




General Information - Part A & RHHI
How to Interpret the Remittance Advice for Adjustments Subject to MMA Section
935 – RAC or Other Post-payment Review (Continued)
If the provider has not filed a valid appeal request, the amount owed will be taken back on a remittance advice 41 days after the
claim finalized (date of the demand letter). Providers will be able to identify that amount by looking at the amount listed in the
935 withholding field as a positive. Note that the amount withheld will include interest if the recoupment occurs more than 30
days after the date of the demand letter.  

Section 935 Recoupment Basics
Recoupment is the act of recovery by a Medicare contractor of any outstanding Medicare debt by reducing present or future
Medicare payments and applying the amount recouped to the indebtedness. It can apply to the recovery of funds for all Medicare
Part A and Medicare Part B claims for which a demand letter is issued. All RAC adjustments and therefore their related debts are
subject to 935 appeals rights.

The Medicare Prescription Drug, Improvement, and Modernization Act (MMA) of 2003, Section 935 amended Title XVIII of the
Social Security Act to add a new paragraph to Section 1893(f)(2)(a), which required the Centers for Medicare & Medicaid
Services (CMS) to change:
• How it recoups certain overpayments to providers, physicians, suppliers; and 
• How it pays interest to a provider, physician, or supplier whose overpayment is reversed at subsequent administrative or judicial

levels of appeal. 

Prior to the enactment of MMA of 2003, Medicare would recoup the debt as soon as the adjustment finalized; therefore, the
provider would be without their funds before having the ability to appeal. Section 935 of the MMA amended that process to protect
providers through the first and second levels of appeal by limiting the recoupment process while the appeal is underway. Provider
appeal rights and the time frames for filing an appeal have not changed.
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Section 935 Recoupment Basics (Continued)
Steps in the Recoupment Process—Medicare Part A
1. Claim is Adjusted

After a post-pay medical review (Comprehensive Error Rate Testing [CERT] or medical review) or Medicare Secondary Payer
(MSP) recovery and during the Medicare Part A claim adjustment process if an adjustment results in an additional payment to
the provider, existing underpayment policies are followed. 

If an adjustment results in an overpayment and the 935 rules apply, the claim will be identified as subject to 935 provisions.
American National Standards Institute (ANSI) code N469 will appear on the remittance advice. If the adjustment is due to a
RAC review, an N432 code will be displayed (effective July 2010). When the claim finalizes, the provider will see a negative
adjustment in the remittance advice/voucher; however, what appears as a take-back is added to the “adjustment to balance” line
item on the summary page of the remittance and added back to the total EFT or check payment. Providers will need to fully
reconcile their remit from the remittance detail to the EFT in order to balance their ledger.  

Once the adjustment appears on the remittance, the provider can pay the debt via check; request an immediate offset against
future claims payments via fax (414-459-6007), or send an appeal. If the provider does none of the above, the debt will recoup
with interest on the 41st day from the day the adjustment became final (one day prior to the remit date). If an appeal is received
by the 30th day, NHIC, Corp. will stay all recoupment efforts until the outcome of the appeal is decided. If the appeal request
was received prior to the end of the 30-day timeframe and the recoupment was stayed, NHIC, Corp. sends a confirmation letter
to the provider communicating that the recoupment was stayed on those claims that were appealed.

2. Accounts Receivable Created/ Demand Letter Sent
Once the claims process, the adjusted claims marked for recoupment trigger the creation of an account receivable and a demand
letter is generated. For all 935 demands that are not RAC related, CMS standard systems generate the letter and the demand is
mailed the same day of the remittance date. For all RAC related demands, NHIC, Corp. sends the RAC a file the same day the
remit is dated and the RAC has 7 days from the receivable date (adjustment date) to generate and send the demand letter. Due
to this difference in process, providers may see that their RAC demand letters come slightly later than their non-RAC 935
demand letters. Providers should also recognize that the RAC sends another letter prior to the demand that identifies initial
findings of their review, if the review was based on medical documentation submitted to them by the provider. This letter is
sometimes confused with the demand letter.  

NHIC, Corp. Demand Letters
NHIC, Corp. demand letters are generated out of the Healthcare Integrated General Ledger Accounting System (HIGLAS) using
the address listed as the master address in the Fiscal Intermediary Standard System (FISS) provider file. HIGLAS is programmed
to use only the master address on file for providers. An accounts receivable is set up when the demand letter is generated.
Recoupment occurs at the accounts receivable level; therefore monies recouped are applied to the oldest accounts first.

RAC Demand Letters
The RAC generates its own demand letters. Providers have the option of contacting the RAC to give a specific name and address
to which they want their demand letters mailed. If the RAC has requested medical records and performed a complex review, they
will send a Review Results Letter prior to the demand letter explaining their findings. If an appeal will be requested providers
must wait until the claim is adjusted and appears on the remittance advice.

Demand Letter Tips
• Timeliness of the appeal request is important. During the appeal process, interest continues to accrue. 
• If the appeal decision is affirmation, upholding the RAC’s decision, collection may resume within the designated time frames. 
• A provider, who has filed a bankruptcy petition or is involved in a bankruptcy proceeding, should contact NHIC, Corp.

immediately. Contact information is included within the demand letter. 

3. Stopping Recoupment Once a Demand Letter is Received
Medicare will stop recoupment upon receipt of a valid and timely request for a redetermination within 30 days from the date
of the demand letter; or following an unfavorable or partially favorable redetermination decision if the provider decides to act
quickly and file a valid request for reconsideration with the Qualified Independent Contractor. 

Providers can Choose How to Respond to the Demand Letter
Providers have a choice regarding how they want to respond to demand letters.

• Submit a request for early recoupment
• Fax a copy of the RAC demand letter and a statement identifying the claims which you would like the recoupment to

begin early
• Requesting early recoupment may reduce the amount of interest assessed if collections occur prior to the 30th day. 

• Allow recoupment from future payments. Recoupment will occur 41 days after the date of the demand letter unless we receive
a valid appeal request before that time.

• Please be aware that interest is assessed on day 30.
• Request an Extended Repayment Plan (ERP). If a provider needs longer than 30 days to repay the entire amount, they have the

option of asking NHIC, Corp. for an ERP. 
• An ERP can be requested at any time during debt collection process. 
• Submitting the request within 15 days may decrease the necessity to withhold all interim payments. 
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Section 935 Recoupment Basics (Continued)
• Information regarding ERP is included in demand letter. 
• ERP requests for RAC determined overpayments must be sent to the RAC that issued the demand letter

• Submit a rebuttal
• The provider has the option to submit a rebuttal statement and evidence as to why the recoupment of the overpayment will

cause them financial hardship. The statement and accompanied evidence will be reviewed by NHIC, Corp. and a decision
will be sent to the provider within 15 days of the receipt of the rebuttal. The decision may or may not affect the recoupment
of the overpayment.

• A rebuttal is not an appeal or a means of disagreeing with the overpayment. It is strictly a means of providing proof that the
recoupment would adversely affect the provider’s financial situation.

• If a provider does not agree with a RAC determined overpayment, they should contact the RAC during the discussion period
or file an appeal.

The Appeals Process
Level 1 Redetermination and Level 2 Reconsideration
Only submission of a valid and timely request for redetermination will start the appeal process in motion. Correspondence stating
“intent” to appeal will not be accepted.

Upon the receipt of a provider’s valid and timely request for a redetermination of overpayment, NHIC, Corp. will take the
following steps:

• Either stop recoupment of overpayment that is the subject of the appeal or will not initiate recoupment if it has not yet
started. 
• To ensure recoupment will not be initiated, the valid appeal request must be received by the Appeals unit within NHIC,

Corp. prior to day 30. It is in the provider’s best interest to submit the valid appeal request as early as possible to allow
enough time for delivery, validation and processing.

• A valid appeal post marked on day 30 does not ensure recoupment will not be initiated. 
• Retain any amounts recouped, if already collected before processing the request for redetermination. Any amounts already

recouped will be applied first to interest and then to principal. 
• Continue to collect any other debts the providers might owe, but will not withhold or place in suspense any monies related

to this particular debt, while it is in an appeal status. 
• The NHIC, Corp. Overpayment Recovery Unit (ORU) will send a notice to the provider briefly stating that a valid and

timely request for appeal has been received and that recoupment has been stopped pending the outcome. 

There are three possible outcomes for a redetermination or reconsideration:
• Full Reversal: The provider is reimbursed for covered items and/or services. NHIC, Corp. will adjust the overpayment and

amount of interest charges. The amount held may be applied to any other debt the provider may owe and any excess will be
refunded to the provider. 

• Partial Reversal: The provider will be partially reimbursed for covered items and/or services. In addition, any recouped funds
and interest already paid will be repaid to the provider. 

• Full Affirmation: The overpayment determination is upheld. The provider will receive a Medicare Redetermination Notice
(MRN) which will state the timeframe to file for the next level of appeal. The time frame begins with the date on the MRN.
The MRN will be followed by a demand letter. 

Note: The MRN issued is the same letter used for any type of appeal. It is not specific to the MMA Section 935 recoupment
process.

If the provider chooses to submit a request for reconsideration to the QIC, the QIC will notify NHIC, Corp. of their receipt of the
valid and timely request.

NHIC, Corp.:
• Stop recoupment of the overpayment (or if it has not yet begun it will not be initiated); 
• Retain monies recouped and apply first to interest and then to principal (if recoupment process had already begun before the

reconsideration request was processed);
• Continue to collect other debts that provider might owe but will not withhold or place in suspense any monies related to this

debt while it is in appeal status. 

For financial reporting purposes, the status of the debt during the redetermination and reconsideration appeal levels is “appeal.”

When recoupment begins or resumes, the status will be changed to reflect the status “eligible for offset.” 

Level 3 Administrative Law Judge 
The third level of appeal is the administrative law judge (ALJ). It is important to understand that following a QIC decision to fully
or partially uphold the overpayment decision, Medicare will continue to recoup until the debt is satisfied in full, whether or not a
provider subsequently appeals overpayment to the ALJ, Medicare appeals council or federal court.

If an appeal is decided in favor of the provider by the ALJ (level 3) or later, the provider may be eligible for an interest payment
that may be added to the refund returned to the provider.
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The Importance of Inpatient Rehabilitation Facilities (IRFs) Reporting the Correct
Patient Discharge Status Code on Claims 
This article is to advise Inpatient Rehabilitation Facilities (IRFs) the importance of reporting a patient discharge status code of 05
when a more appropriate code, such as a 02 or a 03, should have been reported on their Medicare claims.  

It is very important that an IRF assign and report the most appropriate patient status code on its Medicare claim. Submitting a
claim with an incorrect patient discharge status code is a claim billing error and could result in the claim being rejected or in the
claim being cancelled and payment being taken back. In addition, it can result in the IRF receiving an inappropriate Medicare
payment due to the transfer payment policy that exists under the Inpatient Rehabilitation Facility Prospective Payment System
(IRF PPS). Under the IRF PPS, an IRF receives a full Case Mix Group (CMG) payment from Medicare when it
discharges/transfers a beneficiary to home or to an institution that does not fall under the transfer payment policy. However, for a
transfer case, Medicare pays a lesser amount, based on a per diem rate and the number of days the beneficiary spent in the IRF.
A transfer case is one in which the beneficiary’s IRF stay is shorter than the average stay for the non-transfer cases in the specific
CMG and the beneficiary is discharged or transferred to an acute care hospital for inpatient care, a hospital-based approved Swing
Bed (within the institution), another IRF, a long-term care hospital, or a nursing home that accepts payment under Medicare or
under Medicaid.  

The patient discharge status code is a required two-digit code that identifies where the patient is at the conclusion of a health care
facility encounter or at the end time of a billing cycle (the through date of the claim). It is reported in Form Locator 17 on a
Uniform Billing (UB)-04 claim form or its electronic equivalent in the Health Insurance Portability and Accountability Act
(HIPAA)-compliant 837 format.   

The patient discharge status code is the primary way in which Medicare can identify the claim as a transfer case under IRF PPS.
We have provided the patient discharge status codes and definitions related specifically to the facility types that fall under the IRF
PPS transfer payment policy. 

We also ask IRFs to take note of the addition of a patient discharge status code of 70 which was added as of April 1, 2008 and
resulted in the definition of patient discharge status code of 05 being changed.  

Patient discharge status code of 70 is defined as follows:
• Discharged/transferred to another type of health care institution not defined elsewhere in the code list. Prior to April 1, 2008,

code 05 previously held this definition.

Patient discharge status code of 05, as of April 1, 2008, is defined as follows:
• Discharged/transferred to a designated Cancer Center or Children’s Hospital (Usage Note: Transfers to non-designated Cancer

Hospitals should be reported as patient discharge status code 02. A list of National Cancer Institute Designated Cancer Centers
can be found at http://cancercenters.cancer/gov/cancer_ceneters/cancer-centers-names.html on the Internet).

Identifying the appropriate patient discharge status code can sometimes be confusing. In cases in which two or more patient
discharge status codes apply, providers should code the highest level of care known. To obtain a list of all available patient
discharge status codes for Medicare claims, refer to the CMS Internet-Only Manual (IOM), Publication 100-04, Medicare Claims
Processing Manual, Chapter 25, Section 75.2. For more information regarding patient discharge status codes, refer to the Special
Edition MLN Matters Article SE0801 titled “Clarification of Patient Discharge Status Codes and Hospital Transfer Policies”
which can be found in our February 2008 Medicare Monthly Review or on CMS’ Web site at: 
http://www.cms.gov/MLNMattersArticles/downloads/SE0801.pdf. 

Fee Schedules!
All available Fee Schedules are posted to our web site.

Please go to www.medicarenhic.com for more information.

Patient Discharge 
Status Code

Facility Type

02 Short-term general hospital for inpatient care

61 Hospital-based approved Swing Bed (within the institution)

62 Inpatient Rehabilitation Facility 

63 Long-term care hospital 

03 Nursing home that accepts payment under Medicare 

64 Nursing home that accepts payment under Medicaid 
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Change in Claims Filing Jurisdiction for Tracheo-Esophageal Voice Prostheses
Healthcare Common Procedure Coding System (HCPCS) Code (CR 6743)  
MLN Matters® Number: MM6743  Related Change Request (CR) #: 6743  
Related CR Release Date: April 29, 2010  Effective Date: October 1, 2010  
Related CR Transmittal #: R686OTN  Implementation Date: October 4, 2010  
Provider Types Affected 
This article is for physicians, non-physician practitioners and suppliers submitting claims to Medicare contractors (Medicare
Administrative Contractors (MACs), carriers and/or Durable Medical Equipment Medicare Administrative Contractors (DME
MACs)) for tracheo-esophageal voice prostheses provided to Medicare beneficiaries. 

Provider Action Needed 
This article is based on change request (CR) 6743, which changes the claims filing jurisdiction for Healthcare Common Procedure
Coding System (HCPCS) code L8509. HCPCS code L8509 describes a tracheo-esophageal voice prosthesis inserted by a licensed
health care provider, any type. This device is inserted in a physician’s office or other outpatient setting. Effective for dates of
service on or after October 1, 2010, claims for HCPCS code L8509 must be submitted to the A/B MAC or Part B carrier, as
applicable, instead of the DME MAC. This jurisdictional policy does not apply to tracheo-esophageal voice prostheses that are
changed by the patient/caregiver in the home setting (HCPCS code L8507). The filing jurisdiction for these claims remains with
the DME MACs. Be sure billing staff know of this change. 

Key Points of CR 6743 
• Effective for dates of service on or after October 1, 2010, the DME MACs will deny claims containing HCPCS code L8509 as

not payable under the contractor’s claims jurisdiction area. When Medicare denies such claims, the provider will receive these
messages: remark code N418 (Misrouted claim. See the payer’s claim submission instructions.) and reason code 109 (Claim
not covered by this payer/contractor. You must send the claim to the correct payer/contractor.).  

• Effective for dates of service on or after October 1, 2010, the A/B MACs and Part B carriers will accept HCPCS code L8509
for processing. 

• The A/B MACs and Part B carriers will cover claims for HCPCS code L8509 as a prosthetic device. The A/B MACs and Part
B carriers will base the Medicare allowed payment amount on the lower of the actual charge or the fee schedule amount for
HCPCS code L8509. 

• Tracheo-esophageal voice prostheses that are changed by the patient/caregiver in the home setting are billed using HCPCS code
L8507 (tracheo-esophageal voice prostheses, patient inserted, any type, each) and are eligible for coverage under the prosthetic
device benefit. The filing jurisdiction for these claims remains with the DME MACs. 

• Medicare does not cover the item if it is shipped or dispensed to the beneficiary, who then takes the item to their physician’s
office for insertion. The A/B MACs or Part B carriers will deny claims in these instances, as described in Chapter 15, Section
120, in, the Medicare Benefit Policy Manual, which states that “Medicare does not cover a prosthetic device dispensed to a
patient prior to the time at which the patient undergoes the procedure that makes necessary the use of the device. For example,
the carrier does not make a separate Part B payment for an intraocular lens (IOL) or pacemaker that a physician, during an
office visit prior to the actual surgery, dispenses to the patient for his or her use. Dispensing a prosthetic device in this manner
raises health and safety issues. Moreover, the need for the device cannot be clearly established until the procedure that makes
its use possible is successfully performed. Therefore, dispensing a prosthetic device in this manner is not considered reasonable
and necessary for the treatment of the patient’s condition.” 

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

The official instruction, CR6743, issued to your, A/B MAC, carrier and/or DME MAC regarding this change may be viewed at
http://www.cms.gov/Transmittals/downloads/R686OTN.pdf on the CMS website. 

Join our listserv!
To receive up-to-date information about Medicare, we encourage you to join our listserv. 

Sign-up is available at: http://www.medicarenhic.com/index.shtml
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July 2010 Update to the Ambulatory Surgical Center (ASC) Payment System 
(CR 7008)  
MLN Matters® Number: MM7008  Related Change Request (CR) #: 7008  
Related CR Release Date: June 11, 2010  Effective Date: July 1, 2010  
Related CR Transmittal #: R1984CP  Implementation Date: July 6, 2010  
Provider Types Affected 
Providers (ASCs) submitting claims payable under the Ambulatory Surgical Center (ASC) Payment System to Medicare
contractors (carriers and Medicare Administrative Contractors (MAC)) for services provided to Medicare beneficiaries are
affected. 

Provider Action Needed 
This article, based on Change Request (CR) 7008, which is a Recurring Update Notification that describes changes to, and billing
instructions for, payment policies implemented in the July 2010 ASC payment system update. You should note that this instruction
provides information on eight newly created Healthcare Common Procedure Coding System (HCPCS) codes that will be added
to the ASC list of covered surgical procedures and seven newly created HCPCS codes that will be added to the ASC list of covered
ancillary services effective July 1, 2010. 

Also, CR 7008 notes that the payment rates for three HCPCS codes (C9258, C9262, and J1540) were incorrect in the April 2010
ASC DRUG file. Medicare contractors will adjust as appropriate claims for these three HCPCS codes brought to their attention
that have dates of service on or after April 1, 2010 through July 1, 2010, and were originally processed prior to the installation of
the revised April 2010 ASC DRUG File. Ensure that your billing staffs are aware of this update. 

Background 
CR 7008 describes changes to, and billing instructions for, payment policies implemented in the July 2010 ASC payment system
update. Final policy under the revised ASC payment system requires that ASC payment rates for covered separately payable drugs
and biologicals be consistent with the payment rates under the Medicare hospital outpatient prospective payment system (OPPS).
Those rates are updated quarterly. Therefore, beginning in April 9, 2008, the Centers for Medicare & Medicaid Services (CMS)
has issued quarterly updates to ASC payment rates for separately paid drugs and biologicals.  

CMS also updates the lists of covered surgical procedures and covered ancillary services to include newly created HCPCS codes,
as appropriate. CR 7008 provides information on eight newly created HCPCS codes that will be added to the ASC list of covered
surgical procedures and seven newly created HCPCS codes that will be added to the ASC list of covered ancillary services
effective July 1, 2010.  

Billing for Drugs and Biologicals  
ASCs are strongly encouraged to report charges for all separately payable drugs and biologicals, using the correct HCPCS codes
for the items used. ASCs billing for these products must make certain that the reported units of service for the reported HCPCS
codes are consistent with the quantity of the drug or biological that was used in the care of the patient. ASCs should not report
HCPCS codes and separate charges for drugs and biologicals that receive packaged payment through the payment for the
associated covered surgical procedure.  

ASCs are reminded that, under the ASC payment system, if two or more drugs or biologicals are mixed together to facilitate
administration, the correct HCPCS codes should be reported separately for each product used in the care of the patient. The mixing
together of two or more products does not constitute a “new” drug as regulated by the Food and Drug Administration (FDA) under
the New Drug Application (NDA) process. In these situations, ASCs are reminded that it is not appropriate to bill HCPCS code
C9399.   

Unless otherwise specified in the long description, HCPCS descriptions refer to the non-compounded, FDA-approved final
product. If a product is compounded and a specific HCPCS code does not exist for the compounded product, the ASC should
include the charge for the compounded product in the charge for the surgical procedure performed. Instructions for downloading
the ASC DRUG file updates are included in the business requirements section below.  

HCPCS payment updates are posted quarterly at http://www.cms.gov/ASCPayment/11_Addenda_Updates.asp on the CMS
website. 

New HCPCS Codes for Drugs and Biologicals that are Separately Payable under the ASC Payment System Effective July 1,
2010 
Seven new HCPCS codes have been created for drugs that are payable as covered ancillary services for dates of service on and
after July 1, 2010. The new HCPCS codes, the long descriptors, the short descriptors, and payment indicators are identified in
Table 1 below. The new separately payable drug and biological codes and their payment rates are included in the July 2010 ASC
DRUG file. 
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July 2010 Update to the Ambulatory Surgical Center (ASC) Payment System 
(CR 7008) (Continued) 

Table 1- New Drugs and Biologicals Separately Payable under the ASC Payment System Effective July 1, 2010  

* C9262 is discontinued after June 30, 2010, and replaced by Q2025 effective July 1, 2010. 

Updated Payment Rates for Certain HCPCS Codes Effective April 1, 2010 through June 30, 2010  
The payment rates for three HCPCS codes were incorrect in the April 2010 ASC DRUG file. The corrected payment rates are
listed in Table 2 below and have been included in the revised April 2010 ASC DRUG file effective for services furnished on April
1, 2010 through implementation of the July 2010 update. Suppliers who think they may have received an incorrect payment
between April 1, 2010 and June 30, 2010 may request their Medicare contractor to adjust the previously processed claims. 

Table 2-Updated Payment Rates for Certain HCPCS Codes Effective April 1, 2010 through June 30, 2010 

New Category III Current Procedural Terminology (CPT) Codes that are Separately Payable under the ASC Payment System
Effective July 1, 2010 
Seven new Category III CPT codes have been created for payable surgical procedures that are payable for dates of service on and
after July 1, 2010. The new HCPCS codes, the long descriptors, the short descriptors, and payment indicators are identified in
Table 3 below. The new separately payable codes and their payment rates are included in the July 2010 ASCFS file. 

Table 3- New Category III CPT Codes that are Separately Payable under the ASC Payment System Effective July 1, 2010 

HCPCS
Code Long Descriptor Short Descriptor

Payment
Indicator

Effective 7/1/10

0226T

Anoscopy, high resolution (HRA) (with magnification
and chemical agent enhancement); diagnostic,
including collection of specimen(s) by brushing or
washing when performed

Anosc high resol dx +-coll R2*

0227T Anoscopy, high resolution (HRA) (with magnification
and chemical agent enhancement); with biopsy(ies) Anosc high resol dx w/bx R2*

0228T
Injection(s), anesthetic agent and/or steroid,
transforaminal epidural, with ultrasound guidance,
cervical or thoracic; single level 

US tfrml edrl inj crv/t 1lvl G2

0229T

Injection(s), anesthetic agent and/or steroid,
transforaminal epidural, with ultrasound guidance,
cervical or thoracic; each additional level (List
separately in addition to code for primary procedure) 

US tfrml edrl inj crv/t +lvl G2

HCPCS
CODE

Short Descriptor ASC Payment
Rate

ASC PI

C9258 Telavancin injection $2.12 K2

C9262 Fludarabine phosphate, oral $8.18 K2

J1540 Gamma globulin 9 CC inj $141.64 K2

HCPCS
Code Long Descriptor Short Descriptor

Payment
Indicator

Effective 7/1/10
C9264 Injection, ecallantide, 1 mg Tocilizumab injection K2

C9265 Injection, romidepsin, 1 mg Romidepsin injection K2

C9266 Injection, collagenase clostridium histolyticum, 0.1 mg Collagenase clostridum histo K2

C9267 Injection, von Willebrand factor complex (human),
Wilate, per 100 IU VWF: RCO Injection, Wilate K2

C9268 Capsaicin, patch, 10cm2 Capsaicin patch K2

C9367 Skin substitute, Endoform Dermal Template, per 
square centimeter Endoform Dermal Template K2

Q2025* Fludarabine phosphate, oral, 1 mg Oral Fludarabine phosphate K2
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July 2010 Update to the Ambulatory Surgical Center (ASC) Payment System 
(CR 7008) (Continued) 

*Denotes Temporary Office-Based Status 

Several codes have been identified as having temporary office-based status. CMS will not establish permanent office-based status
for these new Category III CPT codes until sufficient volume and utilization data become available to assess accurately that each
procedure is performed predominantly in physicians’ offices. See the CY 2010 OPPS/ASC November 20, 2009 final rule (74 FR
60605), available at http://edocket.access.gpo.gov/2009/E9-26499.htm on the Internet at page 60605, for a more detailed
discussion of temporary office-based status.  

New HCPCS Code that is Separately Payable under the ASC Payment System Effective March 23, 2010 
One new HCPCS code has been created for a payable surgical procedure that is payable for dates of service on and after March
23, 2010, as a result of a recent CMS national coverage decision (NCD). For further information on the NCD, refer to CR 6953.
The new HCPCS code, the long descriptor, the short descriptor, and payment indicator is identified in Table 4 below. The new
separately payable code and its payment rate are included in the July 2010 ASCFS file. 

Table 4- New HCPCS Code that is Separately Payable under the ASC Payment System Effective March 23, 2010 

*Denotes Temporary Office-Based Status 

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

The official instruction, issued to your Medicare carrier and/or MAC regarding this change, may be viewed at 
http://www.cms.gov/Transmittals/downloads/R1984CP.pdf on the CMS website.  

HCPCS
Code Long Descriptor Short Descriptor

Payment
Indicator

Effective 7/1/10

C9800
Dermal injection procedure(s) for facial lipodystrophy
syndrome (LDS) and provision of Radiesse or Sculptra
dermal filler, including all items and supplies

Dermal filler inj px/suppl R2*

HCPCS
Code Long Descriptor Short Descriptor

Payment
Indicator

Effective 7/1/10

0230T
Injection(s), anesthetic agent and/or steroid,
transforaminal epidural, with ultrasound guidance,
lumbar or sacral; single level 

US tfrml edrl inj l/s 1lvl G2

0231T

Injection(s), anesthetic agent and/or steroid,
transforaminal epidural, with ultrasound guidance,
lumbar or sacral; each additional level (List separately
in addition to code for primary procedure) 

US tfrml edrl inj l/s +lvl G2

0232T
Injection(s), platelet rich plasma, any tissue, including
image guidance, harvesting and preparation when
performed 

Inj plsm img guid hrvstg&prep R2*
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Multiple Procedure Payment Reduction (MPPR) on the Technical Component (TC)
of Certain Diagnostic Imaging Procedures (CR 6965)  
MLN Matters® Number: MM6965  Related Change Request (CR) #: 6965  
Related CR Release Date: May 7, 2010  Effective Date: July 1, 2010  
Related CR Transmittal #: R694OTN  Implementation Date: July 6, 2010  
Provider Types Affected 
Physicians and providers submitting claims to Medicare contractors (carriers and Medicare Administrative Contractors (MAC))
for multiple diagnostic imaging procedures provided to Medicare beneficiaries are affected. 

Provider Action Needed 
This article is based on Change Request (CR) 6965, which directs Medicare contractors to reduce the payment under the Medicare
Physician Fee Schedule (MPFS) for the technical component of certain multiple diagnostic imaging procedures done in a single
imaging session from 75 percent to 50 percent. Be sure billing staff know of this change. 

Background 
Section 3135(b) of the Patient Protection and Affordable Care Act of 2009 (PPACA) reduces payment for TC of the second and
subsequent procedures from 75 percent to 50 percent of the MPFS amount. Medicare currently applies a multiple procedure
payment reduction (MPPR) of 25 percent to the technical component (TC) of certain diagnostic imaging procedures, i.e.:   
• The reduction applies to TC only services, and the TC portion of global services, for the procedures with a multiple surgery

value of ‘4’ in the Medicare Fee Schedule database. 
• The MPPR does not apply to the professional component (PC) or to the PC portion of global services. The 11 families of

imaging codes to which this policy applies are established according to modality (computed tomography (CT), magnetic
resonance imaging (MRI), and ultrasound) and body area. 

• The reduction applies only to more than one procedure performed in a single imaging session on contiguous body parts, i.e.,
within a family of codes, not across families. For example, the reduction would not apply to an MRI of the brain (CPT 70552)
in code family 5 (MRI/MRA Head/Brain/Neck), when performed during the same session, on the same day, as an MRI of the
neck and spine (CPT 72142) in code family 6 (MRI/MRA Spine).   

The current payment and payment as of July 1, 2010, are summarized below in the following example:   

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

The official instruction, CR6965, issued to your Medicare carrier and/or MAC regarding this change may be viewed at
http://www.cms.gov/Transmittals/downloads/R694OTN.pdf on the CMS website.  

New Waived Tests (CR 6906)   
MLN Matters® Number: MM6906  Related Change Request (CR) #: 6906  
Related CR Release Date: May 28, 2010  Effective Date: July 1, 2010  
Related CR Transmittal #: R1968CP  Implementation Date: July 6, 2010  
Provider Types Affected 
Clinical diagnostic laboratories billing Medicare Carriers or Part A/B Medicare Administrative Contractors (MACs) for laboratory
tests are impacted by this change. 

Provider Action Needed 
STOP – Impact to You 
If you do not have a valid, current, Clinical Laboratory Improvement Amendments of 1998 (CLIA) certificate and submit a claim
to your Medicare Carrier or A/B MAC for a Current Procedural Terminology (CPT) code that is considered to be a laboratory test
requiring a CLIA certificate, your Medicare payment may be impacted. 

Procedure 1 Procedure 2 Current Total Payment Revised Total Payment

PC $100 $80 $180 (no reduction) $180 (no reduction)

TC $500 $400 $800 ($500 + (.75 x $400)) $700 (($500 + (.5 x $400))

Global $600 $480 $980 (($600 + ($480-$400)) + 
(.75 x $400))

$880 (($600 + ($480-$400) + 
(.5 x $400))
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New Waived Tests (CR 6906) (Continued)  
CAUTION – What You Need to Know 
CLIA requires that for each test it performs, a laboratory facility must be appropriately certified. The CPT codes that the Centers
for Medicare & Medicaid Services (CMS) consider to be laboratory tests under CLIA (and thus requiring certification) change
each year. CR 6906, from which this article is taken, informs carriers and MACs about the latest new CPT codes for 2010 that are
subject to CLIA edits. 

GO – What You Need to Do 
Make sure that your billing staffs are aware of these CLIA-related changes for 2010 and that you remain current with certification
requirements. 

Background 
Listed below are the latest tests approved by the Food and Drug Administration as waived tests under CLIA. The tests are valid as
soon as they are approved. The CPT codes for the following new tests MUST have the modifier QW to be recognized as a waived
test. 

Other Key Points of CR 6906: 
• Only the following tests (CPT codes: 81002, 81025, 82270, 82272, 82962, 83026, 84830, 85013, and 85651) DO NOT require

a QW modifier to be recognized as a waived test. 
• Medicare carriers and MACs will not search their files to adjust claims affected by this change, but processed prior to the

implementation of CR 6906. They will, however, adjust such claims that you bring to their attention. 

Reminder Items from CR 6852 
Note that CR 6852 [Clinical Laboratory Fee Schedule (CLFS) - Special Instructions for Specific Test Codes (CPT Code 80100,
CPT Code 80101, CPT Code 80101QW, G0430, G0430QW, and G0431QW)], provided special instructions for the proper use of
CPT Code 80100, CPT Code 80101, CPT Code 80101QW, G0430, G0430QW, G0431, and G0431QW as of April 1, 2010. The
MLN Matters® article related to CR 6852 is available at http://www.cms.gov/MLNMattersArticles/downloads/MM6852.pdf on
the CMS website.  

CR 6852 also mentioned the following: 
• If a laboratory with a CLIA certificate of waiver performs a qualitative drug screening test for multiple drug classes using a

non-chromatographic method, then the test code G0430QW would be the appropriate code to bill; 
• The test code G0431 is a direct replacement for CPT Code 80101;   
• Clinical laboratories with a CLIA certificate of waiver should utilize new test code G0431QW; and 
• Effective July 1, 2010, CPT Code 80101 will no longer be covered by Medicare, and CPT Code 80101QW was deleted on April

1, 2010.   

CPT Code Effective Date Description 

82465QW, 83718QW,
84478QW, 80061QW,
82947QW, 82950QW,
82951QW, 82952QW 

December 2, 2009 Infopia USA LipidPro lipid profile and glucose measuring
system

82465QW, 83718QW,
84478QW, 80061QW

December 2, 2009 Infopia USA LipidPro lipid profile and glucose measuring
system (LipidPro Lipid Profile test strips) 

G0430QW January 1, 2010 American Screening Corporation One Screen Drug Test Cards

G0430QW January 1, 2010 American Screening Corporation One Screen Drug Test Cups

G0430QW January 1, 2010 Express Diagnostics International Inc. DrugCheck Waive Drug
Test Cards

G0430QW January 1, 2010 UCP Biosciences, Inc., UCP Home Drug Screening Test Cards

G0431QW January 1, 2010 Phamatech QuickScreen One Step Amphetamine Test 

G0431QW January 1, 2010 Phamatech QuickScreen One Step THC Screening Test 

86308QW January 4, 2010 Acceava Mono Cassette {For whole blood}

81003QW, 82044QW,
82570QW, 84703QW

January 4, 2010 Siemens, Clinitek Status+ Analyzer

81003QW, 82044QW,
82570QW, 84703QW

January 4, 2010 Siemens, Clinitek Status Connect System

82274QW, G0328QW January 26, 2010 Care Diagnostics Clarity IFOB Test
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New Waived Tests (CR 6906) (Continued)  
Additional Information 
To see the official instruction (CR6906) issued to your Medicare Carrier and/or MAC, see 
http://www.cms.gov/Transmittals/downloads/R1968CP.pdf on the CMS website.  

If you have questions, please contact your Medicare Carrier and/or MAC at their toll-free number which may be found at
http://www.cms.gov/MLNProducts/downloads/CallCenterTollNumDirectory.zip on the CMS website.  

Quarterly Update to Correct Coding Initiative (CCI) Edits, Version 16.2, effective
July 1, 2010 (CR 6930) 
MLN Matters® Number: MM6930  Related Change Request (CR) #: 6930  
Related CR Release Date: May 21, 2010  Effective Date: July 1, 2010  
Related CR Transmittal #: R1971CP  Implementation Date: July 6,  2010  
Provider Types Affected 
This article is for physicians submitting claims to Medicare Carriers and/or Part A/B Medicare Administrative Contractors (A/B
MACs) for services provided to Medicare beneficiaries. 

What You Need to Know 
This article is based on Change Request (CR) 6930, which provides a reminder for physicians to take note of the quarterly updates
to Correct Coding Initiative (CCI) edits. The last quarterly release of the edit module was issued in April 2010. 

Background 
The Centers for Medicare & Medicaid Services (CMS) developed the National Correct Coding Initiative (CCI) to promote
national correct coding methodologies and to control improper coding that leads to inappropriate payment in Part B claims.  

The coding policies developed are based on coding conventions defined in the:  
• American Medical Association’s (AMA’s) Current Procedural Terminology (CPT) Manual,  
• National and local policies and edits,  
• Coding guidelines developed by national societies,  
• Analysis of standard medical and surgical practice, and by 
• Review of current coding practice.  

The latest package of CCI edits, Version 16.2, is effective July 1, 2010, and includes all previous versions and updates from
January 1, 1996, to the present. It will be organized in the following two tables:  
• Column 1/ Column 2 Correct Coding Edits, and  
• Mutually Exclusive Code (MEC) Edits.  

Additional information about CCI, including the current CCI and MEC edits, is available at 
http://www.cms.gov/NationalCorrectCodInitEd on the CMS website. 

Additional Information 
The CCI and MEC file formats are defined in the Medicare Claims Processing Manual, Chapter 23, Section 20.9, which is
available at http://www.cms.gov/manuals/downloads/clm104c23.pdf on the CMS website. The official instruction (CR 6930)
issued to your carrier and A/B MAC, RHHI regarding this change may be viewed at 
http://www.cms.gov/Transmittals/downloads/R1971CP.pdf on the CMS website.   

If you have any questions, please contact your carrier or A/B MAC at their toll-free number, which may be found at
http://www.cms.gov/MLNProducts/downloads/CallCenterTollNumDirectory.zip  on the CMS website.  
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Revised Payment Files for the 2010 Ambulatory Surgical Center Payment System
(CR 7010)
MLN Matters® Number: MM7010  Related Change Request (CR) #: 7010  
Related CR Release Date: May 28, 2010  Effective Date: January 1, 2010  
Related CR Transmittal #: R711OTN  Implementation Date: June 21, 2010  
Provider Types Affected 
Ambulatory Surgical Centers (ASC) submitting claims to Medicare contractors (carriers and Part A/B Medicare Administrative
Contractors (A/B MACs)) for services provided to Medicare beneficiaries are affected. 

Provider Action Needed 
This article is based on CR 7010, which amends those payment files used to pay ASC claims to reflect retroactive provisions of
the Affordable Care Act (ACA). Because the ACA payment adjustments are retroactive to January 1, 2010, your Medicare
contractor will adjust claims you bring to their attention with dates of service on or after January 1, 2010, that are/were processed
before the new payment files are in place. Be sure your billing staffs know of this change. 

Background 
Many ASC payment rates under the ASC payment system are established using payment rate information in the Hospital
Outpatient Prospective Payment System (OPPS) and Medicare Physician Fee Schedule (MPFS). CR 7010 directs Medicare
contractors to amend payment files to reflect retroactive changes to the calendar year (CY) 2010 OPPS and MPFS payment rates.  

CR 7010 also amends those payment files to include changes to the MPFS payment amounts as a result of practice expense (PE)
and malpractice relative value unit (RVU) corrections. This requires revised ASC fee schedule (ASCFS) and ASC Payment
Indicator (PI) files, retroactive to January 1, 2010.  

Medicare contractors will begin to pay claims using these new files no later than 3 weeks from the date of issuance of this
instruction. Contractors will disclose the new January 2010 ASC payment rates on their websites as soon as possible, but no later
than 2 weeks from the date that the files are available for contractors to download. In addition, contractors will notify providers
via their website that the new fees are effective retroactive to January 1, 2010. 

Contractors are not required to reprocess ASC claims, but will adjust claims brought to their attention. Contractors will not
perform mass adjustments for claims affected by changes in this instruction. Contractors will continue all routine functions, such
as redeterminations, re-openings, and appeals. 

Key Changes of CR 7010 
Affordable Care Act Changes to the OPPS
The ACA changed the CY 2010 market basket update to the conversion factor and wage index values for certain hospitals. Due
to budget neutrality, these changes effectively change the CY 2010 OPPS payment amount for most Ambulatory Payment Classes
(APCs). The ASC payment system uses the OPPS payment amounts in the payment methodology for “office-based” surgical
procedures and ancillary radiology services. Further, ASC payment for device-intensive services is established by including the
device portion for the OPPS payment, and this amount is based on the revised OPPS payment amount.  

Affordable Care Act Changes to the MPFS
As discussed in CR 6973, Section 3111 of the ACA changed several aspects of the MPFS. Of these changes, only changes to the
non-facility PE RVUs for bone density tests are ancillary radiology services under the ASC Payment System. The ASC payment
system uses the MPFS non facility PE payment in the payment methodology for ancillary radiology services.  

Corrections to MPFS CY 2010 Payment
The revised payment files issued also reflect corrections and revisions to certain PE and malpractice MPFS RVU’s, including the
non-facility PE RVUs included in the ASC payment system, as discussed in CR 6973. The MLN Matters® article related to CR
6973 is available at http://www.cms.gov/MLNMattersArticles/downloads/MM6973.pdf on the Centers for Medicare &
Medicaid Services (CMS) website. 

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

The official instruction issued to your Medicare carrier and/or MAC regarding this change may be viewed at 
http://www.cms.gov/Transmittals/downloads/R711OTN.pdf on the CMS website.  
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Updated Form CMS-1500 Information (CR 6929)  
MLN Matters® Number: MM6929  Related Change Request (CR) #: 6929  
Related CR Release Date: May 21, 2010  Effective Date: October 1, 2010  
Related CR Transmittal #: R1970CP  Implementation Date: October 4, 2010  
Provider Types Affected 
This is an informational article for physicians, providers and suppliers who use Form CMS-1500 to submit claims to Medicare
contractors (carriers, Part A/B Medicare Administrative Contractors (A/B MACs), and Durable Medical Equipment (DME)
MACs) for services provided to Medicare beneficiaries. 

What You Need to Know 
This article, based on Change Request (CR) 6929, updates Form CMS-1500 information in the Medicare Claims Processing
Manual by removing language allowing the use of legacy identifiers and making other technical corrections as a result of that
change. As part of this update, providers are reminded that they are responsible for purchasing their own CMS-1500 forms. Forms
can be obtained from printers or printed in-house as long as the forms follow the specifications approved by the Centers for
Medicare & Medicaid Services as developed by the American Medical Association. Photocopies of the Form CMS-1500 are NOT
acceptable. Medicare will accept any type (i.e., single sheet, snap-out, continuous feed, etc.) of the Form CMS-1500 for
processing. You may purchase forms from the U.S. Government Printing Office by calling 1-202-512-1800. 

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

The official instruction issued to your Medicare carrier and/or MAC regarding this change may be viewed at
http://www.cms.gov/Transmittals/downloads/R1970CP.pdf on the CMS website.  
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Revised Payment Files for the 2010 Ambulatory Surgical Center (ASC) Payment
(CR 7010)
The revised ASC payment files were posted to our web site.

Please go to http://www.medicarenhic.com/ne_prov/fee_sched.shtml to view these files and all of the latest Fee Schedules.

Updated Banking Transition
The CMS recently awarded new banking contracts to U.S. Bank and JP Morgan Chase.  Medicare providers 

do not have to take any action.  However, providers should be aware that the Medicare payments may be made 
by a different bank than in the past because of these new banking contractors.

The following Medicare claims processing contractors will remain with JP Morgan Chase:  Cahaba Government 
Benefit Administrators, Pinnacle Business Solutions, First Coast Service Options, Palmetto GBA (except for 
A/B MAC Jurisdiction 1) and Wisconsin Physician Service.  Providers that bill to these contractors will not 

experience any change.

The following Medicare claims processing contractors will transition to JP Morgan Chase on August 2, 2010: 
Palmetto A/B MAC Jurisdiction 1 and Trailblazer.  

The following contractors will transition to U.S. Bank on August 2, 2010, Noridian Administrative Services, CIGNA
Government Services, Highmark Medicare Services, National Government Services, and NHIC. 

(CMS Message 201005-31)
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MEDICARE Resource

NHIC, Corp. is the J14 Medicare Administrative Contractor serving Maine, Massachusetts, New Hampshire, Rhode
Island, and Vermont, and the RHHI community for these same states as well as Connecticut. Visit our Website at
http://www.medicarenhic.com for recent Medicare updates, Local Coverage Determinations (LCDs), Billing Guides,
and other helpful information.
Medicare Resource, together with occasional special releases, serves as notice to providers and suppliers concerning 
responsibilities and requirements imposed on them by Medicare law, regulations, and guidelines. A free hard copy of
the Medicare Resource is available to all active providers that do not have Internet access. Call your local Medicare
Customer Service Department to subscribe.

NHIC, Corp.
Medicare Publications
P.O. Box 3333
Hingham, MA 02044-3333

For all others (Beneficiary Advocates, Billing Services, Clearinghouses, Managed Care, etc), we encourage you to use 
our Website for information. Should you have any comments about the Medicare Resource or if you would like to
make suggestions, please write to the Medicare Resource Coordinator at the address above.
Addresses used for distribution of NHIC, Corp. Publications (e.g., Medicare Resource, special letters) are obtained
from our Enrollment files, using the billing addresses for all active enrolled providers.

NHIC, Corp.
A MEDICARE ADMINISTRATIVE CONTRACTOR
P.O. Box 3333
Hingham, MA 02044-3333


