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Please review the operative note for an IR Mesenteric Angiogram, Uterine Artery 
Embolization and provide the appropriate codes.  We are considering the following codes:  
76937, 36247, 36248 x 3, 75726-XU, 37243. 

  

Answer: Report CPT© codes 76937, 37244, 36245-59, 36246-59 x2, 36247x2, 36248 x4, 
75726-59 x4 and 75774-59 x4.  The physician is attempting to identify active bleeding.  
After completion of the imaging, the right uterine artery is embolized due to large volume 
vaginal bleeding. Since there is mention of bleeding and no mention of uterine 
fibroids/tumor, CPT© code 37244 would be reported rather than 37243. Based on the 
documentation submitted, four separate vascular families are accessed from a right 

femoral artery approach, with multiple images taken.  

The separate family selections and imaging are as follows: Celiac to left gastric  (36246, 75726), SMA 
(36245,75726), IMA, left colic, sigmoid, superior rectal/hemorrhoidal, (36246, 36248, 36248, 75726, 
75774, 75774), Left internal iliac to left inferior vesicle (36247, 36248, 75726, 75774) and Right internal 
iliac, to pudenal, uterine (36247, 36248, 75726, 75774).  Please refer to the PARA Data Editor code 
descriptions. 

IR MESENTERIC ANGIOGRAM
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CPT© code 75726 represents the initial visceral imaging in a vascular family.  Code 75774 is reported for 
additional images taken within a vascular family. Please refer to the AHA Coding Clinic for HCPCS - First 
Quarter 2012 Page: 5 which contains an example of celiac artery imaging, with additional selection of 
branches with imaging and advises that 75774 is reported ?for each vessel and each branch of a vessel 
that is selectively catheterized and imaged.? 

Append modifier 59 to 36246  and 36245 to override the CCI edit when reported with 36247.  Append 
modifier 59 to 75726 and 75774 to override the CCI edit when reported with 37244.  Documentation 
supports separate and distinct services since separate vascular families are selected and imaged.  

Please refer to the PARA Data Editor CCI edits.

IR MESENTERIC ANGIOGRAM
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Regarding hydration vs. an infusion of medication -- does an infusion of potassium 
qualify as a medication if the medical necessity of potassium is documented? What 
constitutes a minimum flow rate for hydration therapy? 

  

Answer: Having researched this in numerous authoritative reference publications, we 
find: 

- No instruction defines a point when the vitamin and mineral additives in a 
pre-packaged IV solution bag might constitute a medication 
 

- The CPT® manual states: ?Codes 96360-96361 are intended to report a hydration IV infusion to 
consist of a pre-packaged fluid and electrolytes (eg, normal saline, D5-1/2 normal salien+30mEq 
KCl/liter), but are not used to report infusion of drugs or other substances?
 

- Both CPT®and CMS indicate that fluid with electrolytes does not constitute medication infusion, but 
hydration. Potassium is an electrolyte; therefore we find that an infusion of IV fluid with potassium 
qualifies as hydration 

- A ?banana bag? typically includes thiamine, folic acid, magnesium, and multivitamins. Since this is 
more than electrolytes, a banana bag infusion meets the definition of a medication infusion per 
CPT®  

- There is no guidance on the rate of flow that qualifies for hydration; however, we found Medicare 
guidance that providers should not bill hydration for an infusion which addresses an imbalance of 
less than 500 ml of volume. If the hydration flow rate is 100 ml per hour or less (for an adult 
patient), PARA does not recommend billing either hydration or medication infusion charges; the 
service should be considered a component of the outpatient room rate or visit charge

HYDRATION VS MEDICATION INFUSION (UPDATED)
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The research supporting these findings is provided below.  

1.The 2019 CPT® code book, guideline for Hydration offers the following instruction: 
?Codes 96360-96361 are intended to report a hydration IV infusion to consist of a pre-packaged 
fluid and electrolytes (eg, normal saline, D5-1/2 normal saline+30mEq KCL/liter) but are not used 
to report infusion of drugs or other substances. ? ? 

2.The Medicare Claims Processing Manual -- Chapter 12 - Physicians/Nonphysician Practitioners 
repeats the CPT® instructions: 
https://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/Downloads/clm104c12.pdf

Hydration - The hydration codes are used to 
report a hydration IV infusion which consists of 
a pre-packaged fluid and/or electrolytes (e.g. 
normal saline, D5-1/2 normal saline +30 mg 
EqKC1/liter) but are not used to report infusion 
of drugs or other substances.

3.The article ?Injection and Infusion Coding Offers High Stakes: Outpatient Coders Must 
Play Their Cards Right? ? AHIMA: 
https://bok.ahima.org/doc?oid=107707#.XdwviI3sZ9A

HYDRATION VS MEDICATION INFUSION (UPDATED)

https://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/Downloads/clm104c12.pdf
https://bok.ahima.org/doc?oid=107707#.XdwviI3sZ9A
https://bok.ahima.org/doc?oid=107707#.XeSDaehKhPZ
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1.Novitas LCD L34960 ? Hydration Therapy ? is instructive: 

https://www.cms.gov/medicare-coverage-database/details/lcd-details.aspx?LCDId=
34960&ver=21&name=331*1&UpdatePeriod=696&bc=AQAAEAAAAAAAAA%3d%3d& 
? Indications: 
The clinical manifestations of dehydration or volume depletion are related to the volume and rate 
of fluid loss, the nature of the fluid that is lost, and the responsiveness of the vasculature to volume 
reduction. Rehydration with fluids containing sodium as the principal solute, preferentially expand 
the extracellular fluid volume; a 1-liter infusion of normal saline may expand blood volume by 
about 300 ml. In general, an imbalance of less than 500 ml of volume is not likely to require 
intravenous rehydration. 

- These CPT® codes require the direct supervision of the physician. Under levels of 
supervision (see 42 CFR 410.32 (b)(3)(ii)), direct supervision in the office setting means the 
physician must be present in the office suite and immediately available to furnish assistance 
and direction throughout the performance of the procedure. It does not mean that the 
physician must be present in the room during the entire time the procedure is performed
 

- When performed in conjunction with chemotherapy, these CPT® codes are covered only 
when infusion is prolonged and done sequentially (done hour(s) before or after 
administration of chemotherapy), and when the volume status of a beneficiary is 
compromised or will be compromised by side effects of chemotherapy or an illness

Limitations: 
- Rehydration with the administration of an amount of fluid equal to or less than 500 ml is not 

reasonable and necessary

- These CPT® codes are not to be used for intradermal, subcutaneous or intramuscular or routine IV 
drug injections

- Hanging of D5W or other fluid just prior to administration of chemotherapy (minutes) is not 
hydration therapy and should not be billed with these codes

- These services may not be used in addition to prolonged service codes

- When the sole purpose of fluid administration (e.g. saline, D5W) is to maintain patency of the 
access device, the infusion is neither diagnostic nor therapeutic; therefore, these infusion CPT® 
codes should not be billed as hydration therapy

- Administration of fluid in the course of transfusions to maintain line patency or between units of 
blood product is, likewise, not to be separately billed as hydration therapy

- Administration of fluid to maintain line patency or flush lines between different agents given at the 
same chemotherapy session is not hydration therapy
 

- Infusion of saline, an antiemetic, or any other non-chemotherapy when these drugs are 
administered at the same time as chemotherapy (within minutes) should not be billed as hydration 
therapy with these CPT® codes

- Fluid used to administer drug(s) is incidental hydration and is not separately payable.

HYDRATION VS MEDICATION INFUSION (UPDATED)

https://www.cms.gov/medicare-coverage-database/license/cpt-license.aspx?from=~/overview-and-quick-search.aspx&npage=/medicare-coverage-database/details/lcd-details.aspx&LCDId=34960&ver=21&name=331*1&UpdatePeriod=696&bc=AQAAEAAAAAAAAA%3d%3d&
https://www.cms.gov/medicare-coverage-database/license/cpt-license.aspx?from=~/overview-and-quick-search.aspx&npage=/medicare-coverage-database/details/lcd-details.aspx&LCDId=34960&ver=21&name=331*1&UpdatePeriod=696&bc=AQAAEAAAAAAAAA%3d%3d&
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We are wondering if we can bill 93288 in our ER when we are retrieving info from the 
pacemaker on a patient. 

  

Answer: It depends on the documentation in the medical record.  To support 93288, the 
physician documentation would need to include a face-to-face assessment of all device 
functions, including the battery, lead(s), capture and sensing function, heart rhythm, and 
programmed parameters of a single-, dual-, or multiple-lead pacemaker system. 

While it would be unusual to report 93288 as an emergency department service, it could 
be appropriate if the physician?s documentation supported this code.  

Here?s the full code description: 

93288 - Interrogation device evaluation (in person) with analysis, review and report by a physician or 
other qualified health care professional, includes connection, recording and disconnection per patient 
encounter; single, dual, or multiple lead pacemaker system, or leadless pacemaker system 

There is no CCI edit preventing 93288 from being reported with an ED visit code, for either physicians or 
OPPS facilities:

 We found only one provider manual reference, from United Healthcare, which mentions 93288, but it 
isn?t quite on point to the question.  Here is that reference: 
https://www.uhcprovider.com/content/dam/provider/docs/public/policies/medadv-guidelines/
t/transtelephonic-monitoring-cardiac-pacemakers.pdf

93288 PACEMAKER

https://www.uhcprovider.com/content/dam/provider/docs/public/policies/medadv-guidelines/t/transtelephonic-monitoring-cardiac-pacemakers.pdf
https://www.uhcprovider.com/content/dam/provider/docs/public/policies/medadv-guidelines/t/transtelephonic-monitoring-cardiac-pacemakers.pdf
https://www.uhcprovider.com/content/dam/provider/docs/public/policies/medadv-guidelines/t/transtelephonic-monitoring-cardiac-pacemakers.pdf
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With the Price Transparency proposed rule not going into effect till January 2021, are we 
still required to post our standard charges as we do today? 

Answer: We see no relief from the prior requirements during 2020.  Therefore, yes, 
hospitals are required to post their standard charges in a machine-readable format on 
the hospital website. 

The CMS Fact Sheet does not mention relaxing any current requirements.  It says the 
new requirements will ?further advance? the objective. 

https://www.cms.gov/newsroom/fact-sheets/cy-2020-hospital-outpatient-prospective-
payment-system-opps-policy-changes-hospital-price

 

 

Furthermore, the unpublished final rule recaps 

?Current guidance?: 

https://www.hhs.gov/sites/default/ files
/cms-1717-f2.pdf

TRANSPARENCY DURING 2020

https://www.cms.gov/newsroom/fact-sheets/cy-2020-hospital-outpatient-prospective-payment-system-opps-policy-changes-hospital-price
https://www.cms.gov/newsroom/fact-sheets/cy-2020-hospital-outpatient-prospective-payment-system-opps-policy-changes-hospital-price
https://www.hhs.gov/sites/default/files/cms-1717-f2.pdf
https://www.hhs.gov/sites/default/files/cms-1717-f2.pdf
https://www.cms.gov/newsroom/fact-sheets/cy-2020-hospital-outpatient-prospective-payment-system-opps-policy-changes-hospital-price
https://www.hhs.gov/sites/default/files/cms-1717-f2.pdf


9

PARA Weekly eJournal: December 4, 2019

ong a thorn in the side of hospitals nationwide, the Centers for Medicare and Medicaid 
Services? (CMS) Recovery Audit Contractor (RAC) program recently underwent substantial 
changes which CMS say will make the audit process significantly less burdensome for    
providers. 

The RAC program? one of several Medicare payment oversight initiatives? was launched in 2009 and 
relies on third-party contractors to uncover and correct improper Medicare fee-for-service payments 
through post-payment claims reviews.  

RACs identified approximately $89 million in overpayments and recovered $73 million in FY 2018.1   
Since its inception, the RAC program has returned more than $10 billion in improper payments to the 
Medicare trust fund and more than $800 million in underpayments to providers.2   

RAC audits typically involve automated claim reviews utilizing computers to detect improper payments, 
as well as complex reviews that incorporate human analysis of medical records and other 
documentation. The process has long been a target of ire for the American Hospital Association (AHA) 
and others in the industry due to the disruption, cost and uncertainty that can accompany a RAC audit for 
a target hospital. 

  

Fewer audits, more transparency 

In announcing changes to the RAC process earlier this year, CMS Administrator Seema Verma 
acknowledged the agency had received numerous complaints about the program in the past.3  

?Providers found the audits time-consuming, necessitating high administrative expenses, and often 
requiring lengthy appeals,? Verma said. ?Thanks to recent efforts by this Administration, complaints about 
RACs have decreased significantly. CMS listened to what providers were telling us and we made 
meaningful changes.?4  

CMS WORKS TO EASE RAC AUDIT BURDEN: REDUCE DENIAL BACKLOG

L
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Modifications aimed at making the RAC process easier for providers include:5 

  

- RACs could previously select a certain type of claim to audit. They must now audit proportionately 
to the types of claims a provider submits

- Instead of treating all providers the same, RACs are conducting fewer audits of providers with low 
claims denial rates

- Providers have more time to submit additional documentation before being required to repay a 
claim. A 30-day discussion period, after an improper payment is identified, means that providers 
do not have to choose between initiating a discussion and filing an appeal

- CMS is now seeking public comment on newly proposed RAC areas for review before the reviews 
begin. According to the agency, this allows providers to voice concerns regarding potentially 
unclear policies that will be part of the review

Among the CMS program changes designed to hold RACs more accountable:6

 

- RAC provider portals are being enhanced to make it easier for providers to understand the status 
of claims
 

- RACs that fail to maintain a 95% accuracy score will receive a progressive reduction in the 
number of claims they?re allowed to review

- RACs that fail to maintain an overturn rate of less than 10% will also see a reduction in the number 
of claims they can review

- RACs will not receive a contingency fee until after the second level of appeals is exhausted. 
Previously, RACs were paid immediately upon denial and recoupment of the claim. This delay in 
payment helps assure providers that the RAC?s decision was correct before they?re paid, 
according to CMS

     
Tracking RACs  

The AHA closely monitored the RAC program between 
2014 and 2016. According to the AHA?s final RAC 
report, 60% of claims reviewed by RACs in the third 
quarter of 2016 were found not to have an 
overpayment.7 Hospitals appealed 45% of all denials, 
with 27% of hospitals reporting having a denial 
reversed in the discussion period.8  

AHA also disclosed that 43% of hospitals spent over 
$10,000 to manage the RAC process during Q3 2016, 
while 24% spent more than $25,000 and 4% spent over 
$100,000.9 

CMS WORKS TO EASE RAC AUDIT BURDEN: REDUCE DENIAL BACKLOG
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Driving down the denial backlog  

In recent years, denials initiated due to RAC audits have contributed to a massive backlog of Medicare 
appeals, the number of which totaled 426,594 in November 2018.10 In response to a lawsuit brought by 
AHA and others, the Department of Health and Human Services (HHS) was ordered last year to eliminate 
the backlog by the end of the 2022 fiscal year.11  

As a result of the order, the backlog had been reduced by 25%, or 108,340 appeals, by the end of Q3 
2019, according to AHA, bringing the total down to 318,254.12 AHA and others sued HHS in 2012 for 
noncompliance with a statutory requirement that decisions on appeals at the administrative law judge 
level be made within 90 days.13  According to CMS, the average processing time for appeals was 1,361 
days in FY 2019, up from 1,193 days in 2018 and 94 days in 2009, the year the RACs program was 
launched.14  

  

RAC tactics   

In anticipation of an increase in RAC activity? and because CMS Administrator Verma noted that RACs 
will henceforth be guided by the volume of claims a provider submits? some experts are zeroing in on 
claims that may represent large-volume risk areas for hospitals. 

Among these, according to the John Hall, MD, writing in RACmonitor publication, are observation claims. 
?There are two types of potential observation denials,? Hall wrote.15 ?The first is denials based on the 
failure to document the essential elements of observation services. The second is based on observation 
claims that should have been inpatient.?  

Hall suggested asking a series of questions about each observation claim in preparation for a possible 
review:16 

  

- Does the documentation indicate what is being treated, assessed and reassessed? 

- Is there documentation of ongoing 
treatment, assessment and reassessment, or 
is the patient being seen once a day? 

- Does the documentation indicate what 
parameters might trigger admission ?for 
further 
treatment,? or if the patient might be 
discharged from the hospital? 

?Implicit in observation services, for the purposes of 
reimbursement, is a decision related to admission 
or discharge,? Hall wrote. ?If the record does not 
delineate CMS? criteria, then observation 
reimbursement might be jeopardized.?17

CMS WORKS TO EASE RAC AUDIT BURDEN: REDUCE DENIAL BACKLOG

?Hall suggest ed ask ing 
a ser ies of  quest ions 

about  each 
observat ion claim  
in preparat ion for  
a possible review.

https://www.hhs.gov/about/agencies/omha/about/current-workload/average-processing-time-by-fiscal-year/index.html
https://www.hhs.gov/about/agencies/omha/about/current-workload/average-processing-time-by-fiscal-year/index.html
https://www.hhs.gov/about/agencies/omha/about/current-workload/average-processing-time-by-fiscal-year/index.html
https://www.racmonitor.com/level-of-concern-rises-as-racs-are-back
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According to Hall, other potential risk areas, based on the new RAC guidance, include:18 

  

- Diagnostic or therapeutic services with documentation requirements
 

- One-midnight inpatient surgical procedures 

- Observation services in the perioperative period 

- Inpatient care for traditionally outpatient services 

- NCD and LCD compliance  

  

A comprehensive coding, claims and revenue cycle solution  
Meeting the challenges of Medicare claims compliance and overall revenue cycle management requires 
systematic approaches grounded in empirical evidence and a capable staff delivering proven solutions.  
Healthcare Financial Resources (HFRI) can help you significantly refine your coding, AR recovery and 
resolution, and denial management processes. We can also help you minimize the risk of a RAC audit, 
while ensuring you?re in a position to respond promptly and effectively if one occurs. Contact us today to 
learn more about how we can help your organization secure its financial foundation. 

 

 
1 Seema Verma, ?Recovery Audits: Improvements to Protect Taxpayer Dollars and put Patients over Paperwork,? CMS.gov, May 2, 2019 

2 ?A History of the RAC Program,? MedicareIntegrity.org,  
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4 Ibid. 

5 Ibid. 

6 Ibid.  

7 ?Exploring the Impact of the RAC Program on Hospitals Nationwide,? American Hospital Association, Dec. 5, 2016 

8 Ibid. 

9 Ibid. 

10 Jacqueline LaPointe, ?Court Orders HHS to Eliminate Medicare Appeals Backlog by 2022,? RevCycle Intelligence, Nov. 13, 2018 

11 Ibid. 

12 ?As a result of AHA lawsuit, HHS continues to reduce appeals backlog,? press release, American Hospital Association, Sept. 30, 2019 

13 Jacqueline LaPointe, ?Judge Asks AHA to Develop Medicare Appeals Backlog Solutions,? RevCycle Intelligence, April 4, 2018 

14 ?Average Processing Time By Fiscal Year,? Office of Medicare Hearings and Appeals, HHS 
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THIS REVISED DOCUMENT CLARIFIES INFORMATION REGARDING THE MODIFIER REPORTING 
REQUIREMENTS FOR PHYSICAL AND OCCUPATIONAL THERAPISTS. ACCORDING TO THE 
MEDICARE PHYSICIAN FEE SCHEDULE FINAL RULE, MODIFIERS CO AND CQ SHOULD BE 
REPORTED TOGETHER WITH THE EXISTING THERAPY MODIFIERS GP AND GO.  

https://www.federalregister.gov/documents/2019/08/14/2019-16041/medicare-program-cy
-2020-revisions-to-payment-policies-under-the-physician-fee-schedule-and-other

The Centers for Medicare and Medicaid Services (CMS) will move forward with their proposal in the 
2020 MPFS Proposed Rule to require providers to identify when therapy services are furnished by a 
Physical Therapy Assistant (PTA) or Occupational Therapy Assistant (OTA). Section 1834 (v)(2)(B) of the 
Bipartisan Budget Act of 2018 requires that claims submitted on or after January 1, 2020 for outpatient 
physical therapy or occupational therapy must include the modifiers established by CMS to identify that 
services were rendered in whole or in part by a PTA or an OTA. 

These modifiers will be for reporting and data collection only; payment will not be affected in 2020. 

Beginning January 1, 2022 providers will receive payment at 85% of the of the otherwise applicable 
Medicare Part B payment for services provided by a PTA or OTA.  Beginning January 1, 2020 providers 
will be required to report Modifiers CO and CQ to identify services furnished by a PTA or an OTA 
respectively. 

The use of the CO and CQ modifiers and the subsequent 2022 payment reduction apply to all hospital 
outpatient departments, SNFs, CORFs, Home Health and Rehabilitation Agencies. Critical Access 
Hospitals are exempt from these requirements because they are not paid under PFS rates for therapy 
services. 
 

  

 

MODIFIER REQUIREMENTS FOR PT/OT ASSISTANTS

https://www.federalregister.gov/documents/2019/08/14/2019-16041/medicare-program-cy-2020-revisions-to-payment-policies-under-the-physician-fee-schedule-and-other
https://www.federalregister.gov/documents/2019/08/14/2019-16041/medicare-program-cy-2020-revisions-to-payment-policies-under-the-physician-fee-schedule-and-other
https://www.federalregister.gov/documents/2019/08/14/2019-16041/medicare-program-cy-2020-revisions-to-payment-policies-under-the-physician-fee-schedule-and-other
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When therapy services are rendered by a PTA or an OTA, the CO and CQ modifiers will be used in 
addition to the existing GP and GO modifiers that are currently used to identify physical and occupational 
therapy services. Modifiers GP and GO will also continue to be used to identify services provided by a 
physical or occupational therapist. Report the CO or CQ modifier in the primary modifier field; report the 
GO or GP modifier in the second modifier field. 

  
  

The 2020 MPFS final rule sets a 10 percent minimum standard for when the CO and CQ modifiers will 
apply. If a PTA or OTA provides more than 10 percent of the care in a treatment session, then the 
provider would report the services rendered with the CO and CQ modifiers.  
https://www.cms.gov/newsroom/fact-sheets/proposed-policy-payment-and-quality-provisions-
changes-medicare-physician-fee-schedule-calendar-year-2 

The final rule provides 
clarification on how to 

calculate the 10 
percent limit. There 
are two possible 
methods that can be 
used for calculation: 

Method 1: Divide the 
number of minutes of care 
provided by the PTA/OTA by 

the total minutes of care provided then multiply by 100. That will give providers the percentage of time of 
care provided by the PTA/OTA. Providers should round the number to the nearest whole number. 
Anything equal to or greater than 11 percent requires application of the modifier.  
Method 2: Divide the total time of care provided to the patient by 10 (round to the nearest whole 
number) and add 1 minute to set the minimum time requirement. If the treatment total time was 60 
minutes, then 10% is 6 minutes plus 1 minute is 7 minutes. If the PTA/OTA care was 7 minutes or more 
then the CO/CQ modifier would be added to those line items.

MODIFIER REQUIREMENTS FOR PT/OT ASSISTANTS

https://www.cms.gov/newsroom/fact-sheets/proposed-policy-payment-and-quality-provisions-changes-medicare-physician-fee-schedule-calendar-year-2
https://www.cms.gov/newsroom/fact-sheets/proposed-policy-payment-and-quality-provisions-changes-medicare-physician-fee-schedule-calendar-year-2
https://www.cms.gov/newsroom/fact-sheets/proposed-policy-payment-and-quality-provisions-changes-medicare-physician-fee-schedule-calendar-year-2
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The following chart is provided as an example for the Method 2 calculation: 

 

  

https://www.cms.gov/newsroom/fact-sheets/proposed-policy-payment-and-quality-provisions
-changes-medicare-physician-fee-schedule-calendar-year-2 

Also, it is important to note that there 
are documentation requirements 
included in the MPFS final rule. 
Since modifiers are applied on a per 
code basis, documentation would 
need to state the code, modifier 
applied or not applied, and the 
amount of time services were 
provided by the PTA/OTA to justify 
appending or omitting the CO/CQ 
modifiers.  

MODIFIER REQUIREMENTS FOR PT/OT ASSISTANTS

https://www.cms.gov/newsroom/fact-sheets/proposed-policy-payment-and-quality-provisions-changes-medicare-physician-fee-schedule-calendar-year-2
https://www.cms.gov/newsroom/fact-sheets/proposed-policy-payment-and-quality-provisions-changes-medicare-physician-fee-schedule-calendar-year-2
https://www.cms.gov/newsroom/fact-sheets/proposed-policy-payment-and-quality-provisions-changes-medicare-physician-fee-schedule-calendar-year-2
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In preparation for the new year, CMS has 
re-issued MLN SE18006, as a reminder to providers 
to convert using the new Medicare Beneficiary 
Identifier (MBI) at the claim level. The Centers for 
Medicare and Medicaid (CMS) has completed mailing 
all new Medicare cards. The new cards are designed 
to enhance protection for Medicare Beneficiaries 
personal identities.  

The re-issuing of the August 19, 2019 MLN SE18006, 
was completed by CMS to serve as a reminder to 
providers to implement this change starting now.  

Effective January 01, 2020, CMS will reject claims that do not have the MBI number on the claim. Further 
CMS, will begin rejecting all eligibility transactions submitted that reflect the old HICNs.  

https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/
MLNMattersArticles/Downloads/SE18006.pdf 

  

Currently CMS has identified three 
exceptions to this new implementation 
requirement: 

1.Appeals: When filing an appeal, 
providers have the option to either 
use the HICN or MBI
 

2. Claim status query: This 
depends on the date of service on 
the claim when the provider is 
performing this process.  

- If the earliest date of service on the claim is before January 01, 2020, providers have the 
option to use either the HICN or MBI 

- If the date of service on the claim is after January 01, 2020, the MBI must be used 

3. Span-date claims: Providers have the option during the transition period to use the HICNs or 
MBIs for bill types: 

- Inpatient Hospital (11X) 
- Home Health Claims including Request for Anticipated Payments (RAPs) 
- Religious Non-Medical Health Care Institution 

If the ?From Date? is before the end of the transition period (December 31, 2019.) If a Medicare 
Beneficiary begins services in an Inpatient Hospital, Home Health, or Religious Non-Medical Health Care 
Institution before December 31, 2019, but is discharged after December 31, 2019, providers have the 
option to submit a claim using either the HICN or MBI. 

Home Health providers: If the patient is admitted for services prior to December 31, 2019, the RAP may 
be submitted using either the HICN or MBI, however the MBI will be required on the End of Episode 
(EOE) claim if services continue after January 01, 2020.  

  

MEDICARE BENEFICIARY IDENTIFIER (MBI) REMINDER

https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNMattersArticles/Downloads/SE18006.pdf
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNMattersArticles/Downloads/SE18006.pdf
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNMattersArticles/Downloads/SE18006.pdf
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On October 26, 2019, the Centers 
for Medicare and Medicaid (CMS) 
issued the Final Rule (CMS-1689-F) 
for Calendar Year (CY) 2019. 

This issue finalized: 

- Payment updates 

- Quality reporting changes for home health agencies (HHAs) 

- Finalized case-mix methodology refinements 

- Change in the home health unit of payment from 60 days to 30 days for CY 2020
 

- The rule discusses the implementation of temporary transitional payments for home infusion 
therapy services to begin on January 01, 2019 and summarizes public comments related to the full 
implementation of the new home infusion therapy benefit to begin in CY 2021 

A copy of the final rule can be reviewed at the following link on the Federal Register website: 

https://www.federalregister.gov/public-inspection/current 

The following paragraphs summarize the highlight targets of the Final Rule impacts: 

  

1. Payment Rate Changes under the HH PPS for CY 2019: CMS is projecting Medicare payments to 
HHA?s in CY 2019 will increase by 2.2 percent (%), based on the finalized policies. CMS arrived on this 
estimate based on: 

- A 0.1 percent (%) increase in payments due to decreasing the fixed-dollar-loss (FDL) ratio to pay 
no more than 2.5 percent (%) of total payment as outlier payments, and 

- A 0.1 percent (%) decrease in payments due to the new rural add-on policy that is being mandated 
by the Bipartisan Budget Act of CY2018 for CY 2019. The new rural add-on policy requires CMS to 

HOME HEALTH CY 2020 FINAL RULE

https://www.federalregister.gov/public-inspection/current
https://www.federalregister.gov/public-inspection/current
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classify rural counties (and equivalent areas) into one (1) of three (3) categories which are based 
on: 

- High home health utilization 
- Low population density 
- All others 

- Because of this, rural add-on payments for CY 2019 through CY 2022 will vary based on counties 
(or equivalent areas) category classification 

2. Modernizing the HH PPS Case-Mix Classification System and Promoting Patient-Driven Care: 
Under the Bipartisan Budget Act of CY 2018, it requires a change in the unit of payment under the HH 
PPS, from 60-day episodes of care to 30-day periods of care, to be implemented in a budget neutral 
manner on January 01, 2020.  

- In addition, for CY 2020, the Bipartisan Budget Act of CY 2018 mandated that Medicare stop using 
the number of therapy visit provided to determine home health payment

- Therapy thresholds encourage volume over value and do not acknowledge that all patients do not 
respond the same, with some patients having complex needs that do not involve a lot of therapy  

CMS is finalizing the implementation of the Patient-Driven Groupings Model, also known 
as PDGM. This change will apply to home health periods of care beginning on or after January 
01, 2020. Under PDGM methodology CMS is intending to: 

- Remove the current incentive to overprovide therapy
 

- Instead, PDGM is designed to reflect CMS focus on relying more heavily on clinical 
characteristics and other patient clinical information to allow reimbursement to reflect more 
to the needs of the patient
  

- The improved structure of the case-mix system will move Medicare towards a more 
value-based payment system that puts patient needs first 

To support an assessment of the effects of the PDGM, CMS will provide, upon request, a Home Health 
Claims-OASIS Limited Data Set (LDS) file to accompany the CY 2019 HH PPS Final Rule. This request 
may be accessed at the link below: 

  

https://www.cms.gov/Research-Statistics-
Data-and-Systems/Files-for-Order/
LimitedDataSets/Home_Health_PPS_LDS.html 

HOME HEALTH CY 2020 FINAL RULE

https://www.cms.gov/Research-Statistics-Data-and-Systems/Files-for-Order/LimitedDataSets/Home_Health_PPS_LDS.html
https://www.cms.gov/Research-Statistics-Data-and-Systems/Files-for-Order/LimitedDataSets/Home_Health_PPS_LDS.html
https://www.cms.gov/Research-Statistics-Data-and-Systems/Files-for-Order/LimitedDataSets/Home_Health_PPS_LDS.html
https://www.cms.gov/Research-Statistics-Data-and-Systems/Files-for-Order/LimitedDataSets/Home_Health_PPS_LDS
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In addition, CMS will make available agency-level impacts, as well as an interactive Grouper Tool that will 
allow HHAs to determine case-mix weights for their specific patient populations. The web link has been 
inserted below: 

https://www.cms.gov/Center/Provider-Type/Home-Health-Agency-HHA-Center.html 

  

  

  

  

3. The use of Remote Patient Monitoring (RPM) under the Medicare Home Health Benefit: 
CMS finalized the definition remote patient 
monitoring (RPM) in regulation for the Medicare 
home health benefit. Agencies will be allowed to 
report the program implementation on the agency 
cost report.  

CMS is allowing this benefit due to previous study 
findings show that RPM services have a positive 
impact on the patients, as it allows patients to hare 
more live-in data with their providers and 
care-givers. CMS is encouraging HHAs to participate 
and offer these services to their patients. For more 
information regarding this service, please visit the 
link below: 

https://apps.para-hcfs.com/para/
Documents/PARA%20FAQ%20Remote
%20Patient%20Monitoring%20March%202019.pdf

HOME HEALTH CY 2020 FINAL RULE

https://www.cms.gov/Center/Provider-Type/Home-Health-Agency-HHA-Center.html
https://apps.para-hcfs.com/para/Documents/PARA%20FAQ%20Remote%20Patient%20Monitoring%20March%202019.pdf
https://apps.para-hcfs.com/para/Documents/PARA%20FAQ%20Remote%20Patient%20Monitoring%20March%202019.pdf
https://apps.para-hcfs.com/para/Documents/PARA%20FAQ%20Remote%20Patient%20Monitoring%20March%202019.pdf
https://www.cms.gov/Center/Provider-Type/Home-Health-Agency-HHA-Center
https://apps.para-hcfs.com/para/Documents/PARA%20FAQ%20Remote%20Patient%20Monitoring%20March%202019.pdf
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HOME HEALTH CY 2020 FINAL RULE

4. New Home Infusion Therapy Services Temporary Transitional Payment and Home Infusion 
Therapy Benefit:  In accordance to the mandates in section 50401 of the Bipartisan Budget Act of CY 
2018, for CY 2019 and CY 2020 CMS is implementing a temporary transitional payment for home infusion 
therapy services that will reimburse eligible home infusion therapy suppliers for associated professional 
services for administering certain drugs and biologicals infused through 

- A durable medical equipment (DME) pump

- Training and education 

- Remote Patient Monitoring (RPM) 

- In-home monitoring 

https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/
Home-Infusion-Therapy/Overview.html 

In addition, Section 5012 of the 21st Century Cures Act creates a new permanent Medicare benefit for 
home infusion therapy services beginning January 01, 2021. As a result, this final rule finalizes the 
elements of the permanent home infusion benefit including:  

- Health and safety standards for home infusion therapy
 

- The accreditation process for qualified home infusion therapy suppliers

- Approval and oversight process for the organizations that accredit qualified home infusion therapy 
suppliers  

CMS is still seeking comments from stakeholders regarding the CMS interpretation of the phase ?infusion 
drug administration calendar day? and on its potential effects on access to care. This is the reason for 
only a partial implementation of this benefit begins on January 01, 2019.

5. Home Health Quality Reporting Program (HH QRP) Provisions: In this final rule for Home 
Health, CMS is finalizing Meaningful Measures Initiative which will result in further alignment with CMS 
policies of other CMS quality programs. The provisions being finalized are: 

- CMS policy for removing previously adopted HH QRP measures to be based on eight (8) measure 
removal factors 

https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/Home-Infusion-Therapy/Overview.html
https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/Home-Infusion-Therapy/Overview.html
https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/Home-Infusion-Therapy/Overview
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HOME HEALTH CY 2020 FINAL RULE

- Removal of seven quality measures based on one of these eight finalized measure removal factors

- Final update to regulations to clarify not all OASIS data is used to determine whether an HHA has 
met reporting requirements for the HH QRP program year

  

6. Home Health Value-Based Purchasing Model: The last target of this final rule for Home Health, 
CMS is finalizing the following changes to the HHVBP Model: 

  

- Beginning with Performance Year 4 there will be a removal of two (2) Outcome and Assessment 
Information Set (OASIS)- based measures: 
 

- Influenza Immunization Received for Current Flu Season, and 
- Pneumococcal Polysaccharide Vaccine Ever Received  

- These measures will be replaced with three (3) OASIS-based measures with two new composite 
measures related to total change in self-care and mobility 

  

Reference for this article: 

https://www.cms.gov/Center/Provider-Type/Home-Health-Agency-HHA-Center.html 

https://www.cms.gov/Center/Provider-Type/Home-Health-Agency-HHA-Center.html
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In the course of educating hospitals on the new PAMA private payer lab 
reporting requirements for hospital ?outreach? lab services, PARA has 
encountered several facilities which may have misunderstood a 2014 
Medicare transmittal which, among other things, informed hospitals to 
discontinue reporting outpatient hospital lab testing on the non-patient Type 
of Bill (TOB) 014x.  

MLN Matters article SE1412 reversed a short-lived Medicare instruction to report lab testing performed 
on an outpatient of the hospital (as opposed to a non-patient), when the testing was unrelated to an 
encounter on the same day, on the 014x type of bill. 
CMS explained that reporting outpatient services on the 014x TOB was not compliant with HIPAA 
standard transaction data set rules, and told hospitals to stop using the 141 TOB for those circumstances. 
At the end of the transmittal, CMS reminded hospitals to use the 014x TOB for non-patient services:

PARA Data Editor users with ?UB Data Specifications? access can view the American Hospital 
Association type of bill indicators on the Calculator tab by entering ?04x? in the search function and 
selecting the UB Data Specifications report (see next page):

UNDER THE MICROSCOPE

Clear ing Up 
Confusion On 

14x TOB
For Non-Patient 

Specimens 
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A larger excerpt from the transmittal follows: 

https://www.cms.gov/outreach-and-education/medicare-learning-network-mln/
mlnmattersarticles/downloads/SE1412.pdf 

UNDER THE MICROSCOPE

https://www.cms.gov/outreach-and-education/medicare-learning-network-mln/mlnmattersarticles/downloads/SE1412.pdf
https://www.cms.gov/outreach-and-education/medicare-learning-network-mln/mlnmattersarticles/downloads/SE1412.pdf
https://www.cms.gov/outreach-and-education/medicare-learning-network-mln/mlnmattersarticles/downloads/SE1412.pdf
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?As per the OPPS final rule, CMS created very limited exceptions to the packaging policy and 
instructed hospitals to use the 014X TOB (Hospital Non-Patient) to obtain separate payment only in 
the following circumstances: 

(1) Non-patient (referred) specimen; 

(2) A hospital collects specimen and furnishes only the outpatient labs on a given date of service; or 

(3) A hospital conducts outpatient lab tests that are clinically unrelated to other hospital outpatient 
services furnished the same day. ?Unrelated? means the laboratory test is ordered by a different 
practitioner than the practitioner who ordered the other hospital outpatient services, for a different 
diagnosis. 

?  

?Since publication of the final rule and the January release of CR 8572, some hospitals expressed 
concern that submitting a 014x TOB in this manner may violate the Health Insurance Portability and 
Accountability Act. The National Uniform Billing Committee (NUBC) definition approved in 2005 for 
the 014x TOB for billing of laboratory services provided to ?Non-Patients,? means referred specimen, 
where the patient is not present at the hospital. 

?To alleviate this concern, for CY 2014 a new modifier will be used on the 013X TOB (instead of the 
014X TOB) when non-referred lab tests are eligible for separate payment under the CLFS for 
exceptions (2) and (3) listed above. The 014x will only be used for non-patient (meaning referred) 
laboratory specimens (exception 1 above) and will not include this new modifier. The new modifier 
will be effective for claims received on or after July 1, 2014, and retroactive for dates of service on or 
after January 1, 2014. Please note that CMS views this new modifier as an immediate solution to 
hospitals? concern for CY 2014 and that we may evaluate better means to bill for laboratory services 
next year.? 

  

Medicare did not instruct hospitals to stop using the 014x TOB for all circumstances. The 014x 
TOB remains the appropriate billing form for hospitals to report charges for laboratory processing of 
specimen-only, non-patient services. It is inappropriate for hospitals to report non-patient services on the 
013x TOB. 

Another MLN Matters article repeats the direction from Medicare to stop using the 14x TOB when a lab 
service was rendered the same day as another outpatient service: 

https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network
-MLN/MLNMattersArticles/Downloads/MM8776.pdf [excerpt provided is on page 8]

UNDER THE MICROSCOPE

https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNMattersArticles/Downloads/MM8776.pdf
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNMattersArticles/Downloads/MM8776.pdf
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Operational Change to Billing Lab Tests for Separate Payment  

As delineated in MLN Matters Special Edition Article (SE)1412, issued on March 5, 2014, (see 
http://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLN 
MattersArticles/Downloads/SE1412.pdf ), effective July 1, 2014, OPPS hospitals should begin using 
modifier L1 on type of bill (TOB) 13X when seeking separate payment for outpatient lab tests under 
the Clinical Laboratory Fee Schedule (CLFS) in the following circumstances:  
1) A hospital collects specimen and furnishes only the outpatient labs on a given date of service; or  
2) A hospital conducts outpatient lab tests that are clinically unrelated to other hospital outpatient 
services furnished the same day.  
?Unrelated? means the laboratory test is ordered by a different practitioner than the practitioner who 
ordered the other hospital outpatient services, for a different diagnosis. Hospitals should no longer 
use TOB 14X in these circumstances. 
  

PARA offers guidance to hospitals in the new PAMA private-payer payment rate reporting requirements 
at the following link: 
https://apps.para-hcfs.com/para/Documents/PAMA%20Private%20Payor%20Lab
%20Payment%20Rate%20Reporting%20(Nov%208%202019)%20-%20Final.pdf

UNDER THE MICROSCOPE

https://apps.para-hcfs.com/para/Documents/PAMA%20Private%20Payor%20Lab%20Payment%20Rate%20Reporting%20(Nov%208%202019)%20-%20Final.pdf
https://apps.para-hcfs.com/para/Documents/PAMA%20Private%20Payor%20Lab%20Payment%20Rate%20Reporting%20(Nov%208%202019)%20-%20Final.pdf
https://apps.para-hcfs.com/para/Documents/PAMA%20Private%20Payor%20Lab%20Payment%20Rate%20Reporting%20(Nov%208%202019)%20-%20Final.pdf
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CMS started introducing pricing transparency guidelines in 2015 when it required hospitals to provide a 
list of standard charges upon request. However, it wasn?t until the 2019 final rule that they required 
hospitals to publish standard charges in a frequently updated, machine-readable format, online.  

The President?s Executive Order in June 2019 promoted increased availability of meaningful pricing 
information for patients.  

Therefore, CMS? FY2020 Proposed Rule 
(https://s3.amazonaws.com/public-inspection.federalregister.gov/2019-25011.pdf) attempted to further 
define hospitals, standard charges, and items and 
services. Although it continues to call for standard 
charges in a machine-readable format, it also requested 
payer-negotiated rates for charges and a separate list of 
?shoppable? services including 230 hospital-selected and 
70 CMS-selected services.  

The rule also outlined monitoring and enforcement 
including a monetary penalty and corrective action plans 
from hospitals. 

It is important to note that some states have been 
requiring a version of this rule for many years (except 
for the payer specific charges component). For example, 
states like California, Colorado, and North Carolina, 
among others, have required annual posting of 
chargemasters, a selection of hospital financial reports, 
and a listing of common procedures, for years. 

CMS: WHAT'S NEXT?

Pricing
Transparency

https://s3.amazonaws.com/public-inspection.federalregister.gov/2019-25011.pdf
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The American Hospital Association (AHA) soundly opposed the rule as it 
was written -  (https://www.aha.org/news/headline/2019-09-27
-aha-comments-opps-proposed-rule-cy-2020). In fact, of the 66 pages of 
comments on the proposed rule, 20 pages were devoted to the proposed 
Pricing Transparency guidelines outlined in the rule. Their belief is that 
this approach would only further confuse patients in their search for information and would disrupt 
contract negotiations between payers and hospitals.  

The AHA mentions many legal and operational challenges, even citing First Amendment rights and 
anti-trust, anti-competition challenges. We know that hospitals are operating on very thin margins and 
that threatening health plan competition in the marketplace may be detrimental to providers. Additionally, 
operationalizing this request is a sizable ask of the Finance and IT teams at hospitals.  

In the originally released Final Rule, CMS postponed a response/decision on this component of the 
proposed rule.  

However, on November 15th, they released comments and final action which is expected to be 
implemented on January 1, 2021. 
(https://s3.amazonaws.com/public-inspection.federalregister.gov/2019-24931.pdf)

The CMS Fact Sheet regarding the new rule 
(https://www.cms.gov/newsroom/fact-sheets/cy-2020-hospital-outpatient-prospective-
payment-system-opps-policy-changes-hospital-price) highlights the following information: Hospital price 
transparency final rule for FY2021 includes the following components: 

1) Hospitals post the "standard charges" online in a machine-readable file.  

According to the updated definition outlined by CMS, standard charges include all items and services, 
including supplies, facility fees and professional charges for employed physicians and other practitioners. 

The following data points are required:  

- gross charges ? chargemaster price 
- discounted cash prices ? self-pay/cash price 
- payer-specific negotiated charges ? hospital-negotiated price by third party payer 
- de-identified minimum negotiated charges ? lowest third-party payer negotiated price 
- de-identified maximum negotiated charges ? highest third-party payer negotiated price 

2) Hospitals publish 230 hospital-selected and 70 CMS-selected "shoppable services" including 
payer-specific negotiated rates online in a searchable and consumer-friendly manner. 

3) Hospitals that fail to publish the negotiated rates online could be fined up to $300 per day. 

The positive news from the November 15th announcement is that CMS is now planning to hold health 
insurance companies responsible for providing a level of transparency to pricing, as well.  

According to the proposed rule: 

- Health insurance companies and group health plans required to disclose on a public website their 
negotiated rates for in-network providers and allowed amounts paid for out-of-network providers. 
Focused on promoting competition, driving innovation and supporting price-conscious 
decision-making, according to the CMS fact sheet on the proposed rule

- Health insurers required to offer a transparency tool to provide members with personalized 
out-of-pocket cost information for all covered services in advance.  

For more information on how PARA Solutions can support your journey to Pricing Transparency, please 
contact your PARA Account Executive.

CMS: WHAT'S NEXT?

Pricing

Transparency

https://www.aha.org/news/headline/2019-09-27-aha-comments-opps-proposed-rule-cy-2020
https://www.aha.org/news/headline/2019-09-27-aha-comments-opps-proposed-rule-cy-2020
https://s3.amazonaws.com/public-inspection.federalregister.gov/2019-24931.pdf
https://www.cms.gov/newsroom/fact-sheets/cy-2020-hospital-outpatient-prospective-payment-system-opps-policy-changes-hospital-price
https://www.cms.gov/newsroom/fact-sheets/cy-2020-hospital-outpatient-prospective-payment-system-opps-policy-changes-hospital-price
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     APPROPRIATE USE HCPCS AND MODIFIERS RELEASED

THIS REVISED DOCUMENT CORRECTS INFORMATION REGARDING THE NEW 
CDSM MODIFIERS, WHICH SHOULD BE APPENDED TO THE IMAGING HCPCS 
RATHER THAN THE INFORMATIONAL G-CODE.  

The long-awaited CMS plan to require additional HCPCS to claims for Advanced Diagnostic Imaging has 
been unveiled. CMS will begin an ?Educational and Operations Testing Period?,  expected to last for one 
year (January 1, 2020 ? December 31, 2020). No denials for lack of CDSM reporting will occur during the 
?Education and Testing Phase? in 2020. (The requirement does not apply to Critical Access Hospitals.) 
While reporting in 2020 is ?encouraged?, it appears that in 2021 reporting will be mandatory, although 
CMS has not committed to that date yet. Eventually, ?rendering providers? i.e. hospitals and independent 
imaging centers, as well as interpreting radiologists, will be required to report an informational G-code, 
along with a modifier appended to the imaging exam HCPCS, to obtain payment for an Advanced 
Diagnostic Imaging Study.  
The excerpt below illustrates the mandatory reporting for a CT of the head billed to Medicare on a UB04: 

  

The list of imaging HCPCS which will require CDSM reporting is available on the PARA Data Editor; 
search the Advisor tab with the keyword ?AUC? in the summary field, then click on the ?CDM? link to the 
right of that Advisor: 

The MLN Matters article describing the new requirements is available at the link below: 
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/
MLNMattersArticles/Downloads/MM11268.pdf

https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNMattersArticles/Downloads/MM11268.pdf
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNMattersArticles/Downloads/MM11268.pdf
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNMattersArticles/Downloads/MM11268.pdf
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During the 2020 ?Education and Testing phase?, CMS indicates that claims will not be denied for failing to 
include AUC-related information or for misreporting AUC information on non-imaging claims, but 
inclusion is encouraged. 

The reporting requirement is challenging, in that hospitals and radiologists will require the CDSM 
information from the ordering provider. Since ordering providers are not accustomed to consulting 
CDSMs, and may or may not have access to a CDSM, compliance with the new requirements will require 
considerable organization and teamwork.  
Beginning in 2020, CMS claims processing systems will accept eleven new informational HCPCS, which 
identify by name each qualified CDSM programs. In addition, eight new modifiers to be appended to the 
HCPCS for Advanced Diagnostic Imaging services have been released. Each advanced diagnostic 
imaging service billed to Medicare after 1/1/2020 should list one informational G-code, and a CDSM 
modifier should be appended to the imaging exam HCPCS. 
In 2019, reporting was both voluntary and fairly simple ? if the ordering practitioner consulted a CDSM 
when ordering an advanced diagnostic imaging exam, the billing provider supplying the technical 
component or the professional interpretation appends modifier QQ (Ordering professional consulted a 
qualified clinical decision support mechanism for this service and the related data was provided to the 
furnishing professional) to the imaging code HCPCS. There was no second line HCPCS which identified 
the CDSM consulted. While the QQ modifier was not deleted in 2020, Medicare has instructed rendering 
providers to use the new modifier set after 1/1/2020. 
Medicare created ten new HCPCS G-codes, G1000-G1010, to identify  ?qualified? CDSM programs by 
name, plus G1011 for ?NOS? ? not otherwise specified.  
Each HCPCS long description includes ?as defined by the Medicare Appropriate Use Criteria Program?, 
which we have omitted for the sake of brevity in the list below: 

- G1000 - Clinical Decision Support Mechanism Applied Pathways 
- G1001 - Clinical Decision Support Mechanism eviCore 
- G1002 - Clinical Decision Support Mechanism MedCurrent 
- G1003 - Clinical Decision Support Mechanism Medicalis 
- G1004 - Clinical Decision Support Mechanism National Decision Support Company, 
- G1005 - Clinical Decision Support Mechanism National Imaging Associates 
- G1006 - Clinical Decision Support Mechanism Test Appropriate 
- G1007 - Clinical Decision Support Mechanism AIM Specialty Health 
- G1008 - Clinical Decision Support Mechanism Cranberry Peak 
- G1009 - Clinical Decision Support Mechanism Sage Health Management Solutions 
- G1010 - Clinical Decision Support Mechanism Stanson 
- G1011 - Clinical Decision Support Mechanism, qualified tool not otherwise specified

APPROPRIATE USE HCPCS AND MODIFIERS RELEASED
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Medicare also released eight new modifiers to be appended to the imaging exam HCPCS if an Advanced 
Diagnostic Imaging is billed. The modifiers indicate the clinician?s use (or non-use) and compliance with a 
Clinical Decision Support Mechanism (CDSM) when ordering Advanced Imaging Studies. The list of 
modifiers appears below.

APPROPRIATE USE HCPCS AND MODIFIERS RELEASED
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On October 24, 2018, President Trump signed into law the Substance 
Use-Disorder Prevention That Promotes Opioid Recovery and Treatment 
for Patients and Communities Act (SUPPORT Act; P.L., (115-271). 
The law was adopted in response to growing concerns nationwide about the 
increasing numbers of drug overdose deaths. The numbers, specifically Opioid 
overdoses, have significantly been on the increase since CY 2002.  
The Support Act consists of eight titles. Among the significant Medicare 
changes, the law creates a Medicare bundled payment for an incident of 
medication-assisted treatment (MAT), which combines medications with 
counseling and behavioral therapies to provide a holistic approach 
to treating Opioid Use Disorder (OUD) and makes federally registered 
opioid treatment programs (OTPs) approved Medicare providers.  
In addition, under the Act private insurers will be required to offer 
Medicare Part D prescription drug plans to implement ?lock-in? programs. 
This requirement is scheduled to be implemented in CY 2022, that limit the 
number of pharmacies and prescribers used by enrollees that are identified as 
at risk of opioid abuse.  

https://www.congress.gov/115/plaws/publ271/PLAW-115publ271.pdf

Medicare Coverage of Opioids and OUD Treatment: 
Currently, Medicare benefits are provided through Part A, which covers hospital (inpatient) services and 
skilled nursing care; Part B, which covers physician services, other outpatient services and 
physician-administered prescription drugs; Part C Medicare Advantage (MA), a managed care option that 
offers Part A and Part B benefits (except hospice care); and Part D, a voluntary program that provides 
coverage of outpatient prescription drugs through private health plans. 
Medicare may provide coverage for opioids prescribed by approved providers in a variety of settings 
including outpatient care, a hospital, a skilled nursing facility, or a hospice.  
Medicare does not currently have a distinct benefit category for Substance Use Disorder (SUD) 
treatment, although the program will reimburse for certain services, such as psychiatric care and 
prescription drugs, that are deemed reasonable and necessary for treatment of alcoholism and opioid 
abuse when provided in settings certified by HHS.

MEDICARE PROVISIONS FOR OPIOID RECOVERY AND TREATMENT

https://www.congress.gov/115/plaws/publ271/PLAW-115publ271.pdf
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Medicare Provisions of the SUPPORT Act:  

  

- Creates a new Medicare bundled payment for MAT, effective in CY 2022. The payment covers 
MAT services provided in federally registered OTPs, including dispensing of methadone.
 

- Requires Part D plans to administer lock-in programs for enrollees identified as 
at risk of opioid abuse, beginning in CY 2022. 

- Requires electronic prescribing of controlled substances in Medicare Part D to 
reduce errors and fraud, effective CY 2021. 

- Allows Part D plans to suspend payments to pharmacies in 
cases where there are credible allegations of fraud, beginning 
in CY 2020. 

Expanding the Use of Telehealth Services for the Treatment of Opioid 
Use Disorder and Other Substance Use Disorders: Under the current general 
provisions of CMS, telehealth services can be provided to Medicare 
beneficiaries under Parts A and B, in certain situations, separate payment for 
telehealth services will apply.  

Under Part B, payments for telehealth services are required to follow the 
provisions outlined in the Social Security Act (SSA) Section 1834(m), which places the restrictions on the 
location, provider, telehealth technology, and certain other parameters.  

Beginning January 01, 2020, The Bipartisan Budget Act of CY2019 (BBA 18; P.L. 115-123) expands 
telehealth under Medicare in four ways: 

  

1.Increasing the opportunities for certain accountable care organization (ACO) and Medicare shared 
savings plans models to receive telehealth payments

2.Eliminating the originating site restrictions for telehealth services for acute stroke evaluation, 
beginning January 01, 2019 

3.Allowing MA plans to provide additional telehealth benefits, which are treated as if they are 
benefits required under original Medicare (Parts A and B) for payment purposes starting in CY 
2020 

4.By permitting Medicare patients with end-stage renal disease on home dialysis to receive monthly 
clinical assessments at home or at freestanding dialysis facilities via telehealth beginning January 
01, 2019.

MEDICARE PROVISIONS FOR OPIOID RECOVERY AND TREATMENT
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Medicare provisions of the SUPPORT Act: 

Section 2001 of the SUPPORT Act amends SSA Section 1834(m) to eliminate the geographic originating 
site requirements listed in the above paragraph for telehealth services furnished for the treatment of SUD 
and co-occurring mental health disorders.  

For providers to receive reimbursement for the facility fee for SUD telehealth services, the 
originating site must be one of the qualifying originating sites listed in the 
telehealth requirements, (excluding freestanding dialysis facilities). The provision 
also adds the home as a permissible originating site for SUD telehealth services, 
however, facility fees would not apply when the originating site is the beneficiary 
home.  The amendments of this provision are to become effective beginning 
July 01, 2019.  

Comprehensive Screenings for Seniors: Currently under Medicare, 
beneficiaries are entitled to annual ?well? visits with the first being 
furnished within the first year of Medicare enrollment (IPPE). Visits 
following are considered annually (AWV) and personalized prevention 
plan services. For each visit, the provision of a health assessment, a 
suite of physical measurements, education and counseling, and referral 
for additional preventive services that are covered separately. Consultative 
services that must be furnished include, among others, end-of-life planning and 
screenings for depression and alcohol misuse.  

Medicare provisions of the SUPPORT ACT: 

Section 2002 amends the IPPE authority in SSA Section 1861(ww) to include a review of the beneficiary?s 
current opioid prescriptions and should be defined in the patient medical records: 

  

- Complete review of potential risk factors for OUD 

- Evaluation of pain severity and the treatment plan 

- The provision of information on non-opioid treatment options 

- Referral to a specialist, as the physician/clinician deems appropriate 

In addition, the provision adds to the required elements of the IPPE, screening for potential substance use 
disorders.  

The provision also amends the AWV authority in SSA Section 1861(hhh) to include the same review of 
the beneficiary?s current opioid prescription (s) as for the IPPE requirements.  

The tables on the following pages outline all provisions that are contained within this Act, along with the 
scheduled implementation dates. It is recommended all providers review the tables, as the Act?s 
provisions will impact across all providers, including FQHC and RHC. 

  

  

  

  

MEDICARE PROVISIONS FOR OPIOID RECOVERY AND TREATMENT
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In 2020, Medicare will reimburse Opioid Disorder Treatment (ODT) Programs, a new category of 
provider type. Information regarding enrollment and billing is available on the CMS website at: 

https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/Opioid-
Treatment-Program/Index.html 
  

Special program enrollment is required to be eligible for reimbursement. Reimbursement for the program 
is per week of treatment (look for ?weekly bundle? in the HCPCS description.) Additional professional and 
facility fee reimbursement is limited to only G2086, G2087, and G2088; rates for those codes are provided 
on the last page of this paper. 
The chart below containing HCPCS and payment rates for weekly services of an ODT Program were 
obtained from the CMS website at:  
https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/Opioid-Treatment-Program
/Downloads/CY2020-OTP-Payment-Rates.pdf 

2020 CODING UPDATE -- OPIOID DISORDER TREATMENT HCPCS

https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/Opioid-Treatment-Program/Index.html
https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/Opioid-Treatment-Program/Index.html
https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/Opioid-Treatment-Program/Downloads/CY2020-OTP-Payment-Rates.pdf
https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/Opioid-Treatment-Program/Downloads/CY2020-OTP-Payment-Rates.pdf
https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/Opioid-Treatment-Program/Index
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2020 CODING UPDATE -- OPIOID DISORDER TREATMENT HCPCS

Reimbursement outside of the "weekly bundle" program rate is limited to only a few of the new codes.
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In the 2020 OPPS Final Rule, Medicare firmed up its plan to require hospital outpatients to obtain prior 
authorization to perform certain services which it deems to have been at risk for incorrect payment due 
to medical necessity, primarily services that are sometimes performed for cosmetic purposes. The prior 
authorization process is not required of procedures performed in Ambulatory Surgery Centers.  

The regional MACs will be responsible for the nuts-and-bolts authorization process. In theory, the 
authorization process will take no more than 10 days. Either the physician or the hospital may submit the 
request for prior authorization, but the hospital will remain ultimately responsible for ensuring that 
authorization is obtained prior to the surgical procedure.  
Eventually, Medicare expects to provide an exemption to the prior authorization process for certain 
physicians who demonstrate consistent compliance with medical necessity requirements, but the details 
of this process are not yet available. 
The final rule will be published in the Federal Register on 11/12/19; in the meantime, a temporary link has 
been provided to the unpublished text: 
https://www.federalregister.gov/documents/2019/11/12/2019-24138/
medicare-program-changes-to-hospital-outpatient-prospective-payment-and-ambulatory-surgical-center 

?In sum, we are finalizing our proposed prior 
authorization policy as proposed, including our 
proposed regulation text, with the following 
modifications: we are adding additional language at § 
419.83(c) regarding the notice of exemption or 
withdraw of an exemption. We are including in this 
process the two additional botulinum toxin injections 
codes, J0586 and J0588. See Table 65 below for the 
final list of outpatient department services requiring 
prior authorization. ? ? 

TABLE 65.--PROPOSED LIST OF OUTPATIENT 
SERVICES THAT WOULD REQUIRE PRIOR 
AUTHORIZATION

2020 OPPS FINAL RULE REQUIRING PRIOR AUTHORIZATION

https://www.federalregister.gov/documents/2019/11/12/2019-24138/medicare-program-changes-to-hospital-outpatient-prospective-payment-and-ambulatory-surgical-center
https://www.federalregister.gov/documents/2019/11/12/2019-24138/medicare-program-changes-to-hospital-outpatient-prospective-payment-and-ambulatory-surgical-center
https://www.federalregister.gov/documents/2019/11/12/2019-24138/medicare-program-changes-to-hospital-outpatient-prospective-payment-and-ambulatory-surgical-center
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2020 OPPS FINAL RULE REQUIRING PRIOR AUTHORIZATION
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On November 15, 2019, the Centers 
for Medicare & Medicaid Services 
(CMS) finalized policies that follow 
directives in President Trump?s Executive 
Order, entitled ?Improving Price 
and Quality Transparency in 
American Healthcare to Put Patients 
First,? that lay the foundation for a 
patient-driven healthcare system 
by making prices for items and services 
provided by all hospitals in the 
United States more transparent for 
patients so that they can be more 
informed about what they might pay for hospital items and services. 

The policies in the final rule will further advance the agency?s commitment to increasing price 
transparency. It includes requirements that would apply to each hospital operating in the United States. 

This fact sheet discusses the provisions of the final rule (CMS-1717-F2), which can be downloaded from 
the Federal Register at: https://www.hhs.gov/sites/default/files/cms-1717-f2.pdf. 

Increasing Price Transparency of Hospital Standard Charges

On June 24, 2019, the President signed an Executive Order on Improving Price and Quality Transparency 
in American Healthcare to Put 
Patients First noting that it is the 
policy of the Federal Government to 
increase the availability of meaningful 
price and quality information for 
patients.  

The Executive Order directed the 
Secretary of Health and Human 
Services (HHS) to propose a 
regulation, consistent with applicable 
law, to require hospitals to publicly 
post standard charge information.[1] We believe healthcare markets work more efficiently and 
provide consumers with higher-value healthcare if we promote policies that encourage choice 
and competition.[2] In short, as articulated by the CMS Administrator, we believe that transparency in 
health care pricing is ?critical to enabling patients to become active consumers so that they can lead the 
drive towards value.?[3]

 
This final rule implements Section 2718(e) of the Public Health Service Act and improves upon prior 
agency guidance that required hospitals to make public their standard charges upon request starting in 
2015 (79 FR 50146) and subsequently online in a machine-readable format starting in 2019 (83 FR 
41144).

Section 2718(e) requires each hospital operating within the United States to establish (and update) and 
make public a yearly list of the hospital?s standard charges for items and services provided by the 
hospital, including for diagnosis-related groups established under section 1886(d)(4) of the Social Security 
Act.  

NEW FINAL RULES: GET THE FACTS
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https://www.hhs.gov/sites/default/files/cms-1717-f2.pdf
https://www.cms.gov/newsroom/fact-sheets/cy-2020-hospital-outpatient-prospective-payment-system-opps-policy-changes-hospital-price#_ftn1
https://www.cms.gov/newsroom/fact-sheets/cy-2020-hospital-outpatient-prospective-payment-system-opps-policy-changes-hospital-price#_ftn2
https://www.cms.gov/newsroom/fact-sheets/cy-2020-hospital-outpatient-prospective-payment-system-opps-policy-changes-hospital-price#_ftn3
https://www.cms.gov/newsroom/fact-sheets/cy-2020-medicare-hospital-outpatient-prospective-payment-system-and-ambulatory-surgical-center-0
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In the final rule, we finalize the following: 

(1) definitions of ?hospital?, ?standard charges?, and ?items and services?; 

(2) requirements for making public a machine-readable file online that includes all standard 
charges (including gross charges, discounted cash prices, payer-specific negotiated charges, and 
de-identified minimum and maximum negotiated charges) for all hospital items and services; 

(3) requirements for making public discounted cash prices, payer-specific negotiated charges, and 
de-identified minimum and maximum negotiated charges for at least 300 ?shoppable? services (70 
CMS-specified and 230 hospital-selected) that are displayed and packaged in a consumer-friendly 
manner; and 

(4) monitoring for hospital noncompliance and actions to address hospital noncompliance 
(including issuing a warning notice, requesting a corrective action plan, and imposing civil 
monetary penalties), and a process for hospitals to appeal these penalties.  CMS is finalizing that 
these policies would be effective January 1, 2021.

NEW FINAL RULES: GET THE FACTS
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CMS has announced the new updates for the CY2020 premiums and deductibles for Part A 
and Part B fee for service providers. 

Medicare Part B covers physician services, outpatient hospital services, certain home health services, 
durable medical equipment, and certain other medical and health services not covered under Part A.  
The standard monthly premium for Medicare Part B enrollees will be $144.60 for CY 2020. This is a slight 
increase over CY2019, which was $135.50.  
The annual deducible for Part B enrollees for CY2020 is $198.00. As with the increase in premiums, this 
is also a slight increase over CY2019, which was $185.00. 
Medicare Part A covers inpatient hospital, skilled nursing facility, and some home health care services. 
Currently, CMS records show about 99% (percent) of Medicare beneficiaries do not have a Part A 
premium since they have at least 40 quarters of Medicare-covered employment. 
For CY2020, the Medicare Part A inpatient deductible is $1408.00. This is an increase of $44.00 from the 
CY2019 deductible amount of $1340.00. 
  

CY2020 Co-insurance rates:  
$352.00 ? 61st ? 90th day 
$704.00 ? 91st ? 150th day for Lifetime reserve days 
$176.00 ? 21st ? 100th day for SNF days 
  
Medicare Advantage Premiums: In CY2019 Medicare Advantage premiums will decline while plan 
choices and new benefits increase. On average, Medicare Advantage premiums are estimated to 
decrease by 23% from the CY2018. 
Article reference:  
https://www.cms.gov/newsroom/fact-sheets/2020-medicare-parts-b-premiums-and-deductibles

2020 MEDICARE PREMIUM UPDATES

https://www.cms.gov/newsroom/fact-sheets/2020-medicare-parts-b-premiums-and-deductibles
https://www.cms.gov/newsroom/fact-sheets/2020-medicare-parts-b-premiums-and-deductibles
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In preparation for the year-end CPT®/HCPCS 
update, PARA has prepared eleven brief ?2020 
Coding Update? documents listing deleted codes 
and added codes within a particular clinical area or 
procedure group.  The documents are available on 
the PARA Data Editor ?Advisor? tab. 

The coding topics addressed do not encompass all 
CPT® updates, only those which are most likely to 
be ?hard-coded? to a line item in a facility 
chargemaster.  Topics are divided into immediately 
related areas, and more than one paper may 
contain information useful to a service line 
manager. 
Due to CPT® licensing restrictions, these 
documents cannot be published within the PARA 

Weekly eJournal. PARA Data Editor users may access the information on the Advisor tab; search 
?Coding Update? in the type field, and/or 2020 in the subject field, as illustrated below: 

Medicare coverage information is not available on all of the new codes at this time. Following the release 
of the OPPS Final Rule in November, coding update papers will be revised to indicate whether Medicare 
will accept/cover the new codes that are not clear. 
PARA Data Editor users can identify updated papers by the word ?Revised? in the title and the date 
issued will be updated.

2020 CODING UPDATE DOCUMENTS AVAILABLE
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PARA invites you to check out the mlnconnects page available from the Centers For Medicare and 
Medicaid (CMS). It's chock full of news and information, training opportunities, events and more! Each 
week PARA will bring you the latest news and links to available resources. Click each link for the PDF!

  Special Edition: Thursday, November 26, 2019 

New Medicare Card: Claim  Reject  Codes Af t er  January 1 

Get paid. Use Medicare Beneficiary Identifiers (MBIs) now. 

If you do not use MBIs on claims (with a few exceptions) after January 1, you will get: 

- Electronic claims reject codes: Claims 
Status Category Code of A7 
(acknowledgment rejected for invalid 
information), a Claims Status Code of 164 
(entity?s contract/member number), and an 

Entity Code of IL (subscriber) 
- Paper claims notices: Claim Adjustment 

Reason Code (CARC) 16 ?Claim/service 
lacks information or has submission/billing 
error(s)? and Remittance Advice Remark 
Code (RARC) N382 
?Missing/incomplete/invalid patient 

identifier? 

We encourage people with Medicare to carry their 
cards with them since we removed the Social 

Security Number-based number; if your patients do not bring their Medicare cards with them: 

- Give them the Get Your New Medicare Card flyer in English (PDF) or Spanish (PDF). 
- Use your Medicare Administrative Contractor?s look-up tool. Sign up (PDF) for the Portal to use the tool. 
- Check the remittance advice. Until December 2019, we return the MBI 

on the remittance advice for every claim with a valid and active Health 

Insurance Claim Number (HICN). 

See the MLN Matters Article (PDF) to learn how to get and use MBIs. 

View this edition as a PDF (PDF) 

MLN CONNECTS

https://www.cms.gov/Medicare/New-Medicare-Card/index
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/Downloads/GetYourNewMedicareCard.pdf
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/Downloads/GetYourNewMedicareCard.pdf
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/Downloads/GetYourNewMedicareCardSpanish.pdf
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/Downloads/GetYourNewMedicareCardSpanish.pdf
https://www.cms.gov/Medicare/New-Medicare-Card/Providers/MACs-Provider-Portals-by-State.pdf
https://www.cms.gov/Medicare/New-Medicare-Card/Providers/MACs-Provider-Portals-by-State.pdf
https://www.cms.gov/Medicare/New-Medicare-Card/Providers/MACs-Provider-Portals-by-State.pdf
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNMattersArticles/downloads/SE18006.pdf
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNMattersArticles/downloads/SE18006.pdf
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNMattersArticles/downloads/SE18006.pdf
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNMattersArticles/downloads/SE18006.pdf
https://www.cms.gov/media/453876
https://www.cms.gov/media/453876
https://www.cms.gov/media/453876
https://www.cms.gov/media/453876
https://www.cms.gov/media/453876
https://www.cms.gov/media/453876
https://www.cms.gov/media/453876
https://www.cms.gov/outreach-and-educationoutreachffsprovpartprogprovider-partnership-email-archive/new-medicare-card-claim-reject-codes-after-january-1
https://www.cms.gov/Outreach-and-Education/Outreach/FFSProvPartProg/Provider-Partnership-Email-Archive-Items/2019-06-27-eNews.html?DLPage=1&DLEntries=10&DLSort=0&DLSortDir=descending
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There was ONE new or revised Med Learn 
(MLN Matters) article released this week. 

To go to the full Med Learn document simply 
click on the screen shot or the link.

FIND ALL THESE MED LEARNS 
IN THE ADVISOR TAB OF THE PDE1

https://apps.para-hcfs.com/PDE_V2/CDMEditor_New.aspx
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The link to this MedLearn MM11560

https://www.cms.gov/files/document/mm11560
https://www.cms.gov/files/document/mm11560
https://www.cms.gov/files/document/mm11560
https://www.cms.gov/files/document/mm11560
https://www.cms.gov/files/document/mm11560
https://www.cms.gov/files/document/mm11560
https://www.cms.gov/files/document/mm11560
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There were THREE new or revised 
Transmittals released this week.

To go to the full Transmittal document simply click 
on the screen shot or the link.

FIND ALL THESE TRANSMITTALS 
IN THE ADVISOR TAB OF THE PDE

3

https://apps.para-hcfs.com/PDE_V2/CDMEditor_New.aspx
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The link to this Transmittal R2402OTN

https://www.cms.gov/files/document/r2402otn
https://www.cms.gov/files/document/r2402otn
https://www.cms.gov/files/document/r2402otn
https://www.cms.gov/files/document/r2402otn
https://www.cms.gov/files/document/r2402otn
https://www.cms.gov/files/document/r2402otn
https://www.cms.gov/files/document/r2402otn
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The link to this Transmittal R4468CP

https://www.cms.gov/files/document/r4468cp
https://www.cms.gov/files/document/r4468cp
https://www.cms.gov/files/document/r4468cp
https://www.cms.gov/files/document/r4468cp
https://www.cms.gov/files/document/r4468cp
https://www.cms.gov/files/document/r4468cp
https://www.cms.gov/files/document/r4468cp
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The link to this Transmittal R2403OTN

https://www.cms.gov/files/document/r2403otn
https://www.cms.gov/files/document/r2403otn
https://www.cms.gov/files/document/r2403otn
https://www.cms.gov/files/document/r2403otn
https://www.cms.gov/files/document/r2403otn
https://www.cms.gov/files/document/r2403otn
https://www.cms.gov/files/document/r2403otn
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