliers
where assignment was not taken are subject to Medicare's limiting

charge.
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Reasons for Claim Denial

The following are examples of situations where Medicare may deny coverage of

diabetes supplies:

« The beneficiary does not have a prescription for the
supplies.

« The beneficiary exceeds the allowed quantity of the
supplies.

To obtain Carrier and
FI contact information
please visit
www.cms.hhs.gov/con
tacts/incardir.asp on
the Web.

Providers may find specific payment decision information on the Remittance Advice
(RA). The RA will include Health Care Claim Adjustment Reason Codes and RA Remark
Codes to provide additional information on payment adjustments. The most current
listing of these codes can be found at www.wpc-edi.com/Codes/Codes.asp on the Web.
Additional information about claims can be obtained from the Carrier or Fl.

Written Advance Beneficiary Notice (ABN) Requirements

An Advance Beneficiary Notice (ABN) is a written notice that a
provider or supplier gives to a Medicare beneficiary. The
purpose of the ABN is to inform a beneficiary, before he or she
receives specified items or services that otherwise might be paid
for by Medicare, that Medicare probably will not pay on that
particular occasion. The ABN allows the beneficiary to make an
informed consumer decision whether or not to receive the items
or services for which he or she may have to pay out of pocket or
through other insurance.

Frequently, there is confusion regarding whether an ABN can be
used to shift liability to a beneficiary for the cost of non-covered
items or services. In making this decision, the provider/supplier
first must determine whether the item or service meets the

Beneficiary Notices Initiative
(BNI)

BNI is an agency objective to
improve agency-to-beneficiary
communications to further
beneficiary education and health
promotion, and to facilitate access
to and exercise of individual rights
and protections. For more
information please visit
www.cms.hhs.gov/medicare/bni on
the Web.

definition of the Medicare-covered benéefit. If the item or service does not meet the

definitional requirements for the Medicare-covered benefit, then the item or service will
never be covered by Medicare. As a result, the beneficiary will always be liable for the
cost of the item or service, and an ABN is not needed to shift liability to the beneficiary

If the item or service meets the definition of the Medicare-covered benefit, Medicare still
may not pay for the item or service if the item or service was "not reasonable and
necessary" for the beneficiary on the occasion in question or if the item or service
exceeds the frequency limitation for the particular benefit or falls outside the applicable
time frame for receipt of the covered benefit. In these instances, an ABN may be used to
shift liability for the cost of the item or service to the beneficiary. If an ABN is not issued
to the beneficiary, the provider/supplier may be held liable for the cost of the item or
service unless the provider/supplier is able to demonstrate that they did not know and
could not reasonably have been expected to know that Medicare would not pay for the

item or service.
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< DIABETES SELF-MANAGEMENT TRAINING (DSMT) SERVICES

Medicare provides coverage for DSMT services for beneficiaries who have been recently
diagnosed with diabetes, determined to be at risk for complications from diabetes, or
were previously diagnosed with diabetes before meeting Medicare eligibility
requirements and have since become eligible for coverage under the Medicare Program.
DSMT services are intended to educate beneficiaries in the successful self-management
of diabetes. A qualified DSMT program includes:

Instructions in self-monitoring of blood glucose

Education about diet and exercise

An insulin treatment plan developed specifically for insulin dependent patients
Motivation for patients to use the skills for self-management

DSMT services are aimed toward individuals with Medicare who have recently been
impacted in any of the following situations by diabetes:

« Problems controlling blood sugar
« Beginning diabetes medication, or switching from oral diabetes medication to insulin
. Diagnosed with eye disease related to diabetes

« Lack of feeling in feet or other foot problems such as ulcers or deformities, or an
amputation has been performed

. Treated in an emergency room or have stayed overnight in a hospital because of
diabetes

. Diagnosed with kidney disease related to diabetes

The DSMT program should educate beneficiaries in the successful self-management of
diabetes as well as be capable of meeting the needs of its patients on the following
subjects:

- Information about diabetes and treatment options

. Diabetes overview/pathophysiology of diabetes

o Nutrition

. Exercise and activity

« Managing high and low blood sugar

« Diabetes medications, including skills related to the self-administration of injectable
drugs

« Self-monitoring and use of the results

. Prevention, detection, and treatment of chronic complications
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« Prevention, detection, and treatment of acute complications

« Foot, skin, and dental care

. Behavioral change strategies, goal setting, risk factor reduction, and problem solving
« Preconception care, pregnancy, and gestational diabetes

« Relationships among nutrition, exercise, medication, and blood glucose levels

. Stress and psychological adjustment

« Family involvement and social support

. Benefits, risks, and management options for improving glucose control

« Use of health care systems and community resources

Coverage Information

Medicare provides coverage of DSMT services only if the physician managing the
beneficiary's diabetic condition certifies that such services are needed under a
comprehensive plan of care. This plan of care must describe the content, number of
sessions, frequency, and duration of the training, and must be written by the physician
(or qualified non physician practitioner). The plan of care must also include a statement
by the physician (or non physician practitioner) and the signature of the physician (or
qualified non physician practitioner) denoting any changes to the plan of care, if
applicable.

The plan of care must include the following:

« The number of initial or follow-up hours ordered (the physician can order less than 10
hours but cannot exceed 10 hours of training)

. The topics to be covered in training (initial training hours can be used to pay for the
full program curriculum or specific areas such as nutrition or insulin training)

« A determination if the beneficiary should receive individual or group training

The provider of the service must maintain documentation that includes the original order
from the physician and any special conditions noted by the physician. The plan of care
must be reasonable and necessary and must be incorporated into the beneficiary's
medical record. For coverage by Medicare, DSMT services must:

. Be accredited as a DSMT program by the American Diabetes Association (ADA) or
Indian Health Services (IHS)

« Provide services to eligible Medicare beneficiaries that are diagnosed with diabetes
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Submit an accreditation certificate from the ADA, IHS, or another Centers for
Medicare & Medicaid Services (CMS)-recognized program to the local Medicare
Contractor's provider enrollment department

Medicare will pay for initial training that meets the following conditions:

Is furnished to a beneficiary who has not previously received initial or follow-up
training billed under HCPCS codes G0108 or G0109

Is furnished within a continuous 12-month period
Does not exceed a total of 10 hours for the initial training

The 10 hours of training can be done in any combination of increments of no less
than 30 minutes spread over the 12-month period (or a portion of that period)

With the exception of 1 hour of individual training, training is usually furnished in a
group setting with other patients who need not all be Medicare beneficiaries

The hour of individual training may be used for any part of the training including
insulin training

Medicare pays for training on an individual basis for a Medicare beneficiary under any of
the following conditions:

No group session is available within 2 months of the date the training is ordered

The beneficiary's physician (or qualified non physician practitioner) documents in the
beneficiary's medical record that the beneficiary has special needs resulting from
conditions, such as severe vision, hearing, or language limitations, or other such
special conditions as identified by the treating physician or non physician practitioner,
that will hinder effective participation in a group training session

The physician orders additional insulin training

The need for individual training must be identified by the physician or non physician
practitioner in the referral.

NOTE: If individual training has been provided to a Medicare beneficiary and

subsequently the Carrier or FI determines that training should have been
provided in a group setting, instead of denying the service as billed, the
appropriate actions are down-coding the reimbursement from individual-level to
group-level and provider education.

After receiving the initial training, Medicare pays for follow-up training that meets the
following conditions:

Consists of no more than 2 hours individual or group training for a beneficiary each
year
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« Group training consists of 2 to 20 individuals who need not all be Medicare
beneficiaries

. Is furnished any time in a calendar year following a year in which the beneficiary
completes the initial training (e.g., beneficiary completes initial training in November
2004; therefore the beneficiary is entitled to 2 hours of follow-up training beginning in
January 2005)

« Is furnished in increments of no less than one-half hour

« The physician (or qualified non physician practitioner) treating the beneficiary must
document in the beneficiary's medical record that the beneficiary has diabetes

Coverage for DSMT services is provided as a Medicare Part B benefit. Deductible and
coinsurance do apply. The Medicare Part B deductible and coinsurance or copayments
applies. Claims from physicians, non physician practitioners, or suppliers where
assignment was not taken are subject to Medicare's limiting charge.

Coding and Diagnosis Information

Procedure Codes and Descriptors
The HCPCS/CPT codes used to report DSMT services are:

Table 6 — HCPCS Codes for DSMT Services

HCPCS/CPT Codes HCPCS/CPT Code Descriptors

G0108 Diabetes outpatient DSMT services, individual session, per 30 minutes

G0109 Diabetes screening tests, and outpatient DSMT services, group
session (2 or more), per 30 minutes

Services for DSMT must be billed with the appropriate HCPCS/CPT code in 30 minute
increments. Providers billing Fls must include the revenue code 942 along with the
appropriate HCPCS/CPT code.

Billing Requirements

General

CMS is designating as certified all providers and suppliers that bill Medicare for other
individual services such as hospital outpatient departments, renal dialysis facilities,
physicians, and DME suppliers. All providers and suppliers who may bill for other
Medicare services or items, and who represent a DSMT program that is accredited as
meeting quality standards, can bill and receive payment for the entire DSMT program.

Providers and suppliers are eligible to bill for DSMT services if they are associated with
an accredited DSMT program. Billing for DSMT services cannot be submitted as incident
to services. However, a physician advisor for a DSMT program is eligible to bill for the
DSMT service for that program.
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Also, the following conditions apply:

« A cover letter and Unique Provider Identification Number (UPIN) must be included
with the accreditation certificate

« The provider must have a provider and/or supplier number and the ability to bill
Medicare for other services

- Registered dietitians are eligible to bill on behalf of an entire DSMT program as long
as the provider has obtained a Medicare provider number. A dietitian may not be the
sole provider of the DSMT service.

CMS will not reimburse services on a fee-for-service basis rendered to any beneficiary
who is:

An inpatient in a hospital or SNF

In hospice care

A resident in a nursing home

An outpatient in a Rural Health Clinic (RHC) or Federally Qualified Health Center
(FQHC)

DME suppliers are reimbursed through local Carriers.

Claims from physicians, non physician practitioners, or suppliers where assignment is
not accepted are subject to Medicare's limiting charge.

Billing and Coding Requirements When Submitting to Carriers

When submitting claims to Carriers, the appropriate HCPCS code (see Table 6) and the
corresponding diagnosis code must be reported on Form CMS-1500 (or the HIPAA 837
Professional electronic claim format).

Billing and Coding Requirements When Submitting to Fiscal Intermediaries (FIs)

When submitting claims to Fls, the appropriate HCPCS code (see Table 6), the
appropriate revenue code, and the corresponding diagnosis code must be reported on
Form CMS-1450 (or the HIPAA 837 Institutional electronic claim format).

Types of Bills For FlIs

As required by CMS, there are eight specific bill types that are applicable for DSMT
services. The applicable Fl claim bill types for DSMT services are:

Table 7 — Facility Type, Type of Bill, and Revenue Code for DSMT

Facility Type Type of Bill Revenue Codes
Hospital Inpatient (for Medicare Part B services) 12X 0942
Hospital Outpatient 13X

Home Health Agency 34X

Renal Dialysis Facility (RDF) 72X

ORF (Outpatient Rehabilitation Facility) 74X

Comprehensive Outpatient Rehabilitation 75X

Facility (CORF)
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Facility Type Type of Bill Revenue Codes
Hospital Outpatient Surgery [subject to

Ambulatory Surgical Center (ASC) Payment 83X
Limits]
Critical Access Hospital (CAH) 85X

NOTE: The provider's certification must be submitted along with the initial claim

Coding Tips
The following tips are designed to facilitate proper billing when submitting claims for DSMT services:

« For an hour session a "2" must be placed in the units column, representing two 30 minute
increments.

« Billing an Evaluation and Management (E/M) code is not mandatory before billing the DSMT
procedure codes. Do not use E/M codes in lieu of GO108 and G0109.

e The nutrition portion of the DSMT program must be billed using G0108 and G0109. Do not use the
Medical Nutrition Therapy CPT codes for the nutrition portion of a DSMT program.

« The DSMT and Medical Nutrition Therapy benefits can be provided to the same beneficiary in the
same year. However, they are different benefits and require separate referrals from physicians or
qualified non physician practitioners. The medical evidence reviewed by CMS suggests that the
Medical Nutrition Therapy benefit for diabetic patients is more effective if it is provided after
completion of the initial DSMT benefit.

« Entities that may participate as RHCs or FQHCs may also choose to become accredited providers of
DSMT services, if they meet all requirements of an accredited DSMT service provider. The cost of
such services can be bundled into their clinic/center payment rates. However, RHCs and FQHCs and
must meet all coverage requirements.

« Medicare pays for 10 hours of initial DSMT in a continuous 12-month period. Two hours of follow-up
DSMT may be covered in subsequent years.

Reimbursement Information

Reimbursement for outpatient DSMT is based on rates

established under the Medicare Physician Fee Schedule See the National Correct

(MPFS). Coding Initiative edits web
page for currently

. Payment may only be made to any provider that bills applicable bundled Carrier

processed procedures at
www.cms.hhs.gov/physicia
ns/cciedits on the Web.

Medicare for other individual Medicare services.

. Payment may be made

Additional information about only for training sessions actually attended by the

MPFS can be found at: beneficiary and documented on attendance sheets.

www.cms.hhs.gov/physicians/

pfs/ on the Web. « Other conditions for fee-for-service payment. The
beneficiary must meet the following conditions if the

provider is billing for initial training:
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« The beneficiary has not previously received initial or follow-up training for which

Medicare payment was made under this benefit

. The beneficiary is not receiving services as an inpatient in a hospital, SNF, hospice,

or nursing home

« The beneficiary is not receiving services as an outpatient in a RHC or FQHC

While separate payment is not made for this service to RHCs or FQHCs, the service is
covered but is considered included in the encounter rate. All DSMT programs must be
accredited as meeting quality standards by a CMS-approved national accreditation

organization.

Reasons for Claim Denial

The following are examples of situations where Medicare may
deny coverage of DSMT services:

« The beneficiary has exceeded the 10-hour limit of training.

« The physician did not order the training.

« The individual furnishing the DSMT is not accredited by Medicare.

To obtain Carrier and
FI contact information
please visit
www.cms.hhs.gov/con
tacts/incardir.asp on
the Web.

Providers may find specific payment decision information on the Remittance Advice
(RA). The RA will include Health Care Claim Adjustment Reason Codes and RA Remark
Codes to provide additional information on payment adjustments. The most current
listing of these codes can be found at www.wpc-edi.com/Codes/Codes.asp on the Web.
Additional information about claims can be obtained from the Carrier or Fl.

37



http://ww