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TANGLED WEB OF FRAUD AUDFFSPREPARING & RESPONDING TO BILLING COMPLIANCE;/ANUD &
RECOVERY AUDITS

As federal and state budget deficits continue to grow, the Office of Inspector General (OIG), the Centers for Medicaraid Medi
Services (CMS) and state governments have allocaie resources in their effort to identify improper payments and combat
healthcare provider fraud, waste and abuse, resulting in an increase in the number of government audit préfg@thscare
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potential to have a significant negative financial affect on healthcare providers. The federal government esighates 714% of

all healthcare expenditures are improperly madibe skeer volume of health care enforcement programs marks an unprecedented
push by the federal government to reduce an estimated $24 billion lost annually through improper Medicare and Medicai
reimbursements. Most of the current and planned federal fraudainés focus on detection, recovery and prevention. In 2010, some
of the most visible and active programs include:

MEDICARE

A Recovery Audit Contractors (RAC)AIl the RAC program regions, including Region D, have partnered with subcontractors
previously involved in the demonstration audits to help detect and correct improper Medicare payments. Tyeahree
pilot program uncovered improper payments of $108on in six states, and although the nationwide rollout was delayed
last fall, the permanent RAC program is now fully operational in all regions with medical record requests and paymer
recoupment notices expected to begin in January 2010 as the nwhbew improper payment issues continue to expand.
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T Not a New Patientg Providers are only allowed to bill the CPT codes for New Patient visits if the patient has not
received anyprofessional services from the physician or physician group practice within the previous 3 years.
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i.e., E/M service or other fade-face serviceg(e.g., surgical procedure) from the physician or physician group

practice (same physician specialty) within the previous 3 years. New patient CPT codes are only payable f

Beneficiaries without office based fatteface services in the previous 3 years.

Medically Unlikely Edit (MUE) listapplies to all HCPCS/CPT codes that are above the maximum units of service
that a provider would typically report for the same beneficiary, on same date of serviceamedprovider. Errors

were made in lling for these services because more units were billed for a beneficiary than what is medically
likely.

A4221 (IV Catheter Maintenance supplies) Excessive unithe description of the procedure code A4221 is
"supplies for maintenance of drug infusicatheter, per week". The overpayment is anything paid over once a
week (applies to Medicare ParttEOME only).

A Prosthetic bundling; When prosthetics are provided, prosthetics solutions and/or additions of procedures and
components are covered in@rdance with the functional level assessment, except for certain identified codes
cited which will be denied as not medically necessary (applies to MedicarePaM B only).

As of December 2009, CMS also approved the following Medicare Part A DRG validation iBA@$Rfegion D audits:

Cardiovascular Diseases/ Cardiovascular Procedures/ Cardiac Procedures

Blood & Immunological Disorders/ Blood & Immunological Procedures

Endocrine, Nutritional & Metabolic Disorders/ MDC 04 Respiratory

Gastrointestinal Disorders/ Gastrointestinal Procedures

Ear, Nose, Mouth & Throat Procedures/ Eye Procedures

Female Reproductive System Procedures/ Male Reproductive System Procedures

Kidney &Jrinary Tract Disorders/ Kidney & Urinary Tract Procedures
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Neoplasm/ Neoplasm Surgery/ Malignant Breast Disorders



Nervous System Disorders/ Nervous System Procedures

Infection/ Septicemia/ Burns

O.R. Procedure Unrelated to Principal Diagnosis/ PostogeratiPosttraumatic Infection
Amputations/ Skin Graft & Connective Tissue Procedures/ Spinal Fusion
Procedures for Injuries/ Multiple Significant Trauma Procedures/ Transplants

Mental Diseases & Disorders/ Health Status Factors
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RAC Audits are currently wrevay in Washington, Idaho, Oregon, Texas, and several other states. More details on the high
risk areas targeted for audit can be found lattps://racinfo.healthdatainsights.com/Public/Newlssues.aspx.

RAC AUDITORS CONNELLY & HEALTH DATA INSIGHTS HAVE ADDED THE FOLLOVMSGO'HOSPITAL
OUTPATIENT AND PHYSICIANS

A IV hydration therapy(based on the definition of CPT code 90760, excluding claims with modifier 59). The maximem numb
of units billed should be one per patient per date of service. In January 2009, DPT code 96360 replaced 90760.

A Blood transfusion§CPT codes 36430, 36440, 36450, and 36455, excluding claims with modifiers). Transfusions should be
billed as one peression, regardless of the number of units transfused on that date of service.

A Untimed codegCPT codes excluding modifiers KX and 59), where the procedure is not defined by a specific time frame. T
review appears aimed at outpatient rehabilitation gsiical, speech, and occupational therapy). According to Trans. 1019,
CR 5253 (Aug. 3, 2006), when reporting service units for untimed HCPCS codes, providers enter the number one in the fie
fl0St SR adzyAaédsmsed dnyhg duinbet otids theJprodadNre iS performed, as described in the HCPCS
code definition (often once per ddithe transmittal states. For example, when a Medicare patient receives a speech
language pathology evaluation represented by untimed code 92506, the setvibedss one unit, regardless of how long
it took. www.connollyhealthcare.com/RAC/Pages/CMS_RAC_Programs.aspx

CMS established two other programs to monitor and report the accuracy of MedicaferfSagvice payments, as well as to identify
and recover improper claim payments: TBemprehensive Error Rate Testing (CERdgram and theZone Program Integrity
Contactors (ZPICaudits CMS estimates that the national error rate is calculated using historical data from previous CERT audi
pilot is about 60% of the total Medicare Fee-Service dollars paid, prompting an expansion of this program nationwide in 2009.

A The CERT program measures the error rate for claims submitted to Carriers, Fiscal Intermediar®® (Mejlicare
Administrative Contractors (MACs) aRdrable Medical Equipment Regional Carriers (DMER@SCERT program relies on
periodic review osample claims to extrapolate the total number of improperly coded claiims.CERT Program uses the
following OlGapproved methodology:

1. A sample of approximately 100,000 submitted claims will be randomly selected for each quarterly reporting
period;

2. medicd records from providers who submitted the claims are requested; and

3. the claims and medical records are reviewed for compliance with Medicare coverage, coding and billing rules; an
sending providers overpayment letters/notices or making adjustments &mglthatare determined to be
overpaid or underpaid.

4. sending providers overpayment letters/notices or making adjustments for claimsatbatietermined to be
overpaid or underpaid.

5. Like many CMS initiatives, CERT uses an independent contidato€CERDocumentation Contractor (CDC) is
responsible for requesting and receiving medical record documentation from providers. The process begins with
provider receiving a phone call from a CDC representative. The purpose of the call is to explain the prdgram a
notify the provider that a request for medical records will be made. This initial contact is follpweith a faxed
or mailed medical record request letter. The request letters are specifically tailored to the medical service:
performed by the provide Medical records may also be requested from other providers that also submitted
claims for the same patient case to identify potential duplicate payments and inconsistencies in supporting
documentation.Where medical records were not submitted by thedpfoRSNE G KS OF &S gAf €
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6. CMS will be using the CERT program to measure and improve the quality and accuracy of Medicare clain
submission, processing and payment by analyzing the results of these reviews to characterize and quantify loc:
regional and national error rate patterndhis provider error rate information is then shared with FI/MACs and
used to design appropriate provider education and training programs that will heighten awareness and
understanding of the CERT program, highlight the most common documentation ertbreasons for claim
denials, and reinforce appropriate billing of Medicare services. More information on the CERT program can b
found at:http://www.certcdc.com/certproviderportal.

Our firm is involved with a significant number of CERT audits throughout the United States.

Medicaid Integrity Program (MIR)}TheDeficit Reduction Act (DRArovides for CMS' firglver national strategy to detect
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Oversight Division, contained within the Office of Evaluation and InspectioRs, anK S a il 6SQa aSRAOI A
(MFCU):

A A companion program known &gedicaid Integrity Contractors (MIQ)ires external contractors to perform audits,
conducts data mining and develops reporting tools across Meditaie.MIP requires CMS tolish the help of
Medicaid Integrity Contractors (MICs) to identify improper payments made to the Medicaid program. When
conducting audits, MICs will perform the following functions:

1. review and audit provider claims;
2. identify overpayments related to thoskims; and
3. educate providers and others with respect to payment integrity and quality of care.

A The MICs will use software and dataning systems developed by the Medicaid Integrity Program to determine
what areas to review¢ KS af 221 0 Gaties froinAstdtd to kiste\haBel on state record retention
requirements (e.g., in Alaska, it's seven years). Providers are normally given 15 days initially to respond to a M
audit medical records request, but if additional time is needed, a writtenetqran be made by the provider prior
to expiration of the initial 1%lay time period, however, the maximum time to submit records is 45 days.

MIC audits began in late 2009 and are currently underway. For more information on MIP/MIC audits go to:
www.cms.hhs.gov/MedicaidintegrityProgratiNJ OK S O1 6 A (K & 2 dzNJ & Gthtel & QlaskaaVedcaid | A F
providers are currently experiencing the latés ¢+ @S 2 T a eWlliNgsadits { G dzF F S NJ

Surveillance & Utilization Review Systems (SURS$tate Medicaid agencies are required to maintain Medicaid
Management Information Systems (MMIS). The MMIS is a claims payment and information retrieval system. Each state is
f&d2 NBIldZANBR G2 SadlofAraakK I aSRAOFAR CNIdzR /2y GNRE |y
and Oversight Division, is responsible for overseeing the activities of the 50 MFCUs. Most MFCUs rely on referrals from the
Medicaid agencies and/or the SURS to initiate many of their case investigations. When providers with aberrant patterns or
practices are identified by the SURS, the information will be made available to the MFCU for further action.

A A vital part of the MMIS is the Surveillance and Utilization Review. SURS is a federally mandated program that
performs retrospective review of paid claims. SURS is required to safeguard against unnecessary and inappropriate
use of Medicaid services and against excess payments. Main purpose of this state-level initiative is to safeguard
against unnecessary or inappropriate use of Medicaid and SCHIP services, excessive payments, assess quality of
care, and control utilization of services provided under the state Medicaid plan. SURS has two primary purposes:
(1) to process information on medical and health care services that guide Medicaid program managers and (2) to
identify the providers (and recipients) most likely to commit Medicaid fraud.
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http://www.cms.hhs.gov/MedicaidIntegrityProgram

reviewed fo patterns of misuse, over utilization or fraud. Services are reviewed for correctness and continuity for
quality care issues. Professional consultants are used for quality, standards, appropriateness and ethics issues.

A The SURS administrator will nortyairget providers for desk audit based on statistical analysis of unusual coding,
dzi Af AT FGA2Y FYR LI&YSyd LI GGESNYyE RSNAGBSR FTNBY (KS
records from a provider for further review and/or-site visis and audits. The SURS administrator normally will
conduct onsite audits and reviews accompanied by other specialists (i.e., nurses, coding specialist, and medic:
consultants as needed). If the audit/review indicates a problem with quality care, presedu policy issues
without overpayment, the appropriate specialist or SURS administrator will talk to the provider/recipient to correct
the problem. When an audit is completed, SURS will determine the corrective action to stop an activity and recou
anyoverpayments.

A If the state pays a claim and later discovers that the service was incorrectly billed or the claim was erroneousl
LI ARE GKS aidlisSQa 51 {{ A& NBIdANBR 0& FTSRSNIf NX3IdA
SURS admistrator will calculate and report the overpayment to DHSS and issue a demand letter for recouping the
overpayment. Provider overpayments can also be recouped by adjusting current and future Medicaid/SCHI
claims, or a payment plan will be set up if felcoupment is not possible in one lump payment.

A The SURS administrator acts as a consultant to the Medicaid Director advising him/her on penalties, sanctions, a
corrective actions to take based on review outcomes, also determining if a case igitndzkover to a collection
F3Syo0e 2N tS8S3rt Syidade ohLDk{dGFdS 1Gdd2NySe DSYSNI fC

A State of Alaska currently has several SURS audits in process.

Audit Response Plan

Because many federal and state investigative programs rely on independent contractors who are or will be compensated based
funds recovered, the new wave of fraud and abuse inquiries is likely to be more aggressive and sustained than in the@ast. Mo
because of the diversity of investigative programs, initial queries may be difficult to recognize due to a lack of yawitlatiie
program and/or its contractor.

Therefore, it is imperative that providers doing business with government payersoaetipe by developing plans to respond
promptly and appropriately when initially contacted by an enforcement entity such as a RAC, CERT, MIC or SURS audidmis That m
training staff and creating procedures to ensure that all regulatory queries and coications (whether they arrive via the postal
service, email or telephone) are immediately routed to the appropriate compliance group or individual. In addition, any response
must be timely and in accordance with all internal policies and guidelines.

Many of today's regulations and laws carry civil penalties and fines for noncompliance. Even audits and investigations invite tt
possibility of media coverage, not to mention the costs of working with a payer who's conducting an audit or the govegemant a
doing an investigation. The mechanisms for ensuring a timely response to investigative inquiries will vary dependingeartte s
complexity of the provider organization or medical practice. In all cases, all employees should train as a coordimated ttea
proper handling of external investigative communications to insure that all such contacts are immediately forwarded to the
appropriate internal individual (i.e., compliance officer or compliance team coordinator), regardless of the methody acogirent

of the query.

] CRITICAL ACCESS HOSPITALS (CAH)

CMS issued three transmittals at the end of July affecting Critical Access Hospitals (CAHSs). The first two affect Metiast |1
the last implements a Medicare Improvements for Patients aRtbviders Act (MIPPA) provision.

The rule promulgates policy changes affecting critical access hospitals:

A To comply with seion 148 of MIPPA, CMS revisetl 8.70 of the regulations to allow CAHs to bill for outpatient
diagnostic laboratory tests for a fiant who is not physically present in the CAH at the time the lab specimen is
collected as long as one of two conditions are met: the patient receives outpatient services at the CAH on the same d:



as the specimen is collected or an employee of the Gldtts the specimen. Note that it also has issued Trans. 1782,
CR 6395 (July 30, 2009) to implement this provision of MIPPA.

A As finalized, facilities that only furnish clinical diagnostic laboratory services to CAHs must obtain-pasédestatus
by October 1, 2010, to receive payment baséd reasonable costWithout such a designation, the facility will be paid
under the clinical laboratory fee schedule.

A Method Il facilities will be paid at 100% of reasonable costs, not 101% of reasonable costs.

A For CAHs that find themselves reclassified as urban from rural because of changes to the Metropolitan Statistic Areas,
CMS will allow a twayear window for CAHSs to seek a rural reclassification.

Trans. 1777 reviewtke billing requirements, including usémodifiers, and payment rules for bilateral procedures performed in a
Method Il CAH.Medicare will pay for bilateral procedures performed during the same operative sessions, but the payment differs
based on whether the procedure is a bilateral one hat NNA S& | LI 8YSyd L2t A0& AYRAOIG2NJI 2
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Medicare physician fee schedule. Other proceduresith + N o6 Af F G SN} f o6dzi OF NNBE GKS LI &YS
actual charges or 100% of the MPFS. In both instances, the procedure is billed with modifier 50 and should show sewvigsit of

With implementation of the January 201Gdgrated Outpatient Code Editor (IOCE), CAH claims submitted on TOB 85X with revenue
codes 96X, 97X or 98X for bilateral procedures will be returned to provider (RTP) if the following are present on the claim:

HCPCS/CPT code with modifier 50
-Bilateralp@& YSy (G LRt A0& AYRAOIG2NI 2F WwmMQ 2N WoQ OFNRY GKS a$
- More than one service unit on the same line
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ICAH PHYSICIAN BILLING

For physicians and nephysician practitioners (NPPs) who perform the initial evaluation and management (E/M) consultation for
Medicare beneficiaries and submit claims to Medicare Carriers, Fiseahediaries, and/or Medicare Administrative Contractors
(MACs) for those services. The following is also intended for Method 1l critical access hospitals, which bill for thef¢bnsee
physician and nophysician practitioners who have reassigtieeir billing rights. This article only applies to physicians billing the
Medicare feefor-service program. It does not apply to Medicare Advantage ofMedicare insurers.

Effective January 1, 2010, local Fls and/or A/B MACs will no longer recognizePAMZonsultation codes (ranges 99241
99245, and 992599255) for Method Il CAHs, when billing for the services of those physician aptysizian
practitioners who have reassigned their billing rights.

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

Physicians who bill a consultation after January 1, 2010, will have the claim returned with a message indicating that
Medicare uses another de for theservice. The physician must bill another code for the service and may not bill the patient
for a noncovered service.
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In the inpatient hospital setting and nursing facility setting, any physicians and qualified NPPs who perform an iniiabewahy
bill an initial hospital care visit code (CPT code 92229223) or nursing facility care visit code (CPT 9¢318B06, where
appropriate.

In all cases, physicians should bill the available code that most appropriately describes the level of the services provided.
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physiciansvho perform an initial evaluation on this patient should bill only the E/M codth& complexity level performed.
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subsequent care codes or outpatient codes) will not be rejected and returned to the physician or provider.

| OBSERVATIONPhysicians |

For patients receiving hospital outpatient observation services who are not subsequently admitted to the hospital assinpatien
physicians should report CPT codes 99@d@bservation discharge and 99288220for initial observation, new or established

patient. In the event that another physician evaluation is necessary, the physician who provides the additional evaluatiorllshould bi
the office or other outpatient visit codes when they provide services tpatient.

For example, if an internist orders observation services, furnishes the initial evaluation, and asks another physiditontdlgdd
evaluate the patient, only the internist may bill the initial observation care code. The other physicianaltades the patient must

bill the new or established patient office or other outpatient visit codes as appropriate.

For patients receiving hospital outpatient observation senticasare subsequently admitted to the hospital as inpatients and are
disdharged on the same date CPT codes 992&236 (observation or inpatient hospital care) should be used for the evaluation and
management of a patient, including admission and discharge on the same date. If the patient is an inpatient and anottien physi
evaluation is necessary, the physician should bill the initial hospital day cegpepriate (9922199223).0therwise, physicians
should use the new or established patient office or other outpatient visit codes for a necessary evaluation.

For patientgeceiving hospital outpatient observation services who are admitted to the hospital as inpatients on the same date, the
physician should report only the initial hospital care services codes (codes-83228B). Medicare will pay for an initial hospital

care service if a physician sees a patient in the emergency room and decides to admit the patient to the hospital. Wiwara phys
performs a visit that meets the definition of a Level 5 office visit several days prior to an admission, and on therdasgioihad

performs less than a comprehensive history and physical, he/she should report the office visit that reflects the saisies dnd

also report the lowest level initial hospital care code (i.e., code 99221) for the initial hospital admissiaar®&will also pay the

office visit as billed and the Level 1 initial hospital care code. The principal physician of record, as previouslyst@pgenuithe
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For patients receivingdspital outpatient observation services or inpatient care services (including admission and discharge services
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the orderingphysician should report CPT codes 9923236.

J PHYSICIANS VISITS |
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practice requests an evaluation andanagement service from anothgiiysician in the same group practice when the
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I EMERGENCY DEPARTMENT VISITS ‘
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came to the emergency department to see the patient, sends the patient home, then the ED physician should bill the appropriate

f SPSt 2F SYSNHSyO& RSLINILYSYld ASNBAOS® ¢KS LI GASydQdetialS N& 2




RSAONAROGSaAa (GKS aSNBAOS KS 2N 4KS LINPGARSR Ay (G(KS SYSaBHSyOe
K2ALWAGEE G2 aSS (GKS LI GASYyGZ o0dzi 2yfeé ROAASaA (KS B5 LIKeaa
Medicare.

If the ED physician requests that another physician evaluate a given patient, the other physician should bill an emg@@mente
visit code. If the patient is admitted to the hospital by the second physician performing the evaluatioshbesbould bill an initial
hospital care code and not an emergency department visit code.

fcLiNniC vISITS

A In the office or other outpatient setting where an evaluation is performed, physicians and qualified NPPs should report the
CPT codes (992@109215 depending on the complexity of the visit and whether the patient is a new or established patient
to that physician.

A A new patient defined by Medicare is a patient who has not received any professional services (E/M or cthdatace
service) within the previous three years. Examples of where a new patient office is not billable:

A If the physician furnishes a poperative consultation at the request of a surgeon on a beneficiary, the consultant
has provided a professional service to the patient within the past three years and would not meet the requirements
to bill a new patient office visit.

A The consultant couldot bill for a new patient office visit for a consultation furnished to a known beneficiary
for a different diagnosis than he or she has previously treated if the patient was seen by the consultant in the prior
three years.

A The consultant furnishesa@nsultation to a known beneficiary in an outpatient setting different than the office
(e.g. emergency department, observation where the patient was seen in the past three years). As the patient has
been seen by the consultant within the past three yeargw patient office visit cannot be billed.

I LABORATORY010 Fee Schedule Changes ‘

CMS has posted the 2010 new clinical lab fee schediiés year, lab payments actually drop by 1.9% due to statutory mandates.
The payment for travel code P9603 is $1pe0mile, and for P9604, is $10.00 per flat rate trip. The clinical laboratory travel codes
are billable only for lab specimen collections made for either a nursing home or homebound patient. Trans. 1884, CR 8857 (Dec
2009; effective Jan. 1; implemewt Jan 4, 2010).

The clinical lab fee schedule transmittal also directs providers to the MLN article SE 1001, which discusses how providérs sh
use two new HCPCS codes G0430 and G0431 between Jan. 1 and March 3DW®R01Pthis time period, labs derming a

gualitative drug screening test for multiple drug classes using chromatographic methods should bill CPT code 80100; when
performing a qualitative drug screening test for multiple drug classes that does not use chromatographic methods, labdishould
the new test code G0430, Drug screen, qualitative; multiple drug classes other than chromatographic method, each procedure.
For new test code G0431, use a direct replacement for CPT code 80101: Otherwise, those clinical laboratories that de aot requ
CLIA certificate of waiver should continue to report 80101QW. SE 1001, Jan. 14, 2010.

| THERAPY

How Does a Plan of Care Affect Coding and Billir@?e of the factors affecting proper coding and billing of therapy services is
whether or not the servicis rendered by a qualified therapist under a plan of care. A plan of care is one condition of coverage and
payment for therapy services. (CMS Pub.-QP0Ch. 5, sec.220.1). As a general rule, therapy services rendered under a plan of care
arebiledwitnt y &l f g 2aé¢ GKSNI LR O2RS IyR 2yS 2F (G(KS GKSNI LR Y2RA
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A therapy plan of care should contahetfollowing elements:
-Diagnosis
-Longterm treatment goals
-Type of therapy services prescribed



-Amount of therapy services (i.e. number of times in a day that the prescribed treatment is to be provided)
-Duration of prescribed therapy servides. number of weeks or number of treatment sessions)
-Frequency of prescribed therapy services (i.e. number of times per week the type of treatment is to be provided)

(CMS Pub. 1602, Ch. 5, sec. 220.1.2B).

Either a physician or NPP may certify anpdd care (except in a comprehensive outpatient rehabilitation facility, where only the
physician may order and certify the treatment plan), and the format of the certification may take a variety of forms. Exaayple

Ay Of dzRS | LIK@ & ALOKAS ayAQGRA LYN®RET N2MEIrabf pAra(iED BeaNSS§ed an@ ddfed:by the physician or
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must ensure that all contépapprovals, and certification of the plan of care are fulfilled to receive reimbursement.

What Are Other Coding and Billing Issues With Therapy Services?

In addition to proper application of the incidetat rules to PR, CR, or ItBRBrapy services and selection of the codes for reporting,
there are other coding and billing issues related to therapy services. These issues may include

0 incorrect reporting or failure to report therapy modifiers;
compliance with therapy cap and mdidr ¢KX;
failure to accurately report timed and untimed codes;
I OOdzNI 4GS NBLRNIAY3I 2F aaz2YSGAYSaég GKSNI LR O2
documentation issues (e.g., plan of care).
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Therapy Modifiers;GN,-GO, and;GP.CMS requires therapists to use one of the following maslifeidentify the specific
discipline of the therapy service provided:

o0 -GN for speeclanguage pathology
0 -GO for occupational therapy
o0 -GP for physical therapy
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Therapy Reimbursement Cap and ModifigkX.The Balanced Budget Act of 1997 sets an annual therapy cap for Medicare
Part B beneficiarieS.he financial limits are applied to outpatient physical therapy, occupational therapy, and dpeguhge
pathology services in all provider settings with the exception of outpatient hospitals and hospital emergency room Ifil}[de<of
13X, or 85X).
CMS recently announced the therapy reimbursement caps for 2010. The annual limits coverage foli<a¢ Rillvs:

-Physical therapgnd speech language pathology servigesnbinedequals $1,860

-Occupational therapy servicegual$1,860

] 2010 REVIED COST REPORT

Under the new rulingCMS discusses revisions to the Medicare Cost Report, a draft of which is available for review at
www.cms.hhs.gov/

Paperwork Reduction Act of 199bhe revised cost report will be used for periods beginnamgor after Feb. 1, 2010 Among the
OKIy3Sa /a{ o6Aft AYLXSYSyd Aa GKS RSOAaAz2y G2 aL)d AwolidesS Od.
GaSRAOFE {dzillRt A SAALSKEBNBSRYR aLYLX FyiloftS 5S@GA0Sa /-2662BSR i
will not be fully available until February 2010, providers may use the two separate cost centers for supplies and impiladicdle
devices for costeporting periods beginning on or after May 1, 2009. CMS has prauiges5.30 to report implantable devises

charged to patients on the current form and line 69 on the proposed cost report.



http://www.cms.hhs.gov/

I RURAL HEALTH EXCEPTION FOR DIABETIC CARE

Trans. 20 to Part 2fahe Provider Reimbursement Manual updates the current cost report form €85296. The transmittal
contains a list of significant revisions (CMS Puk2-36, Trans. 20, July 2009).

CMS has issued an exception to allow individuals in a rural area wigocmalified as a registered dietitian and are certified as a
diabetic educator by a CM&pproved organization, to furnish training and to meet the multidisciplinary team requiremeithe
transmittal also recognized the AmericAgsociation of Diabetes &chtors (AADE) as a national accreditation organization for
purposes of accrediting entities to furnish outpatient diabetesrealiagement training. CMS Pub. 10D, Trans. 109, CR 6510
(Aug. 7, 2008; effective March 30, 2009; implemented. Sept. 8,.2009)

IARE YOU A HOSPITAL INPATIENT OR OUTPATIENT? ‘
5AR &2dz {y2¢ GKIFIG S@Sy AT @&2dz attre Ay GKS K2ALRAGI tstau@SNY A 3
06 KSGKSNI 6KS K2aLAdGrt O2yaAiRSNEA howtaeh yoy Ry far Rogpith seviGy (likéys,2 NJ ¢ 2 d.
drugs, and lab tests). Your hospital status may also affect whether Medicare will cover care you get in a skilled cilitgi(@NER).

An inpatient admission begins the day you are formally admifted ¢ KS K2 aLJAGFE gAGK I R2002NRA&
discharged is your last inpatient day. You are an outpatient if you are getting emergency department services, obsamiaton s
labtests,orXvl @ a3 I yR (KS R2 O (eptiNadiityduyafain DpatehtveniifSol spentl the NgRt at the hospital.

If you are in the hospital more than a few hours, always ask your doctor or the hospital staff if you are inpatient or an
outpatient stay.
A why? Because if you have not niee 3-day inpatient stay requirement, your SNF will not be covered.

What do | pay as an inpatient?

Medicare Part AHospital Insurance) covers inpatient hospital services.
A You pay a ondime deductible for all of our hospital services for the first 60 gaysare in the hospital

Medicare Part BMedical Insurance) covers most of your doctor services after paying the Part B deductible

What do | pay as an outpatient?

Medicare Part Bcovers outpatient hospital and doctor services.

A You pay a copayment for eairitlividual outpatient hospital service
A You pay 20% of the Medicaag@proved amount after the Part B deductible

b2GSY ¢KS O2LN &YSyid IY2dzyd F2NI I aAy3atsS 2dzi LI GASy insdn2a LIA G
cases, ourdtal copayment for all services may be more than the inpatient hospital deductible.

Generally, the prescription and ovie-counter drugs you get in an outpatient setting like an emergency department (sometimes
O £ £ SIRRYRWX &1 SNER orentliy RartB. | NE y2i O
A If you have Medicare Part D prescription drug coverage, these drugs may be covered under certain circumstances. Call yc
plan for more information.

To read more, go tbttp://www.medicare.gov/Publications/Pubs/pdf/11435.pdf
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