
1
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Disclaimer

 All Current Procedural Terminology (CPT) only are copyright 2019  American Medical Association 
(AMA). All rights reserved. CPT is a registered trademark of the American Medical Association. 
Applicable Federal Acquisition Regulation/ Defense Federal Acquisition Regulation 
(FARS/DFARS) Restrictions Apply to Government Use. Fee schedules, relative value units, 
conversion factors and/or related components are not assigned by the AMA, are not part of CPT, 
and the AMA is not recommending their use. The AMA does not directly or indirectly practice 
medicine or dispense medical services. The AMA assumes no liability for data contained or not 
contained herein.

 The information enclosed was current at the time it was presented.  Medicare policy changes 
frequently; links to the source documents have been provided within the document for your 
reference. This presentation was prepared as a tool to assist providers and is not intended to 
grant rights or impose obligations.  

 Although every reasonable effort has been made to assure the accuracy of the information within 
these pages, the ultimate responsibility for the correct submission of claims and response to any 
remittance advice lies with the provider of services.

 Novitas Solutions’ employees, agents, and staff make no representation, warranty, or guarantee 
that this compilation of Medicare information is error-free and will bear no responsibility or liability 
for the results or consequences of the use of this guide.

 This presentation is a general summary that explains certain aspects of the Medicare program, 
but is not a legal document. The official Medicare program provisions are contained in the relevant 
laws, regulations, and rulings.

 Novitas Solutions does not permit videotaping or audio recording of training events.
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Agenda

 Novitas Initiatives 

 Medicare Updates 

 COVID-19 Updates

 Prior Authorization Program for Certain Hospital Outpatient Services

 Education and Training Events

Acronym List

Acronym Definition

AUC Appropriate Use Criteria

CAH Critical Access Hospital

CMS Centers for Medicare & Medicaid Services

COVID-19 Coronavirus Disease 2019

CPT Current Procedural Terminology

CY Calendar Year

ESRD End Stage Renal Disease

HCPCS Healthcare Common Procedure Coding System

IPPS Inpatient Prospective Payment System

IRF Inpatient Rehabilitation Facility

IVR Interactive Voice Response

LTCH Long Term Care Hospital

MAC Medicare Administrative Contractor
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Acronym List Two

Acronym Definition

MBI Medicare Beneficiary Identifier 

NCD National Coverage Determination

OPD Outpatient Department

OPPS Outpatient Prospective Payment System

PA Prior Authorization

PAR Prior Authorization Request

PFS Physician Fee Schedule

PHE Public Health Emergency

RTP Return to Provider

SNF Skilled Nursing Facility

Novitas Initiatives

5

6



4

Subscribe to Novitas eNews!

 Receive current updates via email directly from Novitas Solutions:
• Part A and Part B News 

• Issued every Tuesday and Friday 

• CMS Medicare Learning Network (MLN) Connects issued Thursdays 

• Subscribing is quick and easy:
• Click the Join E-Mail List from our website tool bar 

Claims Timely Filing Calculator

 The Claims Timely Filing Calculator (JH) (JL) is a new Self-Service Tool (JH) 
(JL) provided to assist in determining the timely filing limit for your service
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New to Medicare?

 New Provider Roadmap 

Top Claim Errors

 Top Claim Submission/Reason Code Errors:

Reason 
Code

Description Resolution

30993 A claim has been submitted with an MBI and the MBI/HIC 
combination was not found on the CWF MBI crosswalk.

Verify the MBI reported on the claim with the 
patient's Medicare card; correct and resubmit.

12206 The sum of covered and noncovered days does not equal 
the days calculated between the statement covers ''from' 
and 'through' date. 

Verify the covered and noncovered days, the 
statement covers 'from' and 'through' dates 
and patient status. If reporting patient status 
code 30, add an additional day.
Reason code 12206 resolution

15202 Covered accommodation revenue code (010X‐021X) units 
must be equal to the covered days (VC80).
Any non‐covered dates should equal the number of days 
reported in VC81 and be included in the room and board 
revenue code (010X‐021X) as non‐covered days (covered 
and coinsurance) plus non‐covered days should equal the 
total days billed on the claim. 
If the patient status is 30, the through date would be 
included as covered and counted as a day.

Make sure the covered days on page 1 of the 
claim equal the covered accommodation units 
on page 2 and the noncovered days on page 1 
of the claim equal the noncovered 
accommodations on page 2. 
Reason code 15202 resolution
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Open Claim Issues

 Open Claim Issues for Medicare Part A

Medicare Updates

11

12



7

National Coverage Determination 
NCD 30.3.3 Chronic Low Back Pain 

 MM11755
• Effective date: January 21, 2020
• Implementation date: October 5, 2020

 Key Points:
• CMS will cover acupuncture for Medicare patients with chronic Lower Back 

Pain (cLBP) Up to 12 visits in 90 days are covered for Medicare beneficiaries 
under the following circumstance:
 For the purpose of this decision, cLBP is defined as:

 Lasting 12 weeks or longer;
 Nonspecific, in that it has no identifiable systemic cause (i.e., not associated with 

metastatic, inflammatory, infectious, etc.disease)
 Not associated with surgery and
 Not associated with pregnancy

• An additional 8 sessions will be covered for those patients demonstrating an 
improvement

• No more than 20 acupuncture treatments may be administered annually
• Treatment must be discontinued if the patient is not improving or is 

regressing.
Current Procedural Terminology (CPT) only copyright 2019 American Medical Association. All rights reserved.

Acupuncture – Claims Processing 
Information

 Effective for claims with DOS on or after January 21, 2020, 
acupuncture for cLBP services with the following will be recognized 
and paid based on NCD 30.3.3:

• CPT codes 97810, 97811, 97813, 97814, 20560, and 20561

• Applicable ICD-10 diagnosis codes from the attachment to CR 11755

• KX modifier reported for an additional 8 services (over and above the 
initial 12 in 90 days) for up to 20 visits in 12 months will be accepted:
 By applying the -KX modifier to the claim, the therapy provider is confirming 

that the additional services are medically necessary as justified by 
appropriate documentation in the medical record 

• TOBs 012X, 013X, 71X, 77X, and 085X (and revenue codes not equal 
to 096X, 097X, and 098X for Method 1 CAHs) 

• Revenue Code 0940 

• TOB 085X CAH Method II with revenue codes 096X, 097X, and 098X

Current Procedural Terminology (CPT) only copyright 2019 American Medical Association. All rights reserved.
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Update to the Model Admission 
Questions for Providers to Ask 
Medicare Beneficiaries
 MM11945:

• Effective date: December 7, 2020
• Implementation date: December 7, 2020

 Key Points:
• CMS is modifying and streamlining the model admission questions for 

providers to ask Medicare beneficiaries or authorized representatives upon 
admission or start of care

• List of the types of questions to be asked at every admission, outpatient 
encounter, or start of care found in Medicare Secondary Payer (MSP) 
Manual, Pub. 100-05, Chapter 3 - MSP Provider, Physician, and Other 
Supplier Billing Requirements, Section 20.2.1 “Model Admission Questions 
to Ask Medicare Beneficiaries”:
 Revised version of the questions replaces the former MSP Admission’s 

Questionnaire found in the manual
 Providers retain a copy of completed admission questions, the CWF print out or 

copy of the 271 response including all notations, in its files (or online) for audit 
purposes to demonstrate that development for primary payer coverage takes 
place

Model Admission Questions to Ask 
Medicare Beneficiaries – Part I 

Part I. INFORMATION ABOUT BLACK LUNG, WORKERS’ COMPENSATION (WC), NO-FAULT AND LIABILITY 
1. Are you receiving benefits under the Black Lung Benefits Act (BL)? 
2. If yes, the following BL information is required to submit claims appropriately: 

• Date Black Lung Benefits began 
• Note: BL is the primary payer for claims related to BL. 

3. Was the illness/injury due to a work-related accident/condition? 
4. If yes, the following WC information is required to submit claims appropriately: 

• Name and address of employer 
• Name and address of insurance carrier 
• Policy or claim number 
• Date of the workplace illness or the injury 
• Note: WC is the primary payer only for services related to work-related injuries or illness. 

5. Are you receiving treatment for an injury or illness covered under no-fault (and/or medical-payment coverage) including 
premises or automobile? 

6. If yes, the following no-fault/auto insurance information is required to submit claims appropriately: 
• Name and address of insurance carrier 
• Policy or claim number 
• Date of illness or injury 
• Note: No-fault insurance is the primary payer only for services related to the accident. 

7. Are you receiving treatment for an injury, or illness, which another party may be liable? 
8. If yes, the following liability information is required to submit claims appropriately: 

• Name and address of insurance carrier 
• Policy or claim number 
• Date of illness or injury 
• Note: Liability insurance is the primary payer only for services related to the liability settlement, judgment, or award. 
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Model Admission Questions to Ask 
Medicare Beneficiaries – Part II

Part II. INFORMATION ABOUT MEDICARE ENTITLEMENT AND GROUP HEALTH PLANS 
1. Are you entitled to Medicare based on Age, Disability or ESRD? 

• Note: If entitlement is based solely on ESRD, skip Part II and complete Part III. Stop after 
completing Part II if you are entitled to Medicare based on Age or Disability. 

2. Do you have group health plan (GHP) coverage based on your own current employment, or the 
current employment of either your spouse or another family member? 
• If yes, the employer GHP may be primary to Medicare. Continue below. If no, stop here as 

Medicare is primary. 
3. How many employees, including yourself or spouse, work for the employer from whom you have 

GHP coverage? (1-19, 20 – 99 or 100 or more) 
• Note: If you are aged and there are 20 or more employees, your GHP is primary. If you are disabled 

and your employer, spouse, or family member employer, has 100 or more employees, your GHP is 
primary.

4. The following employer GHP information is required to submit claims appropriately: 
• Name and address of the employer (your own or your spouse’s/family member’s) through which 

you receive GHP coverage 
• Name and address of GHP 
• Policy number (sometimes referred to as the health insurance benefit package number) 
• Group number 
• Date the GHP coverage began 
• Name of policyholder (if coverage is through your spouse/other family member) 
• Relationship to patient (if other than self) 

Model Admission Questions to Ask 
Medicare Beneficiaries – Part III

Part III. INFORMATION ABOUT THE PATIENT IF ESRD MEDICARE ENTITLEMENT APPLIES (INLUDING DUAL 
ENTITLEMENT: AGE AND ESRD OR DISABILITY AND ESRD) 
1. Do you have employer group health plan (GHP) coverage through yourself, a spouse, or family member if dually entitled 

based on Disability and ESRD? 
• If yes, the employer GHP may be primary to Medicare. Continue below. 

2. Have you received a kidney transplant? 
• Date of transplant 

3. Have you received maintenance dialysis treatments? 
• Date dialysis began 

4. Are you within the 30-month coordination period? 
• Note: the 30-month coordination period starts the first day of the month an individual is eligible for Medicare (even if not yet

enrolled in Medicare) because of kidney failure (usually the fourth month of dialysis) regardless of entitlement due to age or 
disability. If the individual is participating in a self-dialysis training program, or has a kidney transplant during the 3-month waiting 
period, the 30-month coordination period starts with the first day of the month of dialysis or kidney transplant. 

5. Were you receiving GHP coverage prior to and on the date of Medicare entitlement due to ESRD (or simultaneous 
entitlement due to ESRD and Age or ESRD and Disability)? 
• Note: If yes, the GHP is primary during the 30-month coordination period. 

6. The following information is required to submit claims appropriately: 
• Name and address of the employer (your own or your spouse’s/family member’s) through which you receive GHP coverage 
• Name and address of GHP 
• Policy number (sometimes referred to as the health insurance benefit package number) 
• Group number 
• Name of policyholder (if coverage is through your spouse/other family member) 
• Relationship to patient (if other than self) 
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Renewal Advanced Beneficiary 
Notice (ABN) CMS-R-131 Form

 Providers (including independent laboratories, home health 
agencies, and hospices), physicians, practitioners, and suppliers to 
Original Medicare (fee for service - FFS) issue the ABN Form CMS-
R-131 to beneficiaries in situations where Medicare payment is 
expected to be denied

 The ABN form and form instructions have been approved for 
renewal:

• Providers should use the renewal form with expiration date of 
06/30/2023 

• The renewal form is mandatory as of 1/01/2021

 ABN form and instructions:
• ABN Form Instructions

• ABN Forms

• Medicare Claims Processing Manual, 100-4, Chapter 30

Hospital Price Transparency 
Requirements

 Starting January 1, 2021, each hospital operating in the United 
States is required to provide clear, accessible pricing information 
online about the items and services they provide in two ways:

• Comprehensive machine-readable file with all items and services 

• Display of shoppable services in a consumer-friendly format 

 Visit the new Hospital Price Transparency website for resources to 
help you prepare: 

• Final Rule 

• FAQs 

• 8 Steps to a Machine-Readable File 

• 10 Steps to a Consumer-Friendly Display 

• Quick Reference Checklists 

 Mailbox for questions:
• PriceTransparencyHospitalCharges@cms.hhs.gov
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Appropriate Use Criteria (AUC) for Advanced 
Diagnostic Imaging – Educational and Operations 
Testing Period - Claims Processing Requirements

 MM11268:
• New program to increase the rate of appropriate advanced diagnostic 

imaging services furnished to Medicare beneficiaries
• Educational and Operations Testing Period has been extended (January 1, 

2020 – December 31, 2021)
• Full program implementation is expected January 1, 2022

 Key Points:
• Under this program, when an advanced imaging service is ordered for a 

Medicare beneficiary, the ordering professional will be required to consult a 
qualified Clinical Decision Support Mechanism (CDSM):
 A CDSM is an interactive, electronic tool for use by clinicians that communicates 

AUC information to the user and assists them in making the most appropriate 
treatment decision for a patient’s specific clinical condition during the patient’s 
workup

• The CDSM will provide the ordering professional with a determination of 
whether that order adheres to AUC, does not adhere to AUC, or if there is 
no AUC applicable in the CDSM consulted

• Note: CMS clarified that AUC does not apply to MD waiver hospitals

CMS Flu Shot Outreach Campaign

 CMS developed a new Flu Shot page:
• Flu Shot Coding:

 Find the right HCPCS, CPT, and ICD-10 codes 

• Institutional Providers: Additional Information: 
 Get more information on facility and bill types

• Roster Billing Mass Immunizers:
 Get coverage requirements, elements & centralized billing information if 

you’re a mass immunizer and offer flu and pneumococcal shots to many 
people

• Become a Centralized Biller:
 Get information on the enrollment process to become a centralized biller

 Novitas flu shot page:
• Protect Yourself & Your Patients from Influenza this Season
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Comprehensive Error Rate Testing 
(CERT) Contractor Email Addresses

 Providers and suppliers are now able to submit medical records 
directly to the CERT contractor at CERTmail@nciinc.com:

• As a best practice, password protect the documentation

• Passwords should be submitted in a separate email 

 Have questions?
• Reach out to the CERT Contractor at CERTprovider@nciinc.com:

 They can assist with questions related to medical records requests, review 
status and more

• MACs CERT team is also able to assist with question you may have 
regarding the CERT process (JH) (JL)

Amount in Controversy for Appeals 
in 2021

 Amount in controversy (AIC) is claim dollar amount in controversy 
required to continue appeal rights with:

• Administrative Law Judge (ALJ) hearing:
 Third level of appeal

• Judicial review in Federal District Court:
 Fifth level of appeal

 AIC for appeals filed on or after January 1, 2021:
• ALJ hearing will increase from $170.00 to $180.00

• Federal District Court will increase from $1,670.00 to $1.760.00
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Accelerated and Advance Payments 
(AAP) Repayment Process

 Congress enacted amended repayment terms for the AAP through 
the Continuing Appropriations Act, 2021 and Other Extensions Act:

• Repayment will now begin one year after the date of the issuance of the 
payment. 

• During the first 11 months after repayment begins, repayment will occur 
through an automatic recoupment of 25 percent of Medicare payments 
otherwise owed to you.

• During the succeeding six months, repayment will occur through an 
automatic recoupment of 50 percent of Medicare payments otherwise 
owed to you.

• If you are unable to repay the total amount of the accelerated or 
advance payment through recoupment within 29 months, you will 
receive a demand letter requiring repayment of any outstanding 
balance, subject to an interest rate of four percent.

 Repayment process will begin automatically

Example of AAP Repayment

 Example shows repayment terms for a provider that was issued an 
AAP on April 1, 2020: 
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AAP Letters and Tracking

 Providers will receive a letter from their MAC with the following 
details:

• Payment dollar amount

• Repayment start date

• Account Receivable (AR) number

 Providers are encouraged to create a way to track:
• Claims submitted

• Reimbursement received

• Reimbursement recouped

Return of Monies Form for AAP

 Providers have the ability to return all or some monies owed from 
AAP prior to start of recoupment process

 Return of monies to Medicare form (8322-1) (Part A)

 Return of monies to Medicare form (8322) (Part B)

 17 - Other – Please Specify:
• Recommended comment AAP 

• Cannot accept checks for more than $70M
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AAP Resources

 Learn about CMS' Amended Repayment Process for Accelerated 
and Advance Repayments (JH) (JL)

 Fact Sheet: Repayment Terms for Accelerated and Advance 
Payments Issued to Providers and Supplies During COVID-19 
Emergency

 Accelerated and Advance Payment Repayment and Recovery 
Frequently Asked Questions

COVID-19 Updates
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Medicare Fee-for-Service (FFS) Response to 
the Public Health Emergency (PHE) on the 
Coronavirus (COVID-19)

 SE20011:
• Release Date: April 10, 2020 Revised

 Key Points:
• On March 13, 2020, CMS issued blanket waivers as a result of the PHE 

under Section 1135 retroactive to March 1, 2020:
 Prevents gap in access to care for beneficiaries impacted by the emergency
 No need to apply when blanket waiver issued

• Apply the following to claims:
 DR condition code to inpatient and outpatient claims
 CR modifier to professional claims

 References:
• Current Emergency webpage
• Waiver and Flexibilities webpage
• Complete list of COVID-19 blanket waivers
• COVID-19 FAQs

SE20011 Contents

 Clarification for using the “CR” modifier and “DR” condition code
 Counseling and COVID-19 testing
 Billing for professional telehealth distant site services during the PHE
 Teaching physicians and residents: Expansion of CPT codes that may 

be billed with the GE modifier
 Families First Coronavirus Response Act waives coinsurance and 

deductibles for additional COVID-19 related services:
• CS modifier 

 COVID-19: Expanded use of ambulance origin/destination modifiers
 New specimen collection codes for laboratories billing for COVID-19 

testing
 Medicare coverage of COVID-19 testing for nursing home residents and 

patients
 SNF benefit period waiver - provider information
 Beneficiary notice delivery guidance in light of COVID-19
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New Code for Laboratory Test for 
COVID-19 Antibody

 CMS has established a new code for laboratory test for Coronavirus 
disease (COVID-19) antibody: 

• Effective for date of service 9/8/2020

• 86413 – Severe acute respiratory syndrome coronavirus 2 (SARS-CoV-
2) (Coronavirus disease[COVID-19] antibody, quantitative

 For pricing information see the Novitas article:
• New codes for laboratory tests for the novel coronavirus (COVID-19) 

(JH) (JL):
 Includes new codes for lab tests for COVID-19 and their allowances

Current Procedural Terminology (CPT) only copyright 2019 American Medical Association. All rights reserved.

Telehealth Expansion – PHE

 CMS expanded this benefit on a temporary and emergency basis under the 
1135 waiver authority and Coronavirus Preparedness and Response 
Supplemental Appropriations Act

 Under the CARES Act:
• CMS is waiving the requirements of section 1834(m)(1) of the ACT and 42 CFR §

410.78(a)(3) for use of interactive telecommunications systems to furnish telehealth 
services, to the extent they require use of video technology, for certain services

• CMS has also expanded coverage for hospitals, RHCs, and FQHCs in regards to 
telehealth services

 References:
• COVID-19 Emergency Declaration Blanket Waivers for Health Care Providers
• CMS Medicare Telemedicine Health Care Provider Fact Sheet
• President Trump expands telehealth benefits for Medicare beneficiaries during 

COVID-19 outbreak
• Trump Administration Issues Second Round of Sweeping Changes to Support U.S. 

Healthcare System During COVID-19 Pandemic
• Coronavirus Waivers & Flexibilities:
• Covered Telehealth Services for PHE for the COVID-19 pandemic, effective March 1, 

2020
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Resources Relating to COVID-19

 Novitas Coronavirus COVID-19 information (JH) (JL):
• Dedicated page to encourage providers to stay current with all the updates related to COVID-19

 CMS Coronavirus (COVID-19) website:
• Learn about CMS responses to Coronavirus and find the latest program guidance

 Medicare Coverage and Payment of Virtual Services video:
• Video released providing answers to common questions about the Medicare telehealth services 

benefit
 COVID-19 Frequently Asked Questions (FAQs) on Medicare Fee-for-Service (FFS) Billing 

• CMS has posted updated frequently asked questions
 SE20011 - Medicare Fee-for-Service (FFS) Response to the Public Health Emergency on the 

Coronavirus (COVID-19) 
• Summary of the blanket waivers including telehealth

 Coronavirus Waivers & Flexibilities:
 Policy changes built on the regulatory waivers and flexibilities 

 Physicians and Other Clinicians: CMS Flexibilities to Fight COVID-19
 Hospitals:  CMS Flexibilities to Fight COVID-19
 Rural Health Clinics (RHCs) and Federally Qualified Health Centers (FQHCs): CMS 

Flexibilities to Fight COVID-19 
 Modifiers Used during the COVID-19 Public Health Emergency (PHE):

• List of PHE related modifiers and details of their usage 

 COVID-19@cms.hhs.gov
• Questions related to COVID-19 can be directed to CMS 

COVID-19 Frequently Asked 
Questions

 COVID-19 Medicare Fee-
for-Service (FFS) Billing 

 Telehealth Information:
o G.  Hospital Outpatient – Locations 

off of Hospital Campus  
o H. Hospital Outpatient Therapeutic 

Services Furnished In Temporary 
Expansion Locations  

o M. Rural Health Clinics (RHCs) and 
Federally Qualified Health Centers 
(FQHCs)  

o N. Expansion of Virtual 
Communication Services for 
FQHCs/RHCs 

o O. Revision of the Home Health 
Agency Shortage Area Requirement 
for Visiting Nursing Services 
Furnished by RHCs and FQHCs 

o P. Medicare Telehealth  
o LL.  Hospital Billing for Remote 

Services
o MM. Outpatient Therapy Services
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Telemedicine Services

Telemedicine 
Service

Description HCPSs/CPT Codes Place of Service

Telehealth A visit with a provider that uses 
telecommunication systems that has audio 
and video capabilities between a provider 
and a patient. 
• CMS waiver to allow the use of audio-

only equipment to furnish E&M services, 
behavioral health counseling and 
educational services (99441 -99443) (*)

Review the complete 
listing of Medicare 
Telehealth Services

Report modifier 95 
indicating that the 
service rendered was 
actually performed 
via telehealth

Place of service (POS) equal to what it 
would have been had the service been 
furnished in-person. 

Telephones Non-face-to-face E&M services provided 
using telephone audio

99441 – 99443 (*) 
follow the telehealth 
guidance
98966 – 98968

Place of service (POS) equal to what it 
would have been had the service been 
furnished in-person. 

Virtual Check-
In

A brief (5-10 minutes) check in with your 
practitioner via telephone or other 
telecommunications device to decide 
whether an office visit or other service is 
needed. A remote evaluation of recorded 
video and/or images.

G2010 and/or G2012 Place of service (POS) equal to what it 
would have been had the service been 
furnished in-person

E-Visits A communication between a patient and 
their provider through an online patient 
portal

99421 - 99423

G2061 - G2063

Place of service (POS) equal to what it 
would have been had the service been 
furnished in-person

Current Procedural Terminology (CPT) only copyright 2019 American Medical Association. All rights reserved.

Hospital Outpatient Services 
Accompanying Professional Services Via 
Telehealth - Originating Site Facility Fee 

 The hospital may bill under the PFS for the originating site facility fee 
associated with the telehealth service if:

• During the COVID-19 PHE, the beneficiary’s home or temporary expansion 
site is considered to be a provider-based department of the hospital and 
the beneficiary is registered as an outpatient of the hospital for purposes of 
receiving telehealth services billed by the physician or practitioner

• Beneficiary is in a healthcare facility and receives services via telehealth

 Originating Site Facility Fee:
• Report under HCPCS code Q3014
• Revenue code 078x
• Payment amount is 80 percent of the lesser of the actual charge, or $26.65

 References:
• Trump Administration Makes Sweeping Regulatory Changes to Help U.S. 

Health Care System Address COVID-19 Patient Surge
• Hospitals: CMS Flexibilities to Fight COVID-19 

Current Procedural Terminology (CPT) only copyright 2019 American Medical Association. All rights reserved.
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Billing Telehealth Outpatient 
Therapy Services - Institutional

 Outpatient therapy services that are furnished via telehealth can be separately 
paid under Part B be reported on an institutional claim (e.g., UB-04) during the 
COVID-19 PHE:

• Appropriate Bill Type:
 Hospital – 12X or 13X 
 SNF – 22X or 23X 
 CAH – 85X 
 Comprehensive Outpatient Rehabilitation Facility (CORF) – 75X 
 Outpatient Rehabilitation Facility (ORF) – 74X

• Revenue code 42X, 43X, 44X
• CPT/HCPCS code:

 Must amend appropriate therapy modifier:
 GP, GO, or GN 
 KX when applicable 

 Report 95 modifier

 Reference:
• COVID-19 Frequently Asked Questions (FAQs) on Medicare Fee-for-Service (FFS) 

Billing:
 Section MM. Outpatient Therapy Services

Hospital - Only Remote Outpatient 
Therapy and Education Services

 Hospitals (clinical staff, counselors and other employed staff) may 
provide the following services either through telecommunications 
technology or in person, in a temporary expansion location, which may 
include the beneficiary’s home when the beneficiary is registered as 
an outpatient of the hospital and the hospital considers the 
beneficiary’s home to be a provider-based department of the 
hospital:

• A subset of therapy and educational services are eligible to be provided 
remotely by the hospital clinical staff 

• Behavioral health and education services furnished by hospital-employed 
counselors

• Partial hospitalization program services:
 Individual psychotherapy, patient education, and group psychotherapy

• List of hospital outpatient services and partial hospitalization services
 References:

• Regulatory Changes to Help U.S. Health Care System Address COVID-19 
Patient Surge

• Hospitals: CMS Flexibilities to Fight COVID-19 
• Interim Final Rule
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Beneficiary’s Home as Provider-
Based Department

Temporary Expansion of 
Beneficiary’s Home as PBD

 Email the CMS Regional Office
 Request must include:

• Hospital’s CMS Certification Number (CCN);
• Address of the current PBD
• Address(es) of the relocated PBD(s):

 Beneficiary’s home address

• Date which they began furnishing services at the new PBD(s)
• Brief justification for the relocation and role of the relocation in the 

hospital’s response to COVID-19
• Attestation that the relocation is not inconsistent with their state’s 

emergency preparedness or pandemic plan

 Only one relocation request during the COVID-19 PHE is necessary
 Submit within 120 days of beginning to furnish and bill the services 
 Encrypt the relocation information prior to sending email

41

42



22

Hospital Outpatient Services furnished 
in Temporary Expansion Locations

 Billing instructions for when hospital clinical staff furnishes a service 
using telecommunication technology to the patient who is a 
registered outpatient of the hospital and the hospital makes the 
patient’s home provider-based to the hospital as a temporary 
expansion site:

• Do not use the modifier 95: 
 Not a telehealth service

• Append the DR condition code
• Use the PO to be paid under OPPS:

 Must meet all the requirements of extraordinary circumstances relocations

• Use PN modifier to be paid PFS-equivalent rate

 Reference:
• COVID-19 Frequently Asked Questions (FAQs) on Medicare Fee-for-

Service (FFS) Billing:
 G. Hospital Outpatient – Locations off of Hospital Campus

MD Waiver Clarifications

 MD waiver hospitals are not paid under OPPS, therefore, they do 
not need to report:

• The beneficiary’s home for the temporary extraordinary circumstance's 
relocation to the CMS regional office

• The PO or PN modifier

• The CS modifier because the deductible/coinsurance is not waived for 
non-OPPS
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New Waivers for Inpatient Prospective Payment 
System (IPPS) Hospitals, Long-Term Care Hospitals 
(LTCHs), and Inpatient Rehabilitation Facilities 
(IRFs) due to Provisions of the CARES Act 

 SE20015 (Revised):
• Release Date: August 17, 2020

 Key Points:
• Describes provisions under Sections 3710 and 3711 of the CARES Act 

relating to IPPS hospitals, LTCHs, and IRFs
• IPPS Hospitals:

 Section 3710 of the CARES Act -increase the weighting factor of the assigned 
DRG by 20 percent for an individual diagnosed with COVID-19 discharged during 
the COVID-19 PHE period

 Discharges of an individual diagnosed with COVID-19 will be identified by the 
presence of the following ICD-10-CM diagnosis codes:
 B97.29 (Other coronavirus as the cause of diseases classified elsewhere) for 

discharges occurring on or after January 27, 2020, and on or before March 31, 2020.
 U07.1 (COVID-19) for discharges occurring on or after April 1, 2020, through the 

duration of the COVID-19 PHE period
 Coding guidance for coding encounters related to COVID-19:

 Discharges on or after April 1, 2020 review the ICD-10-CM Official Coding and 
Reporting Guidelines

 Discharges prior to April 1, 2020 review the ICD-10-CM Official Coding Guideline –
Supplement

New Waivers for IPPS Hospitals

 CMS implemented the provisions of Section 3710 of the CARES Act 
in MM11764:

• For claims processed prior this implementation, the MAC will identify 
and reprocess IPPS claims with the following criteria: 
 A diagnosis code of B97.29 (in any diagnosis code field) and a discharge 

date on or after January 27, 2020, through March 31, 2020; or

 A diagnosis code of U07.1 (in any diagnosis code field) and a discharge 
date on or after April 1, 2020, through the successful implementation of the 
new Pricer software 

• MAC will initiate this reprocessing of claims by June 1, 2020

 NOTE: MD Waiver does not get the 20 percent add-on
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New Waivers for IPPS Hospitals –
Admissions On or After September 1, 
2020

 Effective with admissions occurring on or after September 1, 
2020, claims eligible for the 20 percent increase in the MS-DRG 
weighting factor will also be required to have a positive COVID-19 
laboratory test documented in the patient’s medical record:

• Positive tests must be demonstrated using only the results of viral 
testing (i.e., molecular or antigen), consistent with CDC guidelines:
 Performed either during the hospital admission or prior to the hospital 

admission:
 A viral test performed within 14 days of the hospital admission, including a test 

performed by an entity other than the hospital (i.e. local government-run testing 
center), should be notated in the patient’s medical record to satisfy this 
documentation requirement

 CMS will consider whether there are complex medical factors in addition to that 
test result for purposes of this documentation requirement in the rare 
circumstance a test was performed more than 14 days prior to the hospital 
admission

New Waivers for IPPS Hospitals –
Admissions On or After September 1, 
2020, Continued
 Pricer will apply an adjustment factor by 20 percent when determining 

IPPS operating payments for discharges that report the ICD-10-CM 
diagnosis code U07.1 (COVID-19):

• Confirmation of the presence of a positive COVID-19 laboratory test thru 
post payment review:
 Recoupment of the 20 percent increase will occur if no such test is contained in 

the medical record

 A hospital that diagnoses a patient with COVID-19 but does not have 
evidence of a positive test result can decline, at the time of claim 
submission, the additional payment resulting from the application at the 
time of claim payment of the 20 percent increase in the MS-DRG 
relative weight to avoid the repayment:

• Hospital will inform the MAC by entering a Billing Note NTE02 “No Pos Test” 
on the electronic claim 837I or a remark “No Pos Test” on a paper claim

• MAC will notate the claim with MAC internal claim processing coding for 
processing:
 Pricer software will not apply the 20 percent increase to the claim
 Pricer software package reflecting this change will be released in October 2020
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No Evidence of a Positive COVID-
19 Lab Test Billing Requirements

 For proper claim processing when there is no evidence of a positive COVID-19 
laboratory test documented in the patient’s medical record, the provider must bill the 
claim as follows:

• Electronic claim 837I:
 Report "No Pos Test" under Billing Note NTE02.

• Paper claim (UB-04):
 Notate "No Pos Test" in remarks.

• Fiscal Intermediary Shared System (FISS):
 Report “No Pos Test” in position one in the remarks field exactly as listed with no punctuation
 Note: To ensure proper payment report exactly as listed. Capitalization is not an issue. To avoid 

processing issues, do not add any of the following: quotes around the wording, commas, periods, 
the full work "positive", or any other words to or before this statement
 If additional remarks are need, add them to the second line of the remarks field to avoid interference

 For claims with a DOS of September 1, 2020 or after that was submitted prior to the 
Pricer update occurring October 5, 2020:

• The provider will be able to adjust their claim by adding these remarks after October 5, 2020, 
and submitting the claim back for processing

 Additional reference:
• Change Request (CR) 11925 -Update to the Implementation of the Increased Payments for 

COVID-19 Discharges Under the Inpatient Prospective Payment System (IPPS) Under 
Section 3710 of the CARES Act 

• Increased payments for COVID-19 discharges under the Inpatient Prospective Payment 
System (IPPS) (JH) (JL)

New Waivers LTCHs, and IRFs due to 
Provisions of the CARES Act

 LTCHs:
• Section 3711 of the CARES Act waives certain site neutral payment rate 

provisions:
 Waives payment adjustment for LTCHs that do not have a Discharge Payment 

Percentage (DPP) for the period that is at least 50 percent during the COVID 19 
PHE period:
 All admissions during the COVID-19 PHE period will be counted in the numerator of the 

calculation (counted as discharges paid the LTCH PPS standard Federal payment rate
 Waiver of the application of the site neutral payment rate for LTCH admissions 

that are in response to the PHE and occur during the COVID-19 PHE period:
 The claims processing systems will be updated to pay all LTCH cases admitted during 

the COVID-19 PHE period the LTCH PPS standard Federal rate, effective for claims 
with an admission date occurring on or after January 27, 2020

 IRFs -Intensity of Therapy Requirement (“3-Hour Rule”):
• Section 3711(a) of the CARES Act, during the COVID-19 PHE:

 Waiving criterion that Medicare Part A fee-for-service patients treated in IRFs 
receive at least 15 hours of therapy per week

 Waiver supersedes the clarification provided in the interim final rule with comment 
titled, Medicare and Medicaid Programs; Policy and Regulatory Revisions in 
Response to the COVID-19 PHE (CMS-1744-IFC) 
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Prior Authorization Program for 
Certain Hospital Outpatient 
Services

Prior Authorization (PA) Program for 
Certain Hospital Outpatient Department 
(OPD) Services
 Effective June 17, 2020, for DOS on or after July 1, 2020, nationwide, CMS is 

implementing the PA Program for Certain Hospital OPD services
 As a condition of payment a Prior Authorization Request (PAR) is required for 

the following hospital OPD services:
• Blepharoplasty, Eyelid Surgery, Brow Lift, and Related Services
• Botulinum toxin injections
• Panniculectomy, Excision of Excess Skin and Subcutaneous Tissue (Including 

Lipectomy), and Related Services
• Rhinoplasty and Related Services
• Vein ablation and Related Services

 CMS provides a list of the specific HCPCS codes that are included in the OPD 
PA program

 PA only applies to hospital OPD billing a type of bill 13X 
 Reference:

• Prior Authorization (PA) Program for Certain Hospital Outpatient Department (OPD) 
Service 

• CMS Prior Authorization for Certain Hospital Outpatient Department (OPD) Services
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PAR Submission Documentation 
Requirements

PAR Cover Sheet

 PAR hospital OPD Medicare Part A 
fax/mail cover sheet:

• All fields on the PAR cover sheet 
must be completed

 PAR cover sheet instructions

 Submit PAR via mail, fax, esMD, or 
Novitasphere:

• Novitasphere is recommended for 
PARs with photos

 Dedicated PA customer service 
line:

• 1-855-340-5975

• 8:00 a.m. – 4 p.m. ET
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PAR Review and Decisions

 PAR is reviewed and a decision letter is issued to the provider:
• Affirmative, partial affirmation, or non-affirmative
• Each PAR will be assigned a unique tracking number (UTN):

 UTN must be reported on the hospital OPD claim TOB 13x when submitted

• PAR decisions and UTNs are valid for 120 days:
 Service must be performed within 120 days

• Decision letter is either postmarked or faxed within 10 business days 
following the receipt of the request:
 Expedited requests within 2 business days of receipt of the expedited request

• Novitas will deny claims submitted when:
 A claim is submitted for a non-affirmed decision
 No PAR request submitted for a required service
 Claims related to or associated with services that require PA as condition of 

payment will not be paid, if the service requiring PA is not also paid:
 Anesthesiology services
 Physician services
 Facility services

OPD Calculator

 Hospital outpatient department (HOPD) services prior authorization 
(PA) calculator 
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PAR Tips and Reminders

 PARs have been returned as invalid due to procedure reported is not on 
the CMS list of procedures requiring PA:

• Remember only the procedure codes on the CMS list of procedures require 
PA

 PARs have been dismissed as non-affirmed for incomplete information 
on the PAR cover sheet:

• All fields on the PAR cover sheet must be completed:
 Start date of the authorization (anticipated DOS) – optional/not required

• Cover sheet should be submitted along with appropriate documentation
• Use the correct PAR cover sheet:

 Only use the expedited cover sheet for life threatening situations
• Ensure PAR being sent to correct MAC
• Addresses are needed

 Reference:
• Prior authorization (PA) for hospital outpatient department (OPD) tips and 

reminders (JH) (JL)

PAR Tips and Reminders Continued

 PARs including photos:
• Novitasphere submission is recommended (for color and clarity):

 Fax not ideal for photos

 PAR is required for certain OPD services billed on type of bill (TOB) 
13X:

• If the physician will be billing POS 19 or 22 which means the hospital 
will be billing TOB 13X, then the PAR is required for the hospital OPD 
for a service on the CMS list

• PAR is not required for ambulatory surgical centers (ASCs) or services 
performed in the physician’s office (POS 11)

 PAR resubmissions must include:
• The initial PAR cover sheet

• All documentation from the original submission

• Any additional information/documentation
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PAR Tip: Communication is Key

 Hospitals and physicians need to communicate to coordinate care:
• Requester can be anyone (physician or hospital):

 Facility and provider NPIs and CCNs/PTANs are required:
 PAR needs to contain the proper ID numbers in proper fields

 May need to contact hospital (or vice versa)

• Claims related to or associated with services that require PA as 
condition of payment will not be paid if the service requiring PA is not 
also paid (i.e., anesthesiology, physician or facility services)

PAR Tip: Scheduling the Procedure

 What happens when a procedure has been scheduled but PA has 
not yet been received OR the authorization response is non-
affirmed?

• As per the OPD Operational Guide, if a service requires PA, then 
submitting a PAR is a condition of payment. 

• Claims for HCPCS codes subject to required PA submitted without a PA 
determination and a corresponding UTN will be automatically denied. 

• Recommendation: do not schedule procedure(s) until affirmation 
has been received
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PA Hospital OPD References

 Novitas references:
• PA Program for Certain Hospital OPD Services 
• PA program for certain hospital outpatient department (OPD) services -

general documentation requirements 
• Hospital OPD services – medical record checklist 
• PA program for certain hospital OPD services - submitting the PAR 
• Prior authorization (PA) for hospital outpatient department (OPD) tips and 

reminders
• PA: Hospital OPD FAQs 

 CMS references:
• Prior Authorization for Certain Hospital Outpatient Department (OPD) 

Services 
• Final List Of Outpatient Services That Require Prior Authorization
• Calendar Year 2020 Outpatient Prospective Payment System/Ambulatory 

Surgical Center Final Rule (CMS-1717-FC)
• OPD Frequently Asked Questions
• OPD Operational Guide
• Send questions to OPDPA@cms.hhs.gov

Education and Training Events
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Calendar of Events

 Please visit our Calendar of Events for upcoming webinars

2020 Virtual Symposium

 Virtual Date December 2 through 4, 2020

 Registration coming soon to our Educational Event Calendar 
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On-Demand Training

 Novitas offers self-paced training courses which allow you and your 
staff to train when and where it is most convenient for you

Customer Contact Information

 Providers are required to use the IVR unit to obtain:
• Claim Status

• Patient Eligibility

• Check/Earning

• Remittance inquiries

 Jurisdiction L:
• Customer Contact Center- 1-877-235-8073 

 Patient / Medicare Beneficiary:
• 1-800-MEDICARE (1-800-633-4227)

• http://www.medicare.gov
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Any Questions?

Thank You for Attending!  

 Please visit our Calendar of Events for upcoming webinars
 Contact Information:

• Diane Hess
Education Specialist
Diane.Hess@novitas-solutions.com
(717) 579-0441

• Stephanie Portzline
Manager, Provider Engagement
Stephanie.Portzline@novitas-solutions.com
(717) 947-5749

• Janice Mumma
Supervisor Provider Outreach and Education 
janice.mumma@novitas-solutions.com
717-526-6406
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