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Items of Importance

CREATING A WEBSITE THAT MEETS YOUR NEEDS

WPS values your opinion regarding the WPS Medicare Website and strives to continue to
improve the site to meet all of your Medicare needs.

We regularly review input received through the survey administered via the Website by ForeSee
Results and encourage all Website visitors to complete the survey that pops up while you are on
the WPS Medicare Website (http://www.wpsmedicare.com).

We are hopeful that you can provide additional insight to changes that we can make to the WPS
Medicare Website to increase your satisfaction by completing the survey that is accessible by
selecting the link below:
http://www.surveymonkey.com/s.aspx?sm=uiSY_2b3CKxNHOby9ZFnA3gQ 3d 3d

We encourage you to complete the survey, and appreciate your valuable time.

CRITICAL ACCESS HOSPITAL (CAH) SWING BED BILLING
CLARIFICATION

After extensive research of the Federal Rules and Regulations and much discussion with the
Centers for Medicare & Medicaid Services (CMS) Central and Regional Office staff on the
proper billing of CAH Swing bed services, we are providing the following clarification.

CAH Swing beds are exempt from Skilled Nursing Facility (SNF) consolidated billing; however,
they do need to follow the direction in the CMS Internet Only Manual (IOM), Publication 100-4,
Chapter 3, Section 10.4 on bundling hospital charges. These charges should be included on
the 18X type of bill.

Services provided by the CAH, while the beneficiary is inpatient in the CAH Swing bed that are
considered exclusions from SNF Consolidated Billing, shall be billed on an 85X type of bill. All
related outpatient charges shall be included on the 85X type of bill that would typically be billed
for outpatient services.

Certified Registered Nurse Anesthetists (CRNA) charges are not billable under a CAH Swing
bed claim. These charges should be submitted on an 85X type of bill with the related outpatient
charges. The only appropriate charge, per the IOM, Publication 100-4, Chapter 4, Section
250.3.3, billable on an 85X type of bill for a CRNA are anesthesia charges.

As stated in the IOM, Publication 100-4, Chapter 3, Section 60, swing bed services must be
billed separately from inpatient hospital services. Therefore, any swing bed patient who requires
inpatient hospital services must be discharged from the swing bed and admitted as a hospital
inpatient.

Medicare regulation is the basis for the clarification provided. If you feel that there is Medicare
regulation that contradicts this clarification, please contact our Customer Service area.
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ENEWS PROVIDES LATEST ANNOUNCEMENTS

We are pleased to offer the services of WPS Medicare eNews. For those who subscribe, WPS
Medicare eNews brings the latest Medicare news to the physicians and suppliers in our
jurisdiction. The e-mails announce the posting of:

¢ Time-sensitive national and local Medicare news

e Local Coverage Decision Policies

e Provider Education and Training events

e Communiqué newsletters

WPS Medicare eNews brings the latest Medicare information directly to your e-mail box. If you
want the details of a particular announcement, you will be directed to the full page of the WPS
Website via a link within the mailing. There is no cost for WPS Medicare eNews, and you may
unsubscribe at any time. To subscribe, simply go to http://www.wpsmedicare.com/listserv and
enter your e-mail address, click “Submit,” and follow the directions on the page.

HAVE YOU COMPLETED THE WEBSITE SATISFACTION SURVEY
LATELY?

Your feedback is extremely important to the provider community, WPS Medicare, and the
Centers for Medicare & Medicaid Services (CMS). The survey that pops up while you are on
our Website is the Website Customer Satisfaction Survey.

This quick survey, sponsored by CMS and conducted by ForeSee, gauges your satisfaction
with the WPS Medicare Website. WPS and CMS review the results of the survey regularly,
and your feedback directly influences the layout, look and feel, content, and other aspects of
the WPS Medicare Website. We encourage you to complete the survey, and appreciate your
valuable time.

For more information on the survey, go to:
http://www.wpsmedicare.com/sat _survey.pdf

IMPORTANT CUSTOMER SERVICE AUTHENTICATION
REQUIREMENT CHANGES

Effective April 6, 2009, all Customer Service and Interactive Voice Response (IVR) inquiries
require a matching National Provider Identifier (NPI), Provider Transaction Access Number
(PTAN), and Taxpayer Identification Number (TIN). Note that only the last five digits of the TIN
will be required. To allow us to serve you in the timeliest manner, please have all
authentication elements ready prior to any calls to the Interactive Voice Response (IVR) or
Customer Service.

The new requirement is based on the Centers for Medicare & Medicaid Services (CMS) Change
Request (CR) 6139, which was implemented to better safeguard your information.
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WANTED: MEDICARE WEBSITE USERS

Wanted: Medicare Website users
Mission: Provide needed input
How: Via e-mail

If you choose to accept this assignment, please read on.

At WPS Medicare, we strive to make our Website the best resource we can for our Medicare
providers. Currently, we are looking at ways to enhance the navigation and search function, so
that providers can find what they need as easily as possible. We would like responses from
those who are new to the WPS Medicare Website as well as from those who are experienced in
using the site. Please answer any or all of the questions listed below and send your responses
to medicareadmin@wpsic.com; please include "Website Input” in the subject line of your e-mail.

Navigation
e What information are you looking for, and what path do you take to find it?
e Do you have suggestions for the organization of the information on our site?

Search
e What search terms do you use (i.e., what words do you enter into the Search field to find
your information)?
o What abbreviations do you commonly use when searching?

Please feel free to provide any other comments about the Website not related to those listed
above.

Thank you for taking the time to respond. Your feedback ensures that the WPS Medicare
Website will continue to be an easy-to-use tool for our entire provider community.
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Claim Submission

CLARIFICATION OF DATE OF SERVICE (DOS) OF AMBULANCE

SERVICES
~CMS MLN Matters—

MLN Matters Number: MM6372 Related Change Request (CR) #: 6372
Related CR Release Date: February 13, 2009 Effective Date: March 13, 2009
Related CR Transmittal #: R1682CP Implementation Date: March 13, 2009

Provider Types Affected
Providers and suppliers submitting claims to Medicare contractors (carriers, Fiscal
Intermediaries (FIs), and/or Part A/B Medicare Administrative Contractors (A/B MACSs)) for
ambulance services provided to Medicare beneficiaries.

Impact on Providers
Providers of ambulance services should note the clarifications made by CR 6372, as noted
in this article. Specifically, CR6372 clarifies the proper date of service to use on claims,
especially in situations where the beneficiary dies.

Background
CR 6372 provides clarification of Centers for Medicare & Medicaid Services’ (CMS) policy
towards dates of service (DOS) for ambulance services, especially in regard to a
beneficiary’s date of death.

The clarifications for providers of ambulance services are listed as follows:

e The date of service of an ambulance service is the date that the loaded ambulance
vehicle (ground or air) departs the point of pickup, except in cases where the beneficiary
is pronounced dead as noted below.

e Inthe case of a ground transport, if the beneficiary is pronounced dead after the vehicle
is dispatched but before the (now deceased) beneficiary is loaded into the vehicle, the
DOS is considered to be the date of the ambulance vehicle’s dispatch.

¢ Inthe case of an air transport, if the beneficiary is pronounced dead after the aircraft
takes off to pick up the beneficiary, the DOS is considered to be the date of the
ambulance vehicle’s takeoff.

Failure to code dates of service correctly in these situations could result in the denial of the
claim.

Additional Information
The official instruction, CR 6372, issued to your carrier, Fl, or A/B MAC regarding this
change may be viewed at http://www.cms.hhs.gov/Transmittals/downloads/R1682CP.pdf on
the CMS Website.

If you have any questions, please contact your carrier, Fl, or A/B MAC at their toll-free
number, which may be found at
http://www.cms.hhs.gov/MLNProducts/downloads/CallCenterTolINumDirectory.zip on the
CMS Website.
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CLARIFICATION ON USE OF NATIONAL DRUG CODES (NDCS) IN

837 1 BILLING
~CMS MLN Matters—

MLN Matters Number: MM6330 Related Change Request (CR) #: 6330
Related CR Release Date: February 13, 2009 Effective Date: July 1, 2009
Related CR Transmittal #: R4460TN Implementation Date: July 6, 2009

Provider Types Affected
Hospitals, home health agencies, and other providers who bill Medicare contractors (fiscal
intermediaries (Fl), regional home health intermediaries (RHHI), or Medicare Administrative
Contractors (MAC)) for drugs, especially new drugs provided under the Outpatient
Prospective Payment System (OPPS).

What You Need to Know
CR 6330, from which this article is taken, specifies how quantities of drugs are to be
reported and then processed by Medicare when the NDC is used for institutional billing.
Specifically, it also requires Medicare contractors to accept decimal values for NDC
guantities. CR6330 also adds to prior instructions regarding the reporting of drugs that have
not yet been approved by the Food and Drug Administration (FDA). Be sure your billing staff
is aware of these changes.

Background
As provided by Change Request (CR) 3287 issued May 28, 2004 (MMA-Hospital Outpatient
Billing and Payment under Outpatient Prospective Payment System for New Drugs or
Biologicals After FDA Approval but Before Assignment of a Product-Specific Drug/Biological
HCPCS Code); Medicare hospitals, subject to the Outpatient Prospective Payment System
(OPPS), may use Healthcare Common Procedure Coding System (HCPCS) code C9399 to
report drugs that have been approved by the FDA, but that do not yet have a product-
specific drug/biological HCPCS code.

CR 6330, from which this article is taken, builds on those instructions and adds some
additional requirements for providers. Effective July 1, 2009, hospitals billing for
drugs/biologicals that have received FDA approval but which have not yet received product-
specific drug/biological HCPCS codes will not only specify the NDC of the drug/biological,
but will also specify the quantity of that drug/biological using the CTP segment in the ANSI
X-12 837 1 (in Loop 2410 LIN 03).

In addition, CR 6330 provides that the use of the Units Field, while adequate to define
guantities when HCPCS codes are used to describe drugs and biologicals, is not adequate
to describe the quantities of a drug or biological identified only by an NDC. Thus, CR 6330
requires Medicare contractors to accept decimals to specify the quantity in this new quantity
field, and requires Medicare’s systems to retain this information in the repository and forward
it to a subsequent payer (although the decimals may be rounded to whole numbers for
actual claims processing).

Additional Information
For further information, see the instruction issued to your FI, RHHI, or MAC regarding this
issue, which can be found by going to
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http://www.cms.hhs.gov/Transmittals/downloads/R4460OTN.pdf on the Centers for Medicare
& Medicaid Services (CMS) Website.

You might also want to review the MLN Matters article related to CR 3287, which you can
find at http://www.cms.hhs.gov/MLNMattersArticles/downloads/MM3287.pdf on the CMS
Website.

If you have any questions, please contact your FI, RHHI, or MAC at their toll-free number,
which may be found at
http://www.cms.hhs.gov/MLNProducts/downloads/CallCenterTolINumDirectory.zip on the
CMS Website.

IMPLEMENTATION OF AN AMBULATORY SURGICAL CENTER (ASC)
HEALTHCARE COMMON PROCEDURE CODING SYSTEM (HCPCS)

PAYMENT INDICATOR FILE
—~CMS MLN Matters—

MLN Matters Number: MM6184 Related Change Request (CR) #: 6184
Related CR Release Date: October 17, 2008 Effective Date: January 1, 2009
Related CR Transmittal #: R1616CP Implementation Date: January 5, 2009

Provider Types Affected
ASCs submitting claims to Medicare contractors (carriers and/or Part A/B Medicare
Administrative Contractors (A/B MACs)) for ASC services provided to Medicare
beneficiaries.

Provider Action Needed
STOP — Impact to You
This article is based on Change Request (CR) 6184 which provides Medicare contractors
with instructions for implementing an Ambulatory Surgical Center (ASC) Healthcare
Common Procedure Coding System (HCPCS) payment indicator file.

CAUTION — What You Need to Know
CR 6184 provides instructions to your Medicare contractor(s) to modify their systems to
accept the new Ambulatory Surgical Center (ASC) Healthcare Common Procedure Coding
System (HCPCS) Payment Indicator File and ensure that it properly interfaces with the other
ASC files in order to process ASC claims appropriately. This new file will enable your
Medicare contactor(s) to enhance the their ability to (1) identify all separately payable and
non-separately payable (packaged) services, as well as hon-payable services and (2)
provide more precise messaging via remittance advice remark codes in the processing and
disposition of ASC claims for all HCPCS codes submitted by ASCs.

GO — What You Need to Do

See the Background and Additional Information Sections of this article for further details
regarding these changes.
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Background
As required by the Medicare Prescription Drug, Improvement, and Modernization Act of
2003 (MMA; Section 626 of), the Centers for Medicare & Medicaid Services (CMS)
implemented a revised Ambulatory Surgical Center (ASC) payment system January 1, 2008.

CMS provided in CR 5680 (Transmittal 1325, August 29, 2007; see related MLN Matters
article at http://www.cms.hhs.gov/MLNMattersArticles/downloads/MM5680.pdf on the CMS
Website) supporting ASC file record layouts of the ASC facility payment file (ASCFS) and
ASC Drug File to interface with the instructions issued to implement the revised ASC
payment system. The ASCFS includes rates for all services that are eligible for payment
under the revised ASC payment system, except separately paid drugs and biologicals, and
the ASC Drug File provides the rates for all drugs and biologicals that are eligible for
separate payment under the revised ASC payment system.

Using defined “payment indicators” (72 FR 67189-67190; see
http://www.gpoaccess.gov/fr/retrieve.html on the Internet), CMS identifies each covered
service that is eligible for ASC payment and the payment methodology by which the
payment amount is calculated. The payment indicators also indicate which services’ costs
are packaged into the payment for other services and which surgical procedures are
excluded from Medicare payment.

For Calendar Year (CY) 2008, Medicare contractors did not have access to the ASC
payment indicators for all services and, therefore, were unable to accurately determine the
specific reason for nonpayment in all cases, though the payment decisions made on the
claims were correct.

CR 6184 announces that CMS is providing a file of the ASC payment indicators that are
assigned to each HCPCS code in order to enhance the ability of Medicare contractors to
identify both separately payable and non-separately payable (packaged) services, as well as
non-payable services. This information will enable contractors to provide detailed messaging
in the processing and disposition of ASC claims for all HCPCS codes submitted by ASCs.

In addition to the ASCFS and ASC Drug File(s), CMS is providing Medicare contractors with
a more comprehensive list of HCPCS codes and the payment indicator assigned to each of
the codes. Beginning January 1, 2009, Medicare contractors will be able to process ASC
claims using the revised ASC HCPCS Code Payment Indicator file and will provide
messaging to ASCs and beneficiaries, in part, based on the "messaging ” provided in CR
6184. The specific payment indicators are identified in an attachment to CR6184.

Additional Information
The official instruction, CR 6184, issued to your carrier and A/B MAC regarding this change
may be viewed at http://www.cms.hhs.gov/Transmittals/downloads/R1616CP.pdf on the
CMS Website. Attachment B of CR6184 contains the list of ASC payment indicators and
their respective definitions.

If you have any questions, please contact your carrier or A/B MAC at their toll-free number,
which may be found at
http://lwww.cms.hhs.gov/IMLNProducts/downloads/CallCenterTolINumDirectory.zip on the
CMS Website.
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Coverage — General

HEARTSBREATH TEST FOR HEART TRANSPLANT REJECTION
~CMS MLN Matters—

MLN Matters Number: MM6366 Related Change Request (CR) #: 6366
Related CR Release Date: February 13, 2009 Effective Date: December 8, 2008
Related CR Transmittal #: R1683CP and R99NCD Implementation Date: April 6, 2009

Provider Types Affected
Providers submitting claims to Medicare contractors (carriers, Fiscal Intermediaries (FIs),
and/or Medicare Administrative Contractors (MACS)) for Heartsbreath testing services
provided to Medicare beneficiaries.

Provider Action Needed
This article is based on Change Request (CR) 6366 and alerts providers that the Centers for
Medicare & Medicaid Services (CMS) determined that the Heartsbreath Test is not
reasonable and necessary under section 1862(a)(1)(A) of the Social Security Act, and is
non-covered for dates of service on or after December 8, 2008. See the Background
and Additional Information Sections of this article for further details regarding this issue.

Background
On December 8, 2008, CMS issued a decision memorandum in response to a formal
request for Menssana Research, Inc., to consider national coverage of the Heartsbreath test
as an adjunct to the heart biopsy to detect grade 3 heart transplant rejection in patients who
have had a heart transplant within the last year and an endomyocardial biopsy in the prior
month. CMS determined that the evidence does not adequately define the technical
characteristics of the test nor demonstrate that Heartsbreath testing to predict heart
transplant rejection improves health outcomes in Medicare beneficiaries.

Key Points of CR 6366

o Effective for claims with dates of service on and after December 8, 2008, the
Heartsbreath test used to predict heart transplant rejection is nationally non-covered.
This coverage change to Current Procedural Terminology (CPT) Code 0085T, breath
test for heart transplant rejection, will be effective with the April 1, 2009, quarterly update
of the Medicare Physician Fee Schedule Database.

o Effective with the April 1, 2009, quarterly update of the Integrated Outpatient Code
Editor, CPT code 0085T, breath test for heart transplant rejection, is no longer payable
by Medicare.

e When denying claims for CPT code 0085T, Medicare contractors will use:

0 Medicare Summary Notice (MSN) message 16.10: Medicare does not pay for this
item or service,

o Claim Adjustment Reason Code 50: These are non-covered services because this is
not deemed a medical necessity by the payer;

0 Claim Adjustment Remark Code MA 51: Missing/Incomplete/Invalid Procedure
Code(s); and,

0 N386: This decision was based on an NCD. An NCD provides a coverage
determination as to whether a particular item or service is covered. A copy of this
policy is available at http://www.cms.hhs.gov/mcd/search.asp on the CMS Website.
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(If you do not have Web access, contact your Medicare contractor to request a copy of
the NCD.)

e For beneficiaries who choose to have this procedure anyway, providers shall issue an
Advance Beneficiary Notice (ABN) indicating that Medicare issued an NCD at section
260.10 of the NCD Manual stating that the Heartsbreath test is not reasonable and
necessary for Medicare beneficiaries. Medicare never pays for this test and the
beneficiary would be held financially liable. (Beginning March 1, 2009, the ABN-G will no
longer be valid and providers must issue the revised ABN (CMS-R-131.)

0 Medicare Contractors will include the Group Code CO (contractor obligation) or PR
(provider responsibility) depending on liability.

e For claims already processed with dates of service between December 8, 2008, and
April 1, 2009, contractors will not search their files, but may go back and adjust claims
that are brought to their attention.

Additional Information
If you have questions, please contact your Medicare FI, carrier or MAC at their toll-free
number which may be found at
http://www.cms.hhs.gov/MLNProducts/downloads/CallCenterTolINumDirectory.zip on the
CMS Website.

The official instruction (CR6366) was issued to your Medicare FlI, carrier or MAC via two
transmittals. The first conveys the revised claims processing instructions and is available at
http://www.cms.hhs.gov/Transmittals/downloads/R1683CP.pdf on the CMS Website. The
second transmittal conveys the change to the National Coverage Determinations Manual
and that transmittal is at http://www.cms.hhs.gov/Transmittals/downloads/R99NCD.pdf on
the CMS Website.

MIST THERAPY® SYSTEM 5.0 WOUND TREATMENT DEVICE

The MIST Therapy® System is a wound care product designed to impact key areas of the
wound repair process. Multiple providers have asked Wisconsin Physicians Service (WPS)
Medicare if this service is covered using Current Procedural Terminology (CPT) code 0183T.
The following is in response to these inquiries:

Ultrasonic Wound Debridement (CPT code 0183T) is a system that uses continuous low
frequency ultrasonic energy to atomize a liquid and deliver continuous low frequency
ultrasound to the wound bed. WPS Medicare does not consider this cleansing method to be
a significantly separately payable coverable service. Therefore, MIST Therapy® (CPT code
0183T) is included in the payment for the Evaluation and Management (E/M) or wound care
services.
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SHIPBOARD SERVICES BILLED TO THE CARRIER AND SERVICES
NOT PROVIDED WITHIN THE UNITED STATES. CHANGE REQUEST

(CR) 6327 RESCINDS AND FULLY REPLACES CR 6217
~CMS MLN Matters—

MLN Matters Number: MM6327 Related Change Request (CR) #: 6327
Related CR Release Date: February 13, 2009 Effective Date: March 13, 2009
Related CR Transmittal #: R1677CP and R102BP Implementation Date: March 13, 2009

Provider Types Affected
Physicians, providers, and suppliers submitting claims to Medicare contractors (carriers,
Fiscal Intermediaries (FIs), and/or Medicare Administrative Contractors (MACSs)) for billed
shipboard services provided to Medicare beneficiaries.

Provider Action Needed

STOP — Impact to You
This article is based on Change Request (CR) 6327 which clarifies payment for shipboard
services billed to Medicare contractors and services not provided within the United States.

CAUTION — What You Need to Know
CR 6327 revises the Medicare Claims Processing Manual and the Medicare Benefit Policy
Manual to clarify that Medicare contractors will make payment for physician and ambulance
services furnished in connection with a covered foreign hospitalization, including emergency
physician and ambulance services furnished during the time period immediately preceding
the covered foreign hospitalization. CR 6327 rescinds and fully replaces CR 6217.

GO — What You Need to Do
See the Background and Additional Information Sections of this article for further details
regarding these changes.

Background
Medicare law prohibits payment for items and services furnished outside the United States
except for certain limited services (see the Social Security Act, Section 1814(f) at
http://www.ssa.gov/OP_Home/ssact/title18/1814.htm and Section1862(a)(4) at
http://www.ssa.qov/OP_Home/ssact/title18/1862.htm on the Internet). The law specifies the
following are exceptions to the “foreign” exclusion:

¢ Inpatient hospital services for treatment of an emergency in a foreign hospital that is
closer to, or more accessible from, the place the emergency arose than the nearest U.S.
hospital that is adequately equipped and available to deal with the emergency, provided
either of the following conditions exist:
0 The emergency arose within the U.S, or
0 The emergency arose in Canada while the individual was traveling, by the most
direct route and without unreasonable delay, between Alaska and another State;

e Inpatient hospital services at a foreign hospital that is closer to, or more accessible from,
the individual's residence within the U.S. than the nearest U.S. hospital that is
adequately equipped and available to treat the individual’'s condition, whether or not an
emergency exists;
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e Physician and ambulance services in connection with a foreign inpatient hospital stay
that is covered in accordance with (1) or (2) above.

Note: The term “United States” includes the 50 States, the District of Columbia, the
Commonwealth of Puerto Rico, the Virgin Islands, Guam, the Northern Mariana Islands,
American Samoa, and, for purposes of services rendered on a ship, the territorial waters
adjoining the land areas of the United States.

The Medicare Claims Process Manual (Chapter 1, Section 10.1.4.7; see

http://www.cms.hhs.gov/manuals/downloads/cim104c01.pdf on the Centers for Medicare &

Medicaid Services (CMS) Website) currently states that:

e Services furnished by a physician or supplier in U.S. territorial waters must be furnished
on board vessels of American registry, and

e The physician must be registered with the Coast Guard in order for Medicare to make
payment.

However, that manual language is not consistent with Medicare law. Therefore, because
Section 10.1.4.7 is not consistent with Medicare law, CMS is clarifying Section 10.1.4.7 in
order to make it consistent with current Medicare law by removing the language that
states:

e The vessels must be of American registry, and

e The physician must be registered with the Coast Guard.

CMS is also clarifying Chapter 1, Sections 10.1.4, and 10.1.4.1 and Chapter 3, Section
110.1 of the Medicare Claims Processing Manual and Chapter 16, Section 60 of the
Medicare Benefit Policy Manual to show that physician and ambulance services
furnished in connection with a covered foreign hospitalization are covered. The term
“and during a period of” covered foreign hospitalization implies that only physician and
ambulance services that are furnished during the period of the covered foreign
hospitalization are covered (i.e., the period after the beneficiary has been admitted to the
foreign hospital), when, in fact, the emergency physician and ambulance services are
covered both:
¢ During the time period immediately before the beneficiary is actually admitted to the
foreign hospital, and
e During the covered foreign hospitalization itself.

You can find the revised chapters of two manuals referenced above as attachments to CR
6327.

Additional Information
The official instruction, CR 6327, was issued to your carrier, FI, and MAC via two
transmittals. The first modifies the Medicare Claims Processing Manual and is available at
http://www.cms.hhs.gov/Transmittals/downloads/R1677CP.pdf and the second modifies the
Medicare Benefit Policy Manual and that transmittal is at
http://www.cms.hhs.gov/Transmittals/downloads/R102BP.pdf on the CMS Website.

If you have any questions, please contact your carrier, FI, or MAC at their toll-free number,
which may be found at
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http://www.cms.hhs.gov/MLNProducts/downloads/CallCenterTolINumDirectory.zip on the
CMS Website.
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Coverage — Policies

INFORMATION ON WEBSITE

WPS Medicare publishes Local Coverage Determinations (LCDs) and National Coverage
Determinations (NCDs), as well as retired LCDs/Local Medical Review Policies (LMRPSs) for
Medicare Part A on its Website:

http://www.wpsmedicare.com/part_a/policy/index.shtml

If you cannot gain access to the Internet from your office or home, you might try one of the
many public libraries that offer Internet access. You may request a hard copy of a retired
LCD/LMRP by writing to our Freedom of Information (FOI) Unit.

Part A Legacy
WPS Medicare
Medicare Medical Review
Attn: Medical Review Supervisor
P.O. Box 1602
Omaha, NE 68101

New Policies for March 2009

Communiqué
Page

Noninvasive Vascular Testing Click here

(N.LV.T) LCD to view 15

NCD/NCP/LCD Web

CV-033

Revised Policies for March 2009
Communiqué

NCD/NCP/LCD
Page
L2483 Ambulance Services LCD Click here 16
to view
Transthoracic .
(52/8%2) Echocardiography (TTE) LCD C‘llole/iZSvre 16
(L28168)
Retirement of Policy L25607 Click here
L25607 Transurethral Microwave LCD to view 17
Therapy (TUMT)
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Coverage — New Policies

LCD Title
Noninvasive Vascular Testing (N.I.V.T.)

Contractor's Determination Number
CV-033

Effective Date
04/16/2009

This is a new policy. Please read this policy in its entirety at the following Website:
http://www.cms.hhs.gov/mcd/results index.asp?from='Imrpcontractor'&contractor=212&name=
Wisconsin+Physicians+Service+Insurance+Corporation+%2852280%2C+FI%29&letter range=
4
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Coverage — Revised Policies

LCD Policy Revision

Contractor’s Policy Number
L2483

LCD Title
Ambulance Services

Primary Geographic Jurisdiction
Legacy A: Formerly Mutual of Omaha

Revision Effective Date
03/13/2009

Revision to policy regarding CR #6372 on Clarification of Date of Service (DOS) of Ambulance
Services for Ground and Air Transport.

GROUND TRANSPORT
e |f the beneficiary is pronounced dead after the vehicle is dispatched but before the (now
deceased) beneficiary is loaded into the vehicle, then the date of service is the date of
dispatch (Pub. 100-2, Chapter 10, 10.2.6).
o *If a claim is received with a date of service (DOS) one or more days beyond the
beneficiary’s date of death (DOD) (according to the Master beneficiary Record
(BMR) within the Common Working File (CWF)), the claim is denied. (Pub. 100-
02, Chapter 10, 10.2.6)

AIR TRANSPORT
o If the beneficiary is pronounced dead after the aircraft takes off to pick up the beneficiary
then the date of service (DOS) is the date of takeoff (Pub. 100-02, Chapter 10, 10.4.9).
o *If a claim is received with a date of service (DOS) one or more days beyond the
beneficiary’s date of death (DOD) (according to the Master beneficiary Record
(BMR) within the Common Working File (CWF)), the claim is denied. (Pub. 100-
02, Chapter 10, 10.2.6, 10.4.1, 10.4.9)

HE B B B ©H
LCD Policy Revision

Contractor’s Policy Number
CV-026 (L28168)

LCD Title
Transthoracic Echocardiography (TTE) (L28168)
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Revision Effective Date
01/01/2009

*93306 *Echocardiography, transthoracic, real-time with image documentation (2D) includes
M-mode recording; when performed, complete, with spectral or color doppler
echocardiography

New for 2009 CPT code 93306 was inadvertently omitted from CV-026 with the 2009 CPT
coding updates.

RETIREMENT OF POLICY
L25607 TRANSURETHRAL MICROWAVE THERMOTHERAPY (TUMT)

The policy L25607 Transurethral Microwave Thermotherapy (TUMT) is being retired effective
04/01/20009.

The policy affects the Legacy A providers; formerly Mutual of Omaha (transitioned to Wisconsin
Physicians Service).
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General Information

CHANGE IN THE AMOUNT IN CONTROVERSY REQUIREMENT FOR
ADMINISTRATIVE LAW JUDGE HEARINGS AND FEDERAL

DISTRICT COURT APPEALS
—~CMS MLN Matters—

MLN Matters Number: MM6295 Related Change Request (CR) #: 6295
Related CR Release Date: January 30, 2009 Effective Date: May 4, 2009
Related CR Transmittal #: R1676CP Implementation Date: May 4, 2009

Provider Types Affected
Physicians, providers and suppliers submitting claims to Medicare Carriers, Durable Medical
Equipment Medicare Administrative Contractors (DME MACS), Fiscal Intermediaries (FIs),
Part A/B MACs (A/B MACSs), and/or Regional Home Health Intermediaries (RHHIs) for
services provided to Medicare beneficiaries

Provider Action Needed
This article is based on Change Request (CR) 6295, which notifies Medicare contractors of
the Amount in Controversy (AIC) required to sustain Administrative Law Judge (ALJ) and
Federal District Court appeal rights beginning January 1, 2009.

The amount remaining in controversy requirement for ALJ hearing requests made before
January 1, 2009, is $120. The amount remaining in controversy requirement for requests
made on or after January 1, 2009, is $120.

For Federal District Court review, the amount remaining in controversy goes from $1,180
for requests on or after January 1, 2008, to $1,220 for requests on or after January 1,
2009.

Background
The Medicare claims appeal process was amended by the Medicare, Medicaid, and SCHIP
Benefits Improvement and Protection Act of 2000 (BIPA). CR 6295 modifies the Medicare
Claims Processing Manual (Publication 100-4, Chapter 29, Section 330.1 and Section
345.1) to update the AIC required for an ALJ hearing or judicial court review.

Additional Information
The official instruction (CR6295) issued to your Medicare Carrier, A/IB MAC, DME MAC, FI,
and/or RHHI is available at http://www.cms.hhs.gov/Transmittals/downloads/R1676CP.pdf
on the CMS Website.

If you have questions, please contact your Medicare contractor at their toll-free number,
which may be found at
http://www.cms.hhs.gov/MLNProducts/downloads/CallCenterTolINumDirectory.zip on the
CMS Website.
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IMPLEMENTATION OF NEW PROVIDER AUTHENTICATION
REQUIREMENTS FOR MEDICARE CONTRACTOR PROVIDER

TELEPHONE AND WRITTEN INQUIRIES
~CMS MLN Matters—

MLN Matters Number: MM6139 Revised Related Change Request (CR) #: 6139

Related CR Release Date: February 10, 2009 Effective Date: April 6, 2009

Related CR Transmittal #: R23COM Implementation Date: April 6, 2009 for
providers

Note: This article was revised on February 11, 2009, to reflect the revised CR 6139, which
CMS re-issued on February 10, 2009. The effective and implementation dates for
providers have been changed to April 6, 2009. Also, the CR release date, transmittal
number, and the Web address of the CR have been changed. All other information
remains the same.

Provider Types Affected
CR 6139 impacts all physicians, providers, and suppliers (or their staffs) who make inquiries
to Medicare contractors (carriers, Fiscal Intermediaries (FIs), Regional Home Health
Intermediaries (RHHIs), Medicare Administrative Contractors (A/B MACS), or Durable
Medical Equipment Medicare Administrative Contractors (DME MACS)). Inquiries include
written inquiries or calls made to Medicare contractor provider contact centers, including
calls to Interactive Voice Response (IVR) systems.

What You Need to Know
CR 6139, from which this article is taken, addresses the necessary provider authentication
requirements to complete IVR transactions and calls with a Customer Service
Representative (CSR).

Effective April 6, 2009, when you call either the IVR system, or a CSR, the Centers for
Medicare & Medicaid Services (CMS) will require you to provide three data elements for
authentication: 1) Your National Provider Identifier (NPI); 2) Your Provider Transaction
Access Number (PTAN); and 3) The last 5-digits of your tax identification number (TIN).

Make sure that your staffs are aware of this requirement for provider authentication.

Background
In order to comply with the requirements of the Privacy Act of 1974 and of the Health
Insurance Portability and Accountability Act, customer service staff at Medicare fee-for-
service provider contact centers must properly authenticate callers and writers before
disclosing protected health information.

Because of issues with the public availability of previous authentication elements, CMS has
addressed the current provider authentication process for providers who use the IVR system
or call a CSR. To better safeguard providers’ information before sharing information on
claims status, beneficiary eligibility, and other provider related questions, CR 6139, from
which this article is taken, announces that CMS has added the last 5-digits of the provider’'s
TIN as an additional element in the provider authentication process. Your Medicare
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contractor’s system will verify that the NPI, PTAN, and last 5-digits of the TIN are correct
and belong to you before providing the information you request.

Note: You will only be allowed three attempts to correctly provide your NPI, PTAN,
and last 5-digits of your TIN.

As a result of CR 6139, the Disclosure Desk Reference for Provider Contact Centers, which
contains the information Medicare contractors use to authenticate the identity of callers and
writers, is updated in the Medicare Contractor Beneficiary and Provider Communications
Manual, Chapter 3 (Provider Inquiries), Section 30 (Disclosure of Information) and Chapter 6
(Provider Customer Service Program), Section 80 (Disclosure of Information) to reflect these
changes.

New information in these manual chapters also addresses other authentication issues. This
new information is summarized as follows:

e Authentication of Providers with No NPI
Occasionally, providers will never be assigned an NPI (for example providers who are
retired/terminated), or inquiries may be made about claims submitted by a provider who
has since deceased.

Most IVRs use the NPI crosswalk to authenticate the NP1 and PTAN. The NPI is updated
on a daily basis and does not maintain any history about deactivated NPIs or NPI/PTAN
pairs. Therefore, if a provider enters an NPI or NPI/PTAN pair that is no longer
recognized by the crosswalk, the IVRs may be unable to authenticate them; or if the
claim was processed using a different NPI/PTAN pair that has since been deactivated,
the IVR may not be able to find the claim and return claims status information.

Since these types of inquiries are likely to result in additional CSR inquiries, before
releasing information to the provider, CSRs will authenticate using at least two other
data elements available in the provider’s record, such as provider name, TIN, remittance
address, and provider master address.

o Beneficiary Authentication

Before disclosing beneficiary information (whether from either an IVR or CSR telephone

inquiry), and regardless of the date of the call, four beneficiary data elements are

required for authentication:

1) Last name,

2) First name or initial,

3) Health Insurance Claim Number (HICN), and

4) Either date of birth (eligibility, next eligible date, Durable Medical Equipment
Medicare Administrative Contractor Information Form (DIF) (pre-claim)) or date of
service (claim status, CMN/DIF (post-claim)).

e Written Inquiries
In general, three data elements (NPI, PTAN, and last 5-digits of the TIN) are required for
authenticating providers’ written inquiries. This includes inquiries received without
letterhead (including hardcopy, fax, email, pre-formatted inquiry forms or inquiries written
on Remittance Advice (RAs) or Medicare Summary Notices (MSNS)),
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The exception to this requirement is written inquiries received on the provider’s official
letterhead (including emails with an attachment on letterhead). In this case, provider
authentication will be met if the provider's name and address are included in the
letterhead and clearly establish their identity. Therefore, the provider’'s practice location
and name on the letterhead must match the contractor’s file for this provider. (However,
your Medicare contractor may use discretion if the file does not exactly match the
letterhead, but it is clear that the provider is one and the same.) In addition, the
letterhead information on the letter or email needs to match either the NPI, the PTAN, or
last 5-digits of the TIN. Providers will also include on the letterhead either the NPI,
PTAN, or last 5-digits of the TIN. Medicare contractors will ask you for additional
information, if necessary.

¢ Overlapping Claims
When claims overlap (that is, multiple claims with the same or similar dates of service or
billing periods), the contractor that the provider initially contacts will authenticate that
provider by verifying his/her name, NPI, PTAN, last 5-digits of the TIN, beneficiary name,
HICN, and date of service for post-claim information, or date of birth for pre-claim
information.

Additional Information
You can find more information about the new provider authentication requirements for
Medicare inquiries by going to CR 6139, located at
http://www.cms.hhs.gov/Transmittals/downloads/R23COM.pdf on the CMS Website.

If you have any questions, please contact your Medicare contractor (carrier, FI, RHHI,
A/B/IMAC, or DME MAC) at their toll-free number, which may be found at
http://www.cms.hhs.gov/MLNProducts/downloads/CallCenterTolINumDirectory.zip on the
CMS Website.

PHYSICIAN SIGNATURE REQUIREMENTS FOR DIAGNOSTIC TESTS
~CMS MLN Matters—

MLN Matters Number: MM6100 Revised Related Change Request (CR) #: 6100
Related CR Release Date: August 29, 2008 Effective Date: January 1, 2003
Related CR Transmittal #: R94BP Implementation Date: September 30, 2008

Note: This article was revised on February 6, 2009, to remove a parenthetical statement
from the first paragraph of page 2 of this article. All other information remains the same.

Provider Types Affected
Physicians and other providers who bill Medicare contractors (carriers, fiscal intermediaries
(FI), or Medicare Administrative Contractors (A/B MAC)) for diagnostic laboratory services
provided to Medicare beneficiaries.

What You Need to Know
CR 6100, from which this article is taken, updates the Medicare Benefit Policy Manual,
Chapter 15 (Covered Medical and Other Health Services), Section 80 (Requirements for
Diagnostic X-Ray, Diagnostic Laboratory, and Other Diagnostic Tests) Subsection 80.6.1
(Definitions); to incorporate language previously contained in Section 15021 of the Medicare
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Carriers Manual, but inadvertently omitted when the Medicare Benefit Policy Manual was
published.

Specifically, it notes that a physician’s signature is not required on orders for clinical
diagnostic tests that are paid on the basis of the clinical laboratory fee schedule, the
Medicare physician fee schedule, or for physician pathology services. While a physician
order is not required to be signed, the physician must clearly document in the medical
record his or her intent that the test be performed.

Make sure that your office, billing, and/or laboratory staffs are aware of this updated
guidance regarding the signature requirement for diagnostic tests.

Additional Information
You can find more information about physician signature requirements for diagnostic tests
by going to CR 6100, located at http://www.cms.hhs.gov/Transmittals/downloads/R94BP.pdf
on the Centers for Medicare & Medicaid Services (CMS) Website. You will find the updated
Medicare Benefit Policy Manual, Chapter 15 (Covered Medical and Other Health Services),
Section 80 (Requirements for Diagnostic X-Ray, Diagnostic Laboratory, and Other
Diagnostic Tests), Subsection 80.6.1 (Definitions) as an attachment to CR6100.

If you have any questions, please contact your carrier, Fl, or A/B MAC at their toll-free
number, which may be found at
http://www.cms.hhs.gov/MLNProducts/downloads/CallCenterTolINumDirectory.zip on the
CMS Website.
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Provider Education

EDUCATION SCHEDULE

Be sure to visit the WPS Medicare Education Schedule at
http://www.wpsmedicare.com/part_a/education/seminars.shtml and
http://www.wpsmedicare.com/part _a/education/teleconferences.shtml to learn more about the
educational events we have scheduled for the upcoming months.

Some of the educational events WPS Medicare is hosting include the following:
o Skilled Nursing Facility (SNF) Billing Seminar
e Outpatient Prospective Payment System (OPPS) Billing Seminar
e SNF Consolidated Billing Ask-the-Contractor Teleconference (ACT)

We hope you can join us to learn more about the Medicare program.

ELECTRONIC DATA INTERCHANGE (EDI) ASK-THE-CONTRACTOR
TELECONFERENCES (ACTS)

WPS Medicare is pleased to announce the 2009 schedule for our Electronic Data Interchange
(EDI) Ask-the-Contractor Teleconference (ACT). The calls will be for Legacy Part A
(institutional providers who joined WPS in November 2007) & Part B (IL, MI, WI, & MN) as well
as MAC J5 A and B states (IA, KS, MO & NE).

We have scheduled our EDI ACT for 2009. These teleconferences will last one and one half
hours. We encourage providers, billing staff, vendors and clearinghouses to call with any
Medicare EDI questions they deem appropriate.

We will approach the call much in the same way CMS approaches their valuable Open Door
Forums, promoting a forum that is less structured, and encourages participants to ask whatever
they choose, as long as it pertains to Medicare EDI. We look forward to your participation in
these calls!

What are Ask-the-Contractor Teleconferences (ACTs)?

The Medicare Modernization Act (MMA) requires Medicare contractors to hold Ask-the-
Contractor Teleconferences (ACTs). This requirement is based on CMS' goal of giving those
who provide service to beneficiaries, the information they need to: understand the Medicare
program; be informed often and early about changes; and, in the end bill correctly.

The ACT promotes valuable interaction between the Medicare Contractor (WPS) and EDI
customers. As stated previously, we modeled our ACTs after CMS Open Door Forums.
Participants are encouraged to ask questions and raise concerns. EDI staff is available
during the call to provide education, program updates, answer questions, and take feedback. In
addition, we will provide necessary follow-up to any issues that cannot be resolved during the
call time.
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WPS Medicare encourages providers to participate in this important educational activity. You
can access a recording of the EDI ACT teleconference on this Website approximately one week
following the event.

Please Note: No Registration is Necessary

EDI Ask the Contractor Teleconference

We will conduct our 2009 EDI Ask the Contractor Teleconference (ACT) on dates below. You
will need the following information to participate in the call:

Date Time Dial In ID

March 12, 2009 1 pmCST 800-305-2862 70745451
May 14, 2009 1 pmCST 800-305-2862 70745640
July 9, 2009 1 pm CST 800-305-2862 70745908
September 10,2009 1 pm CST 800-305-2862 70746156
November 12,2009 1 pm CST 800-305-2862 70746399

* Remember you can access a recording of this session on our Website approximately one
week following the teleconference.
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Reimbursement

CORRECTIONS TO THE INPATIENT PROSPECTIVE PAYMENT

SYSTEM WAGE INDEX FOR FISCAL YEAR (FY) 2009
~CMS MLN Matters—

MLN Matters Number: MM6363 Related Change Request (CR) #: 6363
Related CR Release Date: February 13, 2009 Effective Date: October 1, 2008
Related CR Transmittal #: R4470TN Implementation Date: May 18, 2009

Provider Types Affected
Inpatient Acute Care hospitals who bill Medicare fiscal intermediaries (FIs) or Medicare
Administrative Contractors (MACSs) for services provided to Medicare beneficiaries. See
below for the list of affected hospitals.

Provider Action Needed
This change only impacts hospitals which chose to notify CMS that they wished to revise the
decision that CMS made on their behalf regarding their FY 2009 wage index. (See the
Background section of this article for more details and a list of specific hospitals affected.)
Please note that Fls and MACs will reprocess any claims with discharge dates on or after
October 1, 2008, that were previously processed using an incorrect wage index. You need
take no action to initiate the reprocessing of the claims. You should notify your billing
office staff that adjustments to payments will be made within the next 90 days.

Background
Due to the extension of section 508 in the Medicare Improvements for Patients and
Providers Act of 2008 (MIPPA), Centers for Medicare & Medicaid Services (CMS) stated in
its final rule, published August 19, 2008, that due to the timing of the extension, CMS would
be unable to recompute the FY 2009 wage index for any hospital reclassified under section
508 and special exception hospitals in time for inclusion in the FY 2009 wage index. Instead,
CMS stated that we would publish the final wage FY 2009 wage index in a separate notice
and that it would analyze the data for hospitals in areas affected by the MIPPA extension
and make decisions on behalf of hospitals that we believe would result in the highest FY
2009 wage index for which they are eligible. Hospitals were allowed 15 days from the date
of the separate notice, published October 3, 2008, to notify CMS if they wished to revise the
decision that CMS made on their behalf.

The following list shows the provider numbers of hospitals who requested a reversal of the
decision that CMS made on its behalf and their new wage index and Geographic Adjustment
Factor (GAF):

050069, 050168, 050173, 050193, 050224, 050226, 050230, 050348, 050426, 050526,
050543, 050548, 050551, 050567, 050570, 050580, 050589, 050603, 050609, 050678,
050693, 050720, 050744, 050745, 050746 and 050747 have a new wage index of 1.2032
and a GAF of 1.1351. Hospital 250078 has a new wage index of 0.8418 and a GAF of
0.8888 and hospital 260110 has a corrected wage index of 0.8992 and a corrected GAF of
0.9298.

25

This bulletin should be shared with all health care practitioners and managerial members of
the provider staff. Bulletins are available at no cost from our Website at:
http-//www.wpsmedicare.com



http://www.wpsmedicare.com

Part A Communiqueée March 2009

Additional Information
If you have questions, please contact your Medicare MAC or Fl at their toll-free number
which may be found at
http://www.cms.hhs.gov/MLNProducts/downloads/CallCenterTolINumDirectory.zip on the
CMS Website.

The official instruction (CR6363) issued to your Medicare MAC and/or Fl is available at
http://www.cms.hhs.gov/Transmittals/downloads/R4470TN.pdf on the CMS Website.

PAYMENT FOR CO-SURGEONS IN A METHOD 11 CRITICAL ACCESS

HOSPITAL (CAH)
~CMS MLN Matters—

MLN Matters Number: MM6319 Related Change Request (CR) #: 6319
Related CR Release Date: January 30, 2009 Effective Date: January 1, 2008
Related CR Transmittal #: R1672CP Implementation Date: July 6, 2009

Provider Types Affected
Method Il CAHs billing Medicare Administrative Contractors (A/B MACs) and/or fiscal
intermediaries (FIs) for physicians that have reassigned their billing rights to the CAH on
type of bill 85X with revenue codes 96X, 97X, or 98X with modifier 62 for co-surgeon
services rendered in a Method Il CAH to Medicare beneficiaries.

Provider Action Needed
This article is based on Change Request (CR) 6319 and alerts providers that the Centers for
Medicare & Medicaid Services (CMS) is issuing CR6319 to highlight the revisions to the
Medicare Claims Processing Manual, Chapter 4 dealing with payment for co-surgeons in a
Method Il CAH.

Physicians billing on type of bill 85X for professional services rendered in a Method 1l CAH
have the option of reassigning their billing rights to the CAH. When the billing rights are
reassigned to the Method Il CAH, payment is made to the CAH for professional services
(revenue codes 96X, 97X or 98X). Medicare makes a payment for a co-surgeon when the
procedure is authorized for a co-surgeon and the person performing the surgery is a
physician. CR 6319 implements the reduction in payment for co-surgeon services. See
the “Key Points” section for specifics regarding the revisions and the impact on claims for
co-surgeon services in a Method 1l CAH.

Background
When the billing rights are reassigned to the Method 1l CAH, payment is made to the CAH
for professional services (revenue codes (RC) 96X, 97X or 98X). Under some
circumstances, the skills of two surgeons (each in a different specialty) are required to
perform surgery on the same patient during the same operative session. This may be
required because of the complex nature of the procedure(s) and/or the patient’s condition.

Co-surgery refers to a single surgical procedure which requires the skill of two surgeons,

each in a different specialty, performing parts of the same procedure simultaneously. It is
not always co-surgery when two doctors perform surgery on the same patient during the
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same operative session. Co-surgery has been performed if the procedure(s) performed
is part of and would be billed under a single surgical procedure code.

Medicare uses the payment policy indicators on the Medicare Physician Fee Schedule
Database (MPFSDB) to determine if co-surgeon services are reasonable and necessary for
a specific Healthcare Common Procedure Coding System/Current Procedural Terminology
(HCPCS/CPT) code. The MPFSDB is located at
http://www.cms.hhs.gov/apps/amallicense.asp?file=/pfslookup/02_PFSsearch.asp on the

CMS Website.

The revised Medicare Claims Processing Manual Chapter 4 (attached to CR 6319) outlines
changes that impact five areas as follows:

1.
2.

3.
4.

5.

Coding Co-surgeon Services Rendered in a Method Il CAH;

Use of Payment Policy Indicators for Determining Procedures Eligible for Payment of
Co-surgeons;

Payment of Co-surgeon Services Rendered in a Method Il CAH;

Co-surgeon Medicare Summary Notice (MSN) and Remittance Advice (RA) Messages;
and

Review of Supporting Documentation for Co-surgeon Services in a Method || CAH.

Key Points Regarding Claims for Co-Surgeon Services in a Method Il CAH

Medicare will accept claims for co-surgeon services submitted on type of bill 85X with
revenue code 96X, 97X, or 98X if it contains either one claim line with a surgical
HCXPCS/CPT code and has the 62 modifier or two claim lines with the same surgical
HCPCS/CPT code with the same line item date of service, and the 62 modifier on each
line.

In the situation just described where co-surgeon services are reported on two claim lines

within the same claim, both lines must have the 62 modifier. Where only one line has the

62 modifier, Medicare will deny the line without the 62 modifier with the following

messages:

0 Medicare Summary Notice (MSN) 16.10 indicating Medicare does not pay for this
item or service;

0 Remittance Advice (RA) Remark Code M78, indicating Missing/incomplete/invalid
HCPCS maodifier;

0 Group Code of CO showing contractual obligation; and

o0 Claim Adjustment Reason Code (CARC) 4 denoting that the procedure code is
inconsistent with the modifier used or a required modifier is missing.

When billing for co-surgeon services, remember that Medicare will pay only when the
services are rendered by two surgeons, each with a different specialty, and the claim
carries modifier 62 to show there were two surgeons for co-surgery.

The MPFSDB must reflect an acceptable payment policy indicator for the associated
HCPCS/CPT code in order for the claim to be considered for payment. If the payment
policy indicator is “0” indicating that co-surgeons are not permitted for that procedure,
Medicare will deny the claim with the following:
o0 MSN message 15.12, indicating Medicare does not pay for two surgeons for this
procedure;
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0 RA Remark Code N431 to show “service is not covered with this procedure”;
0 A group code of PR, showing patient responsibility; and
0 A CARC of 54 to show “Multiple physicians/assistants are not covered in this case.”

e Medicare contractors will develop co-surgeon services on TOB 85X with RC 96X, 97X or
98X and modifier 62 for the supporting documentation needed to establish medical
necessity when the HCPCS/CPT code has a payment policy indicator of ‘1’ showing that
co-surgeons could be paid depending on supporting documentation.

e Medicare contractors will define the appropriate supporting documentation needed to
establish medical necessity for co-surgeon services when the HCPCS/CPT code has a
payment policy indicator of ‘1’

¢ Method Il CAHs should remember that they will be liable for non-covered co-surgeon
services unless they issue an appropriate advance beneficiary notice (ABN) when the
payment policy indicator is ‘1'.

e Medicare contractors will deny co-surgeon services when the supporting documentation
does not establish medical necessity when the payment policy indicator is ‘1'.

e Medicare contractors will use the following messages when denying medically
unnecessary co-surgeon services with a payment policy indicator of ‘1’ when an ABN
was issued:

0 An MSN message 36.1 - Our records show that you were informed in writing, before
receiving the service that Medicare would not pay. You are liable for this charge. If
you do not agree with this statement, you may ask for a review.

0 An RA Remark Code of M38 - The patient is liable for the charges for this service as
you informed the patient in writing before the service was furnished that we would
not pay for it, and the patient agreed to pay.

0 A group code of PR — Patient Responsibility

0 A CARC code of 54 — Multiple physicians/assistants are not covered in this case.

e Medicare contractors will use the following messages when denying medically
unnecessary co-surgeon services with a payment policy indicator of ‘1’ when an ABN
was not issued:

0 MSN message 36.2 - It appears that you did not know that we would not pay for this
service, so you are not liable. Do not pay your provider for this service. If you have
paid your provider for this service, you should submit to this office three things: (1) a
copy of this notice, (2) your provider’s bill, and (3) a receipt or proof that you have
paid the bill. You must file your written request for payment within 6 months of the
date of this notice. Future services of this type provided to you will be your
responsibility.

0 RA Remark Code M27 - The patient has been relieved of liability of payment of these
items and services under the limitation of liability provision of the law. The provider is
ultimately liable for the patient's waived charges, including any charges for
coinsurance, since the items or services were not reasonable and necessary or
constituted custodial care, and you knew or could reasonably have been expected to
know, that they were not covered. You may appeal this determination. You may ask
for an appeal regarding both the coverage determination and the issue of whether
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you exercised due care. The appeal request must be filed within 120 days of the date
you receive this notice. You must make the request through this office.

0 Group code CO — Contractual Obligation.

0 CARC code 54 — Multiple physicians/assistants are not covered in this case.

e Medicare contractors will develop co-surgeon services on type of bill (TOB) 85X with RC
96X, 97X or 98X and modifier 62 to establish that the two specialty requirement is met
when the HCPCS/CPT code has a payment policy indicator of ‘2’.

e Medicare contractors will deny co-surgeon services when the two specialty requirement
is not met, i.e., the two co-surgeons each have the same specialty. When denying such
claims, Medicare will use the following messages:

0 MSN Message 21.21 — This service was denied because Medicare only covers this
service under certain circumstances.

0 RA Remark Code N95 — The provider type/provider specialty may not bill this
service.

0 Group code PR — Patient Responsibility.

0 CARC code 54 — Multiple physicians/assistants are not covered in this case.

e Medicare contractors will return to provider (RTP) co-surgeon services submitted on
TOB 85X with RC 96X, 97X or 98X when the HCPCS/CPT code billed with the 62
modifier has a payment policy indicator of '9’, indicating the co-surgeon concept does

not apply.

e Maedicare contractors will determine if a clinician or a non-clinician medical reviewer
should review the supporting documentation submitted for co-surgeon services.

e Maedicare contractors will not search for and adjust claims that have been paid prior to
the implementation date. However, they will adjust such claims that you bring to their
attention.

¢ Finally, when Medicare pays for co-surgeon services, payment is the lesser of the actual
charge or 62.5% of the MPFS payment minus deductible and coinsurance. Where
payment rights are reassigned to a Method Il CAH, that CAH is paid 115% of that lesser
payment amount.

Additional Information
If you have questions, please contact your Medicare Fl or A/B MAC at their toll-free number
which may be found at
http://www.cms.hhs.gov/MLNProducts/downloads/CallCenterTolINumDirectory.zip on the
CMS Website.

The official instruction (CR6319) issued to your Medicare Fl or A/B MAC is available at
http://www.cms.hhs.gov/Transmittals/downloads/R1672CP.pdf on the CMS Website.
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PAYMENTS TO INSTITUTIONAL PROVIDERS WITH MULTIPLE

SERVICE DELIVERY LOCATIONS
~CMS MLN Matters—

MLN Matters Number: MM6300 Related Change Request (CR) #: 6300
Related CR Release Date: February 13, 2009 Effective Date: October 1, 2007
Related CR Transmittal #: R1681CP Implementation Date: July 6, 2009

Provider Types Affected
Hospitals and other institutional providers who bill Medicare Administrative Contractors
(MACSs) or Fiscal Intermediaries (FIs) for providing services, which are paid under the
Medicare Physician Fee Schedule (MPFS), to Medicare beneficiaries.

What You Need to Know
CR 6300, from which this article is taken, instructs your MAC or FI to assign payment
localities based on the ZIP code of the actual service facility location, rather than the main
provider address, when such services are paid under the MPFS. On such claims submitted
via the 837 institutional claim to MACs or FIs, Medicare will use the nine-digit ZIP code
reported in the 2310E loop, when present, to determine the payment locality to apply to
payments for MPFS and anesthesia services. See the Background section, below, for
details.

Background
Since institutional providers have historically operated from a single physical location, the
provider files in Medicare’s Fiscal Intermediary Shared System (FISS) contain only a
provider’s single master address. Where a nine-digit ZIP code is required, this master
address has been used to determine the fee amount for services that are paid under the
Medicare Physician Fee Schedule (MPFS).

Increasingly, however, hospitals are operating off-site outpatient facilities and other
institutional outpatient service providers are operating multiple satellite offices. Sometimes
these facilities are in different payment locations than the parent provider. In order for MPFS
and anesthesia payments to be accurate, the nine-digit ZIP code of the off-site or satellite
facility should be used to determine the locality.

Change Request (CR) 5243 (released January 2007) instructed Medicare outpatient service
providers to report the nine-digit ZIP code of the actual service facility location in the 2310E
loop of the 837 Institutional claim transaction; however, because there is no corresponding
field in its internal claim record to carry a service facility nine-digit ZIP code, FISS has not
been able to implement this change.

CR 6300, from which this article is taken, instructs FISS to map the nine-digit service facility
ZIP code reported in data element N403 of loop 2310E of an incoming 837 institutional claim
to a payer-only value code in order to capture the ZIP code of the service facility when it
differs from the main provider address. This will make the data available to the payment
logic in FISS so proper payment can be made based on the MPFS.
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Notes: 1) Medicare contractors will pay MPFS and anesthesia services using the
nine-digit service facility ZIP code (described above) for claims that you submit
electronically via the institutional 837, but will continue to use the ZIP code
associated with your master address to determine the payment location on claims
that you submit via Direct Data Entry or paper formats.

2) When you bring to your MAC or FI's attention timely claims that were paid
inaccurately because the service facility ZIP code was lacking, your MAC or FI will
adjust the claims by appending the value code and the service facility ZIP code that

you specify.

Additional Information
The official instruction, CR6300, issued to your MAC or Fl is located at
http://www.cms.hhs.gov/Transmittals/downloads/R1681CP.pdf on the Centers for Medicare
& Medicaid Services (CMS) Website. If you have any questions, please contact your MAC or
FI at their toll-free number, which may be found at
http://www.cms.hhs.gov/MLNProducts/downloads/CallCenterTolINumDirectory.zip on the
CMS Website.

31

This bulletin should be shared with all health care practitioners and managerial members of
the provider staff. Bulletins are available at no cost from our Website at:
http-//www.wpsmedicare.com



http://www.wpsmedicare.com
http://www.cms.hhs.gov/Transmittals/downloads/R1681CP.pdf
http://www.cms.hhs.gov/MLNProducts/downloads/CallCenterTollNumDirectory.zip

March 2009 Communiquée Part A

WPS MEDICARE PROVIDER SERVICES

For additional information on the content of this newsletter, changes in policy or procedures,
how to obtain a hardcopy of an LMRP/LCD, or if you experience difficulties obtaining a policy on
our Website, please contact a customer service representative at the telephone
numbers/addresses listed below.

Part A Legacy

Southeast Region
WPS Insurance Company
Medicare Administration
P.O. Box 1602
Omaha, Nebraska 68101
866-580-5981

West Region
WPS Insurance Company
Medicare Administration
P.O. Box 1602
Omaha, Nebraska 68101
866-580-5987

Central Region
WPS Insurance Company
Medicare Administration

P.O. Box 1602
Omaha, Nebraska 68101
866-580-5984

Northeast Region
WPS Insurance Company
Medicare Administration
P.O. Box 1602
Omaha, Nebraska 68101
866-580-5945
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subscribing, you can enjoy a free, easy, and secure way to stay current on the latest Medicare

information, with the option to unsubscribe at any time. To receive our eNews Messages, go to:
http://www.wpsmedicare.com/listserv

Follow our site’s instructions for signing up and simply check your e-mail regularly to receive the
latest Medicare information.
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