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Medicare in 2011

2011 Medicare Fee Schedule Fix

On December 15, 2010, President Obama signed into law the Medicare and Inside this issue
Medicaid Extenders Act (MMEA) of 2010. Even though Congress ruled there
would be a zero percent update to the fee schedule for 2011, the Act only af-

Patient Protection and Affordable

fected the Sustainable Growth Rate (SGR) reduction to the Fee Schedule For- €are ACt (PPAC) v 2
mula. In 2011, the changes to the Practice Expense RVUs as well as the Medi- New Medicare Fraud and Provision
care Economic Index adjustments effectively increased spending by more than UNder PPAC....coesvsnssnsnsesees 2
$20 million dollars. By law, Medicare spending cannot change up or down more What it Means for You ............. 2
than $20 million dollars. Consequently, CMS had to adjust the conversion factor |CD-9-CM EY€626 woovoeooooeooo 3
downward to achieve the budget neutral requirement.
Red Flag RUleS ......covveeveeeriiniiiiees 3
As a result, some specialties will be impacted more than others, depending on CMS Delays Ordering/Referring
the updates to the Practice Expense RVUs that they use. In 2010, the conver- Physician Enrollment in PECOS ....... 3
sion factor was $36.8729. In 2011 the conversion factor was reduced to e . )
X . . K X omprehensive Error Rate Testing
$33.9764. The following lists the impact of the RVU and Economic Index adjust- (CERT) Focuses on Medical
ments on some of the practice specialties. NECESSILY ..vrvrerrrerereseesersesseeeraeenes 4
Focus on Fraud and Abuse............... 4
IDTF 7% INCREASE OIG Workplan for 2011 .........cccu.e. 4
HOSPITAL BASED RADIOLCGB3WDECREASE CMS Implements New Signature
Requirements......ccceveveeenciieencineennns 8
PATHOLOGY2% DECREASE
CMS Implements New Signature
ORTHOPEDK3% INCREASE Requirements Grid........c.ccoeeeervuennnes 8

GASTROENTEROLGG% INCREASE
NEUROLOGY2% INCREASE
PEDIATRIC PULMONOLQGGY% CHANGE
PEDIATRIC HOSPITALISES DECREASE

The MMEA also extends the 5% increase to mental health services payments,
through December 31, 2011. Just like the zero percent update, the five percent
increase will be reflected in the revised 2011 Fee Schedule.
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Patient Protection and Affordable Care Act (PPAC)

http://democrats.senate.gov/reform/patient-
protection-affordable-care-act-as-passed.pdf.
We encourage you to read the CMS provisions
because you will garner a pretty good idea of
what will be affecting your practice in the com-
ing years. In addition, there are significant
provisions that have been added to the False

The following may be found at: https://
www.cms.gov/LegislativeUpdate/downloads/
PPACA.pdf. It is an excellent summary of the
provisions of the Patient Protection and Af-
fordable Care Act, more commonly known as
the Healthcare Reform Bill. So often summari-
zations of the bill are provided that exclude

00D

10101010 0010
5000, 1 YDO000) 0000 major portions of the entire Act. Even at that, Claims Act. Below is an excellent article which
3101000 1 Y1 1000 this summary is limited to the CMS provisions. includes points that we feel are very impor-
) sy plhaiy The entire Act can be found at tant.
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New Medicare Fraud and Provision Under the PPAC

By Jeff Weinstein and Scott Honiberg for HealthLeaders Medialy 12, 2010

President Obama recently signed off on legislation that very likely will result in a substantial increase in lawsuits against health care
providers. Intended to combat fraud in the Medicare & Medicaid programs, several amendments in the Patient Protection and Afford-
able Care Act significantly change the status quo, and will require greater vigilance by healthcare providers in their dealings with the

federal government. ]
What This Means for You

What the law means for overpayments
Another notable provision of the new law is a healthcare provider who receives a federal government
overpayment must report that overpayment and return it to the government within 60 days of discov-
ering the error. Failure to do so will subject the provider to liability under the FCA, which includes civil
penalties.
For example, a healthcare provider who, upon discovery, fails to report and return an overpayment by
Medicare within the time required by the new law will, in addition to the amount of the overpayment,
also be subject to civil penalties. The issue of overpayments will be an interesting one to watch, as
provider claims are paid by Medicare contractors after adjudication and, in theory, according to Medi-
care reimbursement methodologies. These provisions suggest that providers may be increasingly held
liable for overpayments made, not only for errors they made (e.g., as a result of an error originating
with how they submitted as claim), but for having been overpaid as a result of an error by the Medi-
care contractor who paid the claim.
While providers may be amused at the prospect of being overpaid by Medicare when the typical com-
L FAYyd A& GKI aSRAOFINB R2S8ayQd LI e Ada Tl
3.3% in FY 2008 to 7.5% in 3009 Comprehensive Error Rate Testmg Report, the national error rate for overpayments to Medicare
FY 2009. In 2009’ these providers increased from 3.3% in FY 2008 to 7.5% in FY 2009. In 2009, these overpayments amounted
to approximately $23 billion.
Overpayments amounted While CMS attributes much of the increase in errors to a change in review methodology, under the
to approximate|y $23 new law, providers can still be held liable for overpayments, many of which may be attributable to the
billion.

Last November, when
CMS released its 2009
Comprehensive Error Rate
Testing Report, the na-
tional error rate for over-
payments to Medicare
providers increased from

carrier or fiscal intermediary that processes the claim. With the magnitude of all of the other changes
200dz2NNAY 3 & F NBadAZ G 2F (GKS ySg KSIHf K
payment errors by Medicare contractors will continue, if not increase, further extending the potential
liability to providers for inadvertent errors on the part of the Medicare contractor who pays their
claim.

Not only must providers be concerned about the accuracy of claims they file; now they have to be
O2yOSNYySR lo2dzi GKS | OOdzNI O 2F K24 aSRAOL
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What the law means for the whistleblower

The most dramatic change in the law concerns whistleCblower actions under the federal False

/tFAYa 104G oCc/!'0d ¢KS C/! Aa 2yS8S 2F (G(KS 3I20SNYyYSyidiQa Yz2ad AYLERNILY
as false billings and requests for payment, or improper retention of government overpayments. In

perhaps the most important provision of the new legislation, a whistle¢blower who initiates a ICD-9-CM FREEZE
fFgadAli dzy RSNJ GKS C/ ! Fff83Ay3 &dzOK FNIdzR y2 f2y3ISN) Ydzad 0SS GKS a2
tion. Due to the implementation of the ICD
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- . . . . October 1, 2013, the IGB-CM Coordi-
ticipate in any settlement, he or she needed direct and independent knowledge concerning false B
nation & Maintenance Committee has

billings or other false claims submitted to the government. The result was information that had decided to implement a partial freeze
already been publicly disclosed could not serve as the basis of a whistleCblower suit. on updates to ICE®)-CM. The Commit-
Because the new law states that the government must now be a party in a hearing in order for the tee decided that the last regular annual

AYF2NNIGA2Y RAAOt248R Ay G(KS KSENAy3 (G2 O2 yargélg? Q:s%:gt@"ffg%hfdkﬁeiﬁg%s RA&C
private litigation may now potentially be used as the basis of a whistle¢blower suit under the FCA. that, only new code sets will be added
! LI FAYGATTF Olgo/tf 3/@INE SYINBIsK A&l S OAy I |y 205t $oREDS andi 1€BL00 AstolTctob& NA | £ £ &
allegations that have already been publically disclosed. 2013, only ICEL0 will be updated as
The new law also allows a whistle¢blower to initiate an action under the FCA based on facts that IERIRWIIRNO Ionger be I_—llPAA.compIi-

. . o . . ant. The Committee will continue to
already have been disclosed to the public through stat:a or local admlnls}rajtlve reports: hearings, meet twice a year to assess any neces- )
audits or investigations (unless the whistlecd £ 2 ¢ SNXDa FIl Outa | N& d&adz a ﬁdﬂykhhn@eé & GKS alryvysSe¢ Fa @
already disclosed). By essentially repealing, or, at least, lowering the public disclosure bar, Con-
gress hopes more instances of false claims will be disclosed, thus potentially resulting in more
recovery by the government.
The downsideT for physicians, hospitals, and other health care providerst is that permitting suits
based on information that has already been publicly disclosed is Iiker to prove tempting to poten- RED FLAG RULES
GAFE LIXFAYGATFAE oK2 K2LIS (2 aKFENB Ay (KS EIZQSnNJée\ge%B@r %a Zﬁgsgres e%tN‘bq) ¢ K
blunted somewhat by the fact that it is not retroactiveT that is, a whistleblower cannot file swt Obama signed into law thet wS R Cf I 3
olasSR 2y | LlzoftA0teé RA&aOEt2aSR OflFAY GKI g1 &t RN Al i 8 RNIGT2A Dliel & 2 @ 215
tive date of March 23, 2010. Act clarifies the Red Flag Rule definition 5
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2 NE EOt dzRS a I
mation disclosed in private litigation in the hope of turning up information that can be used as the

vances funds on behalf of a person for

basis for a suit under the FCA, and it will be more difficult for healthcare providers who are the expenses incidental to a service pro-
target of such suits to get them dismissed on jurisdictional grounds. JARSR o0& G(KS ONBRAG2NI G2

. As a result, providers have been re-

What the law means for the AngKickback Statute lieved of complying with the FTC Red

A third important change in the law is the broadening of liability under the Medicare and Medicaid Flag Rules, but are still encouraged to

tFGASYG tNRGSOGAZY ! OG0 2 F cwhddylToxk Q02 Y Y2l yiit deii S|éy 208Uy | GamSUSPRISI IRV at-

to the new legislation, the government does not need to prove that a provider had actual knowl- ing to med|cal feeHing) hiz

edge of the AKS or a specific intent to violate it; general criminal intent will now suffice for addi-

tional liability under the AKS.

LY FRRAGAR2YSY GKS ySg tSaratldazy | YSyRa GKS 1'Y{ o6& adldAay3a aGKIFG |
ASNIDAOSaé NBadAZ GAyad FTNRBY I NBFSNNIt YIRS Ay GBXNSRPELAYSORDBRINGIKS 1 v{ v
provider to liability under the FCA, which includes a provision for treble damages. REFERRING PHYSICIAN

The new law provides for $250 million over the next ten years to help investigate and prosecute ENROLLMENT IN PECOS

healthcare fraud. Coming on the heels of a recent upswing in investigations by the Justice Depart-

ment, as well as significantly greater public focus on healthcare costs, the new potential exposure In 2010, CMS announced they would
under the FCA means that healthcare providers have to be extra vigilant in monitoring their bill- not pay claims if a referring provider
ings and government payments. was not enrolled in the Medicare PECOS

system. This rule keeps getting delayed
by CMS out of concern regarding the
time it takes to enroll providers in the
PECOS system. CMS has said they in-

PATI ENT PROTECTION | ©/emeres sieey ™% w os«
|m!m n
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Comprehensive Error Rate
Testing (CERT) Focuses on
Medical Necessity

We are receiving an increasing
number of CERT Requests
asking for documentation
supporting the medical neces-
sity of services provided. Not
only is the rendering physician
being asked to provide their
copy of the physician and or-
der and report, but they are
also requesting notes from the
referring physician that
GaAdzZLILR NI LI | ykY

Focus on Fraud and Abuse

It is important that you realize the emphasis
that is being placed on fraud and abuse. The
OIG is reporting savings in 2010 of nearly $26
billion, the majority of which will come from
tightened payment methodology. This is an-
other way of describing the enforcement of
existing rules that have previously not been
enforced. The Comprehensive Error Rate Tests
(CERT) audits that we are receiving are in-
tended to monitor the performance of the
Medicare Contractors processing claims. In
addition, new False Claim Act provisions payments attributable to the six types of pro-
6adza38ad GKEFEG LINE OA RSNBA RGNE @ § ar{y GONeB/l CedaNyNS Re
held liable for overpayments made, not only dation to use the results of the analysis in iden-

for errors they made, but for having been over-
paid as a result of an error by the Medicare

G{ LISOAFTAOIfte&s hLDQa b
expected recoveries includes $21 billion in
implemented recommendations to put funds

to better use, $3.8 billion in investigative re-
ceivables, and $1.1 billion in audit receivables.
Analysis of the erroneous claims identified by

the CERT contractor found that insufficient
documentation, miscoded claims, and medi-

cally unnecessary services and supplies ac-

counted for about 98 percent of the improper

tifying (1) the types of payment errors indica-
GADPS 2F LINPIANIYYIFIGAO &

ySO O NN OI2NI 6KByJedt AR F%\gﬁcefolnépg‘ct}ngGen(Qral News)

NBFaz2y T2N 2NRSNR yvaiesteig and Scgtidiniperg for HealthLead-

vice provided. In other words,
an order from a referring phy-
sician is no longer enough to
support the medical necessity
for providing a service.

ers Media, July 12, 2010).

OIG Workplan for 2011

Below is a partial list of items that the OIG will be reviewing in 2011. We have selected those items
pertinent to physician services, however, the complete list may be found at: http://
www.oig.hhs.gov/publications/workplan/2011/FY11 WorkPlan-All.pdf . We have included a few

items found under the Hospital and SNF sections because you may be affected by the facilities ef-
F2NI&a 2 O2YLX & 6AGK aSRAOFNBQa NBIddZANBYSyi:

Noninpatient Prospective Payment System Hospital Payments for Nonphysician Outpatient Ser-
vices

t dzNBdzk yi G2 GKS {20ALf {SOdNRG& ! O0GX 2 mMyyc
should include diagnostic services and other services related to admission provided during 1 day
AYYSRALFGSt & LINBOSRAY3I (GKS RFHGS 2F GKS LI GAS
Medicare Secondary Payer/Other Insurance Coverage

We will review Medicare payments for beneficiaries who have other insurance. Pursuant to the

Social Security Act, § 1862(b), Medicare payments for such beneficiaries

are required to be secondary to certain types of insurance coverage. We

will assess the effectiveness of procedures in preventing inappropriate
Medicare payments for beneficiaries with other insurance coverage. For
example, we will evaluate procedures for identifying and resolving credit
balance situations, which occur when payments from Medicare and other
AyadaNBNBE SEOSSR (KS LINRPOARSNEQ OfF
Oh!'{T 2nmannnmmmnopoMTT @I NAR2dz& NB JA
start)

Payments for Diagnostic Radiology Services in Hospital Emergency Departments

We will review Medicare Part B paid claims and medical records for interpretations and reports of
RAF3Iy248GA0 NIRA2f238& aSNWAOSA OETMNI&&axr /[ ¢ax
to determine the appropriateness of payments. Interpretations and reports furnished by physicians

are reimbursed according to the Medicare Physician Fee Schedule (MPFS) provided that the condi-

tions for payment for radiology services at 42 CFR §§ 415.102(a) and 415.120 are met. In its March

2005 testimony before Congress, the Medicare Payment Advisory Commission (MedPAC), reported
concerns about the increasing cost of imaging services for Medicare beneficiaries and potential

overuse of diagnostic radiology services. In 2008, Medicare reimbursed physicians about $227 mil-

lion for imaging interpretations performed in emergency departments. We will determine whether
diagnostic radiology interpretations and reports contributed to the diagnoses and treatment of
beneficiaries receiving care in emergency departments

Oh9LT nrmndnnnnpnT SELISOGSR A&da
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Medicare Inpatient and Outpatient Hospital Claims for the Replacement of Medical Devices
We will determine whether hospitals submitted inpatient and outpatient claims that included
procedures for the insertion of replacement medical devices in compliance with Medicare regula- I _
tions. The Social Security Act, §1862(a)(2), excludes from Medicare coverage an item or a service
for which neither the beneficiary nor anyone on his or her behalf has an obligation to pay. Medi-
care is not responsible for the full cost of the replaced medical device if the hospital receives a
partial or full credit from the manufacturer either because the manufacturer recalled the device or \ vy A
because the device is covered under warranty. Hospitals are required to use modifiers on their '
inpatient and outpatient claims when they receive credit from the manufacturer of 50 percent or ()\\ \ ) (.\
more for a replacement device. l ’ d ’ Y\) ‘
Oh!{T 2nmnannmnmoppmcT 2mannmmmoppmcT @I NR 2 dza fr

rogress

Observation Services During Outpatient Visits
We will review Medicare payments for observation services provided during outpatient visits in 1l
hospitals. The Social Security Act, §§ 1832(a) and 1833(t), provides for Part B coverage of hospital

outpatient services and reimbursement for such services under the Hospital Outpatient Prospec-

GAOGS tleyYSyild { &Meidi&ie ClaimsProfessihgMaglpl@adzo ® b2 d mnyJ
HpnX LINPOGARSE (GKS o0AffAy3d NBIdANBYSyilaod 2
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mented recommendations to put funds to better use, $3.8 billion in investigative re-
ceivables, and $1.1 billion in audit receivables

Medicare Part A Payments to Skilled Nursing Facilities (ASC) and hospital outpatient departments. Federal regulations at

We will review the extent to which payments to SNFs meet Medi- 42 CFR § 414.32 provide for different levels of payments to physi-

care coverage requirements. The Social Security Act, § 1888(e), cians depending on where the services are performed. Medicare

establishes the amount paid to SNFs for all covered services. Medi- pays a physician a higher amount when a service is performed in a

care pays Part A SNF stays using a system that categorizes each Y2y FLOAtAGE aSGGAy3aT &dzOK & | LIK@&aa

beneficiary into a group based on care and resource needs. The the service is performed in a hospital outpatient department or,

groups are referred to as Resource Utilization Groups (RUGs). In a with certain exceptions, in an ASC. We will determine whether

prior report, OIG found that 26 percent of claims had RUGs that physicians properly coded the places of service on claims for ser-

GSNB y20 adzLILl2NISR o6& LI A Sy i dices prvisdd in Bstcstand NabpitaPodtfaties depakrbentd IS NO Sy G 3§

represented $542 million in potential overpayments for FY 2002. oh! {T 2mnnnnndpnmopmmMoT 2mTAATTMATTOPMMOT

We will conduct a medical review to determine whether claims issue date: FY 2011; work in progress)

were medically necessary, sufficiently documented, and coded Ambulatory Surgical Center Payment System

correctly during calendar year (CY) 2009. We will review the appropriateness of the methodology for setting

Oh9LT nHumndmnanunnT SELISOGSR A ésém&enérbtdiSﬁd/ertlﬁé;evisadmfbipa?'melﬁalsmé]h Sek-y LINR INB & &

aSRAOFNB t I NI . {SNBAOSA 5 dzNg 582 qrthe MM Rigauires s RN PAPIMETS (it e ay
vnsed payment system for payment of surgical services furnished

2008 Overview ASCs. We will hanges to th d ASC t
We will review the extent of Part B services provided to nursing in s We will examine c anges to the revise payrmen

K2YS NBaARSydGa sK24aS adlea | N%eW?QSYLJ\ YB 48R M RENPSERIBANEBUKZR2E
X . . . . paymient rates

Part A SNF benefit. Unlike Part B services provided during a Part A )

. . . : Oh! {TT 2mannmmMmamnopnHOT 2MANTTMMTTOPNHOT
SNF stay, most of which must be billed to Medicare directly by the issue date: FY 2011; work in progress)
SNF in accordance with consolidated billing requirements, most ’ ’ prog
tF NI . aSNBWAOSE LINPOARSR RdANAY3I F yz2ymnmtt NI ! &aidre vYre 68 o0Aff SR
directly by suppliers and other providers. In repealing consolidated
OAffAY3d LINPOAGAZ2YA (KFIG g2dZ R
Congress directed OIG in the Medicare, Medicaid, and SCHIP Bene-
fits Improvement and Protection Act of 2000 (BIPA), § 313, to
monitor these services for abuse. We will also assess patterns of
billing for Part B services among nursing homes and providers.

Oh9LT ncmantTmnnnpynT SELSOGSR A&

tfFOSn2Fn{ SNIBAOS 9 NNE N&
We will review physician coding of place of service on Medicare
Part B claims for services performed in ambulatory surgical centers
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As part of the Obama Ad-
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OIG Workplan for 2011 continued...

Coding of Evaluation and Management Services
We will review evaluation and management
(E&M) claims to identify trends in the coding of
E&M services. Medicare paid $25 billion for E&M
services in 2009, representing 19 percent of all

SR t i
aMéledlce?ha Ia':i%? P)r\o essing Manuwralb. No. 100
nnany OK® MHI 2 ondcdmI
zv'sq.rlna tfﬁt E\eymg‘?sé_hey sp@rgt Fcc@raEIyK

reflect the servicés they provide. E&M codes rep-

A

care SyStem us Departmentresent the type, setting, and complexity of ser-

of Health & Human Services
Secretary Sebelius and At-
torney General Eric Holder
on December 30, 2010 an-
nounced that the Centers
for Medicare and Medicaid
Services would be acquiring
new stateof-the-art fraud
fighting analytic tools to
prevent wasteful and
fraudulent payments in
Medicare, Medicaid and the
| KAt RNByQa | S
Program.

vices provided and the patient status, such as new
or established. We will review E&M claims to
determine whether coding patterns vary by pro-
vider characteristics.

OhoLT
work in progress)

Payments for Evaluation and Management Ser-
vices

We will review the extent of potentially inappro-
priate payments for E&M services and the consis-
tency of E&M medical review determinations.

| a { Medlicare Claims Processing Manupaib.
b2d mMmnnnanX OK® MHI 7
aasSt SO L’]Ké 2RS F2NJ
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an increased frequency of medical records with
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also review multiple E&M services for the same
providers and beneficiaries to identify electronic
health records (EHR) documentation practices
associated with potentially improper payments.
Oh9LT nnmmannaamymT nanm
date: FY 2012; work in progress)
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Evaluation and Management Services During
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Global Surgery Periods

We will review industry practices related to the
number of E&M services provided by physicians
and reimbursed as part of the global surgery fee.
/ a { Medicare Claims Processing Manwaib.

Ly 2 YSy REP MdATdy ¢ i OKgP MHZToP T

the global surgery policy. Under the global surgery

fe sQusegaPRvacians billa niogle feefosall 95 v 4 A
their services that are usually associated with a
surgical procedure and related E&M services pro-
vided during the global surgery period. We will
determine whether industry practices related to
the number of E&M services provided during the
global surgery period have changed since the
global surgery fee concept was developed in
AaadsS RIFIGSY C
2MANTMNUMOPHATT
issue date: FY 2011; work in progress)
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Medicare Payments for Part B Imaging Services
We will review Medicare payments for Part B
imaging services. Physicians are paid for services
pursuant to the Medicare physician fee schedule,
which covers the major categorigs of costs, includ- =~ .
& tﬁ’e‘j)h siian \é@s#ohﬁ‘gp tlic?mpoh%’NtE DA R
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categories of expenses, such as office rent, wages
of personnel, and equipment. For selected imag-
ing services, we will focus on the practice expense
components, including the equipment utilization
rate. We will determine whether Medicare pay-
ments reflect the e)_(lpensesmcunred and whether .
Yhe ik fidh Yatds reer%t '?nbt@r?;ﬂaa ges aad
Oh! {T 2nannmMMmoOpHM®pPT Ol
issue date: FY 2011; new start)

Medicare will review the extent of potentially inappropriate payments for E&M ser-
vices and the consistency of E&M medical review documentation

Appropriateness of Medicare Payments for Polysomnography
We will review the appropriateness of Medicare payments for sleep studies. Sleep studies are reimbursable for patients who have symptoms consis-

tent with sleep apnea, narcolepsy, impotence, or parasomnia in accordance with the CMS Medicare Benefit Policy Many&lub. No. 102, ch. 15, § 70.
Medicare payments for polysomnography increased from $62 million in 2001 to $235 million in 2009, and coverage was also recently expanded. We

will also examine the factors contributing to the rise in Medicare payments for sleep studies and assess provider compliance with Federal program

requirements.
OhoLT
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Excessive Payments for Diagnostic Tests
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ordered for a beneficiary by primary care physicians and physician speuallsts for the same treatment.
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Geographic Areas With a High Density of Independent Diagnostic Testing Facilities

We will review services and billing patterns in geographic areas with high concentrations

of

independent diagnostic testing facilities (IDTF). IDTFs are facilities that perform diagnostic
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fixed location or be a mobile entity, and the practitioner performing the procedures may

be a nonphysician. IDTFs must meet regulatory performance requirements at 42 CFR §
'zrivilig%s.'\hlzooes 0IG review found nu-

merous problems with IDTFs, including noncompliance with Medicare standards and po-

TexidNdmproper payments of $71.5 million. We will also examine billing patterns in areas

with a high density of IDTFs.
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We will review selected IDTFs enrolled in Medicare to determine the extent to which they
comply with selected Medicare standards. IDTFs received payments of about $860 million
in 2009. Federal regulations at 42 CFR § 410.33, require IDTFs to certify on their enroll-
ment applications that they comply with 17 standards. Such standards include require-

ments that are applicable to the health and safety of patients, provide complete and accu-
rate information on their enrollment applications, and have on duty technical staff mem-
bers who hold appropriate credentials to perform tests. We will also identify billing pat-
terns associated with IDTFs that were not compllant with selected Medicare standards.
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UW will review the extent to which providers comply with assignment rules and determine whether and to what extent beneficiaries are

| i gﬁ inappropriately billed in excess of amounts allowed by Medicare requirements. Pursuant to th,e Social SevcuvritAy Act,, § 1842(h)(1),Aphysi-
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sk ¥ 'thb\?nefi'é‘@yaag%eggl}]og@\ﬁthe%s?t B ofodher supplier to request direct payment from Medicare for covered Part B services,
equipment, and supplies by assigning the claim to the physician or supplier. The physician or other supplier in return agrees to accept
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Medicare Payments for Claims Deemed Not Reasonable and Necessary
We will review Medicare payments for Part B claims in 2009 that providers note as not reasonable and necessary on claim submissions.
7S The CMS Claims Processing Manuahtes that providers may use GA or GZ modifiers on claims they expect Medicare to deny as not
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A or GZ modifiers, amounting to $4 million in potentially inappropriate payments. We will determine the extent to which Medicare
pa|d for Part B claims with these modifiers, as well as the types of providers and the types of services associated with these claims. We
will also assess the policies and practices that Medicare contractors have in place with regard to these claims.
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Medicare Billings With Modifier GY
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excluded or do not meet the definition of a covered service. Beneficiaries are liable, either personally or through other insurance, for all
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60.1.1, providers are not required to give beneficiaries advance notice of charges for services that are excluded from Medicare by stat-

ute. As a result, beneficiaries may unknowingly acquire large medical bills for which they are responsible. In FY 2008, Medicare received

over 75.1 million claims with a modifier GY totaling approximately $820 million. We will examine patterns and trends for physici- Y8 Q I Y R
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Payments for Services Ordered or Referred by Excluded Providers

We will review the nature and extent of Medicare payments for services ordered or referred by excluded providers. Pursuant to the

Social Security Act, §§ 1128 and 1156, and 42 CFR § 1001.1901, no payment shall be made for any items or services furnished, ordered,
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ments for services based on orders or referrals by excluded providers.
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determine the total dollar amount of claims paid. We will then conduct a medical review on a sample of claims to determine their
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Comprehensive Error Rate Testing Program: FY 2010 Error Rate Oversight

The Improper Payments Information Act of 2002 (IPIA) requires the head of a Federal agency with any program or activity that may be
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activity with estimated improper payments exceeding $10 million, the agency must report to Congress the actions that the agency is
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ch. 12, was established by CMS to meet the requirements of the IPIA and to monitor the accuracy with which Medicare claims are

billed and paid. Effective August 1, 2008, the CERT program also samples inpatient records replacing the Hospital Payment Monitoring
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tional estimated improper payments for FY 2009 were $24.1 billion (7.8 percent error rate). We will review certain aspects of the CERT
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CMS Implements New Signature Requirements

CMS implemented new signature requirements per Change Request (CR) 6698, ef-
fective March 1, 2010; however, the changes apply retroactively. As a result, we
have been receiving "Invalid Signature" Denials from Medicare on appeals we previ-
ously submitted for payment. We have also received these same Denials for RAC
Redetermination and CERT Documentation requests. It is imperative that you im-
mediately update your signature process to meet Medicare guidelines. According to
Medicare, there are many ways a signature can be considered valid. Below is a chart
published in the Medicare Part B News regarding valid signatures:
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Contact billing provider
and ask a non

Signature Re- standardized follow up
quirement Met question

Legible full signature X

Legible first initial and last name X

lllegible signature over a typed or printed name X

lllegible signature where the letterhead, addressograph or other information on the page indica

the signator. Example: An illegible signature appears on a prescription. The letterhead of the

physicians' names. One of the names is circled. X

lllegible signature NOT over a typed/printed name and NOT on letterhead, but the submitted d¢

accompanied by: 1) a signature log, or 2) an attestation statement X

llegible Signature NOT over a typed/printed name, NOT on letterhead and the documentation

nied by: a) a signature log, or b) an attestation statement X

Initials over a typed or printed name X

Initials NOT over a typed/printed name but accompanied by:

a) a signature log, or

b) an attestation statement X

Initials NOT over a typed/printed name but UNaccompanied by:

a) a signature log, or

b) an attestation statement X
Unsigned typed note with provider's typed name

Example: John Whigg, MD X
Unsigned typed note without providers typed/printed name X
Unsigned handwritten note, the only entry on the page X
Unsigned handwritten note where other entries on the same page in the same handwriting are X

"signature on file" X

Associated Billing Services, Inc.
13430 N. Black Canyons Hwy * Suite 100 * Phoenix, AZ 85029
Phone: 602-943-9200 * Fax: 602-216-3000 * Email: admin@absincorp.com



