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Benefits
Priority Health offers many different types of benefit plans. Some include the manipulation benefit under short-term
rehabilitative coverage, which means all services, including physical and occupational therapy, biofeedback and manipulation,
count to the same benefit limit.
Note: Priority Health Medicare Advantage plans follow Medicare coverage and billing rules.
Before treatment, verify if a patient has exhausted his/her short-term rehabilitative benefits by calling the Provider
Helpline.
Benefits renew annually on the patient's contract renewal date, which may or may not be January 1.
Also see the section on Billing for physical therapy in this manual.

Billing & payment
› How to bill

Radiology

› Clinical edits

Only one provider should bill for a written interpretation of the x-ray. If you are only reviewing what the radiologist or other
physician has interpreted, do not bill for this service.

› Code modifiers
› Coord. of benefits
› Procedures & services
» Add-on codes
» Advance care
» After-hours services

Using modifiers
If a provider does both the technical and professional components of a procedure, the procedure code should be billed
without a modifier to show it is a global service.
TC modifier: If the x-rays are taken in the office and interpreted by another provider outside your practice, append the
modifier -TC (technical component) to the procedure code.
26 modifier: If the x-rays are taken by another provider and you provide the written interpretation, append the modifier -26
(professional component) to the procedure code.

» Anesthesia
» Anticoagulation
management
» Assessments,
interventions
» Behavioral health

Chiropractic manipulative treatment
Priority Health follows national standards for documentation and billing of these services. Reference the documentation
guidelines above.
Chiropractic treatment codes include a pre-manipulation patient assessment. Priority Health recognizes that an additional
evaluation and management service may be needed if the patient's condition requires a significant separately identifiable E&M
service above and beyond the usual pre- and post-service work associated with the chiropractic service. The medical record
documentation needs to support all procedure codes billed.

» Bone density tests
» Care management
» Certain surgeries
» Cerumen removal
» Chemo., Medicare
» Clinical trials, Medicare
» Condition code 44
» DME
» DRGs & outliers
» ECG documentation
» Disease mgmt.
education
» ER visits

The American Chiropractic Association states, in article titled "Coding Misuse Prompts Fraud Investigations":
Billing an Evaluation and Management (E/M) Code on Every Visit with CMT: In general, it is inappropriate to bill
an established office/outpatient E/M code (99211-99215) on the same visit as Chiropractic Manipulative
Treatment (98940-98943) because CMT codes already include a brief pre-manipulation assessment. There are
times when it would be appropriate, but it should not be routine. Examples of when it may be appropriate to bill
an additional E/M service would be the evaluation of new patients, new injuries, exacerbations, or periodic reevaluations. If you are being told that billing an E/M code on every visit is a proper form of billing, it is incorrect.
Please refer to the American Chiropractic Association (ACA) website www.acatoday.org, Insurance and
Reimbursement, for specific guidance on the proper use of E/M with a Chiropractic Manipulative Treatment
Code (CMT).
References
Read the complete ACA article, "Coding Misuse Prompts Fraud Investigations"
Visit the American Chiropractic Association website: www.acatoday.org
Read the ACA Commentary on the Centers for Medicare and Medicaid Services Clinical Documentation Guidelines

» EPSDT

http://www.priorityhealth.com/provider/manual/billing-and-payment/services/manipulations[8/31/2015 11:30:08 AM]

Supervision of Diagnostic Tests- Medicare
The billing rules for diagnostic tests require that Medicare providers meet a specified level of
physician supervision to bill for certain diagnostic tests. The supervision guideline establishes
three levels of supervision with the following definitions:





General supervision means the procedure is furnished under the physician's overall
direction and control, but the physician’s presence is not required during the performance
of the procedure;
Direct supervision in the office setting means the physician must be present in the office
suite and immediately available to furnish assistance and direction throughout the
performance of the procedure. It does not mean that the physician must be present in the
room; and
Personal supervision means a physician must be in attendance in the room during the
performance of the procedure.

Access the full list of supervision levels correlating to each CPT © code via the CMS Physician
Fee Schedule Search file.
Non-physician practitioners may bill for diagnostic tests they perform under their own Medicare
billing number; physician assistants, nurse practitioners, and clinical nurse specialists are exempt
from the physician supervisory requirements. These practitioners are limited only by state scope
of practice laws and any applicable state requirement for physician supervision and/or
collaboration. To obtain information on state scope-of-practice laws, contact the appropriate state
board of licensing for the non-physician practitioner in question. However, these practitioners
cannot act as supervisory physicians for other personnel performing the service. In other words,
non-physician practitioners may not supervise nurses or technicians performing diagnostic
services to meet the requirement. For the purposes of this rule, only a physician can supervise
these personnel.
Medicare pays for the technical component of diagnostic tests at 100 percent of its physician fee
schedule regardless of who performs the service. Reimbursement for the professional component
of the service is subject to the percent reduction based on whether a physician or non-physician
practitioner performs the service. Thus, the professional component of a diagnostic test
performed by a physician is reimbursed at 100 percent of the Medicare physician fee schedule
and those performed by most non-physician practitioners are reimbursed at 85 percent of the fee
schedule. Because non-physicians may not supervise technicians in the performance of
diagnostic tests, they also may not bill for the technical component of the service. The technical
component must be billed under the physician. The professional component, when provided by
the non-physician practitioner, is billed under the non-physician practitioner’s NPI.
Incident-to Billing Does Not Apply
These supervision requirements are not like the requirements for “incident to” billing. They are a
distinct and separate benefit set forth in §1861(s)(3) of the Social Security Act. Therefore,
Disclaimer: This summary is provided for informational purposes only and does not constitute legal or payment advice. The ultimate
responsibility for statutory and regulatory compliance, as well as the proper submission of claims, rests entirely upon the provider of
services.

RADLAW

Diagnostic Test Order: Who Needs It?
Tom Hoffman, ACR associate general counsel, and Bill Shields, ACR general counsel

I

n every profession, a certain amount of direction and
instruction is required. For diagnostic radiologists,
one critical piece of instruction comes in the form
of an order for a study. Radiologists depend on patient
referrals, expressed through orders, to exercise their
imaging expertise. The smooth, effective continuum of
patient care that we would want for our family members
and ourselves requires clear, timely, and well-documented orders from those treating practitioners who request
imaging. Without such orders, ACR members and their
practices will struggle to contribute value to patients.
They also may risk legal liability if they cannot justify
the medical necessity of the studies they interpret.
The ACR legal office has fielded many calls from members
asking to clarify the regulatory compliance landscape
for ordering tests. Except for self-referred patients who
seek a screening mammogram, federal and state laws
prohibit radiologists and their practices from performing
and interpreting tests unless they have a valid order from
a physician or other authorized practitioner. But does
that order have to be written? If not, how soon after a
verbal order is issued must it be authenticated? May a
medical professional who is not a physician, such as a
nurse practitioner or a chiropractor, order a diagnostic
study? These and other questions regarding diagnostic
test orders need answers.

Let’s begin by defining fundamental terms.
What Is an “Order”?
The Centers for Medicare and Medicaid Services (CMS)
define an order as “communication from the treating
physician/practitioner requesting that a diagnostic test
be performed for a beneficiary.”1 An order may include
any of the following:
• A written communication signed by the treating
		 physician/practitioner (hand-delivered, mailed, or faxed to
		 the testing facility)
• A telephone call
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• An e-mail from the treating physician/practitioner or
		 his/her office to the testing facility
Therefore, Medicare permits a treating physician to issue an
oral or verbal order for a diagnostic study like a chest X-ray.
In its 2001 clarification, CMS noted that if a physician or
practitioner communicates an order via telephone, both the
treating physician and the testing site must document the phone
call in their respective copies of the patient’s medical record.
You should confirm with any private payer network to which
you belong whether it follows Medicare reimbursement
rules on orders for diagnostic tests. Regardless, more payers
are requiring prior authorization for imaging studies. In that
instance, a patient would have to present a written order from a
treating physician or practitioner for the payer to approve your
practice doing the study.

Who Is a “Treating Physician”?
Federal law defines a “treating physician” as a “physician who
furnishes a consultation or treats a beneficiary for a specific
medical problem, and who uses the results of a diagnostic
test in the management of the beneficiary’s specific medical
problem.”2 Historically, the ACR maintained that the
radiologist “manages” the imaging/interventional components
of the patient’s medical care and thus should be considered a
“treating physician.”
CMS went halfway on that point. It clarified that a radiologist
performing a therapeutic interventional procedure is considered a “treating physician” and thus can order tests related to
the condition for which the intervention is being performed.
However, a radiologist performing a diagnostic interventional
procedure is not considered a treating physician. This continues
to remain a point of discussion between the ACR and CMS.

Who Is a “Treating Practitioner”?
A “treating practitioner” is a nurse practitioner, clinical nurse
specialist, or physician assistant who furnishes, under state
law, a consultation or treats a beneficiary for a specific medical
problem. The practitioner uses the diagnostic test result to manage that problem.3 So a nurse practitioner or physician assistant
may order a diagnostic test, if authorized under state law.
February 2008
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Authenticating Verbal Orders
Under Medicare conditions of participation effective January 26, 2007,
physicians or practitioners must authenticate any verbal order they issue
for a hospital patient.4 They may do so in writing or electronically,
such as through an electronic signature. Verbal orders must be
authenticated either within a timeframe that state law prescribes or,
if no timeframe exists, within 48 hours. Significantly, CMS requires
hospitals to verify the identity of the practitioner who has authenticated
a verbal order, including faxed or computer-based orders. Hospitalbased radiologists should review and comply with author verification
processes at their institution. Medicare similarly requires that treating
physicians or practitioners based in offices document a verbal order in
the patient’s medical record.

When to Document Verbal Orders
Radiology practices, especially in hospital settings, frequently receive
verbal requests to conduct diagnostic studies. For example, the patient
is in the radiology suite and the practice is ready to perform the test, but
it has not received a written order from the treating practitioner. What
to do? The practice may proceed with the study. However, the practice
must document the order in the patient’s medical record as soon as
possible. A radiologist must demonstrate in writing that the study
performed was ordered by the treating physician or practitioner.
Medicare will not deem a diagnostic test “reasonable and medically
necessary” unless a practitioner who will use it to manage a patient’s
care orders it.5
Auditors will hone in on a pattern or practice of diagnostic tests
occurring without orders. Without proper documentation, you could
confront a potential false claim action. The Federal False Claims Act
prohibits an individual or entity from submitting or causing to be
submitted, a “false” claim to Medicare or any federally funded
program. A prior RADLAW column commented on one radiology
group that paid more than $2 million to settle a false claims lawsuit
alleging that it inadequately documented verbal orders (September
2006 ACR Bulletin).

Valid Test Orders
ACR members continually report problems with obtaining proper
clinical indications for the studies they are to interpret. Physicians or
practitioners ordering diagnostic tests need to provide radiologists with
sufficient clinical information so that “testing entities” may submit
accurate claims. That isn’t just responsible medical practice, it’s the
law.6 At a minimum, the order must specify a valid clinical reason for
the study, preferably at the time of patient registration.7
For years, ACR staff urged CMS to recognize that as physicians,
radiologists who lack such information should be able to talk — either

themselves or through their staff — with the patient to determine why
the study was ordered. This is critical because the ordering physician
who failed to provide ICD-9 coding information does not have to deal
with a denied claim; the radiologist does. CMS fortunately agreed,
issuing a memorandum to its carriers and intermediaries in 2001.
Radiologists may use ICD-9-clinical diagnoses based on information
they glean from the patient or the patient’s medical record. However,
CMS indicates that someone in the interpreting physician’s office
should try to contact the treating physician/practitioner’s office to verify
information from the patient.8

Changing Orders
Depending on the site of service, orders can be changed, e.g.,
performing a study with contrast instead of without contrast. Hospitalbased radiologists have wider latitude to modify test orders, if permitted
by hospital policies, Joint Commission guidelines, and state law. Officebased radiologists fall under somewhat tighter rules. They may change
an order only in certain conditions:
• Amending a clear and obvious error (i.e., X-ray on wrong foot)
• Setting test protocol (such as using or not using contrast) unless
		 the order specifies the design
• Patient’s physical condition will not allow the test to occur 9
However, radiologists may not change the originally ordered study to a
completely different one (e.g., CT to an MRI) without first contacting
and obtaining a new order from the treating physician or practitioner.

Orders From Chiropractors
Should a radiologist accept an order from a chiropractor? Doesn’t
that increase the radiologist’s liability? In legalese, it depends. As we
discussed in the first RADLAW column (published in the June 2005
Bulletin), ACR policy states that a radiologist may choose whether or
not to accept an order from a chiropractor.10 That decision carries
reimbursement and potential liability consequences.
Chiropractors traditionally could only treat patients using X-rays that a
medical or osteopathic doctor ordered. Yet a Medicare demonstration
project launched from 2005 to 2007 in five states enabled a chiropractor
to order and perform X-rays and bill Medicare for them. Additionally,
a chiropractor could order CTs or MRIs, but a physician had to perform
and interpret those studies. As with requests from physicians, radiologists
had to evaluate the study and obtain the underlying reason for it, and
document such data in their records.
On the liability front, courts may differ on whether a radiologist who
interprets a study that a chiropractor requests meets the standard
of care obligation. Some courts hold that radiologists only have to
(Continued on next page)

The American College of Radiology

23

RADLAW (continued)

(Continued from previous page)
ensure proper delivery of their report to the chiropractor,
noting any findings that merit follow-up treatment. Other
courts have ruled, though, that a radiologist who is the
sole physician of record has skill and expertise that
warrant communicating results directly to a patient. If
they fail to do so, they may be liable for negligence.
Don’t jeopardize your own practice or your reputation.
Be prudent and consult a qualified health care lawyer in
your state for specific advice.

NOTICE: The ACR Legal Office exists to represent the College and
to provide legal advice to the College leadership and the executive
director, as well as to handle the day-to-day legal activities of the
College. The attorneys are not licensed in all 50 states, the District
of Columbia, Puerto Rico, Guam, and Canada, and therefore, cannot
give direct legal advice to members or represent chapters, practices,
or individual members. The office can provide general information of
interest to members as well as general guidance on a variety of legal
topics. All information is provided with the express understanding
that no attorney-client relationship exists and that members, practices, and chapters should always consult their personal or corporate
counsel on matters of concern.

ENDNOTES
1. C
 enters for Medicare and Medicaid Services. Ordering Diagnostic Tests,
Medicare Carriers Manual; Transmittal 1725, September 27, 2001.
2. 42 U.S.C. section 1395x(r).
3. 42 U.S.C. section 1395x(aa)(5).
4. 42 C.F.R. section 1395x(r).
5. 42 C.F.R. section 410.32(a).
6. Balanced Budget Act of 1997, Pub. L. No. 110-33.
7. Duszak R, “Diagnosis Please...If You Want to Get Paid!” JACR, 2005:447.
8. For more details on ICD-9-CM coding and reporting, see ACR Radiology
Coding Source: 2004.
9. CMS Transmittal 1725, section 15021, Medicare Carriers Manual (2001).

The ACR Legal Department welcomes questions from
members on general legal topics. We cannot provide
specific legal advice but will answer questions that
apply broadly to radiologists and their practices.
Please submit questions in writing to:
ACR Legal Office
1891 Preston White Drive, Reston, VA 20191
legal@acr.org

10. 2007 ACR Digest of Council Actions. Res. 3-c (1987; 1997; 2007).

Connecting With Your Patients

“I

have breast cancer.” That is the united thought
of the thousands of women who impatiently wait
for the results of their annual mammograms.
For a small percentage of those women, that statement
becomes an unfortunate reality. At that point, you, as
their doctor need to communicate in a way that is compassionate, respectful, and free of confusing medical
jargon. Can they trust you to accomplish this?

her that the results from the core needle biopsy are in.
The doctor reminds her that she is positive for BRCA1
genetic mutation, possibly a contributing factor. It’s
cancer, an adenocarcinoma, the doctor says hurriedly
while clicking a pen. The doctor suggests discussing her
options when there is more time. She can talk to the
other radiologist on shift; otherwise, she should make
another appointment.

“Many radiologists are excellent diagnosticians but not
clinicians. Good patient contact is not taught in medical
school,” says Michael Linver, M.D., FACR. Linver, a
passionate advocate for communication between doctors
and patients, demonstrated his passion in his presentation, “Talking With Patients: Ways to Gain Their
Trust,” at the Society for Breast Imaging Conference
last April.

At this point in this scenario, the patient is confused and
unsure of her next steps. She’s not even sure what kind
of breast cancer she has; was it adeno-something, or was
it BRCA1? She couldn’t even listen to what the doctor
was saying. All she heard was one word: “cancer.”

Imagine this scenario: A patient is in the radiology
waiting room waiting to be told she has breast cancer. Her
doctor quickly reviews her file and heads into the busy
room. Standing above the sitting patient, the doctor tells
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Exaggerated situations like the one described above
are hopefully few and far between, but poor communication skills are more common. Exercise those skills
and start with a simple gesture: extend your hand to the
patient. Reinforce that physical bond with a positive attitude, which is essential whether it’s the physician’s first
appointment of the day, or the 21st.
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How to Use the Searchable Medicare
Physician Fee Schedule (MPFS)

“The searchable
Medicare Physician Fee
Schedule is a great tool
to help my practice
understand my
Medicare payment!”

http://www.cms.gov/apps/physician-fee-schedule/overview.aspx

ICN 901344 April 2014
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Please note: The information in this publication applies only to the Medicare Fee-For-Service Program (also
known as Original Medicare).
To Learn More…
If you find this How To booklet helpful, then you may wish to review the other booklets in this series. To locate these
booklets, go to the MLN Publications page at http://go.cms.gov/MLNProducts and
search for items containing the words “how to.”
CPT Disclaimer-American Medical Association (AMA) Notice

CPT only copyright 2013 American Medical Association. All rights reserved.
CPT is a registered trademark of the American Medical Association.
Applicable 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.

INTRODUCTION
What is the Searchable Medicare Physician
Fee Schedule (MPFS)?
The Centers for Medicare & Medicaid Services (CMS) Physician
Fee Schedule Search Tool provides Medicare payment
information on more than 10,000 services, including pricing, the
associated Relative Value Units (RVUs), and various
payment policies.

Why Would a Health Care Professional,
Supplier, or Provider Use the
Searchable MPFS?
The MPFS is the primary method of payment for enrolled health
care professionals. Specifically, Medicare uses this fee schedule
when paying the following services:
• Professional services of physicians and other enrolled
health care professionals in private practice;
• Services covered incident to physicians’ services (other
than certain drugs covered as incident to services);
• Diagnostic tests (other than clinical laboratory tests); and
• Radiology services.
In addition, suppliers such as Mammography Centers are paid
according to the MPFS. Institutional providers such as hospitals,
Comprehensive Outpatient Rehabilitation Facilities (CORFs), and
Skilled Nursing Facilities (SNFs) are paid for some services under
the MPFS depending on the institution type and service. For
example, hospital outpatient departments are paid for screening
mammographies and outpatient rehabilitation services under
the MPFS.
The searchable MPFS allows health care professionals, suppliers,
and institutional providers to find the Medicare payment
amount for each code so they may calculate the beneficiary
coinsurance amount. In addition, for those health care
professionals/suppliers who choose to be nonparticipating, the
MPFS provides the limiting charge.

Print out the “Medicare Physician Fee Schedule (MPFS)
Quick Reference Search Guide” on page 29 of this booklet
for a step-by-step summary of how to use the MPFS
Search Tool.
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PARTICIPATING HEALTH CARE
PROFESSIONALS AND SUPPLIERS
have enrolled in Medicare and have
signed the Form CMS-460, “Medicare
Participating Physician or Supplier
Agreement,” agreeing to charge
no more than Medicare-approved
amounts and deductibles and
coinsurance amounts. Participating
professionals and suppliers submit
assigned claims.
ASSIGNED CLAIMS ARE submitted
by the health professional/supplier/
provider on behalf of the beneficiary.
Medicare issues payment to
the submitter.
NONPARTICIPATING HEALTH CARE
PROFESSIONALS AND SUPPLIERS
enroll in Medicare but have decided
not to sign the Form CMS-460. They
accept assignment on a case-by-case
basis. For services paid under the
MPFS, there is a 5 percent reduction in
the Medicare-approved amounts for
nonparticipants, and there is a limit
on what the health care professional/
supplier may charge the beneficiary
(LIMITING CHARGE).
LIMITING CHARGE equals 115
percent of the fee schedule
amount and is the maximum the
nonparticipant may charge
a beneficiary.
UNASSIGNED CLAIMS are submitted
by a nonparticipating health care
professional or supplier who is not
accepting assignment on the claim.
Medicare issues payment to
the beneficiary.

HOW TO USE THE SEARCHABLE MEDICARE PHYSICIAN FEE SCHEDULE (MPFS)

The searchable MPFS is also an excellent way to learn if Healthcare Common Procedure Coding System (HCPCS) codes
are affected by payment policies such as payment of assistant at surgery services, applicability of certain modifiers, and
physician supervision of diagnostic services.
HELPFUL HINT
Additional information about these and other payment policies are found in the CMS Internet-Only Manuals
(IOMs). In addition, search the National Correct Coding Initiative (NCCI) at http://www.cms.gov/Medicare/Coding/
NationalCorrectCodInitEd/index.html to identify NCCI code pair edits and Medically Unlikely Edits (MUEs). Search
the Medicare Coverage Database (MCD) at http://www.cms.gov/medicare-coverage-database to review national
and local coverage determinations. The Medicare Learning Network® has created the “How to Use the National
Correct Coding Initiative (NCCI) Tools” and “How to Use the Medicare Coverage Database” booklets to assist you.

Background
A fee schedule is a complete listing of fee maximums used by Medicare to pay physicians, other enrolled health care
professionals, or providers/suppliers on a Fee-For-Service (FFS) basis. Medicare bases payment on whichever is less, the
charge or MPFS amount. In addition to the MPFS, CMS develops fee schedules for ambulance services, clinical laboratory
services, and Durable Medical Equipment, Prosthetics, Orthotics, and Supplies (DMEPOS).
Some examples of adjustments to the fees shown in the MPFS are:
• For most codes, Medicare pays 80 percent of the amount listed and the beneficiary is responsible for 20 percent.
• Some physicians and other health care professionals might qualify for additional payment such as:
◦◦ Health Professional Shortage Area (HPSA) bonus payment, HPSA Surgical Incentive Payment (HSIP), and
Primary Care Incentive Payment (PCIP);
◦◦ Electronic Health Records Incentive Program;
◦◦ Physician Quality Reporting System; and
◦◦ Electronic Prescribing.
• Examples of reductions from the published MPFS amount include:
◦◦ Assistants at surgery receive 16 percent of the MPFS rate;
◦◦ Nurse practitioners, physician assistants, and clinical nurse specialists are paid 85 percent;
◦◦ Registered dietitians or nutrition professionals, for medical nutrition therapy services, are paid 85 percent; and
◦◦ Clinical social workers receive 75 percent.

HELPFUL HINT
Refer to IOM Publication (Pub.) 100-04, “Medicare Claims Processing Manual,” Chapter 12, “Physicians/
Nonphysician Practitioners,” at http://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/downloads/
clm104c12.pdf for more information.

How Up-to-Date is the Searchable Medicare Physician Fee Schedule?
The searchable MPFS is updated quarterly. The PFS Update Status on the MPFS Overview page shows the date of the
latest update.

How to Locate the Searchable Medicare Physician Fee Schedule
The searchable MPFS is located at http://www.cms.gov/apps/physician-fee-schedule/overview.aspx on the CMS website.
Page 2

HOW TO USE THE SEARCHABLE MEDICARE PHYSICIAN FEE SCHEDULE (MPFS)

SEARCHING THE MPFS

The searchable MPFS is designed to take the user through the selection steps prior to the display of the information so
the user may customize searches of:
• Pricing amounts;
• Various payment policy indicators;
• Relative Value Units (RVUs); and
• Geographic Practice Cost Indexes (GPCIs).
To begin a search from the MPFS Overview page, either click on ‘Physician Fee Schedule Search’ in the navigation bar
at the top of the page or scroll down and select ‘Start Search.’ To continue, click ‘Accept’ to indicate you have read and
agree to the License for Use of Current Procedural Terminology, Fourth Edition (“CPT®”).
The MPFS Search Criteria screen will appear. A portion of this screen is shown in Figure 1.

1
2

Figure 1: Search Criteria

To begin your search, select the following criteria:
1 Choose the year from the dropdown menu.
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2

Then, select the Type of Information for the search from the following choices:
• Pricing Information - This search provides the maximum fee schedule amount by HCPCS code.
• Payment Policy Indicators - This option provides only payment policy indicators information such as global
surgery days, multiple surgery indicators, and applicability of professional and technical components.
• Relative Value Units (RVUs) - For those interested in how the payment amount was calculated, this option
provides RVU information for work, practice expense, and malpractice costs.
• Geographical Practice Cost Index (GPCI) - A GPCI has been established for every Medicare payment locality for
each of the three components of a procedure’s RVU.
• All - This option provides data for each of the above types of information.

HELPFUL HINT
If you are only interested in one of the above choices, there is a minor downside to choosing ‘All’ and that is, if you
choose to print the results, you’ll print more than what you need and will need to spend a little more time arranging
the printing. Also, if you select one of the choices and then change your mind, you can easily switch from viewing
only the default columns to all columns once your search results appear.
The remaining criteria options that are displayed vary based on the Type of Information selected for the search.
We will display the next steps of this search performing a Pricing Information Search and subsequently review the other
choices of searches.

Pricing Information Search
1

Select Pricing Information for the Type
of Information.

1

2

Select one of the following Healthcare Common
Procedure Coding System (HCPCS)
Criteria choices:

2

• Single HCPCS Code
◦◦ Enter one procedure code.

3

• List of HCPCS Codes
◦◦ Enter up to five codes.
• Range of HCPCS Codes
◦◦ Enter a starting and ending procedure code to
define the range.

4
HELPFUL HINT

5

The MPFS includes Level I Common Procedural
Terminology CPT and Level II HCPCS codes.
Figure 2: Pricing Information Search
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3

Select one of the following choices for the Carrier/Medicare Administrative Contractor (MAC) criteria:
• National Payment Amount
◦◦ This option searches for information for only the national payment amount. The national payment amount is
designated with a carrier locality code of ‘0000000.’
• Specific Carrier/MAC
◦◦ This option searches for information by a number
indicating a specific geographic area. If you choose this
option, select an area from the dropdown menu at the
bottom of the page.

Some of these areas, such as 01102, have multiple listings. To learn
what these numbers represent, reset the Search to Specific Locality.

HELPFUL HINT
A MAC will be comprised of more than
one of these numbers. For example, the J1
MAC includes 01192-Southern California;
01102-Northern California; 01202-Hawaii,
Guam, the Northern Mariana Islands and
Samoa Islands; and 01302-Nevada.

• Specific Locality
◦◦ This search allows you to drill down to specific cities (for example, 0110205 - San Francisco) if payment varies
within a carrier/MAC for specific localities. Notice the number for San Francisco starts with the Northern
California number followed by 05.
• All Carriers/MACs
◦◦ This option searches for information for the entire nation. The results will include the national payment
amount, as well as all carrier localities. This option is helpful for states with multiple payment localities because
it groups all localities together for a carrier/MAC in case you are interested in how Medicare payment varies
by locality within one carrier/MAC. However, this option does not provide locality names so it is necessary to
know the carrier locality numbers, such as those provided in the Specific Locality option.
4

Enter the HCPCS code(s) for the search.

5

Select one of the following Modifier options from the dropdown menu:
• Global (Diagnostic Service) OR Physicians Professional Service
where Professional/Technical concept does not apply;
• 26 Professional Component;
• 53 Procedures which the physician terminated
before completion;
• TC Technical Component; and
• All Modifiers.

HELPFUL HINT
If you are uncertain as to which modifier
to choose, select ‘All Modifiers.’ All means
all of those modifiers listed above, not all
modifiers in the AMA or HCPCS
code books.

Click ‘Submit’ when all criteria have been selected to begin your Pricing search.
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Pricing Search Using a List of Evaluation/Management Codes
In order to demonstrate the type of information found in a pricing search, this booklet first provides an example of a
pricing search using a list of Evaluation/Management (E/M) codes and then shows how the results vary when performing
a search using a code with a professional/technical component.
Figure 3 shows the top portion of the Search Results page after selecting or inputting the following information in
this order:
• 2014;
• Pricing Information;
• List of HCPCS Codes;
• 11202 South Carolina as the Specific Carrier/MAC;
• 99214 and 99215 as a list of HCPCS Codes; and
• All Modifiers.
These selections are displayed. In addition, a brief descriptor of each code is provided.

Figure 3: Pricing Search Results for List of E/M Codes

In Figure 3, the ‘Show Default Columns’ view is automatically selected and only the columns related to the search are
shown. To display all fields related to the information, you would select the ‘Show All Columns’ link.

HELPFUL HINT
If you wish to change the search criteria, type in a new code or other factor where your choices are indicated at the
top of the page and then click on ‘Update Results.’ You may also print, download, or e-mail your search results by
selecting one of these options.
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In Figure 4, let’s review the pricing information that is provided starting with the column on the left and moving towards
the right:
1

2

3

4

5

6

7

8

9

Figure 4: Pricing Search Results for List of E/M Codes

1

2

HCPCS CODE - 99214 and 99215 are each displayed on
a separate row with the pricing information displayed
under the columns to the right.
MODIFIER - There is nothing displayed in this column.

HELPFUL HINT
If the Single HCPCS Code option had been selected
for the search, this column would not
have appeared.

◦◦ For services other than those codes with a
professional and/or technical component, this field will be blank with one exception: when CPT modifier -53 is
allowed, it will appear.
3

PROC STAT - This column includes the Procedure Status Code. In Figure 4, ‘A’ is listed in this column and indicates an
Active Code, which means the code is paid if covered.

HELPFUL HINT
Refer to the “Medicare Claims Processing Manual,” IOM Pub. 100-04, Chapter 23, Section 30.2.2, at http://www.
cms.gov/manuals/downloads/clm104c23.pdf for full descriptions of all Procedure Status Codes or refer to the
Appendix in the back of this booklet.
4

CARRIER LOCALITY - In Figure 4, 1120201 is displayed.
◦◦ In this example, ‘1120201’ represents South Carolina, and ‘01’ as the last two digits indicates all of South
Carolina’s pricing is statewide. If this example was about Northern California, several rows would be displayed
because pricing in California varies in several localities.
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5

NON-FACILITY PRICE - In Figure 4, $101.96 is displayed for 99214
and $136.88 is displayed for 99215.
◦◦ This column includes the fee schedule amount when a
physician performs a procedure in a non-facility setting such
as the office. (Non-facility fees are applicable to therapy
procedures regardless of whether they are furnished in
facility or non-facility settings.)

Occasionally, institutions such as hospitals are under the MPFS.
When this occurs, they are paid at the non-facility (higher) rate.
Although the terminology might seem confusing at first, the higher
payment makes sense because here the facility is responsible for the
cost of providing the staff and supplies.
6

SITE OF SERVICE DIFFERENTIAL
Under the MPFS, some procedures have
a separate Medicare fee schedule for a
physician’s professional services when
provided in a facility (such as a hospital) or
a non-facility. Generally Medicare provides
higher payments to physicians and other
health care professionals for procedures
performed in their offices because they
are responsible for providing clinical staff,
supplies, and equipment. This differential
is viewed in the NON-FACILITY PRICE and
FACILITY PRICE columns.

FACILITY PRICE - $75.86 is shown for 99214 and $106.86 for 99215.
◦◦ This is the fee schedule amount when a physician provides this service in a facility setting, such as a hospital or
Ambulatory Surgical Center (ASC).

7

NON-FACILITY LIMITING CHARGE - $111.39 is shown for 99214 and $149.54 for 99215.
◦◦ This is the maximum amount a beneficiary can be charged for the service:
-- By nonparticipating health care professionals;
-- Who do not accept assignment; and
-- When the service is performed in an office setting.

As explained on page 1 of this booklet, there is a 5 percent reduction in the approved amount for nonparticipating health
care professionals and suppliers. In other words, the amounts in this column add up to 115 percent of 95 percent of the
amounts in column 5.
8

FACILITY LIMITING CHARGE - $82.87 is shown for 99214 and $116.74 for 99215.
◦◦ This is the maximum amount a beneficiary can be charged for the service:
-- By nonparticipating health care professionals;
-- Who do not accept assignment; and
-- When the service is performed in a facility setting.

9

CONV FACT - This column displays the Conversion Factor for this code, which we’ll explain later in this booklet,
when we discuss RVUs.
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Pricing Search Using a Code with an Applicable Professional/Technical Component
Figure 5 below shows the additional pricing information that displays for codes that may be billed globally or with a
professional/technical component. The selection criteria for this example were:
• 2014;
• Pricing Information;
• 77057 as the Single HCPCS Code;
• 11202 South Carolina as the Specific Carrier/MAC; and
• All Modifiers.

1
2
3
Figure 5: Pricing Search Showing TC and 26

It is important to note that, although the search was only for one code (77057, Mammogram screening), three rows are
displayed because there are three ways to bill this code depending whether it is appropriate to bill a modifier.
1

In Figure 5, the first row displays the results if the CPT code 77057 is billed with HCPCS Level II modifier TC,
Technical Component. TC indicates the claim was billed for the performance of the mammography only, not for the
interpretation. $42.65 is displayed under NON-FACILITY PRICE and FACILITY PRICE and $46.59 is shown under
NON-FACILITY LIMITING CHARGE and FACILITY LIMITING CHARGE.

2

The second row is blank in the modifier column. When a provider does not use a modifier with this code, it means
this provider has performed both the technical and professional components of the procedure. The global pricing
amount is $77.09 for the NON-FACILITY PRICE and FACILITY PRICE and $84.22 for the NON-FACILITY LIMITING
CHARGE and the FACILITY LIMITING CHARGE. (These amounts equal the sum of the amounts in the two other
rows under these columns.)

3

The third row provides information for CPT code 77057 submitted with modifier -26, which should be used when
only the professional component of the procedure was performed. In this row there are prices listed in each column
with $34.45 in the two pricing columns and $37.63 in the two limiting charge columns.
HELPFUL HINT

For the technical component of certain diagnostic imaging procedures, Medicare payment is based on the lower of
the Outpatient Prospective Payment System (OPPS) cap or fee schedule amount; however, payment adjustments
are not reflected in the MPFS search results. Full payments are displayed as well as OPPS payments. Also, Multiple
Procedures Payment Reductions (MPPRs) cannot be displayed since there are too many combinations of HCPCS
codes to consider. For additional information about MPPR, refer to the MLN Matters® articles included in the
Resources section on page 17.
CPT only copyright 2013 American Medical Association. All rights reserved.
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Payment Policy Indicators Search
Let’s review the other information available in the searchable MPFS by now using the Payment Policy Indicators Search.
The Payment Policy Indicators include:
• Applicability of professional or technical modifiers;
• The number of post-operative days included in a procedure;
• Whether a code is paid by Medicare;
• The level of physician supervision required; and
• Whether the service can be billed bilaterally.

Payment Policy Indicators Search Using a Code with an Applicable
Professional/Technical Component
In Figure 6 we’ll search using a code for which there are applicable professional/technical modifiers and then in Figure 7
we’ll discuss the information provided when a surgical code is inputted.
Figure 6 shows a portion of the Search results after selecting the following criteria:
• 2014;
• Payment Policy Indicators;
• Single HCPCS Code 77057; and
• All Modifiers.
We used the same code, 77057, as we just did in a pricing search to compare the information provided.

HELPFUL HINT
This payment policy search does not request a location or carrier/MAC selection because the policies shown are
national. Learn more about these policies in the “Medicare Claims Processing Manual,” IOM Pub 100-04, Chapter
23, “Fee Schedule Administration and Coding Requirements,” at http://www.cms.gov/Regulations-and-Guidance/
Guidance/Manuals/downloads/clm104c23.pdf. Remember, however, that carrier/MACs may have additional, local
policies that you’ll need to research on their websites or in the National Coverage Database at http://www.cms.gov/
medicare-coverage-database on the CMS website.
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1

2

3

4

5

6

Figure 6: Payment Policy Indicators Search Results

1

MODIFER – As in our pricing search for this code, the screen displays three rows, showing that code 77057,
Mammogram screening, can be reported with no modifier, modifier -26, or a TC modifier.
◦◦ All the other columns in this example display the same information for each row under the column heading.

2

PROC STAT – In this column, which shows Procedure Status Indicator, an ‘A’ is displayed as it was in the Pricing
Search, meaning active code.

3

PCTC – This column complements the Modifier column by providing
Professional Component/Technical Component Indicators. In our
example, ‘1’ is listed, which means the code is a diagnostic test or
radiology service. Modifiers -26 and TC may be used when submitting
this code on a claim.

4

GLOBAL – XXX appears in this example, which means the global
surgery concept is not applicable to this code.

5

MULT SURG – There are zeros displayed in this column, which means
no payment adjustment rules for multiple procedures apply.

6

BILT SURG – A ‘2’ is displayed, which means the 150 percent payment
adjustment for bilateral procedure does not apply. RVUs are already
based on the procedure being performed as a bilateral procedure. If the
procedure is reported with modifier -50 or is reported twice on the same
day by any other means (for example, with RT and LT modifiers with a 2 in the units field), payment is based for
both sides on the lower of (a) the total actual charges by the physician for both sides or (b) 100 percent of the fee
schedule amount for a single code.

For a complete listing of indicators
which might appear with other
HCPCS code selections, refer to
the “Medicare Claims Processing
Manual,” IOM Pub. 100-04,
Chapter 23 at http://www.cms.
gov/Regulations-and-Guidance/
Guidance/Manuals/Downloads/
clm104c23.pdf on the CMS website.
In the Addendum, select the layout
for the applicable year (such as
2014) or refer to the Appendix in
the back of this booklet. In addition,
we’ll also perform a payment policy
search with a surgical example to
explain more of these indicators.

All the other columns include indicators showing that these are not applicable or not permitted for code 77057. Let’s
now do a search using a surgical code to see what type of information may be conveyed in these columns.
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Payment Policy Indicators Search Using a Surgical Code
Figure 7 below shows the MPFS search results when searching for CPT code 47480, Incision of gallbladder.
Understanding the information in the columns displayed in these search results helps you understand policies such
as bundled procedures or when using an appropriate CPT modifier with a code is necessary in order to be paid
appropriately. This includes modifiers for assistant surgeons, bilateral surgery, and multiple procedures.

1

2

3

4

5

6

7

8

9

10

Figure 7: Payment Policy Indicators Search Using a Surgical Code

1

MODIFIER – There is no information under the Modifier column.

2

PROC STAT – There is an ‘A’ in the column indicating this is a current code.

3

PCTC – There is a ‘0’ in the column.

The ‘0’ indicator identifies codes that describe physician services. Examples include visits, consultations, and surgical
procedures. The concept of PC/TC does not apply since physician services cannot be split into professional and
technical components.
4

GLOBAL – This field provides the time frames that apply to payment for each surgical procedure or another
indicator that describes the applicability of the global concept to the service (as XXX was explained in the previous
mammography example).

In Figure 7, ‘090’ is listed, which means code 47480 is major surgery with a 1-day preoperative period and 90-day
postoperative period included in the fee schedule payment amount.
CPT only copyright 2013 American Medical Association. All rights reserved.
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5

MULT SURG – This column indicates which payment adjustment rule for multiple procedures (including certain
physical therapy procedures) applies to the service. In Figure 7, a ‘2’ indicates that standard payment adjustment
rules for multiple procedures apply. Payment is based on the lower of the billed amount, or:
• 100 percent of the fee schedule amount for the highest valued procedure; and
• 50 percent of the fee schedule amount for the second through the fifth highest valued procedures.

Additional procedures are reviewed and considered for payment.

HELPFUL HINT
When billing for multiple surgeries by the same professional (or physicians in the same group) on the same day,
report the primary surgical procedure without modifier -51. Report additional surgical procedures performed by
the same professional on the same day with modifier -51. Learn about multiple surgeries in Chapter 12 of IOM Pub.
100-04 and read about modifier -51 in the current CPT code book.
6

BILT SURGERY – This field provides an indicator for bilateral services subject to a payment adjustment. Bilateral
surgeries are procedures performed on both sides of the body during the same operative session or on the same
day. In Figure 7, ‘0’ is displayed, which means the 150 percent payment adjustment for bilateral procedures does
not apply. If this procedure is reported with modifier -50 or with modifiers RT and LT, Medicare bases payment for
the two sides on the lower of: (a) the total actual charge for both sides or (b) 100 percent of the fee schedule
amount for a single code.
HELPFUL HINT

Modifier -50 is a modifier indicating that the procedure was performed bilaterally at the same session. Learn more
about billing for bilateral surgery in Chapter 12 of IOM Pub. 100-04 and read about modifier -50 in the current CPT
code book.
7

ASST SURGERY – This column indicates whether assistants at surgery may be paid. In Figure 7, ‘2’ is displayed,
which means payment restriction for assistants at surgery does not apply to this procedure.

HELPFUL HINT
Physicians are prohibited from billing a Medicare beneficiary for assistant at surgery services for procedure codes
subject to the assistant at surgery limit. Learn more about assistant at surgery payment in Chapter 12 of IOM Pub.
100-04 and review modifiers -AS, -80, -81, and -82 by referring to the CPT/HCPCS code books.

8

CO SURG – This field in Figure 7 includes an indicator ‘1’, which means co-surgeons (each of a different specialty)
could be paid. Supporting documentation is required to establish medical necessity of two surgeons for
this procedure.
HELPFUL HINT

Learn more about co-surgeons in Chapter 12 of IOM Pub. 100-04 and read about modifier -62 in the current CPT
code book.
CPT only copyright 2013 American Medical Association. All rights reserved.
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9

TEAM SURG – This field in Figure 7 provides indicator ‘0’ indicating a team of surgeons (more than two surgeons of
different specialties) is not permitted for this procedure.

10 PHYS SUPV – Diagnostic tests, with certain exceptions, must be performed under the supervision of a physician.
This field indicates the level of required supervision. In this example, ‘9’ indicates that this concept does not apply.

Relative Value Unit (RVU) and Geographic Practice Cost Index (GPCI) Search
Prior to demonstrating the results of an RVU and GPCI search, it’s important to understand what RVUs and GPCIs are.
The pricing for each code in the MPFS is based on the following three components:
RVU – RVUs reflect the relative resources required to furnish
a physician fee schedule service. Three separate RVUs are
associated with the calculation of a payment under the MPFS:
• Work RVUs (reflect the relative time and intensity
associated with providing a service and equal
approximately 50 percent of the total payment);

RVUs comprise the core of physician fees. CMS
provides carriers/MACs with the fee schedule RVUs
for all services except the following:
• Those with local codes;
• Those with national codes for which national
relative values have not been established;

• Practice Expense (PE) RVUs (reflect costs such
as renting office space, buying supplies and
equipment, and staff); and

• Those requiring “By Report” payment or
MAC/carrier pricing; and

• Malpractice (MP) RVUs (reflect the relative costs of
purchasing malpractice insurance).

• Those that are not included in the definition
of physician services.
Review the Status Indicators in the Appendix for
more information.

GPCI – To calculate the payment for every physician’s service,
the components of the fee schedule (physician work, PE,
and MP RVUs) are adjusted by a GPCI. The GPCIs reflect the relative costs of physician work, practice expense, and
malpractice expense in a specific area compared to the national average costs for each component.

Conversion Factor (CF) – Typically, the CF is updated on an annual basis. According to a formula specified by statute,
the update for a year is equal to the Medicare Economic Index (MEI) adjusted up or down depending on how actual
expenditures compare to a target rate called the Sustainable Growth Rate (SGR). RVUs are converted to dollar amounts
through the application of a CF.
Further information about RVUs and GPCIs is available in the annual Medicare Physician Fee Schedule Final Rule or the
file that can be accessed at http://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/PhysicianFeeSched/
index.html on the CMS website. In addition, the Medicare Learning Network® has prepared a fact sheet explaining
the RVU payment system. This publication is entitled “Medicare Physician Fee Schedule,” and it can be located
at http://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/downloads/
MedcrePhysFeeSchedfctsht.pdf on the CMS website.
We’ll first demonstrate a RVU search and then show a GPCI search.
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80 - Requirements for Diagnostic X-Ray, Diagnostic Laboratory, and
Other Diagnostic Tests
(Rev.51, Issued: 06-23-06, Effective: 01-01-05, Implementation: 09-21-06)
This section describes the levels of physician supervision required for furnishing the
technical component of diagnostic tests for a Medicare beneficiary who is not a hospital
inpatient or outpatient. Section 410.32(b) of the Code of Federal Regulations (CFR)
requires that diagnostic tests covered under §1861(s)(3) of the Act and payable under the
physician fee schedule, with certain exceptions listed in the regulation, have to be
performed under the supervision of an individual meeting the definition of a physician
(§1861(r) of the Act) to be considered reasonable and necessary and, therefore, covered
under Medicare. The regulation defines these levels of physician supervision for
diagnostic tests as follows:
General Supervision - means the procedure is furnished under the physician’s overall
direction and control, but the physician’s presence is not required during the performance
of the procedure. Under general supervision, the training of the nonphysician personnel
who actually performs the diagnostic procedure and the maintenance of the necessary
equipment and supplies are the continuing responsibility of the physician.
Direct Supervision - in the office setting means the physician must be present in the
office suite and immediately available to furnish assistance and direction throughout the
performance of the procedure. It does not mean that the physician must be present in the
room when the procedure is performed.
Personal Supervision - means a physician must be in attendance in the room during the
performance of the procedure.
One of the following numerical levels is assigned to each CPT or HCPCS code in the
Medicare Physician Fee Schedule Database:
0

Procedure is not a diagnostic test or procedure is a diagnostic test which is not
subject to the physician supervision policy.

1

Procedure must be performed under the general supervision of a physician.

2

Procedure must be performed under the direct supervision of a physician.

3

Procedure must be performed under the personal supervision of a physician.

4

Physician supervision policy does not apply when procedure is furnished by a
qualified, independent psychologist or a clinical psychologist or furnished
under the general supervision of a clinical psychologist; otherwise must be
performed under the general supervision of a physician.

5

Physician supervision policy does not apply when procedure is furnished by a
qualified audiologist; otherwise must be performed under the general
supervision of a physician.

6

Procedure must be performed by a physician or by a physical therapist (PT)
who is certified by the American Board of Physical Therapy Specialties
(ABPTS) as a qualified electrophysiologic clinical specialist and is permitted
to provide the procedure under State law.

6a

Supervision standards for level 66 apply; in addition, the PT with ABPTS
certification may supervise another PT but only the PT with ABPTS
certification may bill.

7a

Supervision standards for level 77 apply; in addition, the PT with ABPTS
certification may supervise another PT but only the PT with ABPTS
certification may bill.

9

Concept does not apply.

21

Procedure must be performed by a technician with certification under general
supervision of a physician; otherwise must be performed under direct
supervision of a physician.

22

Procedure may be performed by a technician with on-line real-time contact
with physician.

66

Procedure must be performed by a physician or by a PT with ABPTS
certification and certification in this specific procedure.

77

Procedure must be performed by a PT with ABPTS certification or by a PT
without certification under direct supervision of a physician, or by a technician
with certification under general supervision of a physician.

Nurse practitioners, clinical nurse specialists, and physician assistants are not defined as
physicians under §1861(r) of the Act. Therefore, they may not function as supervisory
physicians under the diagnostic tests benefit (§1861(s)(3) of the Act). However, when
these practitioners personally perform diagnostic tests as provided under §1861(s)(2)(K)
of the Act, §1861(s)(3) does not apply and they may perform diagnostic tests pursuant to
State scope of practice laws and under the applicable State requirements for physician
supervision or collaboration.
Because the diagnostic tests benefit set forth in §1861(s)(3) of the Act is separate and
distinct from the incident to benefit set forth in §1861(s)(2) of the Act, diagnostic tests
need not meet the incident to requirements. Diagnostic tests may be furnished under
situations that meet the incident to requirements but this is not required. However,
carriers must not scrutinize claims for diagnostic tests utilizing the incident to
requirements.

RVU Search
Using the Searchable MPFS, we selected:

HELPFUL HINT

• 2014;
• Relative Value Units for the Type of Information;
• 99214 for the Single HCPCS Code; and
• All Modifiers.
Figure 8 shows a portion of the screen displayed on the CMS website after making these
selections. This figure shows only the following five columns from the many columns
displayed on the website because these are the columns of interest to most health
care professionals:
• In Figure 8, the WORK RVU column is 1.50.

If you searched for
code 99215 instead of
99214, there would
be a 2.11 in the WORK
RVU column indicating
a higher relative
value. Look back at
the pricing search
we did earlier in this
booklet about these
two codes, you’ll see
that the payment for
99215 is higher than
for 99214. This helps
you understand the
impact of RVUs on the
fee schedule amount.

HELPFUL HINT
1

2

3

4

5

CMS implemented a
new methodology for
determining resourcebased PE RVUs in 2013
after transitioning this
new methodology
over a 4-year period.

Figure 8: RVU Search

The following Practice Expense (PE) RVUs are displayed in four columns:
1

1.41 under TRANSITIONED NON-FAC PE RVU;

2

1.41 under FULLY IMPLEMENTED NON-FAC PE RVU;

3

0.61 under TRANSITIONED FACILITY PE RVU; and

4

0.61 under FULLY IMPLEMENTED FACILITY PE RVU.

5

MP RVU (Malpractice RVU) has a value of 0.10 in this example.

HELPFUL HINT
In order to see how
MP RVUs vary, input
a different code in
an RVU search and
compare to this result
for 99214.

Chapter 23 of IOM Pub. 100-04, “Medicare Claims Processing,” includes information on the other columns that are
displayed on the CMS website when doing a RVU search.
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GPCI Search
Finally, let’s do a GPCI search for 2014. Remember, we do not input a HCPCS code here because the same GPCI applies
for all codes in an area. Our choices are whether we want a GPCI for:
• National Payment Amount;
• Specific Carrier/MAC;
• Specific Locality; or
• All Carriers/MACs.
Figure 9 displays a portion of the screen for GPCIs when choosing ‘All Carriers/MACs.’

Figure 9: GPCI Search

Remember that Carrier Locality 0000000 is national. There is value of ‘1.000’ in each of the three GPCI columns: GPCI
WORK, GPCI PE, and GPCI MP. For specific localities, any values higher or lower than ‘1.000’ indicate higher or lower
geographic classification values than the national average.
For our example, location 0111203 is displayed with a value of 1.055, 1.267, and 0.476 in these three respective columns.

Conclusion
In this booklet we’ve shown various types of searches using the searchable MPFS and explained the meaning of the
indicators that are displayed as well as some of the policies that are relevant to understanding the information provided
in these searches. To obtain further knowledge about the MPFS and related policies, other CMS web pages, provider
education articles, and tools are listed in the Resources section of this booklet. You can also print out the “Medicare
Physician Fee Schedule (MPFS) Quick Reference Search Guide” on page 29 of this booklet for a step-by-step summary of
how to use the MPFS Search Tool.
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RESOURCES
Medicare Learning Network® Products
All Available MLN Products
http://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/Downloads/MLNCatalog.
pdf
The “MLN Catalog” provides users with a list of MLN products that can be downloaded, ordered, or copied free of
charge. MLN products include fact sheets, booklets, and more.
“How to Use the Medicare Coverage Database” Booklet
http://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/downloads/
MedicareCvrgeDatabase_ICN901346.pdf
This booklet is designed to provide education on How to Use the Medicare Coverage Database (MCD). It includes an
explanation of the database and how to use the search, indexes and reports, and downloads features.
“How to Use the Medicare National Correct Coding Initiative (NCCI) Tools” Booklet
http://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/Downloads/How-ToUse-NCCI-Tools.pdf
This booklet is designed to provide education on how to navigate the CMS NCCI web pages. It includes information on
how to look up Medicare code pair edits and medically unlikely edits (MUEs), as well as an explanation of how the NCCI
tools can help providers avoid coding and billing errors and subsequent payment denials.
“Medicare Physician Fee Schedule” Fact Sheet
http://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/downloads/
MedcrePhysFeeSchedfctsht.pdf
This fact sheet is designed to provide education on the Medicare Physician Fee Schedule (PFS). It includes the following
information: physician services, Medicare PFS payment rates, and Medicare PFS payment rates formula.
MLN Matters® Article MM7442
“Multiple Procedure Payment Reduction (MPPR) on Certain Diagnostic Imaging Procedures” January 1, 2012
http://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNMattersArticles/downloads/
MM7442.pdf
This article explains that CMS is applying the MPPR to the Professional Component (PC) services as well as to Technical
Component (TC) services.
MLN Matters® Article MM7703
“Interaction of Multiple Procedure Payment Reduction (MPPR) on Imaging Procedures and the Outpatient Prospective
Payment System (OPPS) Cap on the Technical Component (TC) of Imaging Procedures”
http://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNMattersArticles/downloads/
MM7703.pdf
This article explains that Medicare implemented the MPPR rule on the Technical Component (TC) of certain diagnostic
imaging procedures effective January 1, 2006. The MPPR also applies to the Professional Component (PC) of such
services effective January 1, 2012.
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MLN Matters® Article MM7747
“Application of the Multiple Procedure Payment Reduction (MPPR) on Imaging Services to Physicians in the Same
Group Practice”
http://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNMattersArticles/downloads/
MM7747.pdf
This article explains that CMS is expanding the MPPR on the Professional Component (PC) and Technical Component (TC)
of imaging services by applying it to physicians in the same group practice who furnish multiple services to the same
patient, in the same session, on the same day.
MLN Matters® Article MM7848
“Multiple Procedure Payment Reduction (MPPR) on the Technical Component (TC) of Diagnostic Cardiovascular and
Ophthalmology Procedures” January 1, 2013
http://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNMattersArticles/Downloads/
MM7848.pdf
This article explains that CMS is expanding the MPPR policy by applying MPPRs to the TC of diagnostic cardiovascular and
ophthalmology procedures.
MLN Matters® Article MM8206
“Multiple Procedure Payment Reduction (MPPR) for Selected Therapy Services”
http://www.cms.gov/outreach-and-education/medicare-learning-network-mln/mlnmattersarticles/downloads/MM8206.
pdf
This article explains that the MPPR on selected therapy services increased to 50 percent for both office and institutional
settings for claims with dates of service on or after April 1, 2013.
Provider-Specific Medicare Information
http://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNEdWebGuide/Downloads/Guided_
Pathways_Provider_Specific_Booklet.pdf
“MLN Guided Pathways Provider Specific Medicare Resources” helps health care professionals gain knowledge from
provider specific resources and products.

Internet-Only Manuals
Internet-Only Manual (IOM) Pub. 100-02
“Medicare Benefit Policy Manual”
http://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/Internet-Only-Manuals-IOMs.html
Chapter 15, “Covered Medical and Other Health Services,” includes information on supervision for diagnostic x-ray,
laboratory, and other diagnostic tests as well as information about other Medicare Part B covered services.
Internet-Only Manual (IOM) Pub. 100-04
“Medicare Claims Processing Manual”
http://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/Internet-Only-Manuals-IOMs.html
Chapter 1, “General Billing Requirements,” includes information on jurisdiction for claims, assignment, participation,
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termination of provider agreements, billing, and timely filing. This chapter provides information on payment for
participating and non-participating providers based on the MPFS.
Chapter 4, “Part B Hospital (Including Inpatient Hospital Part B and OPPS),” explains physical therapy and diagnostic and
screening mammography services are paid under the MPFS.
Chapter 12, “Physicians/Nonphysician Practitioners,” includes information about how CMS updates the MPFS,
adjustments to fee schedule components, correct coding policies, and other payment policies.
Chapter 23, “Fee Schedule Administration and Coding Requirements,” includes information about coding requirements,
edits, and the MPFS. This chapter also identifies services that are paid at reasonable charge rather than based on a fee
schedule and discusses the other fee schedules used by CMS, such as the clinical diagnostic laboratory and DMEPOS
fee schedules.

CMS Web Pages
CMS Forms
http://www.cms.gov/Medicare/CMS-Forms/CMS-Forms/CMS-Forms-List.html
The “Medicare Participating Physician or Supplier Agreement” (Form CMS-460) and other CMS forms can be downloaded
from this web page.
Electronic Health Records (EHR) Incentive Program
http://www.cms.gov/Regulations-and-Guidance/Legislation/EHRIncentivePrograms/index.html
The Medicare and Medicaid EHR Incentive Programs will provide incentive payments to eligible professionals, eligible
hospitals, and Critical Access Hospitals (CAHs) as they adopt, implement, upgrade, or demonstrate meaningful use of
certified EHR technology.
Electronic Prescribing (eRx) Incentive Program
http://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/ERxIncentive/index.html
This web page provides information on the electronic prescribing incentive program, which is in addition to the Physician
Quality Reporting System incentive.

Medicare Coverage Database
http://www.cms.gov/medicare-coverage-database
The searchable Medicare Coverage Database (MCD) contains all National Coverage Determinations (NCDs) and Local
Coverage Determinations (LCDs), local articles, and proposed NCD decisions.
Medicare Physician Fee Schedule Federal Regulation Notices
http://www.cms.gov/Medicare/Medicare-Fee-For-Service-Payment/PhysicianFeeSched/PFS-Federal-Regulation-Notices.
html
This web page lists yearly proposed and final regulations for the MPFS.

Page 19

HOW TO USE THE SEARCHABLE MEDICARE PHYSICIAN FEE SCHEDULE (MPFS)

National Correct Coding Initiatives (NCCI) Edits
http://www.cms.gov/Medicare/Coding/NationalCorrectCodInitEd/index.html
CMS developed NCCI to promote national correct coding methodologies and to control improper coding leading to
inappropriate payment in Part B claims. CMS developed its coding policies based on coding conventions defined in the
American Medical Association’s Current Procedural Terminology (CPT) manual, national and local policies and edits,
coding guidelines developed by national societies, analysis of standard medical and surgical practices, and a review of
current coding practices. This web page offers a link to the “NCCI Coding Policy Manual for Medicare Services” under the
Downloads section.
Physician Bonuses
http://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/HPSAPSAPhysicianBonuses/index.html
This web page provides information regarding Health Professional Shortage Area (HPSA) payments, the HPSA Surgical
Incentive Payment (HSIP), and the Primary Care Incentive Payment Program (PCIP) bonuses for which certain physicians
in select areas may be eligible to receive in addition to the MPFS amount.
Physician Fee Schedule
http://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/PhysicianFeeSched/index.html
This web page provides a link to the annual Physician Fee Schedule (PFS) final rule, files, and various reports. The rule
includes annual updates to the relative weights of physician services.
Physician Quality Reporting System
http://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/PQRS/index.html
This web page provides information on the Medicare Physician Quality Reporting System (PQRS), including an incentive
payment for eligible professionals who satisfactorily report data on quality measures for covered professional services
furnished to Medicare.
Searchable MPFS
http://www.cms.gov/apps/physician-fee-schedule/overview.aspx
This CMS tool is designed to facilitate searches of information on services covered by the MPFS. It provides Medicare
payment information on more than 10,000 physician services, the associated relative value units, a fee schedule status
indicator, and various payment policy indicators needed for payment adjustment.

For more information about the Medicare Physician Fee Schedule, visit
http://www.cms.gov/apps/physician-fee-schedule/overview.aspx on the CMS
website or scan the Quick Response (QR) code to the right with your mobile device.
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APPENDIX

This information is from the “Medicare Claims Processing Manual,” IOM Pub. 100-04, Chapter 23 at http://www.cms.
gov/Regulations-and-Guidance/Guidance/Manuals/downloads/clm104c23.pdf on the CMS website. Select the File
Layout for the applicable year from the Addendum.

HELPFUL HINT
Because this chapter is only updated on an annual basis, it is important to also review MLN Matters® articles and
other information from CMS.

Status Indicators
A = Active code. These codes are separately paid under the physician fee schedule, if covered. There will be RVUs and
payment amounts for codes with this status. The presence of an ‘A’ indicator does not mean that Medicare has made a
national coverage determination regarding the service; carriers/MACs remain responsible for coverage decisions in the
absence of a national Medicare policy.
B = Bundled code. Payment for covered services are always bundled into payment for other services not specified.
There will be no RVUs or payment amounts for these codes and no separate payment is ever made. When these services
are covered, payment for them is subsumed by the payment for the services to which they are incident (an example is a
telephone call from a hospital nurse regarding care of a beneficiary).
C = Carriers/MACs price the code. Carriers/MACS will establish RVUs and payment amounts for these services, generally
on an individual case basis following review of documentation such as an operative report.
D = Deleted/discontinued codes.
E = Excluded from physician fee schedule by regulation. These codes are for items and/or services that CMS chose to
exclude from the fee schedule payment by regulation. No RVUs or payment amounts are shown and no payment may be
made under the fee schedule for these codes. Payment for them, when covered, continues under reasonable
charge procedures.
F = Deleted/discontinued codes. (Code not subject to a 90-day grace period.) These codes will not appear on the 2006
file as the grace period for deleted codes is no longer applicable.
G = Not valid for Medicare purposes. Medicare uses another code for reporting of, and payment for, these services.
(Code subject to a 90-day grace period.) These codes will not appear on the 2006 file as the grace period for deleted
codes is no longer applicable.
H = Deleted modifier. For 2000 and later years, either the TC or PC component shown for the code has been deleted and
the deleted component is shown in the data base with the H status. These codes will not appear on the 2006 file as the
grace period for deleted codes is no longer applicable.
I = Not valid for Medicare purposes. Medicare uses another code for reporting of, and payment for, these services.
(Code NOT subject to a 90-day grace period.)
CPT only copyright 2013 American Medical Association. All rights reserved.
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J = Anesthesia services. (No relative value units or payment amounts for anesthesia codes on the database, only used to
facilitate the identification of anesthesia services.)
M = Measurement codes. Used for reporting purposes only.
N = Non-covered service.
P = Bundled/excluded codes. There are no RVUs and no payment amounts for these services. No separate payment is
made for them under the fee schedule. If the item or service is covered as incident to a physician service and is provided
on the same day as a physician service, payment for it is bundled into the payment for the physician service to which it is
incident (an example is an elastic bandage furnished by a physician incident to a physician service). If the item or service
is covered as other than incident to a physician service, it is excluded from the fee schedule (for example, colostomy
supplies) and is paid under the other payment provision of the Social Security Act.
Q = Therapy functional information code. Used for required reporting purposes only.
R = Restricted coverage. Special coverage instructions apply.
T = Injections. There are RVUs and payment amounts for these services, but they are only paid if there are no other
services payable under the physician fee schedule billed on the same date by the same provider. If any other services
payable under the physician fee schedule are billed on the same date by the same provider, these services are bundled
into the physician services for which payment is made.
X = Statutory exclusion. These codes represent an item or service that is not in the statutory definition of ‘physician
services’ for fee schedule payment purposes. No RVUs or payment amounts are shown for these codes and no payment
may be made under the physician fee schedule. (Examples are ambulances services and clinical diagnostic
laboratory services.)

Global Surgery
This field provides the postoperative time frames that apply to payment for each surgical procedure or another indicator
that describes the applicability of the global concept to the service.
000 = Endoscopic or minor procedure with related preoperative and postoperative relative values on the day of the
procedure only included in the fee schedule payment amount; evaluation and management services on the day of the
procedure generally not payable.
010 = Minor procedure with preoperative relative values on the day of the procedure and postoperative relative values
during a 10-day postoperative period included in the fee schedule amount; evaluation and management services on the
day of the procedure and during this 10-day postoperative period generally not payable.
090 = Major surgery with a 1-day preoperative period and 90-day postoperative period included in the fee schedule
payment amount.
MMM = Maternity codes; usual global period does not apply.
CPT only copyright 2013 American Medical Association. All rights reserved.
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XXX = Global concept does not apply.
YYY = Carrier/MAC determines whether global concept applies and establishes postoperative period, if appropriate, at
time of pricing.
ZZZ = Code related to another service and is always included in the global period of the other service. (Note: Physician
work is associated with intra-service time and in some instances the post service time.)

Professional Component (PC)/Technical Component (TC) Indicator
0 = Physician service codes. This indicator identifies codes that describe physician services. Examples include visits,
consultations, and surgical procedures. The concept of PC/TC does not apply since physician services cannot be split into
professional and technical components. Modifiers -26 and TC cannot be used with these codes. The total Relative Value
Units (RVUs) include values for physician work, practice expense, and malpractice expense. There are some codes with
no work RVUs.
1 = Diagnostic tests or radiology services. This indicator identifies codes that describe diagnostic tests (for example,
pulmonary function tests or therapeutic radiology procedures such as radiation therapy). These codes generally have
both a professional and technical component. Modifiers -26 and TC can be used with these codes. The total RVUs for
codes reported with a 26 modifier include values for physician work, practice expense, and malpractice expense. The
total RVUs for codes reported with a TC modifier include values for practice expense and malpractice expense only.
The total RVUs for codes reported without a modifier equals the sum of RVUs for both the professional and technical
component.
2 = Professional component only codes. This indicator identifies stand alone codes that describe the physician work
portion of selected diagnostic tests for which there is an associated code that describes the technical component of the
diagnostic test only and another associated code that describes the global test. An example of a professional component
only code is 93010, Electrocardiogram; interpretation and report only.
Modifiers -26 and TC cannot be used with these codes. The total RVUs for professional component only codes include
values for physician work, practice expense, and malpractice expense.
3 = Technical component only codes. This indicator identifies stand alone codes that describe the technical component
(such as staff and equipment costs) of selected diagnostic tests for which there is an associated code that describes
the professional component of the diagnostic tests only. An example of a technical component code is 93005,
Electrocardiogram, tracing only, without interpretation and report. It also identifies codes that are covered only as
diagnostic tests and therefore do not have a related professional code. Modifiers -26 and TC cannot be used with these
codes. The total RVUs for technical component only codes include values for practice expense and malpractice
expense only.
4 = Global test only codes. This indicator identifies stand alone codes for which there are associated codes that describe:
a) the professional component of the test only and b) the technical component of the test only. Modifiers -26 and TC
cannot be used with these codes. The total RVUs for global procedure only codes include values for physician work,
practice expense, and malpractice expense. The total RVUs for global procedure only codes equals the sum of the total
RVUs for the professional and technical components only codes combined.

CPT only copyright 2013 American Medical Association. All rights reserved.
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5 = Incident to codes. This indicator identifies codes that describe services covered incident to a physicians service when
they are provided by auxiliary personnel employed by the physician and working under his or her direct supervision.
Payment may not be made by carriers/MACs for these services when they are provided to hospital inpatients or patients
in a hospital outpatient department. Modifiers -26 and TC cannot be used with these codes.
6 = Laboratory physician interpretation codes. This indicator identifies clinical laboratory codes for which separate
payment for interpretations by laboratory physicians may be made. Actual performance of the tests is paid for under the
lab fee schedule. Modifier TC cannot be used with these codes. The total RVUs for laboratory physician interpretation
codes include values for physician, work, practice expense, and malpractice expense.
7 = Physical therapy service, for which payment may not be made. Payment may not be made if the service is provided
to either a beneficiary in a hospital outpatient department or to an inpatient of the hospital by an independently
practicing physical or occupational therapist.
8 = Physician interpretation codes. This indicator identifies the professional component of clinical laboratory codes for
which separate payment may be made only if the physician interprets an abnormal smear for a hospital inpatient. This
applies only to code 85060. No TC billing is recognized because payment for the underlying clinical laboratory test is
made to the hospital, generally through the Prospective Payment System (PPS) rate. No payment is recognized for code
85060 furnished to hospital outpatients or non-hospital patients. The physician interpretation is paid through the clinical
laboratory fee schedule payment for the clinical laboratory test.
9 = Concept of a professional/technical component does not apply.

Multiple Procedure (CPT Modifier -51)
This indicator indicates which payment adjustment rule for multiple procedures applies to the service.
0 = No payment adjustment rules for multiple procedures apply. If the procedure is reported on the same day as
another procedure, payment is based on the lower of: (a) the actual charge or (b) the fee schedule amount for
the procedure.
1 = Standard payment adjustment rules in effect before January 1, 1996, for multiple procedures apply. In the 1996
Medicare Physician Fee Schedule Database (MPFSDB), this indicator only applied to codes with procedure status of ‘D.’
If a procedure is reported on the same day as another procedure with an indicator of 1, 2, or 3, Medicare ranks the
procedures by the fee schedule amount and the appropriate reduction to this code is applied (100 percent, 50 percent,
25 percent, 25 percent, 25 percent, and by report). Carriers/MACs base payment on the lower of: (a) the actual charge or
(b) the fee schedule amount reduced by the appropriate percentage.
2 = Standard payment adjustment rules for multiple procedures apply. If the procedure is reported on the same day as
another procedure with an indicator of 1, 2, or 3, carriers/MACs rank the procedures by fee schedule amount and apply
the appropriate reduction to this code (100 percent, 50 percent, 50 percent, 50 percent, 50 percent, and by report).
MACs base payment on the lower of: (a) the actual charge or (b) the fee schedule amount reduced by the
appropriate percentage.

CPT only copyright 2013 American Medical Association. All rights reserved.
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3 = Special rules for multiple endoscopic procedures apply if procedure is billed with another endoscopy in the same
family (that is, another endoscopy that has the same base procedure). The base procedure for each code with this
indicator is identified in field 31G of the Form CMS-1500 or its electronic equivalent claim. The multiple endoscopy rules
apply to a family before ranking the family with other procedures performed on the same day (for example, if multiple
endoscopies in the same family are reported on the same day as endoscopies in another family or on the same day as a
non-endoscopic procedure). If an endoscopic procedure is reported with only its base procedure, the base procedure is
not separately paid. Payment for the base procedure is included in the payment for the other endoscopy.
4 = Diagnostic imaging services subject to MPPR methodology. TC of diagnostic imaging services subject to a 50 percent
reduction of the second and subsequent imaging services for furnished by the same physician (or by multiple physicians
in the same group practice, for example, same group National Provider Identifier [NPI]) to the same beneficiary on the
same day, effective for services July 1, 2010, and after. PC of diagnostic imaging services are subject to a 25 percent
payment reduction of the second and subsequent imaging services effective January 1, 2012.

HELPFUL HINT
Refer to MLN Matters® article MM7442 for information about the 2012 implementation of the 25 percent reduction
to the PC for certain diagnostic imaging procedures.

5 = Selected therapy services subject to MPPR methodology. Subject to 20 percent of the practice expense component
for certain therapy services furnished in office or other non-institutional settings, and 25 percent reduction of the
practice expense component for certain therapy services furnished in institutional settings (effective for services January
1, 2011, and after). Subject to 50 percent reduction of the practice expense component for certain therapy services
furnished in both institutional and non-institutional settings (effective for services April 1, 2013, and after).
6 = Diagnostic cardiovascular services subject to the MPPR methodology. Full payment is made for the TC service with
the highest payment under the MPFS. Payment is made at 75 percent for subsequent TC services furnished by the same
physician (or by multiple physicians in the same group practice, that is, same group National Provider Identifier [NPI]) to
the same beneficiary on the same day (effective for services January 1, 2013, and after).
7 = Diagnostic ophthalmology services subject to the MPPR methodology. Full payment is made for the TC service with
the highest payment under the MPFS. Payment is made at 80 percent for subsequent TC services furnished by the same
physician (or by multiple physicians in the same group practice, that is, same group NPI) to the same beneficiary on the
same day (effective for services January 1, 2013, and after).
9 = Concept does not apply.

Bilateral Surgery Indicator (CPT Modifier -50)
This field provides an indicator for services subject to a payment adjustment.
0 = 150 percent payment adjustment for bilateral procedures does not apply. If a procedure is reported with modifier
-50 or with modifiers RT and LT, Medicare bases payment for the two sides on the lower of:
(a) the total actual charge for both sides or (b) 100 percent of the fee schedule amount for a single code. Example: The
fee schedule amount for code XXXXX is $125. The physician reports code XXXXX-LT with an actual charge of $100 and
XXXXX-RT with an actual charge of $100.
CPT only copyright 2013 American Medical Association. All rights reserved.
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Payment would be based on the fee schedule amount ($125) since it is lower than the total actual charges for the left
and right sides ($200). The bilateral adjustment is inappropriate for codes in this category because of (a) physiology or
anatomy or (b) because the code descriptor specifically states that it is a unilateral procedure and there is an existing
code for the bilateral procedure.
1 = 150 percent payment adjustment for bilateral procedures applies. If a code is billed with the bilateral modifier or
is reported twice on the same day by any other means (such as with RT and LT modifiers or with a 2 in the units field),
payment is based for these codes when reported as bilateral procedures on the lower of: (a) the total actual charge for
both sides or (b) 150 percent of the fee schedule amount for a single code.
If code is reported as a bilateral procedure and is reported with other procedure codes on the same day, the bilateral
adjustment is applied before applying any applicable multiple procedure rules.
2 = 150 percent payment adjustment for bilateral procedure does not apply. RVUs are already based on the procedure
being performed as a bilateral procedure. If a procedure is reported with modifier -50 or is reported twice on the same
day by any other means (such as with RT and LT modifiers with a 2 in the units field), payment is based for both sides on
the lower of (a) the total actual charges by the physician for both sides or (b) 100 percent of the fee schedule amount for
a single code. Example: The fee schedule amount for code YYYYY is $125. The physician reports code YYYYY-LT with an
actual charge of $100 and YYYYY-RT with an actual charge of $100.
Payment would be based on the fee schedule amount ($125) since it is lower than the total actual charges for the left
and right sides ($200). The RVUs are based on a bilateral procedure because: (a) the code descriptor specifically states
that the procedure is bilateral; (b) the code descriptor states that the procedure may be performed either unilaterally or
bilaterally; or (c) the procedure is usually performed as a bilateral procedure.
3 = The usual payment adjustment for bilateral procedures does not apply. If procedure is reported with modifier -50 or
is reported for both sides on the same day by any other means (such as with RT and LT modifiers or with a 2 in the units
field), Medicare bases payment for each side or organ or site of a paired organ on the lower of: (a) the actual charge for
each side or (b) 100 percent of the fee schedule amount for each side. If procedure is reported as a bilateral procedure
and with other procedure codes on the same day, the fee schedule amount for a bilateral procedure is determined
before applying any applicable multiple procedure rules.
Services in this category are generally radiology procedures or other diagnostic tests which are not subject to the special
payment rules for other bilateral procedures.
9 = Concept does not apply.
Assistants at Surgery
This field provides an indicator for services where an assistant at surgery is never paid.
0 = Payment restriction for assistants at surgery applies to this procedure unless supporting documentation is
submitted to establish medical necessity.
1 = Statutory payment restriction for assistants at surgery applies to this procedure. Assistants at surgery may not be
paid.
2 = Payment restriction for assistants at surgery does not apply to this procedure. Assistants at surgery may be paid.
9 = Concept does not apply.
CPT only copyright 2013 American Medical Association. All rights reserved.
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Co-Surgeons (Modifier -62)
This field provides an indicator for services for which two surgeons, each in a different specialty, may be paid.
0 = Co-surgeons not permitted for this procedure.
1 = Co-surgeons could be paid. Supporting documentation is required to establish medical necessity of two surgeons for
the procedure.
2 = Co-surgeons permitted. No documentation is required if two specialty requirements are met.
9 = Concept does not apply.
Team Surgeons (Modifier -66)
This field provides an indicator for services for which team surgeons may be paid.
0 = Team surgeons not permitted for this procedure.
1 = Team surgeons could be paid. Supporting documentation is required to establish medical necessity of a team; paid
by report.
2 = Team surgeons permitted; paid by report.
9 = Concept does not apply.
Physician Supervision of Diagnostic Procedures
This field is for use in post payment review.
01 = Procedure must be performed under the general supervision of a physician.
02 = Procedure must be performed under the direct supervision of a physician.
03 = Procedure must be performed under the personal supervision of a physician.
04 = Physician supervision policy does not apply when procedure is furnished by a qualified, independent psychologist
or a clinical psychologist. Otherwise the procedure must be performed under the general supervision of a physician.
05 = Not subject to supervision when furnished personally by a qualified audiologist, physician, or non physician
practitioner. Direct supervision by a physician is required for those parts of the test that may be furnished by a qualified
technician when appropriate to the circumstances of the test.
06 = Procedure must be personally performed by a physician or a Physical Therapist (PT) who is certified by the
American Board of Physical Therapy Specialties (ABPTS) as a qualified electrophysiological clinical specialist and is
permitted to provide the procedure under State law. Procedure may also be performed by a PT with ABPTS certification
without physician supervision.
21 = Procedure may be performed by a technician with certification under general supervision of a physician.
Otherwise the procedure must be performed under direct supervision of a physician. Procedure may also be performed
by a PT with ABPTS certification without physician supervision.
22 = May be performed by a technician with on-line real-time contact with a physician.
66 = May be personally performed by a physician or by a PT with ABPTS certification and certification in this
specific procedure.
CPT only copyright 2013 American Medical Association. All rights reserved.
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6A = Supervision standards for level 66 apply; in addition, the PT with ABPTS certification may personally supervise
another PT, but only the PT with ABPTS certification may bill.
77 = Procedure must be performed by a PT with ABPTS certification (TC & PC) or by a PT without certification under
direct supervision of a physician (TC & PC), or by a technician with certification under general supervision of a
physician (TC only; PC always physician).
7A = Supervision standards for level 77 apply; in addition, the PT with ABPTS certification may personally supervise
another PT, but only the PT with ABPTS certification may bill.
09 = Concept does not apply.
Diagnostic Imaging Family Indicator
For services effective January 1, 2011, and after, family indicators 01 - 11 will not be populated.
01 = Family 1 Ultrasound (Chest/Abdomen/Pelvis – Non Obstetrical)
02 = Family 2 CT and CTA (Chest/Thorax/Abd/Pelvis)
03 = Family 3 CT and CTA (Head/Brain/Orbit/Maxillofacial/Neck)
04 = Family 4 MRI and MRA (Chest/Abd/Pelvis)
05 = Family 5 MRI and MRA (Head/Brain/Neck)
06 = Family 6 MRI and MRA (Spine)
07 = Family 7 CT (Spine)
08 = Family 8 MRI and MRA (Lower Extremities)
09 = Family 9 CT and CTA (Lower Extremities)
10 = Family 10 Mr and MRI (Upper Extremities and Joints)
11 = Family 11 CT and CTA (Upper Extremities)
88 = Subject to the reduction of the TC diagnostic imaging (effective for services January 1, 2011, and after). Subject to
the reduction of the PC diagnostic imaging (effective for services January 1, 2012, and after).
99 = Concept Does Not Apply.
CPT only copyright 2013 American Medical Association. All rights reserved.

Page 28

HOW TO USE THE SEARCHABLE MEDICARE PHYSICIAN FEE SCHEDULE (MPFS)

Medicare Physician Fee Schedule (MPFS)
Quick Reference Search Guide
Locate the MPFS Search Tool at http://www.cms.gov/apps/physician-fee-schedule/overview.aspx and follow the
steps below to complete the MPFS search process.

Step 1: Year
Select the MPFS year for your search.

Step 2: Type of Information
Select one of the following five types of information relevant to your search:
• Pricing Information;
• Payment Policy Indicators;
• Relative Value Units (RVUs);
• Geographic Practice Cost Index (GPCI); or
• All.

Step 3: Healthcare Common Procedure Coding System (HCPCS) Criteria
Select one of the following three options (this step will not appear if the GPCI Type of Information option was
selected in step 2 above):
• Single HCPCS Code – After selecting this option, indicate the code in the HCPCS Code field that will appear at
the bottom of the page;
• List of HCPCS Codes – After selecting this option, enter up to five codes in the HCPCS Code fields that will
appear at the bottom of the page; or
• Range of HCPCS Codes – After selecting this option, enter starting and ending procedure codes for the code
range in the HCPCS Code fields that will appear at the bottom of the page. Note: Using a small range of
codes is recommended. The response time will be slower for a larger range.
Then, select a modifier value from the Modifier dropdown menu at the bottom of the page.

Step 4: Carrier/Medicare Administrative Contractor (MAC)
Select one of the following four options (this step will only appear if Pricing Information, GPCI, or All was selected
for the Type of Information in step 2):
• National Payment Amount – This amount is designated with a carrier/MAC locality code of ‘0000000’;
• Specific Carrier/MAC – After selecting this option, indicate the MAC of your interest from the Carrier/MAC
dropdown menu that will appear at the bottom of the page;
• Specific Locality – After selecting this option, select the locality of your interest from the Carrier/MAC
Locality dropdown menu that will appear at the bottom of the page; or
• All Carriers/MACs – Displays information for the entire nation (results will include the national payment
amount, as well as all MAC localities).

Step 5: Click Submit to view your search results.
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M

edicare coverage of chiropractic service is specifically limited
to treatment by means of manual manipulation of the spine to
correct a subluxation (that is, by use of the hands). The patient must
require treatment by means of manual manipulation of the spine
to correct a subluxation and the manipulative services rendered
must have a direct therapeutic relationship to the patient’s condition
and provide reasonable expectation of recovery or improvement
of function. Additionally, manual devices (that is, those that are
hand-held with the thrust of the force of the device being controlled
manually) may be used by chiropractors in performing manual
manipulation of the spine. However, no additional payment is
available for use of the device, nor does Medicare recognize an
extra charge for the device itself.
No other diagnostic or therapeutic service furnished by a
chiropractor or under the chiropractor’s order is covered. For
instance, if a chiropractor orders, takes, or interprets an x-ray, or
any other diagnostic test, the x-ray or other diagnostic test, can
be used for claims processing purposes, but Medicare coverage
and payment are not available for those services. This prohibition
does not affect the coverage of x-rays or other diagnostic tests
furnished by other practitioners under the program. For example,
an x-ray or any diagnostic test taken for the purpose of determining
or demonstrating the existence of a subluxation of the spine
is a diagnostic x-ray test covered under Section 1861(s)(3) of
the Social Security Act if ordered, taken, and interpreted by a
physician who is a doctor of medicine or osteopathy. (Effective
July 1, 1999, chiropractors can bill for durable medical equipment
(DME), prosthetics, orthotics and supplies if, as the supplier, they
have a valid supplier number assigned by the National Supplier
Clearinghouse. However, a chiropractor will not be reimbursed if
they order the DME.)

Effective for claims with dates of service on or after January 1,
2000, an x-ray is not required to demonstrate the subluxation.
However, an x-ray may be used for this purpose if the chiropractor
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so chooses. The x-ray must have been taken reasonably close
to (within 12 months prior or 3 months following) the beginning of
treatment. In certain cases of chronic subluxation (for example,
scoliosis), an older x-ray may be accepted if the beneficiary’s health
record indicates the condition has existed longer than 12 months
and there is a reasonable basis for concluding that the condition is
permanent. A previous CT scan and/or MRI is acceptable evidence
if a subluxation of the spine is demonstrated.
To demonstrate a subluxation based on physical examination, two
of the following four criteria (one of which must be asymmetry/
misalignment or range of motion abnormality) are required: pain/
tenderness evaluated in terms of location, quality, and intensity;
asymmetry/misalignment identified on a sectional or segmental
level; range of motion abnormality (changes in active, passive, and
accessory joint movements resulting in an increase or decrease of
sectional or segmental mobility); and tissue, tone changes in the
characteristics of contiguous, or associated soft tissues, including
skin, fascia, muscle, and ligament.

Qualifications for Chiropractor
Prior to July 1, 1974

Chiropractors licensed or authorized to practice prior to July 1, 1974,
and those individuals who commenced their studies in a chiropractic
college before that date must meet all of the following three minimum
standards to render payable services under the program:
• Preliminary education equal to the requirements for
graduation from an accredited high school or other secondary
school;
• G
 raduation from a college of chiropractic approved by the
State’s chiropractic examiners that included the completion of
a course of study covering a period of not less than 3 school
years of 6 months each year in actual continuous attendance
covering adequate course of study in the subjects of anatomy,
physiology, symptomatology and diagnosis, hygiene and
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sanitation, chemistry, histology, pathology, and
principles and practice of chiropractic, including
clinical instruction in vertebral palpation, nerve
tracing, and adjusting; and
• Passage of an examination prescribed by the
State’s chiropractic examiners covering the
subjects listed above.

After June 30, 1974
• Individuals commencing their studies in a
chiropractic college after June 30, 1974, must
meet all of the above three standards and all of the
following additional requirements:
• S
 atisfactory completion of 2 years of prechiropractic study at the college level;
• S
 atisfactory completion of a 4-year course of 8
months each year (instead of a 3-year course
of 6 months each year) at a college or school of
chiropractic that includes not less than 4,000 hours
in the scientific and chiropractic courses specified
in the second bullet under “Prior to July 1, 1974”
above, plus courses in the use and effect of x-ray
and chiropractic analysis; and
• The practitioner must be over 21 years of age.
Eligibility – All Medicare beneficiaries enrolled in Part B.
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Scenario/Situations
Scenario
(If this happens)

Action to be Taken (Then)

References

A non-participating
(non-par) provider of
chiropractic services
chooses to accept
assignment on a
particular claim.

The Medicare reimbursement
is five percent less than
a participating provider,
as reflected in the annual
Medicare Physician Fee
Schedule. The amount paid
by the beneficiary must be
reported in Item 29

Addressing Misinformation
Regarding Chiropractic
Services and Medicare http://
www.cms.gov/Outreachand-Education/MedicareLearning-Network-MLN/
MLNProducts/downloads/
Chiropractors_fact_sheet.pdf

A non-par provider of
services chooses not
to accept assignment
on a particular claim.

The Medicare reimbursement
is five percent less than
a participating provider,
as reflected in the annual
Medicare Physician Fee
Schedule and Medicare’s
payment is made to the
beneficiary.

Medicare Claims Processing
Manual, Chapter 1, Section
30.3 at http://www.cms.
gov/Regulations-andGuidance/Guidance/Manuals/
downloads/clm104c01.pdf

A chiropractor
provides a service
which is supportive
rather than corrective.

The treatment is considered
Addressing Misinformation
maintenance therapy and is not Regarding Chiropractic
payable.
Services and Medicare http://
www.cms.gov/Outreachand-Education/MedicareLearning-Network-MLN/
MLNProducts/downloads/
Chiropractors_fact_sheet.pdf

The term(s) used to
describe the service
performed suggests
that it may not have
been treatment by
means of manual
manipulation.

The Medicare carrier (or
Medicare Administrative
Contractor (MAC)) analyst
refers the claim for professional
review and interpretation.

Medicare Benefit Policy
Manual; Chapter 15; Section
240 –Chiropractic Services
http://www.cms.gov/
Regulations-and-Guidance/
Guidance/Manuals/
downloads/bp102c15.pdf
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Exceptions / Error Messages ons
Scenario
(If this happens)

Action to be Taken (Then)

References

Further clinical improvement cannot
reasonably be expected from continuous
ongoing care making the chiropractic
treatment supportive rather than corrective
in nature.

The treatment is then considered maintenance
therapy, which is defined by Medicare as "not
reasonable and necessary" and therefore not
reimbursable by Medicare.

Medicare Benefit Policy Manual;
Chapter 15; Section 240 – Chiropractic Services
http://www.cms.gov/Regulations-and-Guidance/
Guidance/Manuals/downloads/bp102c15.pdf

A chiropractor provided manual manipulation
of the spine in treating conditions other than
those indicated in the Medicare Benefits
Policy Manual, Chapter 15, Section 240.1.3
at https://www.cms.gov/Regulations-andGuidance/Guidance/Manuals/index.html
on the CMS website.

Payment will not be made and the following messages
will be issued: Medicare Summary Notice (MSN) 15.4,
“The information provided does not support the need
for this service or item.”

Medicare Claims Processing Manual, Chapter 12
http://www.cms.gov/Regulations-and-Guidance/
Guidance/Manuals/downloads/clm104c12.pdf

Claims Adjustment Reason Code 50, “These are
non-covered services because this is not deemed a
“medical necessity” by the payer.”

The claim does not have a primary diagnosis MSN 15.4, “The information provided does not support
of subluxation.
the need for this service or item.”
Claims Adjustment Reason Code B22, “This payment
is adjusted based on the diagnosis.”

The date of the initiation of the course of
treatment is not entered in Item 14 of Form
CMS-1500.
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MSN 9.2, “This item or service was denied because
information required to make payment was missing.”
Claims Adjustment Reason Code 16, “Claim/service
lacks information which is needed for adjudication.
Additional information is supplied using remittance
advice remark codes whenever appropriate.”

Medicare Claims Processing Manual, Chapter 12
http://www.cms.gov/Regulations-and-Guidance/
Guidance/Manuals/downloads/clm104c12.pdf

Medicare Claims Processing Manual, Chapter 12
http://www.cms.gov/Regulations-and-Guidance/
Guidance/Manuals/downloads/clm104c12.pdf
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Payment Requirements
CMS-1500
Form Field

Information to Enter
The treatment is then considered maintenance therapy, which is defined by Medicare as "not
reasonable and necessary" and therefore not reimbursable by Medicare.

Medicare Benefit Policy Manual;
Chapter 15; Section 240 –
Chiropractic Services
http://www.cms.gov/Regulationsand-Guidance/Guidance/Manuals/
downloads/bp102c15.pdf

Enter the name of the referring or ordering physician if the service or item was ordered or
referred by a physician. All physicians who order services or refer Medicare beneficiaries must
report this data. When a claim involves multiple referring and/or ordering physicians, a separate
Form CMS-1500 will be used for each ordering/referring physician.

2310A NM103

Item 14

Item 17

ANSI 4010A1 Format

Note: The only time that Item 17 needs to be completed for chiropractic services is when an
xray service is billed on the claim form for denial purposes, since it is an ordered service.
Item 17b

Enter the NPI of the referring/ordering physician listed in Item 17b. All physicians who order
services or refer Medicare beneficiaries must report this data.

Loop 2310A
NM109
Loop 2300
PWK01,02,05,06

Item 19

Enter either a 6-digit (MM | DD | YY) or an 8-digit (MM | DD | CCYY) x-ray date if an x-ray,
rather than a physical examination, was the method used to demonstrate the subluxation. By
entering an x-ray date and the initiation date for course of chiropractic treatment in item 14,
the chiropractor is certifying that all the relevant information requirements (including level of
subluxation) of Pub. 100-02, Medicare Benefit Policy Manual, Chapter 15, is on file, along with
the appropriate x-ray and all are available for carrier review.

Item 21

Note: For chiropractic claims use an ICD-9-CM in the 739 series specifying subluxationfor
the primary diagnosis and a secondary ICD-9-CM for the symptoms associated with the
diagnosis of subluxation, which can be found in the local coverage determination (LCD) of
your Medicare contractor. Up to four ICD-9-CM codes can be used.
Although Item 21 can only contain the diagnoses for two regions treated and its corresponding
symptoms, the clinical record MUST document the additional primary and secondary diagnoses
justifying treatment of the additional regions billed.

Loop 2300
HI01-2
HI02-2
HI03-2
HI04-2
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Payment Requirements
CMS-1500
Form Field

Information to Enter
Enter the appropriate CPT code that best describes the service:
98940: Chiropractic manipulative treatment (CMT); spinal, one or two regions
98941: spinal, three to four regions
98942: spinal, five regions

ANSI 4010A1 Format
Loop 2300
HI01-2
HI02-2
HI03-2
HI04-2

98943: CMT, extraspinal, one or more regions is not covered by Medicare.
AT modifier must be used on a claim for covered services (98940, 98941, and/or 98942) when
providing active/corrective treatment to treat acute or chronic subluxation
Item 24D

GA modifier to indicate that you expect Medicare will deny a service as not reasonable and
necessary and that you do have on file an Advance Beneficiary Notice (ABN) signed by the
beneficiary
GZ modifier to indicate that you expect that Medicare will deny an item or service as not
reasonable and necessary and that you have not had an ABN signed by the beneficiary), as
appropriate on covered services
GY modifier must be used when suppliers want to indicate that the item or supply is statutorily
noncovered or is not a Medicare benefit (all chiropractic codes other than 98940, 98941, and
98942)

Item 29
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If a non-par provider chooses to accept assignment, the amount paid by the beneficiary must
be reported.

Loop 2300 AMT02
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Frequently Asked Questions
Are there any visit caps or limits for chiropractic services?
No. There are no caps/limits in Medicare for covered chiropractic
care rendered by chiropractors who meet Medicare’s licensure
and other requirements as specified in the Medicare Benefit Policy
Manual, Chapter 15, Section 30.5 (available at http://www.cms.
gov/Regulations-and-Guidance/Guidance/Manuals/index.html
on the CMS website). There may be review screens (numbers of
visits at which the Medicare Carrier or A/B MAC may require a
review of documentation), but caps/limits are not allowed.
Do non-participating (non-par) providers of chiropractic
services have to bill Medicare for services to Medicare
beneficiaries?
Yes. Being non-par does not mean the provider doesn’t have
to bill Medicare. All Medicare covered services must be billed
to Medicare, or the provider could face penalties. For more
details on participating and non-par providers, see the fact sheet
entitled “Medicare Enrollment for Physicians, Non-Physician
Practitioners, and Other Health Care Suppliers” at http://www.
cms.gov/Medicare/Provider-Enrollment-and-Certification/
MedicareProviderSupEnroll/downloads/suppliers.pdf on the
CMS website.
Is it true that non-par
providers are not subject
to Medicare audits/
reviews?
No. The non-par or
participating (par) status
of the physicians does not
affect the possibility of any
of their Medicare claims
being audited/reviewed.
CMS audits/reviews are
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intended to protect Medicare trust funds and to identify billing errors
so providers and their billing staff can be alerted to errors and
educated on how to avoid future errors.
Can chiropractors opt out of Medicare?
No. Opting out of Medicare is not an option for Doctors of
Chiropractic. Being non-participating and opting out are not the
same things. Chiropractors may decide to be participating or nonparticipating with regard to Medicare, but they may not opt out.
For further discussions of the Medicare “opt out” provision, see the
Medicare Benefit Policy Manual (Chapter 15, Section 40; Definition
of Physician/ Practitioner) at http://www.cms.gov/Regulationsand-Guidance/Guidance/Manuals/downloads/bp102c15.pdf on
the CMS website.
Can chiropractors (specialty 35) ever bill for durable medical
equipment, prosthetics, orthotics, and supplies?
Yes. If as the supplier, they have a valid supplier number assigned
by the National Supplier Clearinghouse and Medicare’s rules for
ordering the supplies are followed. However, a chiropractor who is
a supplier cannot both order and furnish the DME. If a chiropractor
orders DME, it will not be reimbursed.
Under what circumstances should the chiropractor get an ABN
signed by the patient?
The decision to deliver an ABN must be based on a genuine
reason to expect that Medicare will not pay for a particular service
on a specific occasion for that beneficiary due to lack of medical
necessity for that service. The beneficiary can then make a
reasonable and informed decision about receiving and paying for
the service. If the beneficiary decides to receive the service, the
chiropractor must submit a claim to Medicare even though it is
expected that Medicare will deny the claim and that the beneficiary
will pay, unless the beneficiary selects option 2 on the ABN.
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What are the covered chiropractic services under Medicare?
Spinal manipulation is a covered service under Medicare. Acute,
chronic, and maintenance adjustments are all “covered” services,
but only acute and chronic services are considered active care and
therefore, may be reimbursable. When further clinical improvement
cannot reasonably be expected from continuous ongoing care, and
the chiropractic treatment moves from corrective to supportive in
nature, the treatment is then considered maintenance therapy.
Do non-par providers have the same documentation
requirements as par providers?
Yes. Chiropractic care has documentation requirements to show
medical necessity. The participating status of the provider is not
relevant to the documentation requirements.
How does Medicare define subluxation?
Subluxation is defined as a motion segment, in which alignment,
movement integrity, and/or physiological function of the spine are
altered although contact between joint services remains intact.
A subluxation may be demonstrated by an x-ray or by a physical
examination.
Are maintenance therapy services covered by Medicare?
Chiropractic maintenance therapy is not considered to be medically
reasonable or necessary under the Medicare program, and is
therefore not payable.
How does Medicare define maintenance therapy services?
Maintenance therapy is defined as a treatment plan that seeks to
prevent disease, promote health, and prolong and enhance the
quality of life; or therapy that is performed to maintain or prevent
deterioration of a chronic condition.
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How should a chiropractor bill for maintenance services?
The AT modifier must not be placed on the claim when maintenance
therapy has been provided. Claims without the AT modifier will be
considered as maintenance therapy and denied.
How can a subluxation be demonstrated?
A subluxation may be demonstrated by an x-ray or by physical
examination.
Are Chiropractors eligible for bonus incentive programs?
Doctors of Chiropractic are eligible for the eRx Incentive Program
and the Physician Quality Reporting Initiative (PQRI) additional
payments. Chiropractors are not eligible for incentive payments for
Physician Scarcity Area payments.
What expenses for chiropractic services is the beneficiary
responsible for in 2013?
In 2013, for approved Part B services, the beneficiary will pay
the Part B deductible and then 20% of the
Medicare-approved amount. The beneficiary
will also pay all costs for any non-covered
services. Beneficiary cost-sharing for Part
C (Medicare Advantage) services will vary
according to plan benefits.
What needs to be done to have a claim
considered for Medicare Secondary
Payer benefits?
For a paper claim to be considered for
Medicare Secondary Payer benefits, a copy
of the primary payer’s explanation of benefits
(EOB) notice must be forwarded along with
the claim form. (See Medicare Secondary
Payer Manual, Chapter 3).
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Do I have to submit a claim to Medicare if the beneficiary
agrees to pay for the service?
Remember that, no matter what the beneficiary is willing to
agree to, you have fee restrictions in place and Mandatory Claim
Submission still applies. The only exception to this would be if the
beneficiary specifically requests that you NOT bill Medicare. In that
instance, you would NOT submit a claim, but the fee restrictions
would still apply.
Do I have to submit a claim to Medicare, even though I know the
service will be denied and the beneficiary has agreed to pay?
This is one of the purposes of the Advance Beneficiary Notice
(ABN). If you have a covered service you feel will be denied, you
would present an ABN to the beneficiary. If they choose Option #1,
yes, you would still be required to submit a claim. If the beneficiary
chooses Option #2, then you would not be able to submit a claim.

CMS Manual References
Medicare Benefit Policy Manual; Chapter 15 Section 240 –
Chiropractic Services http://www.cms.gov/Regulations-andGuidance/Guidance/Manuals/downloads/bp102c15.pdf
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Medicare Claims Processing Manual Chapter 12; Section 220
– Chiropractic Services http://www.cms.gov/Regulations-andGuidance/Guidance/Manuals/downloads/clm104c12.pdf

Other References
Addressing Misinformation Regarding Chiropractic Services
and Medicare http://www.cms.gov/Outreach-and-Education/
Medicare-Learning-Network-MLN/MLNProducts/downloads/
Chiropractors_fact_sheet.pdf
MLN Matters® article: Revised Requirements for Chiropractic
Billing of Active/Corrective Treatment and Maintenance
Therapy, Full Replacement of CR3063. http://www.cms.gov/
Outreach-and-Education/Medicare-Learning-Network-MLN/
MLNMattersArticles/downloads/mm3449.pdf
What Doctors Need to Know about the Advance Beneficiary
Notice (ABN) http://www.cms.gov/Outreach-and-Education/
Medicare-Learning-Network-MLN/MLNProducts/downloads/
ABN_Booklet_ICN006266.pdf
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