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Presenter
Presentation Notes
Introduction
Thank you _______ as ________just mentioned my name is Donna Pisani and I am a Provider Outreach & Education Consultant here at National Government Services or NGS as we are also known.  
I would like to welcome all to the Consultation Coding Teleconference today and thank each of you for attending.  We here at NGS appreciate you taking time from your busy schedule and spending it with us. Today’s teleconference is intended for providers in our jurisdictions.
Today on the call with me to assist with Questions and Answers is 
Karen Drake, Linda Teti. Lindy Lady and Jim Bavoso.
FYI today’s teleconference is the 7th in a series offered by NGS since December 23. 2009.  
We have been collecting your frequently asked questions and developing a Q&A document that will be published on our web site for all to view and as soon as this is completed a list serve message will be sent.  
Before we get started with the presentation anyone who does not have the power point and handout (the Medlearn Maters Article CR 6740) please go to our web site www,ngsmedicare.com and select your business type and region…the next page is our attestation page select accept…. the navigation bar located in the middle of the page you will see Education & Support, select Education Calendar and go to today’s date click on the title of the event then simply click on the Attachments for this event you should be able to print or view the presentation material.
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Consultations

• The Centers for Medicare/Medicaid Services (CMS) 
finalized its proposal to require claims for consultation 
services be submitted with E&M visit codes rather than 
consultation codes

• Confusion and disagreement on:
– Referral, transfer and consultation which are used sometimes 

interchangeably and sometimes inconsistently, by physicians in 
clinical settings

• Education efforts regarding consultations were not 
successful
– January, 2006 MLN Article
– Manual changes
– Open forum calls
– Responded to numerous questions and inquiries

Presenter
Presentation Notes
Slide 8 -  Medicare providers should code a patient Evaluation and Management or E&M  visit with E&M codes that represent where the visit occurs, and, that identify the complexity of the visit performed. Meaning, for Medicare, Consultations will now be reported using E&M codes and will follow the E&M guidelines for the codes reported.

How did CMS come to this decision? It actually took years for this decision to be made.
	Despite efforts by CMS to clarify what a consult is, for many years, confusion and disagreement has persisted, about the difference between a consultation and transfer of care. 
	As far back as 1999, CMS  clarified the terms referral, and, consultation, although disagreement with the Medicare policy continued. Additional CMS manual revisions occurred in January, 2001, and again in September, 2001.  CMS also answered many questions on this subject, and, published other helpful articles. Despite the efforts to educate thru Articles, Manual Changes, and, Open Forum Calls,  confusion persisted in the Medicare provider community.    
	As a result, CMS finalized its proposal to no longer recognize the CPT codes for consultation services for payment purposes, with Chance Request 6470. This decision was reached after review of the many comments from the proposed rule, asking for further study, more education, etc. 

	To Summarize, Effective January 1, 2010, for Medicare billing, Consultation Codes have been replaced with the appropriate E&M visit code, which will be determined by the level of care and the place of service. All E&M guidelines apply, there have been no changes to the E&M Documentation Guidelines.
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Consultations

• In 2006 OIG published a report titled: 
– “Consultations in Medicare Coding and Reimbursement.”

• OIG report indicated that Medicare allowed:
– approximately $1.1 billion more in 2001 than it should have for 

services that were billed as consultations.

Presenter
Presentation Notes
Slide 9  Leading up to this decision in March, 2006 the Office of Inspector General (OIG) published a report entitled, “Consultations in Medicare: Coding and Reimbursement”. 
The purpose of the report was to assess whether Medicare’s payments for consultation services were appropriate. While the OIG study was being conducted, CMS continued to work with the AMA and provide educational guidance.
Medicare allowed approximately $1.1 billion dollars more in 2001 than it should have for services that were billed as consultations….
According to the OIG study approximately 75% of services billed as consultations and allowed by Medicare in 2001 did not meet all applicable program requirements and this resulted in the $1.1 billion dollars in improper payments 
19% or $191 million dollars of the services billed as consultations often did not meet Medicare’s definition of a consultation.
47% or $613 million dollars were billed as the wrong type or level of consultation
9% or $260 million dollars did have proper documentation to sustain the service 
Consultations billed at the highest level….the most complex services, which generate the highest reimbursements under the physician fee schedule and follow-up inpatient consultations were particularity problematic, approximately 95% of each were miscoded.
The OIG recommend more education on this subject and CMS agreed and with each additional revision from 1999 until the OIG study began, education was ongoing. But…discrepancies continued.
That gives you a little background about how we got where we are…
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Consultation

• On January 1, 2010, claims for consultation 
services must be submitted with E&M visit codes 
rather than consultation codes for Medicare Part 
B and Part A payment

• 99241-99245 & 99251-99255
– Deleted from 2010 Medicare Physician Fee Schedule
– Final rule (view 10/30/publish 11/25/09)

Presenter
Presentation Notes
Slide 10
The consultation policy change was introduced in the proposed rule earlier this year, which allowed providers, and, many organizations to comment on this change in policy.  

CMS responded to many comments in the Final Rule, published on November 25, 2009, indicating, that although consultation codes have not been deleted from AMA/CPT, they are no longer valid for Medicare billing purposes. Instead, as previously stated, effective January 1, 2010, claims for consultation services must be submitted with E&M visit codes, and, you most likely have already noticed, the reimbursement amounts for consultation services have been deleted from the 2010 MPFS.
 
With this said, it is important to note, that since the consultation codes have not been deleted by AMA/CPT, they are still valid for other insurers. They are just no longer valid for Medicare.
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Federal Register

• http://www.gpoaccess.gov/fr/index.html
• 2009 Volume 74 Only

– Document 1 – Open PDF 
– Wednesday, November 25, 2009, Book 2 of 2 

Pages 61737–62206
– Federal Register Volume 74, Number 226, 

Books, 42 CFR Parts 410, 411, 414 et al.
– Quick Search – Type the word consultations 

• Search document for consultations

Presenter
Presentation Notes
Slide 11-Consultations
This slide provides you with a convenient means and easy instructions for accessing the Final Rule. The CFR, or Code of Federal Regulations, can be very difficult to navigate, and these directions will guide you to the section where you can read information regarding consultations.

http://www.gpoaccess.gov/fr/index.html
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Consultations

• Physicians and qualified non-physician 
practitioners use code evaluation & 
management visits to report consultation 
services based on:      
– where visit occurred
– complexity of visit performed

• In all cases, physicians non-physician 
practitioners will bill the available code that most 
appropriately describes the level of services 
provided

Presenter
Presentation Notes
Slide 12 
CMS will require providers to code consultation services using CPT Evaluation and Management visit codes 
Where consultation codes were previously billed. Providers will select the evaluation and management visit code that best represents the services provided. 
The code selected will specify the appropriate place of service, type of service, patient status, and complexity of the visit performed.
Medicare will pay for E/M services for specific qualified non-physician practitioners [i.e., nurse practitioner (NP), clinical nurse specialist (CNS) and certified nurse midwife (CNM))] whose Medicare benefit permits them to bill these services. A physician assistant (PA) may also provide a physician service, however, the physician collaboration and general supervision rules as well as all billing rules apply to all the above non-physician practitioners. The service provided must be medically necessary and the service must be within the scope of practice for a non-physician practitioner in the state in which he/she practices. 
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Inpatient Facility Setting 

• E&M initial care codes used instead of initial
consultation codes 
– Initial hospital care 99221 – 99223 
– Initial nursing facility care 99304 – 99306

• Beneficiary may now be billed for more than one 
initial hospital visit per hospital stay 

Presenter
Presentation Notes
Slide 13-Inpatient Facility setting
E&M codes will be used instead of initial consultation codes in the inpatient hospital setting, and, the nursing facility setting.
All physicians and qualified Non Physician Practitioners, where permitted, who perform an initial consultation evaluation, may bill the initial hospital care codes 99221 – 99223, or, nursing facility care codes 99304 -99306. 
As a result of this change, multiple billings of initial hospital, and, nursing home visit codes could occur, in a single day, by different physicians, or, non-physician practitioners having different specialties. This will occur because of the change in coding for consultation services
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Inpatient Facility Setting

• Admitting physician will use modifier AI
– Principal Physician of Record
– Used by the admitting or attending physician 

who oversees the patient’s care
– Distinct from other specialty physician care

• Initial hospital and nursing facility visit codes  
may be billed by different physicians/non-
physician practitioners (different specialties) on 
the same day

Presenter
Presentation Notes
Slide 14 – The Admitting physician must now use the HCPCS Modifier AI, and that’s alpha I, not number 1, on  paper claim forms, or, the electronic equivalent, to indicate they are the principal physician of record, on the initial hospital, and, nursing home visits codes.
The AI modifier will identify the admitting or attending physician from all other physicians who may be furnishing specialty care. 

For example if  an on-call physician (whether from the same group, a different group, or a hospitalist )who admits a patient would bill an initial hospital visit with the AI modifier.  Then the attending, who later assumes care, would bill a subsequent hospital care code without the AI modifier for his/her first visit 

All other physicians who are not considered the admitting or attending will not append the AI Modifier, 

Multiple billings of initial hospital, and, nursing home visit codes could occur in a single day, by different physicians  and Non Physician Practitioners having different specialties. This will occur because of the change in coding for consultation services
 
When billing for an admission, utilize CPT codes 99221-99223. 
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Inpatient Facility Setting

• Modifier AI is informational 
• Follow-up consultations, in the facility setting,

should be billed as 
– subsequent hospital visits 99231-99233

• 99231 and 99232 can be used to bill consultations 
services when the services provided best fit the 
documentation requirements in these code  
descriptions

– subsequent nursing visits  99307-99310

Presenter
Presentation Notes
Modifier AI ,which is defined as “Principle Physician of Record”, is an informational Modifier. To ensure that you are correctly coding, the AI Modifier MUST be billed by the admitting, or attending physician as distinct, from other physicians who may be furnishing specialty care.  
Follow up visits in the hospital or nursing facility setting may be billed as subsequent hospital care visits as in current policy.
CPT codes 99231 and 99232 can be used to bill consultation services when the services provided best fit the documentation requirements in these code descriptions.
The unlisted code 99499 should not be used to code consultation services.
In ALL cases physicians need to bill the available code that most appropriately describes the level of the services provided. The subsequent visit code range is listed here with more detail provided in the CPT book.
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Office/Other Outpatient Visits

• In office or other outpatient setting when an evaluation is 
performed, physicians and qualified non-physician 
practitioners should code:
– 99201 – 99215
– Complexity of the visit
– New patient or established patient (to that physician)

• A new patient is a patient who has not received any professional 
services (E/M or other face-to-face service) within the previous 
three years 

• Physicians and qualified non-physician practitioners shall 
follow E/M documentation guidelines for all E/M services 

• All rules apply for Medicare Secondary Payer claims and 
Medicare Primary claims

Presenter
Presentation Notes
Slide 16 - In the office, or, other outpatient setting where an evaluation is performed, physicians and qualified non physician practitioners shall use the CPT codes 99201 – 99215, depending on the complexity of the visit, and, whether the patient is a new or established patient to that physician.  All physicians and qualified non physician practitioners, shall follow the E/M documentation guidelines, for all E/M services. 
Remember, the definition of a new patient, is one who has not received any professional services from the physician, or, another physician of the same specialty, who belongs to the same group practice, within the past three years. 
An established patient, is one who has received professional services from the physician, or another physician of the same specialty, who belongs to the same group practice, within the past three years. 
We have been asked whether this 3 year rule applies to members of the same group, who practice in different specialties.
According to the Claims Processing Manual, Chapter 12, section 30.6.5 which addresses Evaluation and Management Services, Physicians in the same group practice, but who are in different specialties, may bill and be paid without regard to their membership in the same group.
Of course, this refers to a recognized specialty, for which the specialist has received recognized training, and very frequently, some specialty certification.
 
All physicians and qualified non physician practitioners, must follow the E&M documentation guidelines for all E&M services. 
Medicare Secondary Payer claims will also follow the Medicare E&M coding guidelines, for consultation services being billed to Medicare beginning January 1, 2010.   Now, let’s look at this in greater detail with next slide.
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Medicare Primary or Secondary Payer

• When Medicare is primary or secondary:
– Physicians must submit claims with the appropriate E&M visit 

code in order to receive payment from Medicare

• Please check with other payers to see if they have 
changed any policies relating to consultations

• Providers may bill primary payers using the consultation 
codes, but would need to re-code the service to the  
appropriate E&M visit code to bill Medicare as secondary

• Alternatively, providers may consider billing the 
appropriate E&M visit code to the primary in order to 
facilitate the MSP payment

Presenter
Presentation Notes
	Slide 17 - When Medicare is the primary or secondary payer, physicians must submit claims with the appropriate E&M visit codes, in order to receive payment from Medicare. 
	Check with other payers, to see if they have made policy changes relating to consultations services.
	In MSP cases, physicians and others, must bill an appropriate E&M code for the services previously paid using the consultation codes. If the primary payer for the service continues to recognize consultation codes, physicians and others billing for these services may either 1) Bill the primary payer an E&M code that is appropriate for the service, and then report the amount actually paid by the primary payer, along with the SAME E&M code, to Medicare for determination of whether a payment is due.
	Or, 2) Bill the primary payer using a consultation code that is appropriate for the service, and then, report the amount actually paid by the primary payer, along with an E&M code that is appropriate for the service, to Medicare for determination of whether a payment is due.
	To summarize, when Medicare is not the primary payer, providers may bill the primary payers using the consultation codes, but would need to re-code the service to the appropriate E&M visit code, before billing Medicare as the secondary payer.
	OR, providers may consider billing the appropriate E/M visit code to the primary payer, in order to facilitate the Medicare Secondary payment. 
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Observation Care

• For Hospital outpatient observation 
services, provided to patients who are not 
subsequently admitted to the hospital as 
inpatients, the primary should report:
– 99217-99220 

• If evaluation is requested of another 
physician, the physician who provides that
additional evaluation should report: 
– 99201 – 99215

Presenter
Presentation Notes
Slide 18  
For patients receiving hospital outpatient observation services, who are not subsequently admitted to the hospital as inpatients, physicians should report CPT codes 99217-99220. In the event another physician evaluation is necessary, the physician who provides the additional evaluation, bills the office or other outpatient visit codes, when they provide services to the patient.

For example, if an internist orders observation services, furnishes the initial evaluation, and asks another physician to additionally evaluate the patient, only the internist may bill the initial observation care code. The other physician who evaluates the patient, must bill the new or established patient office or other outpatient visit codes, as appropriate.
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Observation Care

• Patients receiving observation services 
who are admitted to hospital as inpatients 
and who are discharged on same date, 
physician should report 
– 99234-99236 

Presenter
Presentation Notes
For patients receiving hospital outpatient observation services who are admitted to the hospital as inpatients and who are discharged on the same date, the physician should report CPT codes 99234-99236 (e.g. code 99234- Observation or inpatient hospital care, for the evaluation and management of a patient including admission and discharge on the same date). 
If the patient is an inpatient and another physician evaluation is necessary, the physician would bill the initial hospital day code as appropriate (99231-99233). Otherwise, physician should use the new or established patient office or other outpatient visit codes for a necessary evaluation.





14 National Government Services, Inc.

Observation Care

• When Patients receiving observation services 
are admitted to  hospital as inpatients on the 
same date,  the physician should report only 
initial hospital care services codes 
– codes 99221 - 99223

• Medicare will pay for an initial hospital care 
service if a physician sees a patient in 
emergency room and decides to admit patient to 
hospital

Presenter
Presentation Notes
For patients receiving outpatient observation services who are admitted to the hospital as inpatients on the same date, the physician should report only the initial hospital care services codes (codes 99221 - 99223).
Medicare will pay for an initial hospital care service If a physician sees a patient in the emergency room and decides to admit the person to the hospital. 
When a physician performs a visit that meets the definition of a Level 5 office visit several days prior to an admission and on the day of admission performs less than a comprehensive history and physical, he or she should report the office visit that reflects the services furnished and also report the lowest level initial hospital care code (i.e., code 99221) for the initial hospital admission. 
Medicare will pay the office visit as billed and the Level 1 initial hospital care code. The principal physician of record, as previously noted, must append the “-AI” modifier to the claim with the initial hospital care code
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Observation Care

• Patients receiving observation services or 
inpatient care services (including 
admission and discharge services) in 
whom observation services are initiated or 
hospital inpatient admission begins on 
same date as patient’s discharge, ordering 
the physician should report:
– 99234-99236

Presenter
Presentation Notes
For patients receiving hospital outpatient observation services or inpatient care services (including admission and discharge services) for whom observation services are initiated or the hospital inpatient admission begins on the same date as the patient’s discharge, the ordering physician should report CPT codes 99234-99236.
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Emergency Care

• Emergency Department (ED) Codes 
– 99281 – 99285
– where visit occurred
– complexity of visit performed

• For Patients admitted to hospital by personal physician, bill 
appropriate level of initial hospital care code
– 99221 – 99223  
– All evaluation and management services provided by that 

physician in conjunction with that admission are 
considered part of initial hospital care when performed on 
the same date as the admission.

Presenter
Presentation Notes
Slide 22 Emergency Care - Physicians billing for emergency department or ED services provided to a patient by both, the patient’s personal physician, and, an ED physician. 

If the ED physician, based on the advice of the patient’s personal physician, who came to the emergency department to see the patient, sends the patient home, then, the ED physician should bill the appropriate level of emergency department service. The patient’s personal physician, should also bill the level of emergency department code, that describes the service he or she provided in the emergency department. 

If the patient’s personal physician does not come to the hospital to see the patient, but, only advises the ED physician by telephone, then the patient’s personal physician may not bill Medicare.

If the ED physician requests that another physician evaluate a given patient, the other physician, should bill an emergency department visit code.

If the patient is admitted to the hospital by the second physician performing the evaluation, he or she should bill an initial hospital care code, and not an emergency department visit code.

To summarize, a physician called to the ED to see a patient that is not admitted, will bill the ED codes, although previously, these services may have been billed as consultations. It also means, contractors may receive claims from physicians of multiple specialties, that bill ED codes on the same patient, on the same date of service, and in some cases for the same diagnosis.
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Consultations

• Change in reimbursement will be implemented 
budget neutral manner

• New and established office or other clinic visits 
may be billed for outpatient consults
– Work RVU’s for new and established office visits 

increased 
• CMS also increased incremental work RVUs for 

evaluation & management (E&M) codes that are 
built into 10-day and 90-day global surgical 
codes

Presenter
Presentation Notes
Slide 24 Consultations and Reimbursement

In the calendar year 2010, Medicare Physician Fee Schedule final rule with comment period, CMS eliminated the use of ALL consultation codes, both inpatient, and, office/outpatient codes, for various places of service, EXCEPT, for telehealth consultation G-codes. 

In place of the consultation codes, CMS increased the work relative value units, or RVU’s for new and established office visits, initial hospital, and, initial nursing facility visits, and incorporated the increased use of these visits into the practice expense or PE and malpractice calculations. Additionally, CMS increased the incremental work RVU’s, for the E/M codes that are built into the 10-day, and, 90-dayglobal surgical codes. 

All references, both text and code numbers, are in the Medicare Claims Processing Manual, Chapter 12, Section 30.6 that pertain to the use of the AMA, CPT Codes, 99241-99245 and 99251-99255, are removed by CR 6740
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Consultations

• Initial hospital visits may be billed by physicians doing 
consults in hospital
– Work RVUs for initial hospital and facility visits 

increased
• Admitting physician will append AI modifier to

– 99221−99223

Presenter
Presentation Notes
Slide Twenty Five: Consultations and Reimbursement
	As we discussed earlier, initial hospital visits, may be billed by physicians doing consults in the hospital. 

	The Work RVU’s for initial hospital and facility visits have increased, and the Admitting physician will append AI modifier to codes 99221−99223
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Telehealth Consultation Codes

• Telehealth follow-up inpatient consultations
– G0406−G0408

• New initial inpatient hospital telehealth consultations 
– G0425, typically 30 minutes communicating with the patient via 

telehealth.  
– G0426, typically 50 minutes communicating with the patient via 

telehealth
– G0427, typically 70 minutes communicating with the patient via 

telehealth
• For Telehealth services CMS will crosswalk the RVUs for initial 

hospital care (99221-99223)

Presenter
Presentation Notes
. Slide 26 – Telehealth Consultations- 
Before we begin this slide, I would just like to clarify that Telehealth Services are defined as services provided from an original site located in a Rural HPSA or in a county outside of a Metropolitan Statistical area. Therefore, Telehealth Services are not telephone Services.
Regarding telehealth services, the changes in consultation codes made by CMS, apply to the use of all consultation codes, inpatient and office/outpatient codes, for various places of service, with the exception of telehealth consultation G-codes, as seen on this slide, along with the follow-up inpatient telehealth consultation codes, G0406-G0408 effective January 1, 2009.

We have provided you with the Internet Only Manual , or, IOM, web link for Telehealth Services on slide 31.
Effective January 1, 2010, Telehealth Consultation Codes, will be the only valid, Medicare consultation codes.  
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Reminders

• Physicians and qualified non-physician 
practitioners may bill 2009 consultation service 
codes for dates of service up to and including 
December 31, 2009

• Physicians and qualified non-physician 
practitioners who bill consultation service codes 
for dates of service after January 1, 2010, will 
have claim returned 
– message will indicate Medicare uses another code for 

service

Presenter
Presentation Notes
. Slide 27 Consultation Reminders – The next 4 slides include some key points for your consideration.

Physicians may utilize the 2009 consultation service codes, where appropriate, to bill for consultative services, furnished up to, and, including December 31, 2009.  

Physicians who bill utilizing a consultation code for dates of service after January 1, 2010, will have the claim returned with a message indicating that Medicare uses another code for the service.

In this instance, the physician must bill another code for the service and MAY NOT bill the patient for a non-covered service.
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Reminders

• January 1, 2010 
– Physicians and qualified non-physician practitioners 

code evaluation & management visit codes 
• Select the code for the service based upon the content of the 

service
• Duration of visit is an ancillary factor and does not control 

level of service to be billed unless more than 50 percent of 
face-to-face time (for non-inpatient services) or more than 50 
percent of the floor time (for inpatient services) is spent 
providing counseling or coordination of care

Presenter
Presentation Notes
Slide 28 More Consultation Reminders
Remember to select the level of E&M code that bests describes the services rendered. As with all EM services, time does not control level of service unless more than 50% of face-to-face time is spent counseling or coordinating care.

Of course, medical necessity of a service is the overarching criterion for payment, in addition to the individual requirements of a CPT code. It would not be medically necessary, or appropriate, to bill a higher level of evaluation and management service, when a lower level of service is warranted. 

The best approach, is to provide the appropriate and medically necessary level of service, for each visit, and, to understand the guidelines for documentation supporting that level of service.

Since you are NOW, following rules that apply to all E& M services for consultations, there is no longer an absolute requirement, for a consultation request and report, as was previously, specified in the consultation documentation requirements.  

However, including in your documentation, who the patient was referred from, the reason for the visit, and a report of the consultative work you have done,  is simply good medical practice. Not only does it promote continuity of care, it is well-advised from a medical-legal standpoint, and will help to substantiate the medical necessity of the visit. 
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Reminders

• When counseling and/or coordination of care dominates 
(more than 50 percent) the face-to-face physician/patient 
encounter or floor time (in the case of inpatient services), 
time is key or controlling factor in selecting level of 
service
– In general, to bill an E/M code, physician must complete at least 

2 out of 3 criteria applicable to type/level of service provided.  
However, physician may document time spent with patient in 
conjunction with medical decision-making involved and a 
description of coordination of care or counseling provided. 
Documentation must be in sufficient detail to support claim.

Presenter
Presentation Notes
Slide 29 More Reminders
When counseling, and or coordination of care, dominates more than 50% of the face-to-face physician/patient encounter, or floor time, in the case of inpatient services, time is, the key or controlling factor in selecting the appropriate level of care.

In general, to bill an E&M code, the physician must complete at least 2 out of 3 criteria applicable to the  type/level of service provided.  However, the physician may document time spent with the patient in conjunction with medical decision-making involved, and, a description of the coordination of care or counseling provided. 

Documentation must be in sufficient detail to support the claim, and, in all cases physicians will bill the available code that most appropriately describes the level of services provided. 

In order for physicians to bill the highest levels of visit codes, the services furnished must meet the definition of the code. For example, to bill a Level 5 new patient visit, the history must meet CPT’s definition of a comprehensive history.

As always, all physicians and qualified Non Physician Practitioners,  must follow the E&M documentation guidelines. We’ve provided you with the link, to the E&M Documentation Guidelines on resource Slides 31 & 32. 






23 National Government Services, Inc.

Reminders

• Unlisted code 99499 should not be 
used to code consultation services

Presenter
Presentation Notes
Slide 30

We previously discussed choosing the appropriate E&M code, to bill for consultation services.
With that said, let me repeat, it would NOT be appropriate to utilize Unlisted Code 99499 when billing for Consultation Services. 
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Educational Resource

• Medicare Claims Processing Manual Pub.100-04, 
Chapter 12 (Updated every quarter)
– http://www.cms.hhs.gov/Manuals/IOM/list.asp

• Telehealth
– http://www.cms.hhs.gov/MLNMattersArticles/downloads/MM649

3.pdf

• Change Request (CR) 6740
– http://www.cms.hhs.gov/MLNMattersArticles/2009MMAN/list.asp

#TopOfPage

• Documentation Guidelines
– http://www.cms.hhs.gov/MLNEdWebGuide/25_EMDOC.asp

Presenter
Presentation Notes
Slide 31 Resources or tools for your billing compliance. This slide contains some helpful links for your convenience.

If you are not already, we hope you will become familiar with the Medicare Internet Only Manuals. Specifically, the claims processing manual, it is an invaluable tool.  

The CMS Online Manual System is used by partners, contractors and many others. It offers day-to-day operating instructions, policies, and procedures based on statutes and regulations, guidelines and directives, and, it’s updated quarterly.

Other helpful resources include:
The MLN article on coverage telehealth, and Change Request 6470, which contains instructions to all contractors about the changes in payment policy for consultations.

And, finally the Documentation guidelines link to both the 1995 and 1997 E&M documentation guidelines

We apologize for an error on this slide. So, please note, the last bullet on this slide, the documentation guidelines link, should read http://www.cms.hhs.gov/MLNEdWebGuide/25_EMDOC.asp
 So basically,  the change is an underscore before the 25 and a  forward slash after the 25.


http://www.cms.hhs.gov/MLNMattersArticles/downloads/MM6493.pdf
http://www.cms.hhs.gov/MLNMattersArticles/downloads/MM6493.pdf
http://www.cms.hhs.gov/MLNEdWebGuide/25_EMDOC.asp


25 National Government Services, Inc.

Educational Resources

• 1995 Documentation Guidelines for Evaluation and 
Management Services 
– http://www.cms.hhs.gov/MLNProducts/Downloads/1995dg.pdf

• 1997 Documentation Guidelines for Evaluation and 
Management Services 
– http://www.cms.hhs.gov/MLNProducts/Downloads/MASTER1.pdf

• Medicare Claims Processing Manual
– http://www.cms.hhs.gov/Manuals/IOM/list.asp

• Current Procedural Terminology (CPT) 
– American Medical Association (800-621-8335) or 

http://www.amapress.org

Presenter
Presentation Notes
Slide 32 contains additional resources for your billing.
The 1995 and 1997 E&M guidelines and also the Medicare Claims processing link are provided her for you.  We hope these will also become valuable resource tools.

http://www.cms.hhs.gov/MLNProducts/Downloads/MASTER1.pdf
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Thank You!

• Questions?

• Training Assessment available online:
– https://www.surveymonkey.com/s/F39P9V9

Presenter
Presentation Notes
Slide 39
Well, this concludes today’s program. I would like to thank __________, for her assistance today, and also, each of you again for taking time out of your busy schedules to attend today’s teleconference.

I hope you found the information provided valuable, and have a better understanding of the coding changes that will be effecting your Consultation services.

Please take a few minutes at the end of the teleconference to fill out the electronic assessment form which can be easily located  at the address on this slide.  
Your input, is, important to us !

Now, for the remaining time left, we will open up the telephone lines for questions. As a reminder, please limit yourself to one question related to the topics we’ve just discussed,  in order to accommodate as many callers as possible, in the limited amount of time we have remaining.

_______________, Can your please remind the callers how to submit their questions …..
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